
  
  
    [image: WhatDoTheyKnow]
  

  
    Download original attachment
    
(PDF file)
  

  
    This is an HTML version of an attachment to the Freedom of Information request
    'Ligature risks'.
  




  
    
      
[bookmark: 1][image: ]



[bookmark: 2][image: ]

[image: ]

 

 

 

 
Staff raised concerns as to the comfort of the patients who may be waiting in the 

suite for a number of hours, particularly in instances when this involved overnight 

stays.  It was advised that drinks and food would be available  to the patients 

regularly during their stay.  

 
There was a small room within the suite which was used for patient assessments.   

This also had no windows and an unpleasant ambience. This room had a pungent 

and unpleasant odour. The staff office is cramped and overcrowded with very limited 

facilities. 

 
There was a further room which the team were able to use for patient assessments 

which was located in the reception area of the Emergency Department.  They 

referred to this as the ‘goldfish’ room as one wall consisted of windows.  

 
The Clinical Lead talked through the two different referral pathways.  It was noted 

that timeframe for urgent referrals was 4 hours from referral to assessment and for 

referrals from the Emergency Department the KPI was 1 hour from referral to 

assessment. 

 
Referrals from the Ward 

•  The ward completes a Mental Health Referral Form which is faxed to the 

Control Room. The Clinical Lead advised that patients would generally be 

medically fit and ready for discharge. 

•  A member from the RAID Team attends the Control Room each hour to 

ascertain if any referrals have been made.  (Sometimes the Ward wil  ring the 

Team direct to advise they have made a referral. 

•  Once referral is received by the Team they would check Mobius System to 

identify if the patient is already known to them or another EPUT Service. 

•  A member of the team would then go to the ward to assess the patient and 

make a decision as to the appropriate care plan and treatment. 

(If the patient has dementia they would be referred to the Dementia Intensive 

Support (DIS) Team. 

•  If the decision was for the patient to be admitted, arrangements would be 

made to transfer to a mental health bed in liaison with acute care colleagues. 

•  If the decision was for the patient to be discharged, the patient may be 

signposted to other community  services and a letter would be sent to the 

patient’s GP. 

 
Referrals from the Emergency Department 

•  Referrals from the Emergency Department may be received from the Triage 

Nurse, Majors or Minors. 

•  The Emergency Department would telephone the Team directly, or walk 

round. 

•  The patient would then be brought to the RAID Suite for assessment. 

•  If the decision was for the patient to be admitted, arrangements would be 

made to transfer to a mental health bed. 
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The Clinical Lead advised that there were always 2 RMNs available for each shift.  It 

was noted that as the coming weekend was a bank holiday there would be an extra 

person available between 4.00pm-12.00pm in recognition that the busiest time was 

usually between 5.00pm-10.00pm. 

 
It was noted that there was no dedicated medical cover out of hours and the team 

would need to contact either the on-call doctor or the on-call consultant. 

 
The Clinical Lead advised that working hours were currently under consultation to go 

to 12 hour shifts; 8.00am-8.30pm, 8.00pm-8.30am 

 
New staff undertook the 2 day corporate induction and also a local induction.  The 

Clinical Lead advised that induction for new nurses would include 2 weeks of 

shadowing.  The Team had a staff induction folder which included information local 

information about the team and also other relevant information i.e. signposting to 

other appropriate services. 

 
Annual appraisals were undertaken through a cascade process.  The Clinical Lead 

advised that al  appraisals were on track to be completed by December 2018. 

 
The Quality & Patient Safety Manager was given sight of the corporate mandatory 

training tracker. It was noted that there were some areas overdue including fire 

training.   

 
The Clinical Lead advised that there were issues with the timeliness of the tracker 

being updated by the corporate team and gave assurance that there had been a 

recent face to face training session for fire training which had not yet been updated 

on the tracker.  

 
Staff had access to regular supervision through cascade.  The Clinical Lead advised 

that   provided clinical supervision to the nurses bi-monthly and the nurses 

provided supervision for the support workers every 3 months. These sessions were 

scheduled to ensure protected time and it was emphasised that ad hoc sessions 

were undertaken when appropriate. The administration staff spoken with advised 

that they had 1-1 sessions. 

 
The Clinical Lead advised that staff would highlight any safeguarding concerns and if 

further support/advice was required they would contact the Safeguarding Team.   

It was also noted that the team would complete a paediatric liaison form if patients 

had children. 

 
Any patients admitted to wards within the hospital were logged on a board in the 

office.  Handover was undertaken each morning when these patients would be 

discussed together with any patients seen through the Emergency Department 

pathway.   
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9.  Review access to prescribing and prescriptions for patients who are seen for 

assessment by RAID Team to enhance accessibility for urgent treatment and 

enhance patient and family experience.  

10. Review Out Of Hours escalation processes. 

 
Commissioner and Provider Recommendation: 

Urgent and Emergency Care work stream to include transportation. 

 

Good practice: 

1.  Provision of regular supervision and 1-1 sessions 

2.  Compliance with annual appraisals 

3.  Positive scores from patient feedback in June 2018 

4.  Regular handover 

5.  Regular team meetings 

6.  Risk assessment in one of the case notes reviewed.  

 
 
We would like to thank 

 and the RAID team for hosting the visit and for the 

receptiveness to the discussion and feedback.  

 

  

Chief Nurse 

 

 

Lead Nurse Mental Health and LD 

MSc, BSc (Hons), Dip CBT, NMP 

 

  

Quality and Patient Safety Manager  
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