 
Appendix C – Improvement plan – Update Dec 2025
Service: Swansea North Community Mental Health Team 
Date of inspection: 15 and 16 July 2025 
The table below includes any other improvements identified during the inspection where we require the service to complete an improvement plan telling us about the actions, they are taking to address these areas. 

	Risk/finding/issue
	Improvement needed
	Standard / Regulation
	Service action
	Responsible officer
	Timescale
	Updates

	1.  Service users told us that they were generally dissatisfied with the care and support that they received and that staff did not listen to them and that their views and wishes were not always considered during the care planning process.   
(continued)
Service users also reported that they experience problems accessing the service and encountered delays in contacting the service over the phone with calls often going unanswered.   


	The health board and local authority must reflect on the comments made by service users and take steps to address the issues raised. 

	Person Centred
	a) The service will review compliance with the Collaborative Communication Approach to Practice training, to include Local Authority colleagues and assess the need for refresher training to strengthen person-centred engagement and ensure service users ‘voices are consistently heard and respected
	Principal Officer, Swansea City & County Council
	30.11.25

	Complete.
Swansea council completed an audit of the training for the Collaborative communication Approach to Practice on 04.11.25, this found 95% of staff were compliant. Ongoing audits for wider training (Mental Capacity Training and safeguarding) to be completed. 

	
	
	
	b) The service will hold a reflective session to share and consider the feedback provided by service users during the inspection. The Learning & Development Team will review the feedback and identify how key themes can be incorporated into Care and Treatment Planning (CTP) training. This training which is available to both Health Board and Local Authority staff, will be updated to strengthen person-centred practice and ensure service users’ views are embedded throughout the care planning process.
	Joint approach: Ty- Einon CMHT Management Team and Learning and Development Team
	30.11.25
	Complete.
Reflective session held 11.11.25.
The Learning and Development Team are also reviewing the CTP training to incorporate recommendations and the new training is due to be launched early Spring 2026.

	
	
	
	c) The Learning and Development Team will consider the inclusion of digital patient stories in the training for care and treatment planning. 
	Joint approach: Directorate Management Team and Learning & Development
	30.11.25
	The Learning and Development Team are also reviewing the CTP training to incorporate recommendations and the new training is due to be launched early Spring 2026.


	
	
	
	d) There is an expectation that all care coordinators attend the CTP training. 
The service has reviewed the compliance for Care and Treatment Planning Training and is developing a plan to improve the current position.



	As above
	30.10.25
	There are limited training sessions available until the end of 2025, all staff will be encouraged to attend the new training launching in early Spring 2026. The compliance for this will be monitored.

	
	
	
	e) The service will review       the administrative establishment and identify the progress of recruitment.



	Directorate Manager
	30.10.25
	Complete. 
All vacant posts are progressing through recruitment and due to close 17.11.25. Additional resource has been requested. 

	
	
	
	f) The service will pilot a new telephone system. 
To improve access and streamline communication, the CMHT is introducing a telephone options system that directs callers to the most appropriate team member based on the nature of their enquiry. This ensures timely support, reduces misdirected calls, and helps manage workload across the team more effectively. Evaluation of the pilot will be conducted within 6 months.


	Lead Nurse & Directorate Manager
	1.11.25

	New process has been identified and is being worked up with digital team. 

	2. The physical health service did not extend to home visits nor was there a system to follow up on patients who do not attend. Communication from the physical health team was described as very poor.  

	The health board must review the physical health provision to ensure that it is effective in meeting the needs of all service users and that communication between staff and service users is improved.  

	
	A Standard Operating Procedure (SOP) will be developed for the physical health clinic processes inclusive of home visits, Did Not Attend (DNA) and equipment checklists. This will be presented for sign off Policy Review Group and ratified in the Mental Health Quality and Safety Committee 
	Divisional Management Team
	30.11.25 (Policy Review Group) 
And 
16.12.25 (MH Quality & Safety Committee)
	SOP has been drafted for divisional review via Quality and Safety meeting 12.11.25.  

	3. There was no checklist available to record equipment checks in the physical health clinic room.

	The health board must produce a checklist for the equipment stored within the physical health treatment room, and ensure it is checked regularly.

	
	As above the service will develop an SOP which will include an equipment checklist (16/12/25). In the interim, the service will develop a checklist to ensure the recording of equipment whilst awaiting.

	Divisional Management Team
	16.10.25

	SOP has been drafted. The equipment is checked by the medical electronics team, the team will share what they complete as part of their checks to clarify what the CMHT needs to check locally.


	4. Care documentation did not always reflect the person centred and empowering approach to care planning and provision, and service users’ views were not consistently recorded within care and treatment plans.  

	The health board and local authority must ensure that the person centred and empowering approach to the provision of care and support is fully embedded across the service, and that care documentation consistently reflects service users' views on how they wish to be cared for.








	
	a) We will review the compliance for the collaborative communication approach to practice training for all Local Authority staff and consider the need for refresher training. 
	Principal Officer, Swansea City & County Council & DMT 
	30.11.25
	Complete. 
Swansea council completed an audit of the training for the Collaborative communication Approach to Practice on 04.11.25, this found 95% of staff were compliant. Ongoing audits for wider training (Mental Capacity Training and safeguarding) to be completed.


	
	
	
	
	
	
	

	1. There was no checklist available to record equipment checks in the physical health clinic room.
	The health board must produce a checklist for the equipment stored within the physical health treatment room, and ensure it is checked regularly.

	
	b) As highlighted in 1c) the Learning and Development Team will consider the inclusion of digital patient stories in the training for care and treatment planning. 

	Learning and Development Team & DMT
	30.11.25
	The Learning and Development Team are also reviewing the CTP training to incorporate recommendations and the new training is due to be launched early Spring 2026.


	
	
	
	c) There is an expectation that all care coordinators attend the CTP training. 
The service has reviewed the compliance for Care and Treatment Planning Training and is developing a plan to improve the current position.

	Divisional Management Team 
	30.10.25
	There are limited training sessions available until the end of 2025, all staff will be encouraged to attend the new training launching in early Spring 2026. The compliance for this will be monitored.


	
	
	
	d) The service has developed a digital CTP audit which will be conducted across the CMHTs. The audit does include a review as to whether the patient voice has been captured in an empowering approach. 

	Divisional Management Team

	30.10.25

	Complete. 
Regional CTP group met 07.11.25 to discuss the digital use of the audit and the outcomes. Operational arrangements continue to be discussed in relation to the standards of CTPS.  Feedback received from teams and will inform amendments for the next cycle for Q4 of 25/26. The Q3 outcomes demonstrate 78% of CTPs that were audited recorded the views of the patients. 

	

















	

















	
	e) The CTP audit process has been modernised to ensure that a multi-professional approach is used and completed digitally to allow for efficiencies and easier thematic review of audits. These will be undertaken in the next 2 quarters, and this modernisation of the process will be evaluated. 

	Divisional Management Team & Learning & Development Team 
	In place. Reviewed in 2 stages: 
1st review by end Q4 
31.12.25
	Complete.
As above.

	5. Service users told us that it was difficult to access support when they needed it, and that they did not know who to contact in a crisis.  


	The health board and local authority must ensure that all service users and their carers are aware of how to access support and advice outside of normal office opening hours and that they are able to access the right healthcare at the right time.
	Timely Care
	a) While care coordinators currently engage in discussions with service users regarding the crisis support services available to them, there is a recognised need to formalise this process. (subsequent actions listed para b – h below)

	Divisional management team & MH and LD feedback, Involvement and Improvement Team 
	31.12.25
	Below.

	a) 
	
	
	b) To enhance clarity and consistency, the service will develop an information leaflet outlining the available crisis support options, in conjunction with the experts by experience within the Service Group.
	As above
	31.12.25
	Information leaflet in development, teams to work on creating credit card sized information/numbers including QR code. 
Task and finish group created to review the information leaflet and on track to be finished by end of December. 


	b) 
	
	
	c) Furthermore, the service will undertake a review of the current methods of communication to ensure that information regarding crisis support is conveyed in a clear, accessible, and standardised manner.


	As above
	
	As above

	d) 
	
	
	d) As highlighted under 4 e) a digital CTP audit will be conducted.

	Divisional Management Team & Learning & Development Team 
	In place. Reviewed in 2 stages: 
1st review by end Q4 31.12.25

	Digital CTP audit in place, first cycle complete with feedback to improve the ease of auditing and flow of the questions which will be complete ahead of the audit period Jan – March 2026.

	e) 
	
	
	e) The service will ensure all service users who have had a CTP reviewed in the last 3 months will receive a further copy of their CTP which includes the crisis plan. 

	Ty Einon CMHT Management Team 
	30.11.25
	On target to complete, staff to confirm the date it was sent out and for this to be recorded in the patient’s notes. 


	f) 
	
	
	f) Ty Einon is currently in the second phase of a pilot, whereby Person-Centred Safety Plans are being tested in a community setting, (In line with the All-Wales Patient Safety Program). This will allow us to understand the successes and challenges to support roll out to other community teams. The pilot will be evaluated and next steps identified. 

	Ty Einon CMHT management and Care Coordinators
	In place and for review by 31.12.25
	In place and for review by 31.12.25
Patient feedback team to issue Microsoft form to obtain patient feedback when a PCSP was created and used. The service will review this feedback and share as appropriate.


	g) 
	
	
	g) The service will develop a patient leaflet with the experts by experience as one of the communication methods.

	Learning and Development Team/Quality Improvement Team
	31.12.25
	As above

	h) 
	
	
	h) As highlighted under 1f), the service will pilot a new telephone system. To improve access and streamline communication

	Divisional management team 
	Pilot will commence 1.11.25 and reviewed after 6 month period
	Not yet commenced. 

	6. There had been a substantial increase in referrals involving service users with a diagnosis of Attention Deficit Hyperactivity Disorder (ADHD) with a waiting time of over four years for assessment. This has placed significant additional pressure on the service and has meant that psychiatrists are not always able to see the most complex cases in a timely way. We were told that there was a delay of up to four months in accessing psychiatry outpatient appointments.
	The health board must promptly review the process in place for managing ADHD referrals, and ensure service users receive timely and effective assessment and intervention, and to reduce the pressure on other aspects of the CMHT service. 

	
	a) The service will analyse the demand and capacity modelling within outpatients across CMHTs to identify ways in which the waiting time can be reduced for psychiatric outpatient appointments. This will include reviewing the ADHD model and identifying improvements in order to better meet the demand and support of service users
	Divisional Management Team 
	31.01.26
	ADHD work stream met on 29.10.25, further workshop to take place with wider stakeholders. Outpatients improvement group met and risks identified the referrals are triaged and duty is booked. 

	7. 
	
	
	b) The service will develop a process for urgent outpatient clinic slots so that those service users who require urgent review are able to be seen without delay. This will be monitored via the Mental Health Outpatient Improvement Group as part of its key performance indicators.

	Divisional Management Team 
	31.10.25
	Hot clinics proposal presented to consultants with feedback provided. Revised proposal where consultants review own area taken to MAC 14.11.25. 

	8. 
	
	
	c) The service will ensure the modernisation groups include a focus on access to ensure service users can access Mental Health support in a timely manner.
	Divisional Management Team

	Review by 31.12.25
Open access workshops have taken place (October and November 2025)
	There will be a standing agenda item around access to services. 
There have also been 2 flexible open access workshops help for the scheduled care modernisation work stream; these workshops explore the design and opportunities for implementation of an Open Access Mental Health Support Model for Wales. The first workshop considered how a flexible, open access mental health model aligned with our key strategic priorities and transformation agenda, and could improve access, outcomes and experience for people with a mental health need within our locality. 
The second workshop considered the readiness of the system to undertake change, and start to explore the planning and preparation for initial demonstrator project sites within the Swansea Bay region.
 

	7. There were delays in accessing psychiatry and psychology services.
	The health board must ensure that service users have timely access to psychiatry and psychology services.
	
	a) The service will review outpatient’s templates in line with RC Psychiatry guidelines to ensure they have urgent slots. This will be monitored via the Mental Health Outpatient Improvement Group as part of its key performance indicators.



	Divisional Management Team










	31.10.25











 
	Implementation plan is being reviewed to ensure all consultants provide urgent slots. 

	8. 
	
	
	b) The service has reviewed the psychology provision via a workplace plan.

There is a 0.5 wte vacancy (preceptorship band 7/8a) at present due to reduction in hours. This post is currently going through the new recruitment process

	MH Psychology Lead
	31.01.26
	Psychology post out to advert.

	8. We were told that the CMHT are not informed of hospital discharges in a timely way so that Care Coordinators are able to review service users within the 72-hour deadline.  
	The health board must ensure that the CMHT is informed of any hospital discharges in a timely way, to ensure Care Coordinators can review service users following discharge within the 72hour deadline.  
	
	a) The service is reviewing current mechanisms in place that support discharge planning processes to ensure that there is seamless communication between inpatient and community staff.



	Divisional Management Team
	31.10.25
	The Safe Discharge standards are standards that apply across Wales and were co-produced with the other health boards, local authorities, colleagues and patients. The service group has meetings in place to review the implementation of the standards.


	9. 
	
	
	b) The service is reviewing the utilisation of SIGNAL for care coordinators in CMHTs so they are able to view the information of the service users whilst being an inpatient. 

SIGNAL is a Swansea Bay University Health Board digital communication platform that holds patient admission information, including care and treatment plans and discharge planning.

	Divisional Management Team
	31.10.25
	Digital team able to provide small number of SIGNAL licences however, not able to issue to Local Authority colleagues. Discussions within the service to review the implementation of this due to the limitations of a small number of licences. 

	9. The ‘active offer’ to receive services through the medium of Welsh was not consistently recorded within service users’ care and treatment records.

	The health board and local authority must ensure that service users are offered the option of receiving services through the medium of Welsh and that this is consistently recorded within care records
	Equitable Care
	a) The active offer will continue to be provided to patients, however there is no formal recording mechanism currently in place. The service will review whether the new digital system, RIO which will replace WCCIS, can include the active offer as a Mandatory field on RIO.

To note, the go live date for RIO has been set for September 2026.




	Head of Operations

	31.10.25
	There are ongoing workshops to implement RIO. The rollout of RIO to services currently using paper based systems is due to be completed by 31.03.26 (Phase 1). RIO will be rolled out to those using WCCIS by 30.09.26 (Phase 2). 

	10. 
	
	
	b) The service will display posters in line with the active offer in Ty Einon’s waiting room area. The service will encourage the uptake of Welsh language training
	Ty Einon Management Team
	Complete
	Complete

	10. Some service users did not feel that staff gave them enough time to discuss their needs and treatment, and that staff did not listened to them carefully when they meet.
	The health board and local authority must ensure that service users are given enough time to discuss their needs and treatment with staff.  
	
	a) The service will hold a reflective session to share the comments made by the service users from this inspection. The experts by experience will be involved in this session.
	Mental Health and Learning Disabilities Feedback, Involvement and Improvement Team /QI Team 
	30.11.25
	Complete.
Reflective session held 11.11.25.
The Learning and Development Team are also reviewing the CTP training to incorporate recommendations and the new training is due to be launched early Spring 2026.

	11. 
	
	
	b) The service will engage with the Mental Health Feedback, Involvement and Improvement team to increase the service user feedback.
	Mental Health and Learning Disabilities Feedback, Involvement and Improvement Team /QI Team
	30.11.25
	Complete

	11. Service users are not always offered the support of an advocate.
	The local authority and health board must ensure that all practitioners understand the importance of offering advocacy support to service users and must record this within individual care files.  
	
	a) The service will share information regarding advocacy service to all staff. The service will complete a CTP Audit which will review the evidence of whether advocacy is offered within the CTP. 
	Ty Einon CMHT Management Team

	31.12.25

	Advocacy to be included on the leaflet. 
To reference on CTP audit where advocacy is used to be included on CTPs. 


	12. 
	
	
	b) The service will display posters regarding advocacy in the Ty-Einon waiting rooms
	Ty Einon CMHT Management Team

	31.10.25

	Awaiting posters from Advocacy service. 

	13. 
	
	
	c) The service will invite the Advocacy service to present an information sharing session with the team to raise awareness.

	Ty Einon CMHT Management Team
	31.11.25
	Complete.

	12.  Service users’ capacity to make decisions was not consistently recorded within care records.  

	The health board and local authority must ensure that the outcome of capacity assessments is consistently recorded within care records, using a clear and systematic format, demonstrating how the decision has been reached. As a matter of good practice, the criteria relating to patients’ capacity to consent to treatment as outlined in the 
Mental Health Act Code of 
Practice, should be applied
	
	a) The service has reviewed the compliance for MCA training which is currently 56.25%. Team leaders to promote refresher training where required to improve the % to 85%.
	Directorate Team, Ty Einon CMHT Management Team and MCA Lead.  
	31.01.26





	The Division has a trajectory to 85% by 31.1.26 and will monitor.


	13. 
	
	
	b) Training dates have been provided to registered staff to book on via ESR, team manager to continuously monitor. As an interim, the service has shared information with the team regarding accessing e-learning resources.
	Directorate Team, Ty Einon CMHT Management Team and MCA Lead.  
	31.12.25
	Complete.

	14. 
	
	
	c) The service to review consent to treatment process with the Mental Health Act Team.
	Directorate Team, Ty Einon CMHT Management Team and MCA Lead.  
	31.12.25
	To review with MHA team. 

	13. Risk assessments did not specify that service users at risk should be reviewed jointly, in an appropriate and safe duty room, and that they would not be left unsupervised.
	The health board and local authority must ensure that the ligature risk assessment mitigations specify that service users at risk should be reviewed jointly, in an appropriate and safe duty room, and that they must not be left unsupervised
	Self Care
	The Environmental Ligature risk assessment to be updated to reflect the mitigating actions that should be taken to ensure a patient is chaperoned once within the clinical areas of Ty Einon Centre. This will be communicated out to all staff within the team.
	Ty Einon CMHT Management Team
	30.11.25
	Complete.

	14. Not all chairs within the waiting area were secured to the floor.
	The health board must ensure that all furniture within the waiting area is fixed to the floor to maintain service user and staff safety.  
	
	The service has requested estates to fix chairs within the CMHT.  
	Ty Einon CMHT Management Team
	30.11.25
	Awaiting delivery of chairs. 

	15. The CCTV cameras within the assessment rooms were not working and emergency call alarms were not available in all consulting rooms.
	The health board must ensure that all CCTV cameras are working, and that an emergency call bell is made available in all consulting rooms to maintain service user and staff safety
	Safe care
	a) To review the environmental Risk Assessment to ensure staff safety (share wider with staff) and review the use of hand held personal alarms to support clinical staff using non consulting rooms. This is also managed on a risk basis.

	Ty Einon CMHT Management Team
	30.11.25

	Personal alarms purchased awaiting delivery.


	16. 
	
	
	b) 
	
	
	

	17. 
	
	
	c) The service has liaised with the Health Board’s CCTV lead to identify issues and a solution.
	Ty Einon CMHT Management Team
	31.10.25
	Ty Einon working through with digital colleagues.

	16. Carpets fitted within consultation rooms should be replaced with a floor covering that is easier to clean and the carpet on the stairs required cleaning or replacing.
	The health board should consider replacing the carpets within consulting rooms with flooring that can be effectively cleaned and decontaminated. The same consideration must be given to the carpet on the stairs.
	
	The service has liaised with estates to ascertain quotes to replace flooring in consultation rooms.
	Ty Einon CMHT Management Team
	30.11.25
Requested estates quote. 
	Awaiting communication from the external company to attend to resolve

	17. Outcomes of safeguarding concerns arising outside of the local authority or within health services, outcomes were not always clearly communicated to the care co-ordinator.  
	The health board and local authority must ensure that all safeguarding outcomes are clearly communicated to the care co-ordinators.  

	
	The current process is, the local authority reviews the referral, decide on threshold for strategy and feedback to the referrer.

The service will review the current communication process with the Health Board’s corporate safeguarding team as they receive all outcomes. 

	Directorate Team 
	30.11.25

	The outcomes and actions from the strategy meeting are shared with both care coordinator and team manager so this can be discussed during supervision.

	18. Not all elements of service user assessments were completed.  
	The health board and local authority must ensure that there is consistency with MDT care and treatment planning and that all relevant section are complete. In addition, that the service users voice is always considered and recorded.  
	Effective Care
	The service has developed a digital CTP audit which will be conducted across the CMHTs. The audit will ensure that all assessments are completed in their entirety. Audit findings will be shared with team managers and care coordinators to ensure identified improvements are completed
	Directorate Team
	30.11.25
	Complete. 
Regional CTP group met 07.11.25 to discuss the digital use of the audit and the outcomes. Operational arrangements continue to be discussed in relation to the standards of CTPS.  Feedback received from teams and will inform amendments for the next cycle for Q4 of 25/26. The Q3 outcomes demonstrate 78% of CTPs that were audited recorded the views of the patients.

	19. Care and treatment plans lacked evidence of being co-produced or signed by all professionals involved and the voice of the service user was not consistently evident. 

Psychiatric reviews were often conducted in isolation, and documentation lacked multi-disciplinary contributions. 

There was a lack of social work presence through system in key teams such as the Crisis Team. 

In addition, there was no evidence of risk formulation, including MDT representation, in the generic risk assessments.  
	The health board and local authority must ensure that Care and Treatment Plans and risk assessments are coproduced by the MDT and signed by all professionals involved. 

	
	a)  Care and Treatment planning processes will be co-produced with service users and carers to ensure views and priorities are central to care. This work will begin ahead of the introduction of the new RIO clinical system, so that principles are embedded in practice prior to future system implementation

The digital platform RIO will enhance collaborative working and information sharing between health and local authority. 


	Ty Einon Management Team.

Going forward; Head of Operations and Digital Services
	30.11.25 







	There will be regular monitoring leading into RIO implementation. There are ongoing workshops to implement RIO. The rollout of RIO to services currently using paper based systems is due to be completed by 31.03.26 (Phase 1). RIO will be rolled out to those using WCCIS by 30.09.26 (Phase 2).


	20. 
	
	
	b) The service to request the new digital system (RIO) to link with the WPAS digital system so outpatient appointments are visible on the same system. 

	Head of operations and digital Services 

	30.11.25
	There will be regular monitoring leading into RIO implementation.

	21. 
	
	
	c) The service to ensure the clinic list for outpatients is shared with the care coordinators so care coordinators are made aware of service user’s outpatients’ appointments to coordinate the co-production and signing of the CTP.  


	Ty Einon Management Team
	30.11.25
	The service is discussing with digital whether the clinic list can be shared electronically. The paper version is available to all within Ty Einon. 

	22. 
	
	
	d) Communication has been circulated with the expectation that all care coordinators attend the outpatient appointment.

	Ty Einon Management Team. 
	30.12.25
	Complete. 

	23. 
	
	
	e) The service group have developed the safety planning framework which will enhance the way in which risk formulation is undertaken.

	Directorate Management Team and Principal Officer Swansea City & County Council.

	31.12.25
	Directorate working through the implementation plan.

	24. 
	
	
	f) The Directorate are currently implementing the framework across the community services.

	Directorate Management Team & Ty Einon CMHT Management Team
	31.12.25
	Directorate working through the implementation plan. 

	20. There was a significant lack of administrative support for psychiatric appointments which contributed to delays in treatment and placed additional burden on care coordinators. A significant backlog in managing correspondence and appointment planning was noted.
	The health board and local authority must ensure that there is adequate administrative support available to effectively manage correspondence and appointment scheduling
	Effective Care
	a) The service will review the establishment within the administrative support, identify the progress of recruitment. 
	Directorate Team & Ty Einon CMHT Management Team

	30.11.25
	Request for agency submitted via appropriate processes. Limited additionally provided by other services. 

	21. 
	
	
	b) As highlighted under 1f), the service will pilot a new telephone system. To improve access and streamline communication

	Directorate Team & Ty Einon CMHT Management Team
	30.11.25
	Directorate team to share proposal with digital to work up. 

	22. The Approved Mental Health Practitioner (AMHP) service was under pressure, with unclear quality assurance processes in place.  

	The health board and local authority must ensure that the AMHP service is adequately resourced and that there are clear quality assurance processes in place to ensure effectiveness and consistency of decision making.
	
	Swansea Council is solely responsible for the provision of the AMHP service. They are in the process of recruiting 2 extra AMHP to work solely on AMHP duty by day on a permanent basis. They will be supplemented by other AMHP in the service, making it a more robust service. The service will have another social worker join the daytime rota in September 2025.
	Principal Officer, Swansea City & County Council
	31.10.25

	Complete.
Duties to commence 17/11/25.

	23. There were plans to develop a new electronic records management systems that would not be integrated.  
	The health board and local authority must ensure that there is consistency with MDT care and treatment planning and that all relevant section are complete. In addition, that the service users voice is always considered and recorded.  
	
	Whilst the RIO system which will replace WCCIS will enable digital integration across services, Service users feedback will be shared in a reflective session and incorporated into Care and Treatment Planning training.

	Ty Einon Management Team, Head of Operations / Divisional Manager for Mental Health
	30.11.25
	Regional CTP group met 07.11.25 to discuss the digital use of the audit and the outcomes. Operational arrangements continue to be discussed in relation to the standards of CTPS.  Feedback received from teams and will inform amendments for the next cycle for Q4 of 25/26. The Q3 outcomes demonstrate 78% of CTPs that were audited recorded the views of the patients.

	24. Service users voice and wishes were not always reflected in all the care and treatment plans viewed. In addition, there was limited evidence of planned or therapeutic interventions by the local authority staff
	The health board and local authority must ensure that planned services or therapeutic interventions are recorded.  

	
	a) To ensure that planned services and therapeutic interventions are recorded, the service undertakes quality assurance audits which specifically reviews whether a plan is in place.

	Directorate Team










	31.10.25








	CTP compliance is 93%, the CTP audit specifically asks whether a therapeutic intervention is recorded, of the recent audit 81%  


	25. 
	
	
	b) The assurance findings are feedback to the team managers and wider staff

	Directorate Team & Learning and Development Team
	30.11.25
	CTP audit findings to be shared with wider team as the digital audit becomes more familiar. Directorate team collating report. 

	24. Records of reviews were not always informative, timely or well-coordinated and it was not always clear from those records how the wider MDT contributed to these reviews. The review records did not always refer to the outcomes identified in the care and treatment plans
	The health board and local authority must ensure that review records are comprehensive, promptly maintained, effectively coordinated, and accurately reflect the outcomes specified in the care and treatment plan. 

	
	a) To ensure patient documentation is reflective of the patients care and treatment and outcomes, the service will develop a template to demonstrate what a good entry would need to include.  This will be measured under an ongoing notes audit within the CMHT. 


	Directorate Team & Learning and Development Team


	30.11.25

	Swansea council developing set of standards for recording entry notes. Directorate will work collaboratively to draft ‘what good looks like for clinical entry’ to support staff and ensure consistency across professions.


	25. 
	
	
	b) To review the MDT process’s within the CMHT to ensure that it is patient focused and to consider the adoption of evidence-based models of care. This will be incorporated in the Modernisation workstream that in progress.   
	Service Group Nurse Director (Chair of Community Modernisation Group) & Directorate leads

	31.12.25

	Ongoing.

	26. Systemic pressures, particularly in psychiatry, psychology, administration, and AMHP cover were impacting the team’s ability to deliver fully integrated, person centred care.  
	The health board and local authority must remain focused on staff recruitment to establish a permanent staff team and ensure effective continuity of care. 

	Monitoring the Mental 
Health (Wales) 
Measure 2010
	The service will review the establishment and identify the progress of recruitment for outstanding posts. 
	Directorate Management Team







	
30.11.25

	All vacant posts are being progressed through the recruitment channels as required.

	26. Issues were identified in relation to reception staff numbers and responsibilities. In addition, concerns were raised with regards to lone working when the staff member starts work early and leaves late.  
	The health board must review reception staff roles to ensure adequate staffing, fair treatment and appropriate lone working arrangements.  

	Workforce
	The service to review the lone working plan within the team. The service will develop a process to ensure the emergency alarms are tested to ensure they are operational.
	Ty Einon CMHT Management Team
	30.11.25

	Ongoing.

	27. There was limited opportunity for reflective practice within staff supervision sessions.
	The health board and local authority must ensure that reflective practice discussions form part of staff supervision sessions.
	
	The service will commence reflective sessions with the team. 

	Ty Einon CMHT Management Team
	30.10.25

	Complete.
Reflective session held 11/11/25.

	28. Operational demands made it difficult for staff to find time to attend training events.  
 

	The health board and local authority must undertake a comprehensive staff training needs analysis to determine any gaps in current provision and to facilitate staff development, ensuring that staff have sufficient time to complete training.
	
	a) The service will review the training requests being made by staff members. Staff workloads will be discussed with the line manager during supervision and review if there are conflicting priorities due to operational demand. The Health Board has set that all services are to work within their training budget and this is not to be exceeded due to the financial position of the health board.




	Ty Einon CMHT Management Team

	31.12.25
	Ongoing 
Process in place, whereby training requests are made to the line manager, the line manager reviews the workload of the staff member with them to ensure all relevant aspects are up to date and training request can be approved.


	29. 
	
	
	b) 
	
	
	

	30. 
	
	
	b) August’s statutory and mandatory training compliance % for Health Board staff is 91% (excluding those absent from work i.e. maternity leave) - with the employment of the new team manager, plan in development to ensure that training % increases for those training modules that are below average i.e. Paul Ridd and that the other training modules remains above tolerance.

	Ty Einon CMHT Management Team

	31.12.25
	Ongoing 

	31. 
	
	
	c) Local Authority staff indicate the need for training via supervision and annual appraisal. This is fed into the annual training department plan for training prioritisation in line with funding
	Principal Officer Swansea & City County Council, Directorate Team, Learning and Development Team

	31.12.25
	Ongoing 

	32. 
	
	
	d) Considerations regarding joint CMHT training and development will be considered as part of training process.

	Principal Officer Swansea & City County Council, Directorate Team, Learning and Development Team

	31.12.25
	Ongoing 
CTP training, WARRN training, completed jointly. Bespoke training i.e. MCA training is offered across both health board and Local Authority.  


	33. 
	
	
	e) The service will review the programme of audits that take place for the CMHT.

	Principal Officer Swansea & City County Council, Directorate Team, Learning and Development Team

	31.12.25
	Quarterly CTP audit, 
Monthly quality assurance audits 
Monthly medication audit 
Annually risk assessment assurance audit 
Annual service group CTP audit 
Admission to discharge audit

	34. There was little evidence of regular auditing and review of care documentation by the health board although we were told that joint, digital care and treatment plan audits were being developed.  
	The health board and local authority must progress the plans to establish a more robust, joint general auditing and reporting framework for quality assurance, and to facilitate service development. 

	Learning, 
Improvement and 
Research
	a) The CTP Audits were previously undertaken monthly, these were included within the preliminary information pack to HIW; however, the CTP audit has since been digitalised to allow the service to collate thematic reviews, data and enables greater collaboration. These are being completed on a quarterly basis, whereby each team will audit 20 CTPs. 


	Directorate Management Team
	31.01.26














	Complete  

	35. 
	
	
	b) Audits findings will be analysed for thematic learning following the first two cycles to provided assurance against this recommendation.

	Directorate Management Team
	31.01.26
	CTP audit findings to be shared with wider team as the digital audit becomes more familiar. Directorate team collating report.

	36. 
	
	
	c) The service continues to use the Quality Assurance Framework and report on Ty Einon’s compliance with this through quality and safety forums.
	Directorate Management Team
	complete
	complete


 The following section must be completed by a representative of the service who has overall responsibility and accountability for ensuring the improvement plan is actioned.  

Service representative:  
Name (print):   Lee Evans
      Job role: Associate Service Group Director MH & LD
      Date:  1.10.25
27 
 
27 
 
24 
 
