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An unannounced visit was undertaken by the Mental Health Commission on Tuesday 10th 
September 2019.  Members making the visit were, Mr F Pattison, Mr C Ring, Mr I Buxton, 
Mrs A Templer, Mr L O’Mahony and the visit was led by Dr R Crellin, Chair of the 
Commission. 
 
First, the General Environment within the unit was much more settled, calmer and less 
tense than on our previous 3 visits.  Occupancy levels remained high, especially on Harbour 
Ward (adults of working age).   Of the 26 available beds in the hospital, 25 were occupied, 1 
was vacant and 7 patients were on leave.  Breaking this down into the two ward areas, all 14 
beds on Harbour Suite were occupied with a 2 additional patients in the “swing/dual use 
area” and 7 general adult patients were on leave.  This made a total of 23 adult 
patients.  Glen Suite had 9 patients in the ward and 1 empty bed (plus the 2 sleeping out 
patients from Harbour ward mentioned above); a total of 9 older adult patients. 
 
The Commission welcomes the use of trial leave prior to discharge but were unclear as to 
how many patients were on leave to  make empty beds to facilitate urgent admissions and 
how many were planned episodes of trial leave.   We welcome the creation on Rio of a 
‘virtual ward’ to identify patients who remain the responsibility of the unit but who are on 
leave.  This allows for entries to be made by ward and other inpatient staff even though the 
patient is not actually in an identified bed.   The ‘virtual ward’ also allows clearer 
transparency for determining true ward occupancy levels as the number of patients on 
leave without an actual bed will show in the occupancy figures. We were also shown the 
“Active Ward Tool” and understand that this should help manage bed occupancy levels. 
 
On Harbour Suite (general younger adults), 7 patients were detained on Section 3, none on 
section 2 and 9 were informal.  In addition, 3 of the 7 patients on leave were on Section 3 
and 4 were informal. 
 
On Glen Ward (older adults), of the 9 patients, 8 were detained, 5 on Section3, 3 on Section 
2 and 1 patient was informal. 
 
All patients on the general adult ward were on low level observations except one who was 
on 15 minute checks.  This low level of patient disturbance is probably part of the natural 
fluctuation of patient mix, but makes a significant difference to the atmosphere on the ward 
and the therapeutic milieu. 
 
Staffing levels on both wards were good and the levels of 7 staff members on both early and 
late shifts and 6 on night shifts (Harbour Ward) have been maintained.  In addition there is a 



Ward Manager and 2 activities coordinators. This should be a good staffing level.  We 
remain unclear what happens if there are a number of patients on close 1:1 observations 
and whether additional staff are brought in and how this budgeted for and how it operates 
in practice. 
 
At recent visits we had detected some opposition to the changes in the staffing shift pattern 
and were aware that plans had been made for formal feedback to be elicited from staff.  We 
understand the response rate to the feedback questionnaire was disappointing.  A further 
attempt to obtain feedback and suggestions for alternative arrangements was delegated to 
staff who were unhappy with the new shift arrangements but we understand this has not 
resulted in any concrete information or proposals.  We therefore assume that the ‘pilot’ 
arrangements are now permanent. 
 
Both wards were clean and well maintained.  We were pleased to see a visitors bell at the 
entrance to the individual wards, but still feel that there ought to be bells at the first door to 
the joint ward area, as it can be frustrating to visitors and patients trying to attract attention 
to get onto the wards. 
 
Patients and staff commented on the good therapeutic programme on both wards (see 
interviews) and how this has been improved by the appointment of an additional therapies 
coordinator on the older adults ward. 
 
There were a number of complaints about property being lost, stolen or somehow mislaid 
and staff appearing not to prioritise addressing this.  We visited the property store and it did 
appear somewhat disorganised, with only some of the property in proper containers, some 
in bin bags and not clearly labelled and lockers left unlocked.  We feel this could be easily 
addressed. 
 
Finally, under the heading of ‘Ward Environment’, adult patients complained that the doors 
to their individual bathrooms were locked open for safety and this significantly reduces their 
privacy.  We understood this is due to faulty anti-ligature mechanisms on the doors and has 
been like this for more than a year. 
 
 
Treatment and medical records 
 
The treatment cards of the 10 detained General Adult patients (including those on leave) 
were examined.  They were clearly and unambiguously written.  In the opinion of the 
Professional Member, the treatments were consistent with the diagnoses and doses were 
within BNF guidelines.  For 6 of these 10 patients SOAD opinions had been required.  The 
SOAD forms were all kept with their associated drug cards.  The cards which required a form 
46 or 47 clearly stated this and were consistent with their forms. 
 
The treatment cards of the 5 detained older adult patients were examined. They were clear 
and, again, doses were within BNF limits.  Interestingly, 1 detained patient was not on any 
psychotropic medication at all despite having been detained for more than 3 months and so 
did not require a form 46 or 47.  1 patient had been detained for less than 3 months.  The 



remaining 3 patients for whom SOAD opinions had been necessary all had their requisite 
forms with their drug cards.  The cards clearly indicated a form 46 or 47 was required and 
the SOAD forms and drug cards were consistent. 
 
The RiO notes for all the detained adult patients were perused and the overall opinion was 
that they were well kept with concise and non-pejorative language.  Ward Round records 
were somewhat ‘formulaic’ and repetitive and perhaps somewhat lacking in detail about 
mental state. The records were easy to navigate and uploaded documents easy to 
find.  Issues around capacity, understanding of ‘Rights’ under the Act were still being 
inconsistently recorded on RiO (see below). 
 
Due to time constraints it was not possible to examine all the records of the detained older 
adult patients but, of those seen, none of them had had their understanding of their 
detention recorded in the designated section on RiO. It seemed as if there was an automatic 
assumption that none would understand or have any view on the matter! 
 
 
Review of Mental Health Act Documents 
 
Due to time constraints, Section papers for all detained Adult (10)  but only 3 of the 5 
detained Older Adult patients were examined.  1 complete set of papers for one of the adult 
patients had not been uploaded to RiO, although the patient had been admitted 7 days 
earlier. There may be reasons for this but it did seem an excessive delay.  One older adult 
patient’s papers had not been uploaded but the patient had only been admitted the 
previous Friday and the visit took place on the Tuesday, so this was understandable.  All 
papers were in order with reasons for detention adequately documented and the forms 
clearly completed. 
 
 
Capacity and Understanding of MHA Rights 
 
Some patients RiO notes were extremely good in recording this, but it remains very 
inconsistent and related to individual nurses.  As stated previously there is a designated area 
on RiO for this but it is not populated at all for older adults and in 2 of the adult patients was 
left blank.  Also, the quality of the entries made are very variable.  One record stated 
‘patient does not understand’, with no record of whether further attempts were made at a 
later date.  In contrast, another patient was clearly recorded as having a further attempt 
after 2 days at which point he was recorded as having a good grasp of his situation and 
rights.  The Commission feel that the following should be entered in this section of RiO: 
 
 That an initial attempt was made to inform the patient of their situation and their 

detention (with the date). 
 The patients response to this initial attempt (preferably in the patient’s own words) 
 The professional’s assessment of the patient’s capacity to understand their detention 

(bearing in mind the 5 aspects of Capacity Assessment; i.e. ability to hear/receive the 
information, ability to understand what is said, ability to retain the information for long 



enough to reach a decision, the ability to process the information unaffected by 
abnormalities of mental state & the ability to express a decision). 

 The specific mention of the patient’s right  to appeal to a Tribunal 
 The professionals assessment specifically of the patient’s response to the right of appeal 

to a tribunal 
 If the above indicate a lack of Capacity, then some documentation that a further attempt 

is made at a subsequent date to cover these areas again. 
 
It is not adequate to simply state in this entire section of RiO: ‘patient does not understand’ 
and leave it at that. 
 
This area would benefit from some staff education.  There are some very good entries. 
 
 
Patient Interviews 
 
Harbour Ward 
 
3 detained patients were interviewed on Harbour Ward.  Patients were positive about the 
nursing care and attitude of the nursing staff on the ward.  They were also positive about 
the ward rounds and it would appear that the preparation sheets for the ward rounds were 
seen as useful. 1 patient complained that his ‘named nurse’ had changed 3 times and that 
there were issues with agency and bank staffing use giving rise to a lack of continuity.  The 
patients said they felt listened to by both the nursing staff and the consultant.  2 of the 
patients were very positive about the activities available on the ward and also, despite being 
detained, had been on activities arranged off the ward.  This volunteering of positive views 
on activity levels by patients is unusual and to be commended. 
  
There were significant complaints about patients’ property.   2 of the patients interviewed 
had had property going missing, which they had reported on multiple occasions, and which 
they did not feel had been taken seriously or adequately addressed.  The store room 
appeared untidy and chaotic with property in black bin bags and lockers unlocked  
 
There were significant complaints about the small size of food portions, which were echoed 
by staff when they were interviewed, causing 2 of the 3 patients interviewed to have to 
order takeaways or ask friends to bring food in for them.  The quality of the food seen by 
our members appeared better than at our last visit but our members confirmed that 
portions seemed very small. 
 
The bathroom doors are permanently locked open because of technical issues relating to 
the anti-ligature system on these doors.  This means that although there is some privacy by 
virtue of the individual bathrooms being off the patient’s’ bedrooms, the patient can be 
seen in the bathroom by anyone entering the patient’s bedroom.  This has apparently been 
the case for over 18 months and should be addressed by Estates. 
 



1 patient complained that he had repeatedly asked his CMHP to attend a ward round (on at 
least 3 occasions) but they had not done so.  This lack of in-reach by community staff should 
be addressed by the ward manager with CMHT managers as it arises. 
 
 
Glen Suite 
 
Two patients, two relatives, a nurse and two health care assistants were spoken with on 
Glen Suite.  The concerns of the two patients were principally to do with their mental 
states.  One was concerned that his property was missing and that his room could not be 
locked. Staff told us this was a pre-occupation of his.  The second patient was convinced she 
should not be in hospital as she was not ill and wanted this addressed.  She was, however, 
awaiting a tribunal and was fully aware of the process and her rights in this matter, which 
was positive. 
 
Two relatives were highly complementary about the ward and the staff and felt their 
relative was benefitting significantly from their admission.   
 
The nurse we spoke to was positive about the working environment and his/her 
colleagues.  This nurse was positive about the new activities coordinator on the ward and 
felt this had made a big difference.  Indeed our own observations confirmed that few, if any, 
of the elderly patients were wandering aimlessly around the ward and most seemed 
engaged in purposeful activity.  The nurse felt that the occupancy levels were ‘about right’ 
at 80% but that some patients stayed longer than they need  because of a lack of higher 
dependency community beds.  The nurse suggested that elderly confused patients might be 
better nursed by staff in uniforms.  He/she had noted that patients often approached 
cleaning staff for help (who do wear uniforms) and that uniformed staff might assist them in 
being aware they were in a hospital setting and whom to approach for help.  This was an 
interesting observation. 
 
The two HCAs were both positive and stated they enjoyed working on the ward. They were 
happy with the training they had had and were happy with their colleagues’ attitudes.  The 
social activities again received positive feedback.  Concerns were expressed about the size 
of the meal portions and that these were not enough to correct any potential 
malnourishment that elderly patients might have on admission  
 
None of the staff interviewed felt that the use of the beds in the ‘swing area’ by adult 
patients off Harbour Ward interfered with the running of the ward or the care of the older 
patients. 
 
There was an audit document in the nurses office showing the results of a recent audit done 
on Glen Suite.  A number of items were identified in red as requiring action.  A senior nurse 
was asked about the plans to initiate changes in these areas and repeat the audit cycle but 
the response was somewhat dismissive and lacking in enthusiasm.  We welcome nurses 
being involved in audits like this, but it would be nice to see the resulting action plans being 
owned by the staff. 
 



 
Complaints 
 
Since our last visit we have received three complaints.  Only one of these fell within the 
remit of the Commission.  One related to relatives being unable to access appropriate care 
via the OATs panel, where we made suggestions as to how they may proceed. The second 
complaint outside the remit of the Commission referred to patient access to the Community 
Mental Health team; these concerns were raised with Management as appropriate.    The 
complaint that fell within our jurisdiction was investigated and our findings passed onto 
management who, we understand, are taking it further.  In addition, the Commission has 
provided guidance to a patient requesting additional information in relation to Mental 
Health Tribunals. 
 
 
Incident Records 
 
Since the introduction of Datix the Commission has felt less than able to review the incident 
reports. Although we receive a monthly summary of incident figures, this is largely 
quantitative and doesn’t enable us to understand the causes/consequences of the incidents 
and any learning arrived at.  At the next Announced Visit the Commission would welcome a 
dedicated individual to take one or two of us through Datix, so we become familiar with the 
system and its reports. 
 
 
Seclusion 
 
We are aware there have been three episodes of seclusion since our last visit, one lasting 30 
hours.  This was from 04:25 on 29/05/19 to14:15 on 30/05/19.  This took place because of 
patient agitation and threats of violence to staff members.  We were unable to review the 
Seclusion Records and the Seclusion Audit Tool due to lack of time and personnel but will 
prioritise this at our next Announced visit along with any subsequent seclusion episodes. 
 
 
Discharge Planning 
 
This was not assessed at this visit 
 
 
OATs 
 
The operation of the OATs Panel has been the subject of discussion at our last visit and at 
the most recent joint DHSC and MHC meeting.  We were happy with the operational policy. 
We will continue to take an interest in its operation and we also do get contacted by 
patients and relatives on this matter fairly regularly.  We will get involved only on a needs 
must basis 
 
 



Summary 
 
The adult unit remains at chronically high levels of occupancy with a heavy reliance on 
placing new admissions into leave beds.  Although this is in many ways an efficient use of 
resource and reflects national trends, it does leave the unit vulnerable to high levels of 
disturbance should the mix of patients change, as indeed was the case earlier in the year.  At 
our visit, however, the morale among staff was good, staffing levels were excellent and 
patients were positive about the therapeutic activities. The ward round protocol is an 
excellent attempt to make patients and nursing staff feel more in control of their treatment.  
 
Mental Health Act paperwork and record keeping was all entirely satisfactory. 
 
Negatives noted were; a.  the difficulties with patients’ property; b. the issues related to the 
bathroom doors; c. the size of meal portions . One patient complained of lack of continuity 
with their primary nurse and this may reflect a reliance on agency and bank staff.  Finally, 
the Commission remains to be reassured, perhaps simply because it is not well recorded, 
that all patients, both adult and older adult, are having their capacity adequately assessed 
and are as aware as they can be of their rights.  In the absence of any advocacy service, it 
does fall to staff in some way to advocate for the patients. 
 


