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Housekeeping

 Fire

 Tollets

* Phones on silent

* Tweet #EastMidsMentalHealth
* Photography

* Breakout room
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Purpose of the event

* Networking

» Sharing learning and practice

 Strengthen relationships across the region

« Support for the MH programme and system working
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Agenda for the day

* Break and viewing posters

* Workshops

* Lunch and viewing posters

* Workshops

* Feedback from workshops

« Conversation/discussions with the audience
* Regional awards and posters

 Close
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National perspective- MHSIP 2021/22

The Mental Health Safety Improvement Programme Driver Diagram

Aim Primary Drivers Secondary Drivers
& 3 mmmummmmwﬂau scope interventions to reduce suicide and
) » self-harm whilst on leave by March 2021 ahead of and scale
Reduce suicide and ——— S—
self-harm ~ Scope the incidence and understanding of suicide in non-mental health acute settings, identify interventions and
in inpatient mental _commence testing by March 2021
e secces. 0 Scope the incidence and understanding of risk of suicide of staff working within the healthcare system and idently
) R e g mumwmzw
Improve the safety and i e ' Support organisations to assess ligature anchor points and other environmental self-harm risks
outcomes of mental heaith o .
care by reducing . . :
unwarranted variaion and —{ Review and evaluate the RRP theory of change and associated measures
providing a high quality Reduce restrictive
healthcare experience for practice in inpatient | [ Undertake further testing of the RRP theory of change across an increased number of organisations, and cevelop the
= ) people across the mental heaith and | | RRP change package and associated measures i
system by March 2024 learning disability
services _[ Scale-up and spread the RRP change package
£ Improve sexuel ] —{ Develop, consult, and publish the national sexual safety standards and guidance
safety in inpatient (
mental health and % 1 Develop a sexual safety theory of change and associated measures
leaming disability S
services Undertake further testing of the sexual safety theory of change across increased number of organisations. Deveicp the
| RRP change package and associated measures. Scale up and spread nationally [}
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MHSIP 2022/23

Aim Primary Drivers

Reduction of the
use of restrictive
practice
(physical

restraint,
seclusion, rapid
tranquilisation)
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Secondary Drivers
Aclive participant in care

Increased participation in
activities

Person-centred care

Engagementbetween
patients and staff

Engagementin quality
improvement

Good communication &
transparency

Channels of communication
between staff

Training & the use of tools

Supervision & wellbeing

Physical environment

Reviewing blanket
restrictions & ward rules

Ward routine

Change Ideas

y focus; patent inv hedules. family & carer

involvement

Focus on hours with more Incidents; new and innovative groups based on Interests:
activity boxes; activity coordinators

Safety bundles: RRP champions and peer suppor; increased staff presence &
support, proactive (prevantative) and least restrictive strategies

Coproduchon; reguier protected time; visual deplays of data; MDT involvement &
community meeting agenda items

Floorwalkers/coloured lanyards; visual displays of routines. preferances & staff
allocation; newsletters & welcome packs

Safety huddles; RAG rating & suppeort plans, MDT meetings, improved handovers

Trauma-informed care training; simulation training. staff skills training at all levels
according to identfied need; use of data to promots leaming: DASA/BrosstPMVA

Trauma-informed: regula

Trauma-focused environments; improved indoor & outdoor space; smoka free

Reduce blanket restrictions and unnecessary rules, personakse care planning, focus
on community, mutual expeclations, trust and shared responsibiity

Increased focus on patient preferances and needs; morming groups/breakfasttes or
coffes, changes to mcresse staff availabiity




Speciality Networks

Psychiatric Intensive care (PICU)

Secure Services

Children and Young (CYP)

Learning Disability and Autism (LD & Autism)
Older Adults

Rehabilitation

Adult Acute Mental Health
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East Midlands- Successes

Engagement from all
Mental Health Trusts
and two private
providers

Regional baseline for
Restrictive Practice in
the East Midlands

MH Patient Safety
Network

Safety culture webinar
and co-production vs
faux production
learning event

Service user
involvement

Equality Analysis
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Opportunities

Provider alliances
and emerging
provider
collaboratives

Ql capacity and
capability within
Trusts

Positioning within Safer Care Victoria,

the AHSN to Mental health

explore innovations Improvement
in MH, LD & A Program

East Midlands Patient Safety Collaborative

Aligning languages
and measurement
plans across the
system

To improve care by
reducing restrictive
practice
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East Midlands MH PSN and next steps

Sanjith Kamath
Executive Medical Director- St Andrews Health Care
Chair of the Mental Health Patient Safety Network
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Where are we now?

7 providers part of 3 x communities Newsletter for MH
the Network of practice Network

24 wards engaged Change ideas
in reducing being
restrictive practice J considered/tested
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Where next

Continue to build
MH Network in
the East Midlands

Share and learn Sustainability for
together the Network

Improve quality Recognition for
and safety the East Midlands

East Midlands Patient Safety Collaborative 14
L



National Patient Safety
Improvement Programmes

Mental
Health

Conversation/discussion with the
audience
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Regional awards/Posters

Hosted by:

Sanjith Kamath Jenny Allen

Executive Medical Director, St Andrews Health Care ~ Service User Representative, _

Chair of the Mental Health Patient Safety Network East Midlands Academic Health Science Network
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