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Board of Directors
2pm – 4pm, Tuesday 24th April 2012

Agenda

Preliminaries

1. Chair’s Opening Remarks
Ms Angela Greatley, Trust Chair

2. Apologies for Absence

3. Minutes of the Previous Meeting (Minutes attached)

For approval

4. Matters Arising

Reports & Finance

5. Trust Chair’s and Non-Executive Directors’ Reports
Non-Executive Directors as appropriate

6. Chief Executive’s Report (Report attached)

Dr Matthew Patrick, Chief Executive For noting

7. Finance & Performance Report (Report to follow)

Mr Simon Young, Director of Finance & Deputy CEO For discussion

8. Quarterly Monitor Declarations (Declarations attached)

Mr Simon Young, Director of Finance & Deputy CEO For approval

Corporate Governance

9. Corporate Governance Report (Report attached)

Ms Louise Carney, Trust Secretary For noting

10. Health & Social Care Act (Report attached)

Ms Louise Carney, Trust Secretary For discussion

11.Committee Reports & Minutes For noting

Committee Chairs

Quality & Development

12.Quality Report (Report attached)

Ms Louise Lyon, Trust Director For discussion
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13.Education & Training Report (Report attached)

Mr Malcolm Allen, Dean For discussion

Conclusion

14.Any other business

15.Notice of future meetings
Tuesday 29th May 2012 : Board of Directors
Wednesday 13th June 2012 : Directors Conference To be rescheduled
Thursday 21st June 2012 : Board of Governors
Tuesday 26th June 2012 : Board of Directors
Tuesday 31st July 2012 : Board of Directors
Wednesday 12th September 2012 : Directors Conference, 10am – 5pm
Thursday 13th September 2012 : Board of Governors
Tuesday 25th September 2012 : Board of Directors
Tuesday 30th October 2012 : Board of Directors
Wednesday 21st November 2012 : Directors Conference
Tuesday 27th November 2012 : Board of Directors
Thursday 6th December 2012 : Board of Governors

Meetings of the Board of Directors from 2012 onwards will be from 2pm until 5pm, and are held in
the Board Room. Meetings of the Board of Governors are from 2pm until 5pm, and are held in the
Lecture Theatre. Directors’ Conferences are from 12noon until 5pm, except where stated
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Board of Directors

Meeting Minutes (Part One)
2pm – 3.30pm, Tuesday 27th March 2012

Present:

Ms Angela Greatley
Trust Chair

Mr Malcolm Allen (part)
Dean

Mr Martin Bostock
Snr Independent Director

Ms Lis Jones
Nurse Director

Mr Altaf Kara
Non-Executive Director

Ms Louise Lyon
Trust Director

Ms Joyce Moseley
Non-Executive Director

Dr Ian McPherson
Non-Executive Director

Dr Matthew Patrick (part)
Chief Executive

Dr Rob Senior
Medical Director

Mr Richard Strang
Deputy Trust Chair

Mr Simon Young
Director of Finance

In Attendance:

Miss Louise Carney
Trust Secretary

Dr Rita Harris
CAMHS Director

Ms Karen Tanner
Associate Dean (item 14)

AP Item Action to be taken Resp By
1 3 Miss Carney to amend minutes LC Immed

2 5 Ms Greatley to circulate FTN presentation on the Health & Social Care Bill AG Immed

3 8 Ms Lyon to provide update on Tavistock Consulting business model LL Apr 12

4 8 Mr Young to prepare quarterly reports on Tavistock Consulting, MFAS and
Gloucester House

SY Jul 12

5 8 Mr Young to provide monthly tracking of financial targets within Finance &
Performance Reports

SY Apr 12

6 12 Dr Patrick and Ms Klauber to discuss how to implement such a procedure MP May 12

7 12 Dr Senior and Ms Klauber to develop audits of service users RSe Jun 12

8 12 Ms Klauber to amend report to update objectives TK Immed

9 12 Ms Klauber to prepare short summary of objectives for Board members TK Apr 12

1. Trust Chair’s Opening Remarks
Ms Greatley welcomed everyone to the meeting.

2. Apologies for Absence
None.

3. Minutes of the Previous Meeting
AP1 The minutes were approved subject to some minor amendments.

4. Matters Arising
None.

Outstanding Action
The outstanding action table was noted. Action 1 had been completed.
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5. Trust Chair’s and Non-Executive Directors’ Reports

Angela Greatley, Trust Chair

AP2

Ms Greatley had attended a meeting of the Foundation Trust Network, where
Sue Slipman had given an excellent report on the key aspects of the Health &
Social Care Bill. Ms Greatley to circulate Ms Slipman’s presentation.

Ms Greatley had also attended meetings of the NHS Confederation.

6. Chief Executive’s Report
The Board noted that Dr Patrick had been doing a great deal of work externally
to raise the profile of the Trust.

Dr Patrick noted that the Maudsley Debate had been very good and
recommended listening to the podcast.

Ms Jones noted that the Trust was hosting an event on 11th May entitled
“Cultures of Care: From Cruelty to Kindness”, focussing on issues regarding the
quality of care.

7. Finance & Performance Report
Mr Young reported a surplus of £4k at Month 12, and a £16k surplus year-to-
date. The forecast is £38k, but action was being taken to deliver improvements
on this. The cash balance remains satisfactory. Mr Young expected to keep a
Financial Risk Rating of 3.

8. Budget 2012/13
Mr Young noted that the budget was still subject to scrutiny, and a few minor
errors had been noted, but these differences were not significant and did not
affect the overall budget.

Mr Young noted that helpful discussions had taken place over the course of the
month with management and Non-Executive colleagues regarding the shape of
the Budget. The aim is to achieve a small surplus of £150k, which would maintain
a Financial Risk Rating of 3, but with a higher contingency this year of £600k. The
overall aim to be prudent has remained as the objective. The proposed Budget is
for income of £33.9m with expenditure of £33m, which, less depreciation and the
dividend amounts to the target surplus of £150k. Mr Young noted that not
everything in the Budget had yet been secured, but management had been very
challenging about projections.

Mr Young noted that the table in Section 3 of the paper demonstrates that
substantial progress has been made towards the large target for productivity
improvements, but there remains a significant gap of £851k. One of the biggest
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risks to the Budget was delivery of this £851k of savings.

Mr Young had outlined the key factors in Section 2 of the paper. Costs are
overall in the NHS expected to rise by 2.2%, but Mr Young did not expect the
Trust’s cost to rise to this level of inflation. Prices were expected to decrease by
1.8%, but this had not been applied to the Trust’s training contract.

Mr Young noted the following:

 The Budget predicted an increase in clinical income of £677k, most of
which was secured;

 The Budget was more prudent for Departmental Consultancy than in
previous years, and was a reduction of 45%;

 Research income was small, but was nearly all secured;

 Training course fees had been increased in line with the market, and Mr
Allen had been working with Mr Young to develop detailed budgets for
all courses and CPD programmes;

 The Trust was well on the way to achieving its productivity targets, having
already identified £826k.

AP3

Mr Young noted that Tavistock Consulting had a high budget and that Board
members had expressed their surprise with this. Mr Young reminded Board
members of the new business model of a small core of staff and Associates
brought in to undertake work. A big contract had been secured for £800k of
income to be delivered over the next two years, with at least £300k of this to be
delivered in 2012/13. Of the £1m budget, only £280k of this was expected to be
delivered by the core team, and the remaining £720k by Associates. Of this
£720k, the Trust was anticipating 70% costs and a 30% margin. With Associates,
the level of exposure was significantly reduced, as if work is not secured, there is
no staffing expenditure. Mr Bostock reminded the Board that he had requested
further clarity on the business model in October when Tavistock Consulting had
reported to the Board, and was still waiting for this. In particular, Mr Bostock had
wanted more information on the correlation between income and central costs.
Mr Young noted that the new model had less management and administration
time. Mr Bostock expressed his concern regarding Tavistock Consultancy income.
Dr Patrick noted that the budget included conservative estimates of income. The
Trust’s contingency budget had been increased to mitigate risk around income.
Ms Lyon to provide further information in April.

AP4

Mr Strang noted that the Trust’s stand-alone businesses – Tavistock Consulting,
MFAS, Gloucester House – tended to be the most risky services, and requested
these be reported on separately on a quarterly basis, as opposed to embedded in
the Finance & Performance Reports. Mr Young to prepare quarterly reports.
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Mr Young noted an increase in the Financial Directorate, and explained that he
and Dr Senior were working on a Department of Health CAMHS Payment by
Results project. There was no margin on this work, but Dr McPherson noted that
it was good for the Trust’s reputation.

AP5

Mr Young noted that Non-Executive Directors had requested illustrations on the
productivity work. Mr Young highlighted that the £141k identified in Central
Directorates was savings from staff who have already left or posts that have been
made redundant. There are further plans within Central Directorates, but these
have not yet been agreed and have therefore not been included. The situation
was similar in CAMHS and SAMHS. Mr Allan noted that education and training
was intrinsically bound up in CAMHS and SAMHS restructuring. Ms Moseley
queried the timescales for finalising productivity work, bearing in mind that the
new financial year began in a few days’ time. Ms Lyon reminded the Board that
the deadline for producing detailed finalised plans was the end of April. These
would be sent out to consultation, which was scheduled to take three months,
following which new structures would be implemented. Ms Lyon highlighted
that some voluntary redundancies may be implemented early. Mr Kara queried
whether the impact of the consultation period had been factored into the run
rate. Mr Young confirmed that it had been. Mr Kara requested monthly tracking
of financial targets. Mr Young to provide within Finance & Performance Reports.

Mr Strang queried whether the apparent savings identified for Year One were
annualised or a proportion of savings depending on when they are realised. Dr
Harris confirmed that the savings identified in Year One would be realised in
Year One.

Mr Young outlined the phasing he expected for income and expenditure in
2012/13:

 With regard to income, expenditure, depreciation, dividend and interest
income, the Budget assumed even phasing across the year;

 With regard to savings, the Budget assumed relatively little saving in
Quarter One, with the majority being made in Quarters Three and Four;

 With regard to investment, the Budget assumed no investment would be
made in Quarter One;

 With regard to the contingency, the Budget anticipated some small use in
Quarter One, with more use in Quarters Three and Four.

With those assumptions, the Trust would make the required 3% return on capital
employed in Quarter One, and this would rise to 3.8% by Quarter Four. This
return was required to achieve a Financial Risk Rating of 3. Mr Young noted that
Quarter One would be tight, but that was to be expected.
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Mr Young outlined the phasing he expected for cash flow in 2012/13:

 With regard to restructuring costs, the Budget assumed some costs in
Quarter One with the majority of costs in Quarter Two;

 With regard to capital expenditure, the Budget had been reduced (see
Item 9, Capital Budget 2012/13, below)

Mr Young noted that following approval of the Budget, the Trust would liaise
with Monitor about on-going restructuring costs, which were not included in the
Plan submitted to Monitor in May 2011, and about the effect on the Trust’s
liquidity ratio.

Dr Patrick noted that a great deal of work had gone into the Budget, which he
felt was strong, which created a good platform for other years. The biggest risk
was in Quarter One.

Approval of the Budget was deferred until after a discussion of commercially
sensitive matters had taken place in Part Two. Following this discussion, the
Budget for 2012/13 was approved.

9. Capital Budget 2012/13
Mr Young noted that the first table in the paper served as a reminder of the
three year capital plan that was agreed in March 2011 and the second table was
a proposal to reduce the amount of capital expenditure by deferring two
projects to 2013/14 and deferring a further project indefinitely. Ms Key, Director
of Corporate Governance and Facilities, felt that the revised timetable was not
damaging to the Trust’s buildings.

Mr Bostock noted that the state of the Trust’s toilets frequently ranked high on
the patient survey as an area of dissatisfaction, and also noted that postponing
roof insulation was not very “green” and the Trust’s Sustainability, Health,
Environment, and Development Unit would be disappointed.

Dr Patrick suggested that if performance against delivery on savings was good,
there was a possibility of re-introducing some of these projects in the second half
of the year.

The Board noted their disappointment with not being able to continue with the
original programme, but agreed to review this throughout the year.

Approval of the Capital Budget was deferred until after a discussion of
commercially sensitive matters had taken place in Part Two. Following this
discussion, the Capital Budget for 2012/13 was approved.
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10. Committee Reports & Minutes
Nothing additional to report.

11. Service Line Reports: Adult Progress Report
Ms Lyon explained that this report was a progress report, as opposed to a service
line report, as the Adult Department was in the process of restructuring. Ms Lyon
noted that she had held a meeting with Ms Moseley and Dr McPherson, which
had been very helpful. Dr McPherson noted that the meeting had given him an
insight into the approach to the restructuring.

Ms Lyon reported that projects with Kids Company and HomeBase had been
confirmed that morning.

Mr Kara noted that if the productivity work goes according to plan, there will be
a significant amount of money spent on restructuring costs.

Mr Kara queried to what extent restructuring would align the service to the
marketplace, and asked Ms Lyon to highlight the key areas that have been
focused on. Ms Lyon cited the City & Hackney Primary Care Consultation Service,
which works between primary and secondary care. This model of working is
aligned with the spirit of the mental health strategy. Ms Lyon highlighted that
there were good economic reasons why such services are valuable, as they save
money further down the line in primary care. Ms Lyon also cited e-learning.

Ms Lyon noted that clinical services were being designed to fit with general
approaches to mental health and mirror Payment by Results (PbR) clusters. Ms
Lyon noted that how payment would happen was not yet clear, but noted that
many other services were also structuring themselves around PbR clusters.

Ms Lyon noted that the Trust must tread a fine line between being seen as an
accessible service that was not too “different” or expensive, and demonstrating
that our unique approach is effective and good value for money. Dr McPherson
suggested that this was a major challenge.

12. Equalities Report
Ms Klauber noted that the Trust wanted to publicise, wherever possible, its
commitment to equalities and highlight what progress the Trust has made or
intends to make in this area.

There was an issue of resources for the Equalities Committee, and Ms Klauber
asserted that the work undertaken must be proportionate to the size of the
Trust.

This year, sexual orientation would be a priority. Separately, the Committee
would be looking at ethnicity data for clinical services. The Patient and Public
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Involvement Committee had written a Black and Minority Ethnic engagement
strategy, and Ms Klauber had suggested they look at patient experiences
between different groups.

Ms Klauber noted that there was a problem with ethnicity data for clinical
services, which had worsened since the introduction of RiO (the patient
information system). Ms Lyon confirmed that she and Dr Harris were looking into
this. Ms Klauber noted that the Equality Act 2010 required the Trust to collect
and publish data, and the Trust could be brought to task for failing to do this.

Ms Klauber noted that the Board of Directors has only one member of an ethnic
minority or anyone with a registered disability.

Ms Klauber outlined the objectives, adding a fifth, which was to train all staff on
their duties under the Act. The Trust would need to produce an action plan with
SMART1 objectives. Ms Lyon highlighted the importance of thinking about issues
from an equalities view point. Ms Klauber explained this was why staff training
was such an important objective.

Ms Moseley recalled a discussion some years ago on LGBT issues, which at the
time had not been a priority. Ms Moseley commended the Trust for taking sexual
orientation as a priority.

AP6

Dr Patrick reminded the Board that the Trust’s Single Equalities Scheme had
contained bold targets, and the Trust must be careful not to lose these and
should promote them. Dr Patrick suggested that the Equalities Lead should be
informed of any complain where there is an equalities issue. Dr Patrick and Ms
Klauber to discuss how to implement such a procedure.

Dr McPherson raised the importance of taking care of staff with mental health
concerns.

AP7
Dr Senior proposed any audit of service users should be linked with the Patient
and Public Involvement Committee. Ms Klauber and Dr Senior to develop.

Ms Lyon and Ms Klauber to discuss adding equalities issues to the Trust’s CQUIN
targets.

AP8
AP9

Ms Klauber to amend paper to update the objectives. Ms Klauber to prepare
short summary of objectives for Board members.

13. Any Other Business
Mr Young noted that revisions were being made to the Pay Protection Policy as
part of the Productivity Programme, and amendments may be revised using

1 SMART objectives are objectives that are specific, measurable, achievable, realistic, and
timely
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emergency powers.

14. Notice of Future Meetings
Miss Carney noted that the Directors Conference scheduled for 13th June was
being rescheduled
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Board of Directors : April 2012

Item : 6

Title : Chief Executive’s Report

Summary :

This paper covers the following items:

1. Health and Social Care Bill gains Royal Assent

2. Dementia Care

3. Public Health England

4. North Central London

For : Discussion

From : Chief Executive
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Chief Executive Report

1. Health and Social Care Bill gains Royal Assent

1.1 On 27th March, the Health and Social Care Bill gained Royal Assent to
become the Health and Social Care Act (2012). The Act is, arguably,
the single most significant piece of legislation to affect the NHS since
its inception.

1.2 The Bill was over a year in parliament and was subject to more
scrutiny than any bill in living memory, with more than 1,000
amendments made during its passage.

1.3 The annual budget of the NHS is around £106bn. Central to the Act
is the intention to place much of this budget under the control of
GPs through a restructuring of commissioning structures and
processes. This will involve a reduction in the number of existing
health bodies, including the demise of Primary Care Trusts and
Strategic Health Authorities. These plans are already well advanced.

1.4 Also central to the Act is the ambition to introduce more
competition into the NHS marketplace as a means of improving
quality while containing costs.

1.5 Andrew Lansley, the Health Secretary, said ”the Health and Social
Care Act will deliver more power to clinicians. It will put patients at
the heart of the NHS, and it will reduce the costs of bureaucracy. We
now have an opportunity to secure clinical leadership to deliver
improving quality and outcomes; better results for patients is our
objective”. Lansley has consistently argued that the Act will enable
clinical leaders, patients’ representatives and local government to
take new roles in shaping services.

1.6 Sir David Nicholson, introducing a special issue of “The Month”
focussing on the transition to the new health and care system, writes
that “While many details ... still need to be put in place…, the
passage of the Bill gives us real clarity and certainty about our future
direction. … There is an enormous amount to do to prepare for the
statutory changes in April 2013”. After a reminder that patient
services are the fundamental goal, the next area covered is the
people transition. In London, for example, 5,500 staff have to be
transferred from nine organisations to 75 between May and
December.

1.7 Anxieties around the Act have focused on fears that it will lead to
widespread privatisation of services; that it will fail to deliver any
increase in value as experienced by service users; and that its
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implementation will carry with it significant risk and cost, and impair
the capacity of the pre-existing system to reduce costs dramatically
while protecting quality at a time when this is a real and immediate
challenge.

1.8 Anxiety around the changing nature of the NHS and of NHS
providers has been fuelled by the announcement, very close in
timing to the final passage of the Bill into legislation, that Virgin
Care had signed a £500m community services contract with NHS
Surrey under an arrangement which will see staff employed by a
social enterprise.

1.9 I think that the task now, however, for those of us working in the
NHS, is to implement the Act to the very best of our ability, ensuring
that the interests of patients and students are kept absolutely
central to all of our work.

2. Dementia Care

2.1 On the day before the Act gained royal assent, the Prime Minister
declared that rising rates of dementia are ‘a national crisis’, and
launched a major drive to improve the lives of sufferers and their
carers.

2.2 The number of people with dementia in England is likely to increase
by around 50% to 1 million over the next 10 years. Already around
25% of hospital beds are occupied by someone with dementia, and
the total costs associated with dementia are around £19bn each year
– higher than the costs of cancer, heart disease and stroke.

2.3 The dementia ‘challenge’ announced by David Cameron will have
three themes: improving health and social care for people with
dementia; encouraging greater research into dementia; and
reinforcing community support. The health care element of the
initiative will focus on early diagnosis and improving information
about dementia services. It is estimated that only around 42% of
people with dementia receive formal diagnosis.

3. Public Health England

3.1 In a further national development, Duncan Selbie, currently Chief
Executive of Brighton and Sussex University Hospitals Trust, has been
named as Chief Executive of Public Health England (PHE).
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3.2 The new body will be established in April 2013, the date at which
Strategic Health Authorities and Primary Care Trusts will cease to
exist, formally handing over commissioning responsibilities to Clinical
Commissioning Groups (CCGs). Public Health England will support
local health services to take over the bulk of responsibility for public
health from primary care trusts which will cease to exist at that time.
PHE will act jointly with Local Authorities to appoint their Directors
of Public Health.

4. North Central London

4.1 In more local news, this month the Royal Free Hospital became
authorised as a Foundation Trust, the 144th in the country. There are
now 15 non-foundation trusts left in London.

4.2 In developments further to the north, the Health Secretary, Andrew
Lansley, has accepted the finding of an NHS London feasibility study
and ruled that there is insufficient evidence of the benefits of
formally merging Chase Farm Hospital with North Middlesex
University Hospital, and that there should, therefore, be no merger.

4.3 The Barnet, Enfield and Haringey clinical strategy will, however, see
around £50m of services transfer from Chase Farm to North
Middlesex University Hospital, including maternity and A&E services.

Dr Matthew Patrick
Chief Executive Officer
April 2012
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Board of Directors : April 2012

Item : 7

Title : Finance and Performance Report

Summary:

At the end of the financial year a surplus of £130k is reported
(before restructuring costs) compared to the plan of £150k.
There was an increase in the surplus in month of £114k. This
was due to a reduction in the bad debt provision of £70k,
higher than anticipated Clinical Income, a gain on Training
income, and under-spends in Clinical and Central Functions
related to effective management actions. The dividend was also
reduced. These gains were offset by providing for uncertainties
of Monroe income, and an income shortfall on “other.”

An update on service line reporting will be provided separately.

The cash balance at 31 March was £2,357k, £1,394k above plan.
The cash balance is projected to remain satisfactory.

The draft accounts are due to be completed by Monday 23
April. The quarter 4 return will be submitted to Monitor on 30
April, and our financial risk rating is expected to remain 3.

This report has been reviewed by the Management Committee
on 19 April.

The Board of Directors is asked to confirm whether this paper is
accepted as adequate assurance, and where not, whether the
Board of Directors is satisfied with the action plans that have
been put in place.

This report focuses on the following areas:

 Finance
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For : Information.

From : Simon Young, Director of Finance
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Finance & Performance Report

1. External Assessments and Self-Assessments

1.1 Monitor

1.1.1 Monitor has confirmed our Financial Risk Rating of 3 and Green
Governance Rating for the third quarter, as planned. Both ratings
are also expected to remain unchanged for the final quarter.

1.2 Information Governance Self-Assessment

1.2.1 The Trust completed on 30 March its annual self-assessment for
Information Governance, using the national IG Toolkit. The
requirements cover 45 aspects of IG, and the requirement is to reach
at least level 2 (of 3) in each area. We reached level 3 for 27 areas,
and level 2 for 18, a very good result which reflects the Trust’s
continuing development in IG, as well as a considerable amount of
management effort to collect together the supporting evidence.

2. Finance

2.1 Income and Expenditure 2011/12 (Appendices A and B)

2.1.1 At the end of the financial year, the Trust is reporting a surplus of
£130k (before restructuring costs). In March there was a surplus of
£114k.

2.1.2 Income for the year was £382k below budget, offset by expenditure
being £338k below budget.

2.1.3 The material variances for the month of March for income and
expenditure are:

Income
The £98k over performance in month is due to the following.

 £35k backdated income for the YOS scheme.
 £60k CQUIN backdated
 £50k reduction in Monroe due to disputed invoices.
 Over achievements on Court Report and Consultancy

income in Portman.

Expenditure
The £256k favourable variance in month is due to the
following.

 Release of the £258k reserves
 £70k favourable release of the Debtors provision
 Lower than anticipated costs in some CAMHS services
 £37k over spend on R&D mainly due to backdated

REDIT study costs.
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 £30k in-month overspends on Visiting Lecturers in DET,
mainly in one area.

 £25k overspend in month in HR for Legal Fees,
including year-end accruals

 £20k overspend on associates in TCS

2.1.4 For the year, the income shortfall of £382k includes £259k for
Consultancy, with TCS under target by £36k and departmental
consultancy under by £223k. Clinical Income is under target by £208k
primarily due to a shortfall on Monroe of £163k. Other income is
£195k under target mainly due to under-achieved productivity
schemes for Adult and Adolescent which have been revised in the
2012/13 budget to reflect this. These shortfalls have been offset by
an over achievement on Training income of £247k. Detailed analysis
is given in Appendices A and B.

2.1.5 The cumulative expenditure underspend of £338k includes the
release of the £258k contingency combined with lower than planned
staffing in GID and Adolescent. This has been offset by an over
spend of £171k in CAMHS, of which £113k relates to the vacancy
savings factor which was budgeted (in addition to the savings on
specific posts) but has not been achieved. DET is also over spent by
£208k due to course and conference costs, with visiting lecturer costs
being higher than planned.

2.1.6 Restructuring costs for the year increased to £1,208k, including £76k
for two applications in the 2012 Voluntary Redundancy Scheme
which were approved before 31 March.

2.2 Service Line Analysis (Appendix D)

2.2.1 This analysis shows the Trust’s income and expenditure divided
between Child and Adolescent services (including Children’s
Workforce education and training) and Specialist and Adult services
(also including education and training). The variances are in line with
the trends reported previously.

2.3 Income and Expenditure 2012/13

2.3.1 An update on the productivity programme and the savings target of
£850k will be provided separately.
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2.4 Cash Flow

2.4.1 The cash balance at 31 March was £2,357k, £1,394k above the
revised Plan of £963k. The balance fell in month by £151k. The
detailed analysis has not yet been completed.

2.4.2 Balances for the next 12 months are expected to remain satisfactory,
subject to achieving our income and expenditure targets. Provisional
quarterly forecasts were presented as part of the Budget discussion
in March, and these will be confirmed for the Annual Plan next
month.

2.5 Statement of Financial Position (aka Balance Sheet)

2.5.1 The SOFP table in Appendix C compares the actual position at 31
March 2012 (as expected to be in the draft accounts) to the Monitor
Plan and to the previous year-end.

2.5.2 The main variance is that cash and liabilities are both £1.6m above
plan. This suggests that the Plan was over-prudent in assuming
reductions in deferred income and other creditors.

2.5.3 Fixed Assets are also lower than Plan due to lower capital
expenditure, which contributes towards the higher than anticipated
cash.

3. Training

3.1 Training income is now £247k above budget in total. Fee income is
£250k above budget, offset by a shortfall on Child Psychotherapy
Trainees but this is due to slightly lower numbers, and is offset by
lower costs.

4. Patient Services

4.1 Activity and Income

4.1.1 Clinical income is £208k below budget. Total contracted income for
the year is above budget due to the release of brought forward
Islington income and YOS income not being budgeted, but the
previous trends in other elements have continued, with the main
shortfalls being in court report income and the Monroe.

4.1.2 Variances in other elements of clinical income are tabulated on the
next page.

4.1.3 The income for named patient agreements (NPAs) was £202k after
twelve months, which is £28k below budget.



Page 6 of 11

4.1.4 Court report income is budgeted at £285k for the year, of which
£210k is for the Portman. The outturn was £110k below budget
overall; the Portman is £65k below target and CAMHS are £37k
below.

4.1.5 Monroe income is below budget by £163k for 2011/12, with a
shortfall of £91k in March partially due to £50k suppression due to
the number of disputed invoices.

4.1.6 Day Unit finished the year £9k above target. There are currently 11
pupils against a budgeted target of 12.5. Income remains slightly
above budget, due to the contractual arrangements.

Budget Actual Variance

Comments
£000 £000 %

Contracts - base
values

9,822 9,915 0.9%

Small under
achievement due to
CQUIN element plus
old year credit notes.
Offset by 85k Bfwd

Cost and vol
variances

5 11

NPAs 230 202 -12.1%

Projects and
other

2,107 2,088
Income matched to
costs, so variance is
largely offset.

Day Unit 1,055 1,064 0.9%

Monroe 504 341 -32.4%

FDAC 2nd
phase

408 412 0.9%
Income matched to
costs, so variance is
largely offset.

Court report 285 175 -38.7%

Total 14,415 14,207

4.2 Waiting times and DNAs

4.2.1 The Quarter 4 performance will be reported later.
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5. Consultancy

5.1 Tavistock Consulting income was £2k below budget in March and is
£36k behind cumulatively. Expenditure was above budget in March
by £19k and is £65k above budget cumulatively.

5.2 Departmental consultancy is £223k below budget for the year.

Simon Young
Director of Finance
20 April 2012
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THE TAVISTOCK AND PORTMAN NHS FOUNDATION TRUST APPENDIX A

INCOME AND EXPENDITURE REPORT FOR THE FINANCIAL YEAR 2011-12

BUDGET ACTUAL VARIANCE BUDGET ACTUAL VARIANCE

£000'S £000'S £000'S £000'S £000'S £000'S

INCOME

1 CLINICAL 1,271 1,320 49 14,415 14,207 (208)
2 TRAINING 1,273 1,314 41 16,830 17,077 247
3 CONSULTANCY 125 140 15 1,361 1,101 (259)
4 RESEARCH 6 22 16 160 191 32
5 OTHER 154 132 (22) 856 663 (194)

TOTAL INCOME 2,830 2,928 98 33,622 33,239 (382)

OPERATING EXPENDITURE (EXCL. DEPRECIATION)

6 CLINICAL DIRECTORATES 1,547 1,474 73 17,817 17,681 136
7 OTHER TRAINING COSTS 516 574 (58) 7,278 7,368 (89)
8 OTHER CONSULTANCY COSTS 49 68 (20) 582 658 (76)
9 CENTRAL FUNCTIONS 649 642 7 6,652 6,543 109
10 TOTAL RESERVES 258 0 258 258 258

TOTAL EXPENDITURE 3,018 2,759 260 32,587 32,249 338

EBITDA (189) 169 358 1,034 990 (44)

ADD:-
12 BANK INTEREST RECEIVED 1 1 (1) 11 10 1

LESS:-
11 DEPRECIATION & AMORTISATION 42 47 (4) 509 530 (21)
13 FINANCE COSTS 0 0 0 0 0 0
14 DIVIDEND 32 10 22 386 340 46

SURPLUS BEFORE RESTRUCTURING COSTS (262) 114 375 150 130 (20)

15 RESTRUCTURING COSTS 0 76 (76) 1,000 1,208 (208)

SURPLUS/(DEFICIT) AFTER RESTRUCTURING (262) 38 299 (850) (1,077) (228)

EBITDA AS % OF INCOME -6.7% 5.8% 3.1% 3.0%

Mar 12 CUMULATIVE
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THE TAVISTOCK AND PORTMAN NHS TRUST APPENDIX B

INCOME AND EXPENDITURE REPORT FOR THE FINANCIAL YEAR 2011-12

BUDGET

£000'S

ACTUAL

£000'S

VARIANCE

£000'S

BUDGET

£000'S

ACTUAL

£000'S

VARIANCE

£000'S

INCOME

1 NHS LONDON TRAINING CONTRACT 605 605 (0) 7,254 7,262 8
2 TRAINING FEES & OTHER ACA INC 383 394 11 6,314 6,564 250
3 POSTGRADUATE MED & DENT'L EDUC 12 7 (4) 141 94 (46)
4 JUNIOR MEDICAL STAFF 81 99 18 966 1,123 156
5 CHILD PSYCHOTHERAPY TRAINEES 193 210 16 2,155 2,034 (121)
6 R&D 6 22 16 160 191 32
7 CLINICAL INCOME 1,070 1,193 124 12,071 12,100 29
8 DAY UNIT 88 100 12 1,055 1,064 9
9 MONROE 48 (44) (91) 504 341 (163)

10 FDAC 42 33 (9) 500 528 28
11 TCS INCOME 65 63 (2) 613 577 (36)
12 DEPT CONSULTANCY INCOME 61 77 17 747 524 (223)
13 COURT REPORT INCOME 24 38 14 285 175 (110)
14 EXCELLENCE AWARDS 10 10 0 116 117 1
15 OTHER INCOME 144 122 (22) 740 546 (195)

TOTAL INCOME 2,830 2,928 98 33,622 33,239 (382)

EXPENDITURE

16 EDUCATION & TRAINING 300 330 (30) 4,859 5,067 (208)
17 PORTMAN CLINIC 116 121 (5) 1,375 1,365 10
18 ADULT DEPT 248 258 (10) 3,051 3,033 18
19 MEDNET 21 22 (1) 246 214 32
20 ADOLESCENT DEPT 147 114 33 1,729 1,656 73
21 C & F CENTRAL 777 704 73 8,564 8,735 (171)
22 MONROE & FDAC 70 67 4 905 948 (43)
23 DAY UNIT 60 71 (11) 751 741 9
24 SPECIALIST SERVICES 101 102 (2) 1,111 904 207
25 COURT REPORT EXPENDITURE 7 16 (9) 85 84 1
26 TRUST BOARD & GOVERNORS 11 12 (1) 108 111 (3)
27 CHIEF EXECUTIVE OFFICE 26 29 (3) 311 313 (2)
28 PERFORMANCE & INFORMATICS 81 69 12 843 755 87
29 FINANCE & ICT 190 131 59 1,304 1,322 (19)
30 CENTRAL SERVICES DEPT 182 205 (23) 2,187 2,238 (51)
31 HUMAN RESOURCES 56 81 (25) 710 694 15
32 CLINICAL GOVERNANCE 38 30 8 446 405 40
33 TRUST DIRECTOR 34 35 (1) 395 390 5
34 PPI 16 9 7 175 151 24
35 SWP & R+D & PERU 22 59 (37) 264 279 (15)
36 R+D PROJECTS 0 0 0 0 0 0
37 PGMDE 5 15 (10) 63 62 1
38 NHS LONDON FUNDED CP TRAINEES 194 204 (10) 2,155 1,991 164
39 TAVISTOCK SESSIONAL CP TRAINEES 7 4 3 88 70 17
40 FLEXIBLE TRAINEE DOCTORS 9 21 (11) 113 177 (64)
41 TCS 44 63 (19) 525 589 (65)
42 DEPARTMENTAL CONSULTANCY 5 6 (1) 57 69 (12)
43 DEPRECIATION & AMORTISATION 42 47 (4) 509 530 (21)
44 PROJECTS CONTRIBUTION (7) (24) 17 (87) (123) 35
45 IFRS HOLIDAY PAY PROV ADJ 0 7 (7) 0 7 (7)
46 CENTRAL RESERVES 258 0 258 258 0 258

TOTAL EXPENDITURE 3,061 2,805 256 33,096 32,779 317

OPERATING SURPLUS/(DEFICIT) (231) 123 354 525 460 (65)

47 INTEREST RECEIVABLE 1 1 1 11 10 (1)
48 UNWINDING OF DISCOUNT ON PROVISION 0 0 0 0 0 0
49 DIVIDEND ON PDC (32) (10) 22 (386) (340) 46

SURPLUS/(DEFICIT) (262) 114 376 150 130 (20)

50 RESTRUCTURING COSTS 0 76 (76) 1,000 1,208 (208)

SURPLUS/(DEFICIT) AFTER RESTRUCTURING (262) 38 300 (850) (1,077) (228)

Mar-12 CUMULATIVE
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Appendix C

STATEMENT OF FINANCIAL POSITION Actual Plan Actual Variance

31-Mar-11 31-Mar-12 31-Mar-12 31-Mar-12

£000 £000 £000 £000

Non-current assets

Intangible assets 111 107 98 -9

Property, plant and equipment 12,603 12,757 12,512 -245

Total non-current assets 12,714 12,864 12,610 -254

Current assets

Inventories 1 1 0 -1

Trade and other receivables incl. accrued income 2,422 2,293 2,529 236

Cash and cash equivalents 4,712 934 2,357 1,423

Total current assets 7,135 3,228 4,886 1,658

Current liabilities

Trade and other payables -2,031 -811 -2,590 -1,779

Provisions -51 -47 -47

Tax payable -558 -500 -584 -84

Other liabilities incl. deferred income -3,469 -1,892 -1,617 275

Total current liabilities -6,109 -3,203 -4,838 -1,635

Total assets less current liabilities 13,740 12,889 12,658 -231

Non-current liabilities

Provisions -60 -60 -55 5

Total non-current liabilities -60 -60 -55 5

Total assets employed 13,680 12,829 12,603 -226

Financed by

Public Dividend Capital 3,403 3,403 3,403 0

Revaluation reserve 7,840 7,840 7,659 -181

Income and expenditure reserve 2,437 1,586 1,541 -45

Total taxpayers' equity 13,680 12,829 12,603 -226
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Appendix D

2011/12 Month 12 SLR Report

Actual Budget Actual Budget Actual Budget

£000 £000 £000 £000 £000 £000

Clinical Income 14,560 14,947 8,553 8,636 6,007 6,311

Training course fees and other acad income 7,940 7,845 5,181 5,007 2,759 2,838

National Training Contract 7,261 7,253 4,584 4,579 2,677 2,674

Total Training Income 15,201 15,098 9,765 9,586 5,436 5,512

Consultancy Income 743 1,031 8 120 735 911

Research and Other Income (incl Interest) 330 354 151 162 179 192

Total Income 30,834 31,430 18,477 18,504 12,357 12,926

Clinical Directorates and Consultancy 18,338 18,398 10,633 10,431 7,705 7,967

Other Training Costs (in DET budget) 3,567 3,539 2,533 2,524 1,034 1,015

Research Costs 279 264 169 160 110 104

Accommodation 2,930 3,188 1,537 1,672 1,393 1,516

Total Direct Costs 25,114 25,389 14,872 14,787 10,242 10,602

Contribution 5,720 6,041 3,605 3,717 2,115 2,324

Central Overheads (excl Buildings) 8,126 8,181 4,882 4,923 3,244 3,258

Central Income 2,538 2,288 1,541 1,396 997 892

Surplus 132 148 264 190 -132 -42

Surplus as % of Income 0% 0% 1% 1% -1% 0%

Contribution as % of Income 19% 19% 20% 20% 17% 18%

Trust Total CAMHS Specialist and Adult Services
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Board of Directors : April 2012

Item : 8

Title : Quarter Four Monitor Declarations

Summary:

The Board is asked to approve three declarations to Monitor for Quarter
Four:

 The Board confirms that all targets and indicators have been met
(after application of thresholds) over the period and that sufficient
plans are in place to ensure that all known targets and indicators
which will come into force during 2011/12 will also be met.

 The Board anticipates that the Trust will continue to maintain a
Financial Risk Rating of at least 3 over the next 12 months.

 The Board is satisfied that, to the best of its knowledge and using
its own processes and having regard to Monitor’s Quality
Governance Framework (supported by Care Quality Commission
information, its own information on serious incidents, patterns of
complaints, and including any further metrics it chooses to adopt),
its NHS foundation trust has, and will keep in place, effective
arrangements for the purpose of monitoring and continually
improving the quality of healthcare provided to its patients.

This report will have been reviewed by the Management Committee on
19 April 2012.

This report focuses on the following areas:

 Risk
 Finance
 Quality

For : Approval

From : Deputy Chief Executive
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Quarter 4 Declarations

1. In-year Governance Declaration

1.1 Performance against healthcare targets and indicators

1.1.1 The Monitor template for our quarterly return sets out a list of
targets and indicators, in line with the Compliance Framework
2011/12 document. The targets and indicators which apply to this
Trust are given in the table below.

1.1.2 All targets and indicators are being met; and plans are sufficient to
ensure that they continue to be met. Further details are given below.
The Trust should therefore continue to receive a green governance
rating.

Target Weighting Quarter 3 result

Data completeness: 99%
completeness on all 6 identifiers

0.5 Achieved

Self certification against
compliance with requirements
regarding access to healthcare
for people with a learning
disability

0.5 Achieved

Indicator Weighting Quarter 2 result
Risk of, or actual, failure to
deliver mandatory services

4.0 No

CQC compliance action
outstanding

2.0 No

CQC enforcement notice
currently in effect

4.0 No

Moderate CQC concerns
regarding the safety of
healthcare provision

1.0 No

Major CQC concerns regarding
the safety of healthcare
provision

2.0 No

Unable to maintain, or certify, a
minimum published CNST level
of 1.0 or have in place
appropriate alternative
arrangements

2.0 No

Total score 0

Indicative rating
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1.2 Care Quality Commission registration

1.2.1 The Trust was registered by the CQC on 1 April 2010 with no
restrictions. Actions continue to ensure that this status is retained;
assurance is considered at the quarterly meetings of the CQSG
Committee.

1.2.2 The Trust remains compliant with the CQC registration requirements.

1.3 Self certification against compliance with requirements regarding
access to healthcare for people with a learning disability

1.3.1 The self-certification was reviewed and approved by the Board in
April 2010.

1.4 Data Completeness

1.4.1 As reported previously, this target is now 99% completeness on six
data identifiers. Statistics for the third quarter confirmed that we are
still meeting this target again. The fourth quarter figures are not
likely to be ready in time for the meeting, but there is no reason to
doubt continuing compliance.

1.5 Other matters

1.5.1 The Trust is required to report any other risk to compliance with its
authorisation. The Compliance Framework gives – on pages 62 and
63 – a non-exhaustive list of examples where such a report would be
required, including unplanned significant reduction in income or
increase in costs; breach of borrowing limits; removal of a director for
abuse of office; or significant non-contractual dispute with an NHS
body.

1.5.2 There are no such matters on which the Trust should make an
exception report.

2. Finance declaration

2.1 The Annual Plan showed that the Trust expected to retain a Financial
Risk Rating of 3 for each quarter of 2011/12 and for both the
following years. This month’s Finance and Performance Report is
expected to confirm that this result has been achieved for 2011/12.

2.2 The Board approved a budget for 2012/13 in March, and noted the
quarterly projections for income and expenditure and for cash flow,
showing that the budget should enable us to retain a Financial Risk
Rating of 3 for each quarter of 2012/13.
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3. Quality

3.1 In support of the Quarter Two Quality Declaration in October 2011,
the Trust Director presented a paper detailing (a) progress against
the action plan following the 2010/11 quality report; and (b)
examples of good practice which enable the Trust to answer
affirmatively all ten questions set out in Monitor’s Quality
Governance Framework.

3.2 Progress has continued since then; and no information has come to
light (e.g. from serious incidents or complaints) which brings the
declaration into question.

3.3 The mock quality report for 2011/12, based on the first two quarters,
has been reviewed. The final report is now in preparation.

3.4 Links between the Clinical Quality, Safety and Governance
Committee and the Audit Committee, a matter raised in the October
discussion, have been reviewed by internal audit and were discussed
with members of the CQSG Committee at the Audit Committee on 24
January 2012.

4. Conclusion

4.1 This report has been compiled in collaboration with the Director of
Governance and Facilities and the Trust Director. We believe that it
gives the Board the assurance needed in order to approve all three
declarations.

Simon Young
Deputy Chief Executive and Director of Finance
13 April 2012
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Board of Directors : April 2012

Item : 9

Title : Corporate Governance Report

Purpose:

The purpose of this report is to present the Board of Directors
with an update on various matters of corporate governance,
and of events in the wider healthcare arena.

This report focuses on the following areas:
(delete where not applicable)

 Quality
 Patient / User Experience
 Patient / User Safety
 Equality
 Risk
 Finance
 Productivity
 Communications

For : Noting

From : Louise Carney, Trust Board and Company Secretary
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Corporate Governance Report

1. Register of Directors’ Interests

1.1 Directors are required to make declarations of interests for 2012/13,
using the form at Appendix A. The Register of Directors’ Interests
will be presented to the Board of directors in May 2012.

2. Board of Governors Election 2012

2.1 The timetable for the Summer 2012 Governor elections are below:

2.1.1 Nominations: 1st July – 17th August
2.1.2 Voting: 20th August – 14th September
2.1.3 Results announced: 17th September
2.1.4 Induction: 24th September – 31st October
2.1.5 Term of office starts: 1st November

2.2 This timetable far exceeds the statutory timetable set out in the
Constitution, and is likely to field more candidates.

2.3 An article will go out in the Summer Newsletter, to be published in
June, along with an insert setting advertising the elections and
setting out the role of the Governor. Reminder leaflets and e-mails
will follow.

2.4 As part of a wider PPI initiative, the Trust will be visiting community
groups, and will advertise the elections at these meetings,
encouraging members of our community to stand for election,
helping us to ensure that our decision-making Boards reflect the
community we serve.

3. Annual General Meeting

3.1 This year’s Annual General Meeting will be held on Wednesday 10th

October. This coincides with World Mental Health Day. The Trust will
be working on a series of events with other mental health providers
through World Mental Health Week. Our AGM will be held in the
evening, from 6pm to 8pm. Matthew Patrick and Angela Greatley
will hold a discussion on the performance of the Trust over the past
year, and on the direction of the Trust going forwards. Simon Young
will present the accounts, and Louise Carney will present the
proposed amendments to our Constitution in light of the Health &
Social Care Act 2012. We will also be showcasing our own work, with
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information and short presentations from various services at the
Trust from 3pm.

4. Monitor Updates

4.1 Monitor has published NHS foundation trusts: review of nine months
to 31st December 2011. There were 141 foundation trusts at this
date. Monitor’s report is based on the data submitted by FTs on a
quarterly basis.

4.2 Below are the Quarter Three statistics on foundation trusts.
Categories into which the Trust fits are highlighted in red.

Table 1: NHS Foundation Trust Statistics at 31
st

December 2011
1

Type of FTs
Total 141

Acute 80 57%

Mental Health 41 29%

Specialist 17 12%

Ambulance 3 2%
FTs by Strategic Health Authority

2

North East 11 100%

Yorkshire & The Humber 16 70%

North West 28 67%

East of England 16 64%

South West 17 63%

South East Coast 10 53%

South Central 7 50%

West Midlands 13 43%

East Midlands 7 39%
London 16 38%
Governance Risk Ratings
Green 63 45%

Amber-Green 19 13%

Amber-Red 40 28%

Red 19 13%
Financial Risk Ratings

5 (lowest risk) 13 9%

4 48 34%
3 69 49%

2 6 4%

1 5 4%
FTs in significant breach of terms of authorisation

Total 15 11%
Combined actual net surplus Q3

Total £326m

1 As at April 2011, there were 144 Foundation Trusts, of which 41 are mental health
trusts
2 Percentages are of foundation trusts out of potential foundation trusts in each Health
Authority
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EBITDA margin

Total 6.1%

4.3 Monitor reported the following key findings:

4.3.1 Cost improvement plans (CIPs) are 7.5% behind plan
(compared to 9% behind plan at Quarter Two, 11% behind
plan at Quarter One, and 9% behind plan in Quarter Three
of 2010/11)

4.3.2 Aggregate EBITDA is £53m ahead of plan, with a margin of
6.1%, but there are variances across the sector, with acute
trusts underperforming against plan, specialist trusts
performing ahead of plan, and mental health trusts
outperforming plan despite the impact of community
services transactions activity.

4.3.3 11 FTs are reporting an FRR of 1 or 2, a decrease from 14 at
Quarter Two 2011/12;

4.3.4 19 FTs reported a GRR of red and 40 of amber-red this
quarter (compared to 17 red and 31 amber-red in Quarter
Two). One of the main reasons for this is an increase in the
number of Care Quality Commission inspections being
carried out. Monitor noted “this is something patients should
be reassured by as it means regulation is working: problems
are being picked up and foundation trusts are being held to
account for fixing them”.

4.3.5 63 FTs are reporting a GRR of green (compared to 56 at
Quarter Two)

4.3.6 31 FTs have declared a risk to their full year C.difficile target.
Of these, 5 have breached their full year target in Quarter
Three.

4.3.7 13 FTs have breached their A&E target at Quarter Three.

4.3.8 12 FTs breached their waiting times targets (compared to 13
at Quarter Two).

4.4 Monitor noted: “The foundation trust sector as a whole is coping
well in the face of financial challenges. Performance is slightly better
than planned, partly as a result of improved delivery of cost
improvement plans. However, the downward trend in margins in the
last four years continues and conditions will challenge trusts in the
coming months”.
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4.5 Monitor’s document can be found at:
www.monitor-nhsft.gov.uk/home/news-events-and-publications/our-

publications/browse-category/reports-nhs-foundation-trusts/nhs.

4.6 Monitor used its powers of formal intervention for the second time
in February this year at University Hospitals of Morecombe Bay NHS
Foundation Trust. The intervention relates to breaches regarding
health care and other standards, governance and economy,
efficiency and effectiveness. The trust will have to report regularly to
Monitor until Monitor is satisfied that the trust is returning to full
and sustainable compliance with their Terms of Authorisation.

5. Use of Trust’s Seal

5.1 On 1st November 2011, the Trust sealed the contract for the provision
of Westminster Family Centre Services. The contract was sealed by Dr
Matthew Patrick, Chief Executive, and Mr Simon Young, Director of
Finance, and witnessed by Miss Louise Carney, Trust Board and
Company Secretary.

Louise Carney
Trust Board and Company Secretary
April 2012
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Board of Directors : April 2012

Item : 10

Title : Health & Social Care Act 2012 Briefing

Purpose:

After a year in Parliament, and more than 1,000 amendments
in the House and Commons and House of Lords, the Health &
Social Care Bill was passed with a majority of 88 votes and
received Royal Assent on 27th March to become the Health &
Social Care Act 2012.

At the heart of the Act are plans for radical restructuring of
the health service in England, giving GPs control of much of
the NHS’s £106bn annual budget, cutting the number of health
bodies, and introducing more competition into services.

The briefing below outlines some key aspects of the Act, and
outlines, where possible, how these will affect the Trust. This
text is in blue.

Throughout the course of the year, further briefings will
follow, when more information is made available. The
Foundation Trust Network has developed a programme of
support for members to help with the implementation of the
legislation, and the Trust will be utilising this resource.

This report focuses on the following areas:
(delete where not applicable)

 Quality
 Patient / User Experience
 Patient / User Safety
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 Equality
 Risk
 Finance
 Productivity
 Communications

For : Noting

From : Louise Carney, Trust Board and Company Secretary
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Health & Social Care Act 2012

1. Monitor

1.1 The Act establishes Monitor has the sector regulator for health, with
a primary duty to protect and promote patients’ interests. In carrying
out its sector regulator role, Monitor will licence providers of NHS
services in England and exercise functions in three ways:

1.1.1 Regulating prices;

1.1.2 Enabling integrated care and preventing anti-competitive
behaviour; and

1.1.3 Supporting service continuity.

1.2 Monitor will also have a continuing role in assessing NHS trusts for
foundation trust status, and for ensuring that foundation trusts are
financially viable and well-led in terms of both quality and finances.

2. Council of Governors

2.1 Governors have a new duty to hold Non-Executive Directors
individually and collectively to account for the performance of the
Board of Directors.

2.1.1 It is as yet unclear as to how this will work in practice, and
the Trust will need to give careful thought to this.

2.2 Governors have a new duty to represent the interests of Members as
a whole and of the public.

2.2.1 The Trust, with the Governors, needs to think carefully
about how the Governors can represent this wide group
effectively, and what mechanisms are put in place to enable
Governors and Members / the public to communicate.

2.3 FTs must equip Governors with the skills and knowledge they need
to carry out the role.

2.3.1 The Trust Secretary and the Director of Human Resources are
working on the induction process for Governors, and on a
programme of training for the duration of a Governor’s
term. In addition to this, the Trust has access to training
courses provided by organisations such as the Foundation
Trust Governors’ Association.
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2.3.2 The performance evaluation process for the Board of
Governors, developed with the Deputy Chair of the Board of
Governors, involves a half-day session each year where
Governors think about their development needs. This
session will be used to feed into the training programme for
Governors.

2.4 Governors have a new power to require one or more directors to
attend a Council of Governors meeting to obtain information on the
performance of the Trust and to help them to decide whether to
propose a vote on the performance of the Trust. The Trust must
report on the number of times this power was used each year in
their annual report.

2.4.1 The Trust’s current practice is to involve the Deputy Chair of
the Board of Governors, John Wilkes, in the agenda-setting
process. John Wilkes also holds informal meetings with
Governors prior to every Governor meeting, which is an
opportunity for Governors to request items on the agenda.
We do this because we consider it to be good practice, but
will need to think carefully in light of the Act to ensure it is
clear when the Governors are requesting information in an
official capacity because they have a concern about
performance, and the informal request for reports for
information.

3. Panel for Advising Governors

3.1 Monitor has the power to establish a panel to advise Governors in
the event that Governors complain to Monitor that the Trust has
failed to act in accordance with its Constitution. A question may only
be referred to the panel if more than half the members of the
Council of Governors approve the referral. The panel will have the
power to investigate any matter, should it choose to do so. It will
not have the power to compel attendance, and its recommendations
are not binding.

3.1.1 It is unclear what the role of the Lead Governor is in this
arrangement. Currently, the Lead Governor can contact
Monitor if they have any concerns. The new arrangement
requires the agreement of more than half the members of
the Council. This needs further investigation.

3.1.2 The Council of Governors will need briefing on what this
means, when it should be used, and how to go about it.
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4. Directors

4.1 Directors must send a copy of the agenda of the Board meeting to
the Council of Governors prior to the meeting taking place and a
copy of the minutes as soon as is practicable after the meeting has
taken place.

4.1.1 This will be implemented. Current practice is for Governors
to be invited to meetings of the Board of Directors, and
there are often Governors in attendance (availability
permitting).

4.2 The Constitution must make provision for meetings of the Board of
Directors to be open to the public but for parts of the meeting to be
held in camera for special reasons.

4.2.1 This is already the Trust’s practice. The Constitution will be
updated to reflect this.

5. Private Patient Cap

5.1 The cap of income that can be earned through private patients has
been abolished, but should the Trust wish to increase its private
patient income by more than 5% of total income, approval must be
sought from the Council of Governors (with a majority of over half
of the members).

5.2 The Annual Report must include a section on the impact of non-NHS
funded income on the provision of NHS funded services.

5.3 The Annual Plan must contain a section on non-NHS funded services
and the income that is likely to be generated from it. This proposal
must be considered by the Council of Governors, who must be
satisfied that it will not, to any significant extent, interfere with the
fulfilment of the Trust’s primary purpose.

5.3.1 It would always be the Trust’s intention to consult with
Governors on any plans to earn income through non-NHS
sources. Current practice is to consult Governors fully on the
Annual Plan, and this would include any proposals to
provide non-NHS services.
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6. Significant Transactions, Mergers, Acquisitions, Separations and
Dissolutions

6.1 FTs can only enter into significant transactions with the approval of
half of the members of the Council of Governors. Significant
transactions must be defined in the Constitution, or the Constitution
must specify that it contains no such description.

6.2 Applications for mergers, acquisitions, separations and dissolutions
can only be made where they are supported by more than half of
the Council of Governors (of each applicant where there is more
than one FT).

6.2.1 The Trust will need to give careful consideration, in the
events that this arises, to how to brief Governors to ensure
that they are fully aware of the consequences, both positive
and negative, to any significant transaction, merger,
acquisition, separation or dissolution. The Trust will need to
ensure that Governors are aware of the technical terms and
the legal implications that these have.

7. Amendments to the Constitution

7.1 Monitor will no longer have a role in approving Constitutions.

7.1.1 It is currently unclear whether Monitor will continue to
provide advice on the content of Constitutions. For large-
scale amendments, the Trust may wish to engage legal
professionals to ensure that amendments are in line with
legislation.

8. Any Qualified Provider

8.1 By September 2012, patients will be able to choose from any
qualified provider in at least three locally selected community and
mental health services, giving them the chance to be treated by the
provider best placed to meet their needs. The Department has
produced a coverage map to show patients and their GPs where
more choices will be available from September 2012.

8.2 All providers must meet NHS quality standards, appropriate
professional standards, and the requirements within NHS standard
contracts. Prices will be fixed, with national or local tariffs so that
competition is on quality, not price.
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9. Implementation Timeline

9.1 The table below was produced by the Foundation Trust Network. At
the date of publication, some of the timings were still provisional, as
not all areas have confirmed implementation dates.

Date Milestone

2011

31 October
2011

NHS Commissioning Board Authority (NHS CBA) established as a
shadow special health authority

2012

April 2012

Health and Social Care Act 2012 expected to receive Royal
Assent.

NHS CBA takes on some National Patient Safety Agency
functions.

Local Education and Training Boards (LETBs) established as
subcommittees of the SHAs. A Draft Education Outcomes
Framework is published

April 2012 –
September

2012

Consultations expected on:
• Licensing exemptions (April – June)
• Risk pooling provisions (April – June)
• Pricing methodology – disputes (April – June)
• Health Special Administration for companies (May – July)
• Commissioner regulations – good practice and risk

pooling (July – September)

c. June 2012

The majority of the provisions of the Act come into force at the
discretion of the Secretary of State. We expect from unofficial
conversations with DH that many parts will be implemented two
months following Royal Assent, except where separate provision
/ regulation is made.

NHS Trust Development Authority (NHS TDA) and Health
Education England (HEE) established as special health
authorities.

July 2012

Monitor as sector regulator to be established, expected to
commence licensing functions from 1 January 2013. Overarching
duties and general powers commence as do its new FT duties,
outwith the formal licensing regime.
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Monitor commences pricing functions with the NHS
Commissioning Board for 2014/15 tariff.

October 2012

Monitor starts to take on its new regulatory functions.

HealthWatch England and local HealthWatch are established

NHS CBA becomes an executive non-departmental public body,
responsible for planning 2013-4.

Authorisation of Clinical Commissioning Groups (CCGs) begins.
There will be three phases of CCG development – shadow CCGs;
those authorised with conditions; and fully authorised
(established without conditions).

Appointments Commission transfers its functions to the
NHSTDA.

HEE commences in shadow form and Medical Education England
(MEE) is decommissioned. LETB authorisation begins (so they can
start in April)

2013

1 January 2013

Monitor licensing regime expected to commence for NHS
Foundation Trusts.

Foundation trust continuity of service regime commences.

Competition Act 1998 powers concurrent with OFT are
commenced.

1April 2013

Monitor starts to license non-FT providers. Regulations
(including exemption) to support the provider licensing regime
come into force.

Regulations:
• for NHS commissioners protecting patient choice,

procurement, and preventing anti-competitive behaviour
come into force.

• to specify threshold for referring disputes to the pricing
methodology to the Competition Commission come into
force.

• to specify threshold for referring disputes to provider
levies to the Competition Commission and commissioner
charges regulations come into force.

SHAs and PCTs are abolished and the NHS Commissioning Board
takes on its full functions. All of England will be covered by
established CCGs, with the vast majority of these being fully
authorised.

Health Education England takes over SHAs’ responsibilities for
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education and training. Local Education and Training Boards
commence work and evolve.

The NHS Trust Development Authority takes over SHAs’
responsibilities for the foundation trust pipeline and for the
overall governance of NHS trusts.

Public Health England established.

2014

2014 Joint Monitor and CQC licensing regime not expected until 2014

April 2014

The remaining NHS trusts are expected to largely be authorised
as foundation trusts by April 2014 or as soon as possible
afterwards to 2016.

2014-15 the first year of NHS Commissioning Board and Monitor
working together on pricing methodology and tariff.

Financial mechanisms (risk pool) to go live.

Health special administration (companies), including regulations
and rules, comes into force.

2016

April 2016

Monitor’s transitional powers of oversight over foundation
trusts will be reviewed (except for newly authorised FTs, where
Monitor’s oversight will continue until two years after the
authorisation date if that is later) – presumption now that FTs
will remain in the compliance regime unless they
pass an “exit text” to leave; for this to be possible, a test will
need to be devised and a future for the PDC steward function
will need to be confirmed.

Louise Carney
Trust Board and Company Secretary
April 2012
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Introduction

The Tavistock and Portman NHS Foundation Trust (the Trust) is a specialist
mental health trust which provides psychological, social and developmental
approaches to understanding and treating emotional disturbance and
mental ill health, and to promoting mental well-being. It has a national and
international reputation based on excellence in service delivery, clinical
innovation, and high-quality clinical training and workforce development.
The Trust provides specialist out-patient services, both on site and in many
different community settings, offering assessment and treatment, and a full
range of psychological therapies for patients of all ages. In addition, in
Camden it provides an integrated health and social care service for children
and families. The Trust does not provide in-patient treatment, but has a
specific expertise in providing assessment and therapy for complex cases
including forensic cases. It offers expert court reporting services for
individual and family cases. It has a national role in providing mental health
training, where its training programmes are closely integrated with clinical
work and taught by experienced clinicians. One of its strategic objectives is
that trainees and staff should reflect the multi-cultural balance of the
communities where the Trust provides services. A key to the effectiveness
and high quality of its training programmes are its educational and research
links with its university partners, University of East London, the University of
Essex and Middlesex University.

Core Purpose

The Trust is committed to improving mental health and emotional well-
being. We believe that high-quality mental health services should be
available to all who need them. Our contribution is distinctive in the
importance we attach to social experience at all stages of people’s lives, and
our focus on psychological and developmental approaches to the prevention
and treatment of mental ill health. We make this contribution through:

 Providing relevant and effective patient services for children and
families, young people and adults, ensuring that those who need our
services can access them easily

 Providing education and training aimed at building an effective and
sustainable NHS and Social Care workforce and at improving public
understanding of mental health
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 Undertaking research and consultancy aimed at improving knowledge
and practice and supporting innovation

 Working actively with stakeholders to advance the quality of mental
health and mental health care, and to advance awareness of the
personal, social and economic benefits associated with psychological
therapies
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Part 1: Statement on Quality from the Chief
Executive

All NHS Foundation trusts are required to producing an annual Quality
Report by our regulators. But at the Tavistock and Portman it is a great deal
more than a box-ticking exercise.

Embedded within the Trust is a genuine desire to improve each year the
quality of our services across a number of broad headings, including:

 The way patients are dealt with by our administrative teams and by
our clinicians

 The way we collect and report information about the outcome of
patients’ treatment

 The effectiveness of the wide variety of treatments our patients
receive from us

 The experience patients and students have when they visit us,
including the accessibility, lay-out, condition and décor of our
buildings and rooms and the facilities we offer

 The way we communicate information about our clinical and
educational services to patients and students and to organisations
which buy those services from us

 The way we collect, protect and store information about our patients

 The way we engage with patients, students, our Members, the general
public, our Governors and all our stakeholders in order to keep them
informed and to take their views into account

 The way we keep our workforce – both clinical and administrative –
highly motivated, well trained and effective in order to deliver the
best possible services
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How are we doing?

Our commitment to continuous quality improvement certainly seems to be
moving us in the right direction.

We are extremely proud of the fact that the NHS Litigation Authority
certified us last year at Level 2 Risk Assessment – the highest we have ever
achieved. We are very pleased that the work to improve staff attendance at
mandatory training has helped us to greatly exceed our target for 2011-12,
where we achieved 95% attendance at the INSET day during 20111-12.

How we monitor our performance

The Board of Directors is ultimately responsible for ensuring that we
continue to raise the bar on all our quality initiatives and they receive
regular reports from a committee we created last year to oversee all the
most important quality initiatives.

The Clinical Quality, Safety and Governance Committee meets quarterly and
reviews the work of a number of key work streams which are at the heart of
our quality commitment, covering areas such as such as clinical effectiveness,
patient experience, safety and staff training, with quarterly reports to the
Board of Directors . These work streams are:

 Quality Reports

 Patient Safety and Clinical Risk

 Corporate Governance and Risk

 Clinical Outcomes and Clinical Audit

 Patient and Public Involvement

But that only tells part of the story. Increasingly, the drive for continuous
quality improvement runs right through the organisation, with employees at
all levels appreciating the importance of a genuine commitment to
challenge ourselves.

Our Board of Governors is also deeply committed to our quality agenda, and
we work closely with them as well as with the commissioners who buy our
services, and our many other stakeholders, to ensure that they have every
opportunity to contribute to our plans, and to monitor our progress.
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Our priorities for the year

As I have stated above, we are determined to continue improving quality
across every aspect of the Trust’s work, but each year we set ourselves a
number of specific quality priorities.

For the year we have just completed, those priorities were identified as
follows:

 Improving the ways in which we demonstrate the effectiveness of our
treatments through the development and implementation of a newly
developed outcome monitoring electronic tracking system

 Improving other ways we can demonstrate the effectiveness of our
treatments, by focusing on the pre- and post-treatment changes for
groups of patients within our Child and Adult Services

 Improving still further patients’ access to information concerning
clinical services and health care

 Improving still further the effectiveness of our Patient and Public
Involvement activities to ensure that we are building ever more
fruitful dialogue with our patients, our Members, our Governors, our
wider stakeholder groups and the general public to ensure that the
widest range of views is taken into account in planning and refining
our services.

In this report you will find much more detail about our progress on these
priority areas as well as information relating to our wider quality
programme.

Some of the information is, of necessity, in rather complex technical form,
but I hope the glossary will make it more accessible to the non-expert
reader.

However, if there are any aspects on which you would like more information
and explanation, please contact Justine McCarthy Woods (Quality Standards
and Reports Lead) at JMcCarthyWoods@tavi-port.nhs.uk, who will be
delighted to help you.

[INSERT SIGNATURE]

Dr Matthew Patrick, Chief Executive

[Insert date]
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1.1 Achievements in Quality

We are proud to report that, in addition to our Quality Priorities, during the
year we achieved the following:

 The Family Drug and Alcohol Court Intervention Team was awarded the
Royal College of Psychiatry award for Best Psychiatric Team.

 The Family Drug and Alcohol Court Intervention Team was also awarded
the Guardian Public Services award for Service Delivery for Children and
Young People

 The further extension of the Big White Wall to the armed forces
Community. The Big White Wall is an online early intervention service for
people experiencing psychological distress which is provided in
partnership with The Tavistock and Portman NHS Foundation Trust.

 We have held five Clinical Quality Forum meetings, for which experienced
clinicians from across the Trust were invited to present some of their
clinical work, representing best practice in action. This has provided an
excellent opportunity for highlighting and sharing examples of high
quality and innovative clinical practice with clinicians and administrative
staff working in other parts of the Trust. We were delighted that the
Trust Chair was able attend and participate in one of these meetings and
so have the chance to hear in detail about some of our clinical work with
patients.

 The development of the Specialist Consultation Service for Complex and
Challenging Cases for Adolescents and Young Adults in the Adolescent
Department. This Service is for the more complex clinical cases, for
example, young people presenting with severe trauma, emerging
personality difficulties and/or psychotic features and those with a
confusing or ambiguous clinical presentation.

 The launch of the Risk Awareness and Management Programme (RAMP)
in London. For the first time, the Tavistock and Portman NHS Foundation
Trust, together with major international corporations such as Facebook
and Vodafone, as well as leading figures from the Health Service,
charities and other organisations has developed a set of guidelines for
online services to ensure that vulnerable audiences can maintain or
enhance their well-being when online.
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Part 2: Priorities for Improvement and Statements
of Assurance from the Board

2.1 Priorities for Improvement

Progress against 2011/12 Quality Priorities

This section describes our progress and achievements against the targets we
set for each quality priority for 2011/12.

Clinical Effectiveness (Clinical Outcome Monitoring)

As a Mental Health Trust a key priority for us to be able to demonstrate the
effectiveness of the range of treatments we offer to our patients. In
particular, we have been emphasising the importance of gathering data on
aspects of the outcome of treatments which patients themselves value.

Underpinning this is the need to have robust and reliable systems in place
for tracking and pulling together the information. This is vital so that we can
be assured of the quality of the data we collect and in order that the results
can be made available to clinicians, commissioners and patients.

For this reason, this year we have committed time and resources to building
an in-house electronic Outcome Monitoring (OM) Tracking System. The in-
house OM Tracking System has now been built and the testing period was
completed at the end of March 2012. All outcome tools/measures used across
all services in the Trust have been incorporated into the system and
information can be entered directly. Therefore, all outcome measures
competed or due can be tracked by patient, by clinician and by the service,
as appropriate. This represents a significant improvement on our previous
OM system. We are now in the process of rolling out a training programme
to departmental and outreach administrative staff which will be completed
by the end of May 2012.

The next phase is to make the system available to all clinicians but this is in
part dependent on the availability of a dedicated Informatics analyst. As an
interim, we plan to provide training to identified clinicians as a pilot. This
will allow us to determine whether a wider roll out of training can be
supported by the Trust redesigned clinical governance support structure.
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As the work to improve the OM System has been taking place over the
course of the year, we have looked at other ways of evaluating our clinical
effectiveness. We have been able to do this through the CQUINs (see
Glossary) quality targets for the Child and Adolescent Mental Health Services
(CAMHS) and the Adult Service which we agreed with our commissioners for
2011/12, and which we set as our Quality Priorities for 2011/12.

Specifically, for both services we agreed a target of 60% for improving the
percentage of questionnaires returned by patients at the Pre-Assessment
stage (known as Time 1). Dependent on the service we would apply the same
target following the completion of the assessment or during the course of
treatment at 6 months or at case closure (known as Time 2). The return rate
represents the number of forms or questionnaires returned by patients and
clinicians as a percentage of the total number of forms/questionnaires
distributed.

Achieving a high return rate for outcome monitoring forms allows us to feel
more confident about the changes we can report for patients over time. We
intend to carry on this work next year, to analyse and feed back the
aggregated results to our clinical staff, commissioners and patients and to
use the data to help with future service development.

Priority 1: Children and Adolescent Mental Health Service Outcome
Monitoring Programme

What measure and why?

For the Child and Adolescent Mental Health Services, (CAMHS) we decided to
continue to use the Goal-Based Measure (GBM) as one of our priorities and
also one of our CQUIN quality targets for this year, with a target to achieve a
return rate of 60% for Time 1 and Time 2. As a Trust we want to know what
the patient or service user wants to achieve (their goal or aim) in coming
here and to focus on what is important to them.

As clinicians, we want to follow this up in order to know if patients feel they
have been helped by particular interventions/treatments and to make
adjustments to the way we work dependent on this feedback. We also want
to be able to show our commissioners that what we do is effective and
makes a difference to our patients. This patient-reported outcome measure



Quality Report for The Tavistock and Portman NHS Foundation Trust 2010/11 11

is one tool that CAMHS can use to measure the effectiveness of its
interventions across a range of services, in a variety of settings and with
different patient groups.

How have we progressed?

We are pleased to report that we exceeded our target, by achieving a return
rate of 85% for the Goal-Based Measure for the forms completed by
patients, in conjunction with clinicians, both at Time 1 and Time 2.

For 2012/13 we plan to expand this target to all patients attending CAMHS.
In addition, we plan to set a target for patients to improve their score on the
Goal-Based Measure, from Time 1 to Time 2, on at least one target. The
measure can include a flexible number of targets/goals defined by the
patient and clinician. Analysing the changes achieved between Time 1 and
Time 2 will enable us to report on the effectiveness of the treatment or
intervention received by patients.

Priority 2: Adult Outcome Monitoring Programme

What measure and why?

The outcome measure used by the Adult Department is the CORE (Clinical
Outcomes for Routine Evaluation system, see Glossary). This system was
designed to provide a routine outcome measuring system for psychological
therapies. The 34 items of the measure covers four dimensions: subjective
well-being, problems/symptoms, life functioning and risk/harm. It is used
widely by mental health and psychological therapies services in the UK, and
it is sensitive to change. That is where it is useful for capturing improvements
in problems/symptoms over time, even over relatively short periods of time.
This means in the future we should be able to use this data for
benchmarking purposes, for providing information on how our
improvement rates for adults patients compares with other organisations
and services using the CORE.
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For the Adult Department we agreed a target of 60% for improving the
percentage of questionnaires returned by patients at Time 1 and Time 2. For
the Adult Service, Time 1 refers to the pre-assessment stage, where the
patient is given the Clinical Outcomes for Routine Evaluation form to
complete before they are seen for the first time. Then, the patient is asked
to complete this form again at the post-assessment stage (Time 2).

How have we progressed?

For 2011-2012, we achieved a return rate of 58% for the return of the CORE
Clinical Outcomes for Routine Evaluation form for those patients who
completed this form at Time 1 and Time 2. Although, we had not managed
to achieve our target of 60% by March 2012, we realise that when patients
are so engaged in their therapy, they can sometimes forget to complete and
return these forms. As unlike those patients attending CAMHS, adult
patients were provided with these forms to take away and complete outside
of their appointments.

For 2012/13 we plan to continue with this target, but setting a higher return
rate. To help achieve this we have put a system in place to encourage
clinicians to remind patients to complete and return the CORE form. In
addition, we plan to set a target for improvements in patients’ scores on the
CORE (Clinical Outcomes for Routine Evaluation), from Time 1 to Time 2.
Analysing the changes achieved between Time 1 and Time 2 will enable us to
start to report on the effectiveness of the treatment or intervention received
by patients.
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Priority 3: Access to clinical service and health care information for patients
and the public

We set the following measures and targets to record our performance:

1. To develop five accessible leaflets about specific treatment
modalities

2. To ensure that all leaflets are accessible through the website

Measure Overview

We have reviewed patient feedback and information from various sources
including the annual patient survey, feedback to the Patient Advice and
Liaison Service, complaints and the children’s survey. A recurring issue is the
request for accessible information on the process and possible side effects of
a range of our treatments. In response, we have made a commitment to
improving both the quality and the quantity of information available to our
patients and the public about the specific treatments we provide. This
includes both developing the information and publicising it through
accessible methods. It was agreed with the Patient and Public Involvement
Committee that the Trust develop 5 Patient Information leaflets for the
following treatment modalities (in this case psychological therapy): Child
Psychotherapy; Family/Systemic Therapy; Psychoanalytic Psychotherapy:
Cognitive Behavioural Therapy and Group Therapy.

Targets and Achievements

We are pleased that as part of the process for gathering the information for
these leaflets, discussing the leaflets and for agreeing the final version of the
same we managed to engage a wide range of individuals. This included
clinicians from various departments, along with patient and public
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representatives, governors, and one of our Non-Executive Directors (NEDs),
as part of both the Trust Patient and Public Involvement Committee and the
Quality Stakeholders (and Patient Quality) Group. The work to complete
these leaflets also included improving the ‘readability ‘of the leaflets, to
ensure that the information contained in these leaflets is accessible to as
wide an audience as possible. Therefore, although all five leaflets had been
drafted by the end of February 2012, the completion of the final version of
the leaflets did not meet the deadline. However, it is planned that the final
draft for each of the five leaflets will submitted to the Patient and Public
Involvement Committee for approval in April 2012. For this reason, this
target was only partially achieved.

Because of the delay in completion of the leaflets, it was not possible to
upload the leaflets to the Trust website. But, it is planned that the leaflets
will be uploaded after they have been approved by the Patient and Public
Involvement Committee in April 2012. However, it was not possible to
achieve the target ‘to ensure that all leaflets are accessible through the
website’.
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Priority 4: Patient and Public Involvement

We set the following measures and targets to record our performance:

1. To have at least 3 stakeholder meetings by February 2012

2. To increase membership numbers by 10% by March 2012

3. To develop a clear strategy around engagement with people from
black and ethnic minority communities by February 2012

4. To have at least 3 patient information / discussion groups by
February 2012

5. To increase our presence on at least one social media website by
February 2012
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Target 1 - To have at least 3 stakeholder meetings by February 2012

Measure Overview

This measure was developed to ensure that we had a forum for a dialogue
with patient and public representatives, governors, and one of our Non-
Executive Directors (NEDs) to discuss ways of providing good quality services.
We wanted a forum where we did not go in with preconceived questions,
but instead were guided by - and open to the ideas and questions of - our
service users, governors, NEDS and potential users.

Targets and Achievements

We are not only pleased that we achieved our target of holding three
stakeholders quality meetings with our patient and public representatives,
governors, and NEDs, but also that we held two stakeholders meetings with
governors, specifically to discuss quality issues. From these meetings we have
identified three areas, to undertake follow up work, specifically how as a
Trust we:

 Manage follow up with patients after they have completed their
treatment

 Consider the ‘patient’s journey’ in its entirety
 Produce information for patients

In these stakeholders meetings, we also discussed how the Trust provided
feedback to patients for example, via the ‘You said, we did’ posters
displayed in patient waiting areas and in other parts of the Trust.

Target 2 - To increase membership numbers by 10% by March 2012

Measure Overview

We are committed to ensuring that our membership is as representative of
our users as it can be. We are aware that a significant proportion of our
members are students or ex-students, with patients being a smaller group,
and local public being in the minority. For this reason, in order to recruit
more widely to the Trust membership, we took steps this year to ensure that
we have been represented at several local events, such as mental health
awareness days and local de-stigma days.

Targets and Achievements
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We have managed to increase our membership from 5,532 on 31st March
2011 to 6,152 on 31st March 2012, which represents an overall increase in
membership of 10% during 2011/2012.

Target 3 - To develop a clear strategy around engagement with people from
black and ethnic minorities by February 2012.

Measure Overview

The Patient and Public Involvement Committee considered it important to
develop a Trust strategy on how it intended to engage with patients from
black and ethnic minority groups and local black and ethnic minority
community organisations to build relationships.

Targets and Achievements

We have achieved this target as the Patient and Public Involvement Team
has written an Engagement Strategy with people from black and ethnic
minorities utilising advice from with people from black and ethnic minority
community groups and drawing on previous work conducted by the Trust by
those working with people from black and ethnic minority communities. The
Strategy has been discussed and supported in the Equalities Committee,
Patient and Public Involvement Committee and at the Board of Governors
meeting.

In addition, the Patient and Public Involvement Team attended the
Bangladeshi Community Mental Health Forum in September 2011 and are
working with Voluntary Action Camden to become more involved with local
organisations to promote awareness of our services to black and ethnic
minority communities.

Target 4 - To have at least 3 patient information/discussion groups by
February 2012

Measure Overview

The Patient and Public Involvement Committee and the Quality Stakeholders
Group, in response to feedback gathered from patients and members, felt it
important to develop and promote events to patients in the form of
discussion groups, and also events to interest members and the general
public.
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Targets and Achievements

This target was achieved, as during the year we held 3 information and
discussion groups open to patients, Trust members and the general public.
These meetings included various topics in therapy and included clinicians
from the Trust, as follows:

 19th July 2011: Confidentiality in Therapy – Dr Richard Davies

 17th November 2011: Supporting Children in Therapy – Dr Caroline
McKenna and Dr Sally Hodges

 15th February 2012: Trauma and Therapy – Dr Jo Stubley

In these meetings clinicians offered the opportunity for attendees to ask
questions about specific topics in therapy, and others in the group would
facilitate these discussions by describing their own experience, and by
sharing information. The events were well received by those who attended,
on the basis of the feedback forms received, with people suggesting topics
for future meetings. Further meetings are planned for 2012/13.

Target 5 - To increase our presence on at least one social media website by
February 2012

Measure Overview

This measure was developed by the Communications Committee. Patients
and members of the public have requested more - and more varied - types of
communication with the Trust through the use of information technology.
The aim was to create at least one social media network and monitor its
usage.

Targets and Achievements

We are pleased to report that we have achieved this target for a number of
areas across the Trust, as the Chief Executive Officer now has his own Twitter
Account and is working closely with the Communications team to generate
content for this. The Tavistock and Portman Library also has its own Twitter
account. In addition, the Barnet Young People’s Drug and Alcohol Service
has an active twitter account and Facebook site with over 50 members.

For the future, the Communications Team, which replaced the
Communications Committee in 2011, will be involved in developing a social
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media strategy and will task a project team of social media experts within
the organisation to develop a policy on the use of social media within the
Trust.

Priority 5: Maintaining a High-Quality Effective Workforce

Target 1 - For 75% or more of Trust staff to have attended the mandatory
training (In-Service Education and Training day) once every 2 years, as
required.

Measure Overview
This measure monitors staff attendance at mandatory training. The Trust
provides the main mandatory training through an In-Service Education and
Training day, which all staff are required to attend once every two years.
During this training day, staff receive training updates in risk management
and assessment, health and safety, infection control, confidentiality, equality
and diversity, information governance, safeguarding children and adults and
fire safety.

Targets and Achievements
It is important that staff remain up to date with developments in each of
these areas, to ensure that they are able to provide a safe and good quality
service to service users.

We are very pleased to report that we have exceeded our 75% target in this
area, as we achieved 95% attendance during 2011 – 2012.

Because of our success in this area, we have made the decision not to
continue with this target as one of our quality priorities for next year.
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However, we will continue to monitor the attendance at mandatory training
events, and aim to improve our attendance rates further in the future.

Target 2 - For 75% or more staff joining the Trust to have attended Trust-
wide Induction.

Measure Overview
This measure monitors staff attendance at mandatory Trust-wide induction,
which all new staff are required to attend, when they first join the Trust.
The Trust schedules this induction event on a rolling basis to new staff at
least three times a year. As part of this Induction, staff are provided with an
introduction to the work of the Trust and training updates in risk
management and assessment, health and safety, infection control,
confidentiality, information Governance, Caldicott principles and counter
fraud, to ensure that all new staff are able to provide a safe and good
quality service to service users.

Targets and Achievements
Again, we are very pleased to report that we have exceeded our 75% target
in this area, as we achieved 89% attendance during 2011 – 2012.

We will continue to monitor attendance at this event and implement action
plans in order to improve our attendance rates further in the future.
However, because of our success in this area, we have made the decision not
to continue with this target as one of our quality priorities for next year.

Target 3 - For 75% or more staff joining the Trust to have completed their
Local Induction.

Measure Overview
This measure monitors the completion of local induction checklist by new
staff. The local induction process covers all local policies and procedures in
place in individual departments and ensures new staff are aware of all terms
and conditions of employment, mandatory training requirements and
arrangements in place locally that impact on working arrangements within
the Trust.

The Trust provides all new staff with a local induction checklist in their first
week of employment. This checklist needs to be completed with two weeks
of commencing employment with line managers and a copy returned to
Human Resources. This checklist is required by Human Resources to verify
that the new staff member has completed their local induction.
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Targets and Achievements
It is important that all new staff undertake a local induction with the
appropriate manager, in order to ensure that staff are aware of policies and
procedure that apply locally within their department/directorate, and so that
that staff newly recruited to the Trust are able to provide a relevant, safe
and good-quality service to patients.

Again, we are very pleased to report that we have exceeded our 75% target
in this area, as we achieved 98% completion of the local induction by new
staff during 2011 – 2012. This means that only a small number of new staff
did not undertake a local induction, or have not completed their local
induction checklist, or have not returned their completed checklist to HR.

We currently have action plans in place, which include applying sanctions to
both staff and managers where checklists are not completed and returned.
We will continue to monitor this area. However, because of our success in
achieving this target, we have made the decision not to continue with this
target as one of our quality priorities for next year.

Quality Priorities for 2012/13

The Quality Priorities for 2012/13, which have been drafted, are in the
process of being finalised. They will be included in the Final Quality Report.
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Big White Wall

Big White Wall (www.bigwhitewall.com) is an online early intervention service for people

experiencing psychological distress and is provided in partnership with The Tavistock and

Portman NHS Foundation Trust.

It combines a peer support network based on social networking principles with a choice

of clinically informed interventions in order to improve mental wellbeing.

To ensure the full engagement, safety and anonymity of all members, ‘the Wall’ is

moderated 24/7 by a network of ‘Wall Guides’.

Big White Wall has supported 7,000 people to date, over 1,500 from the Armed Forces

community, and has been commissioned by Clinical Commissioning Groups, Department

of Health, Ministry of Defence, Help for Heroes, employers and others to reach

thousands more.

Moderators (Wall Guides) are experienced providers of emotional support based on principles of
person-centred counselling and are recruited in cooperation with and supervised and trained by
the Trust clinical team. Wall Guides are instructed and supported in managing online
communities, facilitating online discussion, risk management, diversity and safeguarding and are
kept up to date with the latest online guidelines.

The Trust provides
consultation and

expertise in the area of
research, audit and

evaluation.

Moderators (Wall Guides)

The Trust works
in partnership
with BWW to

ensure the
quality and

integrity of the
service

provision in a
variety of ways

The Trust oversees all
self-help material and

assessments and ensures
they are in keeping with

current good practice
and evidence base.
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2.2 Statements of Assurance from the Board

During 2011/12 The Tavistock and Portman NHS Foundation Trust provided
and/or sub-contracted four NHS services.

The Tavistock and Portman NHS Foundation Trust has reviewed all the data
available to them on the quality of care in four of these NHS services.

The income generated by the NHS services reviewed in 2011/12 represents X
% (tbc) of the total income generated from the provision of NHS services by
The Tavistock and Portman NHS Foundation Trust for 2011/12.

Participation in Clinical Audits and National Confidential Enquiries

During 2011/12 X national clinical audit and 1 national confidential enquiry
covered NHS services that The Tavistock and Portman NHS Foundation Trust
provides.

During 2011/12, The Tavistock and Portman NHS Foundation Trust
participated in X% national clinical audits and 100% national confidential
enquiries of the national clinical audits and national confidential enquiries
which it was eligible to participate in.

The national clinical audits and national confidential enquiries that The
Tavistock and Portman NHS Foundation Trust was eligible to participate in
during 2011/12 are as follows:

 National Confidential Inquiry into Suicide and Homicide by People
with Mental Illness

 Clinical audits to be added

The national clinical audits and national confidential enquiries that The
Tavistock and Portman NHS Foundation Trust participated in during 2011/12
are as follows:

 National Confidential Inquiry into Suicide and Homicide by People
with Mental Illness

 Clinical audits to be added

The national clinical audits and national confidential enquiries that The
Tavistock and Portman NHS Foundation Trust participated in, and for which
data collection was completed during 2011/12, are listed below alongside
the number of cases submitted to each audit or enquiry as a percentage of
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the number of registered cases required by the terms of that audit or
enquiry.

 National Confidential Inquiry into Suicide and Homicide by People
with Mental Illness 100%

 The National Audit of Psychological
Therapies for Depression and Anxiety 100%

 Clinical audits to be added

The report of x national clinical audit was reviewed by the provider in
2011/12 and The Tavistock and Portman NHS Foundation Trust intends to
take the following actions to improve the quality of healthcare provided. No
actions to be taken until the results are nationally reported in X.

The reports of X local clinical audits were reviewed by the provider in
2011/12 and The Tavistock and Portman NHS Foundation Trust intends to
take the following actions to improve the quality of healthcare provided:

 To be obtained

Participation in Clinical Research

The number of patients receiving NHS services provided or sub-contracted by
The Tavistock and Portman NHS Foundation Trust that were recruited during
that period to participate in research approved by a research ethics
committee was 46.

The use of the CQUIN Framework

A proportion of The Tavistock and Portman NHS Foundation Trust’s income
in 2011/12 was conditional upon achieving quality improvement and
innovation goals agreed between The Tavistock and Portman NHS
Foundation Trust and any person or body they entered into a contract,
agreement or arrangement with for the provision of NHS services, through
the Commissioning for Quality and Innovation payment framework. Further
details of the agreed goals for 2011/12 and for the following 12 month
period are available online at (to be updated in April 2012)
http://www.tavistockandportman.nhs.uk/performanceandachievements

The total financial value for 2011/12 was £x and the Trust expects to receive
£x
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Registration with the Care Quality Commission (CQC) and Periodic / Special
Reviews

The Tavistock and Portman NHS Foundation Trust is required to register with
the Care Quality Commission and its current registration status is full
registration without conditions, for a single regulated activity “treatment of
disease, disorder or injury”.

The Care Quality Commission has not taken enforcement action against The
Tavistock and Portman NHS Foundation Trust during 2011/12.

The Tavistock and Portman NHS Foundation Trust has not participated in any
special reviews or investigations by the CQC during the reporting period.

Information on the Quality of Data

The Tavistock and Portman NHS Foundation Trust did not submit records
during 2011/12 to the Secondary Uses service for inclusion in the Hospital
Episode Statistics which are included in the latest published data. This is
because the Tavistock and Portman NHS Foundation Trust is not a
Consultant-led, nor an in-patient service.

The Tavistock and Portman NHS Foundation Trust Information Governance
Assessment Report overall score for 2011/12 was 84% and was graded green.

The Tavistock and Portman NHS Foundation Trust will be taking the
following actions to improve data quality:

 Continue to build on and improve the data validation and sign
off procedure for all data entries in this report.

 Provide training for the new Outcome Monitoring Tracking
System to departmental and outreach administrative staff.

 Build on and improve the audit process for DNA rates and
waiting times.

The Tavistock and Portman NHS Foundation Trust was not subject to the
Payment by Results clinical coding audit during the reporting period by the
Audit Commission.
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World’s first guidelines for online safety:
The Risk Awareness & Management Programme (RAMP)
– is launched in London in 2011

 For the first time, leading figures from the health sector have joined forces

with industry leaders, charities and other online organisations from around

the world to develop a set of guidelines that will inform the provision of

online services to ensure that vulnerable audiences can surf the net safely.

 The Risk Awareness and Management Programme is the first of its kind and

demonstrates a growing acknowledgement by the industry that the

interests and safety of its users must be prioritised.

Dr Rachel O’Connell, Principal Author of the Risk Awareness and Management

Programme guidelines and a government advisor on online safety:-

“This is the first initiative of its kind, focused on helping organisations

harness technology to ensure best in practice, safe access to online support

services... In developing the guidelines, we have worked with major

international corporations such as Facebook and Vodafone, as well as

leading figures from the Health Service, charities and other organisations...”

Dr Richard Graham, Consultant Psychiatrist and Clinical Director of the Adolescent

Directorate of the Tavistock and Portman NHS Foundation Trust (Co-Author):-

“Having tried for some years to help those who have suffered from the

often alarming consequences of online activity, I am delighted that this

collaborative initiative has succeeded in producing a guide that can truly

minimise the risks associated with accessing support services online.

Negotiating the digital world is challenging for us all; RAMP makes it easier,

such that the risks do not spoil the wonderful opportunities.”

Co-Author Jane Chapman, Governance and Risk Adviser, Tavistock and Portman

NHS Foundation Trust (Co-Author):-

“This has been an excellent opportunity to build on work developed in

other sectors to provide a simple but comprehensive way of identifying and

managing risks that are inherent in the use of online well-being services.”
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Part 3: Other Information

3.1 Quality of Care Overview: Performance against selected
indicators

The quality metrics that we have selected to measure the performance of
The Tavistock and Portman NHS Foundation Trust are incorporated within
the three quality domains of patient safety, clinical effectiveness and patient
experience. These indicators include those reported in the 2009/10 and
2010/11 Quality Reports along with metrics that reflect our quality priorities
for both 2011/12 and 2012/13. In addition, we have highlighted other
indicators outside of our priorities that the Trust is keen to monitor and
improve.

Patient Safety Indicators

NHS Litigation Authority Level

What are we measuring?
To ensure we are promoting patient safety the NHS Litigation Authority
monitors the Trust on various aspects of risk management.

There are 50 standards to achieve covering the categories of governance,
workforce, safe environment, clinical and learning from experience. Level 1
assesses that the policies around each standard are in place, level 2 ensures
that processes around each policy are in place and level 3 ensures compliance
with both the policies and processes for each of the individual standards.

In February 2011, the NHS Litigation Authority awarded the Trust a Level 2
for demonstrating compliance with its policies and procedures covering all
aspects of risk management. This assessment is valid for three years.
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Patient Safety Incidents

What are we measuring?

The Trust monitors all incidents that compromise patient safety, which we
also report to the National Patient Safety Agency database National
Reporting and Learning System.

The Trust has a low ‘patient safety incident’ rate due to the nature of its
patient services, and all of the 69 incidents reported in 2011-12 were in the
no harm/low harm category and were therefore rated as suitable for no
further action or for local review only, and none has triggered an
investigation under the Trust’s serious investigation procedure.

Most of the reportable incidents relate to behaviour incidents which
occurred in the Trust’s Specialist Children’s Day Unit, which is a school for
children with emotional difficulties and challenging behaviour.

Monitoring of Adult Safeguards

What are we measuring?

This measures the safeguarding of vulnerable adults, by identifying and
reporting those adults who might be at risk of physical or psychological
abuse. The importance of this has been highlighted to staff in the Trust
through the implementation of various education and awareness initiatives,
including mandatory training provided at the Trust In-Service Education and
Training day and team meeting presentations, which promote the Trust’s
policy and procedure for Safeguarding Adults. In addition, the Trust has
appointed a senior clinician as the Vulnerable Adults Adviser.
In 2011 / 2012, two adult safeguarding referrals were made, but neither case
met the Local Authority threshold for action. However, for one of the
patients alternative support was provided by the Local Authority.
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Electronic Recording of Children in Need

What are we measuring?

Our Named Doctor and Named Professional deal with all matters relating to
Safeguarding within the Trust. The Named Professional sends monthly
emails to all staff reminding them to forward all referral and case details of
any concerns they have regarding children being seen at the Trust. These
details are then recorded by our Clinical Governance and Quality Manager
on our in-house child protection database. For all children with a formal
care plan, this information is recorded directly onto RiO, our patient
administration system. We have also initiated a reporting system with our
Informatics department which allows us to generate date related reports
from the RiO system, showing all children under a formal care plan. Our
Named Doctor also attends the Local Safeguarding Children Boards. Our
child protection numbers are reported separately to our external
commissioners and so with these revised vigorous systems in place for
safeguarding, we no longer report on this aspect within the Quality Report.

Attendance at Trust-wide Induction Days and Local Induction

This measure is included in section 2.1 Priorities for Improvements, Priorities
against 2011/12 Quality Priorities, Priority 5: Maintaining a High-Quality
Effective Workforce.

Attendance at Mandatory Training

*** Staff are expected to attend training every 2 years. In order to achieve this 100% attendance is
expected over a 2 year period. Therefore, the figure reported shows the % of staff up to date with
mandatory training at 31st March 2012.

This measure is included in section 2.1 Priorities for Improvements, Priorities
against 2011/12 Quality Priorities, Priority 5: Maintaining a High Quality
Effective Workforce.
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Safeguarding of Children

What are we measuring?

(Please refer to the ‘Electronic Recording of Children in Need’ section above)

To ensure that as a Trust we are protecting children who may be at risk from
abuse or neglect, the Trust has made it mandatory for all clinical staff in
Child and Adolescent services or those working predominantly with children,
young people and parents to be trained in Safeguarding of Children Level 3.

It is necessary for staff to attend Level 3 training every 3 years, and their
attendance is monitored. In addition, up-dates are provided at the In-Service
Education and Training days. By the end of 2011/12, 85% of staff requiring
Level 3 training had attended this training. However, this figure will not
have included new staff who have recently joined the Trust, who will not
have completed the level 3 training, or the Level 3 update, at the Tavistock
by the end of 2011/12. However, with three new training dates scheduled for
May and June 2012, this will facilitate new staff receiving this
training/training update.

Because of this importance of staff attending training for the safeguarding
of children, and in order to improve attendance rates further in the future,
Clinical Directors will be sent the names of staff who are required to attend
this training and apply sanctions both to staff and managers, if staff do not
attend this training as required.



Staff Survey

Tavistock and Portman Staff Survey

The Trust places a high priority on maintaining a well-trained, flexible and
committed work-force. We believe that this is reflected in the 2011 Staff
Survey.

When compared to other mental health/learning disability trusts, the Trust
ranks in the “best” 20% of trusts for staff reporting ‘Job satisfaction’, and
for staff who would ‘recommend the Trust as a place to work or receive
treatment’, achieving an overall figure of 3.94 (on a scale of 1 to 5, where 5
is a positive high score).

National 2011 Averages and Best Score for Mental / Learning Disability Trusts

National 2011 Average for
mental health / learning

disability Trusts

Best 2011 score for mental
health / learning disability

Trusts

Staff working extra hours 65% 53%

Well-structured appraisals
received

39% 51%

Staff reporting work-related
stress

33% 25%

Job satisfaction 3.59 3.79

Recommend the Trust as a
place to work or receive
treatment

3.42 3.94

***In order to make one NHS trust’s scores obtained from the 2011 Staff Survey comparable with
other trusts of the same type, individual staff member’s scores within each trust were weighted so that
the occupational group profile of the trust reflects that of a typical trust of its type. For comparison
with 2010 scores, the data from previous years were re-weighted according to the 2011 weights, which
explains why the 2010/11 figures differ between the 2010/11 Quality Report and those figures
reported in this section of the 2011/12 Quality Report.



Compared to other mental health/learning disability trusts, the percentage
of Trust staff (27%) reporting ‘work-related stress’ in the 2011 Survey was
lower than the national average (33%).

The percentage of Trust staff (40%) reporting in 2011 that they have
received ‘well-structured appraisal’ is comparable with the national average
figure (39%) for other mental health/learning disability trusts. Whereas, the
‘best 2011 score for mental health/learning disability trusts’ was 51%. The
Trust provides training in ‘Appraisal Skills’ for all staff who are responsible
for appraising and agreeing personal development plans with their staff.

According to the 2011 Survey, the Trust ‘compares most favourably with
other mental health/learning disability trusts in England’ for the following:

 Percentage of staff reporting good communication between senior
management and staff

 Percentage of staff witnessing potentially harmful errors, near misses
or incidents in the last month

 Percentage of staff using flexible working options
 Staff job satisfaction

The 2011 Survey findings places the Trust in the ‘best 20%’ of mental
health/learning disability trusts for the following:

 Percentage of staff feeling satisfied with the quality of work and
patient care that they are able to deliver

 Quality of job design
 Effective team working

 Trust commitment to work-life balance

 Percentage of staff using flexible working options

 Percentage of staff feeling that there are good opportunities to
develop their potential at work

 Percentage of staff appraised with personal development plans in the
last 12 months

 Support from immediate managers

 Percentage of staff suffering work-related stress in the last 12 months
 Fairness and effectiveness of incident reporting procedures

 Perceptions of effective action from employer towards violence and
harassment

 Percentage of staff feeling pressure in the last 3 months to attend
work when feeling unwell
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 Percentage of staff having equality and diversity training in the last 12
months

 Percentage of staff able to contribute towards improvements at work

However, where the Trust less favourably with other trusts includes the
following areas:

 Percentage of staff working extra hours (73%), where this figure
exceeds the national average (65%) reported for other trusts.

 Percentage of staff reporting errors, near misses or incidents
witnessed in the last month (that could have potentially hurt patients
and/or staff). Because of the nature of the Trust’s patient services,
both the fact that it does not provide in-patient treatment and that
staff do not administer medication to patients, means that compared
with other mental health trusts it has a very low ‘patient safety
incident’ rate (as described in the ‘Patients Safety Incidents’ section
(3.1). For this reason, one would expect the percentage of staff
reporting near misses and incidents, that could potentially hurt
patients or staff, to be lower than other trusts, which was indicated in
the 2011 Survey.

 Staff motivation at work. The Trust obtained a figure of 3.77 in the
2011 Survey, comparable with the 2010 figure, but lower than the
3.81 national average for other trusts, where the scores range from
1to 5, with 1 indicating that staff are ‘not enthusiastic or absorbed by
their work’ and 5 indicating the opposite view. It is not clear why the
Trust obtained a less favourable score for this particular question, and
it is difficult to reconcile this finding with the positive feedback from
staff identified in the 2011 Survey, described previously. It would be
helpful therefore if this could be explored further.

 Percentage of staff receiving health and safety training in the last 12
months. The fact that Trust staff are required to attend the Trust
INSET day, which covers health and safety training, once every two
years helps explains why the percentage for the Trust (71%) was lower
compared to the national average (83%). However, staff are routinely
advised of updates on health and safety issues, concerning patients
and staff, via email throughout the course of the year. In addition, the
Trust provides support and opportunities for staff to maintain their
own health, well-being and safety. For example, by providing a Staff
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Consultation Service, which is staffed by Trust staff and is a private
and confidential service.

 Finally, a key finding for the Trust, where staff experience has
improved, is for the percentage of staff having equality and diversity
training in the last 12 months, up from 46% of staff in 2010 to 59% of
staff in 2011.

Infection Control

Although the Trust has no in-patient beds and does not provide the types of
services which are associated with higher risks of infection, such as those
provided by acute hospitals, we nevertheless take steps to maintain high
standards of cleanliness in all parts of the building, and to reduce the risk of
infections as follows:

 We have a policy in place regarding infection control

 All staff receive training on infection control (specifically the
importance of hand washing and care of any blood or body fluid
contamination) at induction and as part of our two yearly mandatory
In-service Training Programme which must be attended by all staff

 We have placed alcohol hand rubs in appropriate locations
throughout the service

 We have installed hazard waste spill kits in areas of likely/possible
occurrence

 The Health and Safety Manager receives all Department of Health
alerts re infection control and circulates these to relevant staff

 Annual flu injections are arranged for staff with the Royal Free
Hospital and these have been promoted to staff during the
autumn/winter 2011/12

 In 2011/12 the Trust did not have any infection incidents reported
involving staff or patients.

Clinical Effectiveness Indicators

Monitor Number of Staff with Personal Development Plans

The staff group who have not completed a PDP include those staff who are on a career break or sick
leave, new starters, or those who have not submitted their PDPs by the Trust deadline.
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What are we measuring?
Through appraisal and the agreement of Personal Development Plans (PDP)
we aim to support our staff to maintain and develop their skills. It also
provides an opportunity for staff and their managers to identify ways for the
staff member to develop new skills, so as to enable them to take on new
roles within the organisation, as appropriate. A Personal Development Plan
also provides evidence that an appraisal has taken place. In addition, the
information gathered from this process helps to highlight staff requirements
for training and is used to plan the Trust Staff Training Programme for the
up-coming year.

The data collection period for Personal Development Plans takes place from
January to March each year.

Although there has been an increase in the number of staff who have
completed a PDP, compared with last year, these figures are lower when
compared to the two previous years (2008/09, 2009/10). We have reviewed
the reasons for this. It is apparent that both improvements in the reporting
system and increased scrutiny (where the PDP form now needs to be received
by Human Resources before the staff member is confirmed as having
completed their PDP) has resulted in improving the accuracy of this data
namely, the percentage of staff reported as having a PDP in 2011/12.

We will continue to monitor the return of PDP forms and implement actions
to improve the percentage of forms returned to Human Resources by the
deadline in March.

Range of Psychological Therapies

What are we measuring?

Over the years, the Trust has increased the range of psychological therapies
available, which enables us to offer treatment to a greater range of patients,
and to offer a greater choice of treatments to all of our patients. We have
established expertise in systemic psychotherapy and psychoanalytical
psychotherapy and continue to support staff development and innovative
applications of these models.

Over the last year we have continued to strengthen our capacity to offer a
range of interventions through a staff training and supervision programme.
Examples of developments include support for training in Interpersonal
Therapy (IPT) through which a number of staff across the Trust have
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completed practitioner level training and a smaller number have achieved
supervisor status. We continue to offer specialist supervision and training in
Cognitive Behaviour Therapy (CBT) for CAMHS staff and specialist
supervision and training for CBT for Post Traumatic Stress Disorder for the
adult and adolescent trauma service. An increasing number of staff have
been trained in Eye Movement Desensitisation and Reprocessing (EMDR) for
children with post traumatic stress disorders. In addition, a group of staff
have been trained in Dynamic Interpersonal Therapy (DIT), now recognised
as an approved treatment within the Improving Access to Psychological
Therapies Programme. This innovative therapy was developed by a member
of our staff in partnership with colleagues at the Anna Freud Centre,
London. We continue to develop our work in a range of other models
including, Family and Schools Together (FAST), Relationship Development
Intervention (RDI) and Mentalisation Based Therapy (MBT).

Our priority for the coming year is to continue to train staff to increase their
capacity to identify treatment choices, including a range of psychological
therapies, for patients and to present the range of treatment options clearly
so that patients are confident that they have been offered choices where
appropriate. Examples of progress over the last year include the Adolescent
Department’s training programme on assessment for a wide range of
therapies offered in this department. Patient choice is supported by
increasing the range of leaflets describing treatment modalities on offer. In
order to monitor choice, our standard assessment form for over 16 year-old
patients was revised in October 2011 and now asks assessing clinicians to
confirm that a choice of therapies has been offered where appropriate and
to state the choices offered. We plan to audit the answers provided by
patients to the question about choice of therapies.
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The Portman Clinic

Founded in 1931 and now part of the Tavistock and Portman NHS

Foundation Trust, the Portman Clinic is a small specialist outpatient

psychoanalytic psychotherapy clinic offering assessment and treatment

services for adults, children and adolescents who are troubled by problems

of criminality, violence, sexual difficulties or deviance. We offer long-term

weekly psychodynamic individual, group psychotherapy, couple or family

work. We also offer consultation and advice to the professional network

involved with the patient.

MBT programme for patients with antisocial personality disorder

In 2009 we started a new service, which is part of a multi-site pilot research

project co-ordinated by Professor Anthony Bateman, offering Mentalization-

Based Treatment, which is a psychoanalytically-based treatment for male

patients with a diagnosis of antisocial personality disorder who are seeking

help for their aggressive and violent behaviour.

Put simply, mentalization is the capacity to think about and reflect upon the

workings of one’s own mind and other people’s minds. Evidence suggests

that the ability to mentalize is impaired in people with certain personality

disorders, and that this can lead to problematic, distressing and often

harmful behaviour, putting both the person themselves and others around

them at risk.

Patients with antisocial personality disorder have traditionally been thought

to be untreatable with psychological therapies, in particular psychodynamic

psychotherapy, due to their difficulty in forming a therapeutic alliance and

the risk that their antisocial activities, including violence, will be exacerbated

by psychotherapy.

Most psychological therapies for offenders or patients with antisocial

personality disorder are only offered in prison or in-patient secure forensic

settings. There is a lack of provision of community psychological treatments

for patients with a diagnosis of antisocial personality disorder, many of

whom do not fulfil criteria for acceptance by forensic services, whilst general

psychiatrists and community mental health teams do not feel they have the

expertise to treat them.
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What are we doing and what results do we hope to achieve?

 Our study aims to see whether violence and aggression will decrease
in male patients with a diagnosis of antisocial personality disorder as a
result of Mentalization-Based Treatment delivered in an out-patient
setting (at the Portman) over the course of 18 months.

 The treatment programme comprises an initial assessment, followed
by weekly group psychotherapy sessions facilitated by two Consultant
Psychiatrists in Psychotherapy and monthly individual psychotherapy
sessions.

 The monthly sessions are used primarily to support the patient’s on-
going participation in group therapy. Crisis and risk management and
psychiatric review form an important part of treatment.

 Psychotropic medication is prescribed for co-morbid conditions such as
depression, but not for the traits of antisocial personality disorder per
se, such as irritability or poor impulse control.

How are we measuring this?

The primary outcome measure is the Overt Aggression Scale-Modified
(Coccaro et al, 1991) which is a brief self-report measure that the patients fill
in fortnightly after the group session. The Overt Aggression Scale-Modified
assesses observable aggressive or violent behaviour rather than the tendency
towards violence and asks participants to think specifically about their
behaviour over the past two weeks.

The Brief Symptom Inventory (Derogatis & Lazarus, 1994) is being used as a
secondary outcome measure. The Brief Symptom Inventory is a 53 item self-
report questionnaire requiring participants to indicate how distressed they
are by the possible presence of symptoms by rating each on a five point scale
ranging from 0 (‘not at all’) to 4 (‘extremely’).

Preliminary Results:

The Overt Aggression Scale-Modified suggests that all of the patients rated
their aggression towards others and themselves as decreasing in severity
over the first 6 months of treatment, whereas their rating of their irritability
remained constant.

The Brief Symptom Inventory shows that all group members showed a
reduction in the distress they experienced from their symptoms at 6 months
follow-up, with patients rating their distress as a result of symptoms of
depression, anxiety and hostility as decreasing most.

Jessica Yakeley
Consultant Psychiatrist in Forensic Psychotherapy, Portman Clinic
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Outcome Monitoring Returns – Child and Family Department

See Section 2.1 (Priority 1).

Outcome Monitoring – Adolescent Department

As mentioned in section 2.1, we believe that it is essential to have robust and
reliable systems in place for tracking and pulling together the information
which tells us about the effectiveness of our work with patients. This is vital
so that we can be assured of the quality of the data, for example, that it is
accurate, complete and reliable. For this reason, this year we have prioritised
the work to improve the OM System which has been taking place over the
course of the year. This means that we have made the decision not to report
specifically on our routine Clinical Outcome Monitoring for the Adolescent
Department.

Outcome Monitoring – Adult Department

See Section 2.1 (Priority 2).

Outcome Monitoring – Portman Clinic

For the reasons outlined above, and as described in section 2.1, we have
made the decision not to report specifically on our routine Clinical Outcome
Monitoring for the Portman Clinic.
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Patient Experience Indicators

Complaints Received

What are we measuring?

During 2011/12 the trust received 9 formal complaints. These were all
investigated under the Trust complaints procedure and a letter of response
sent by the Chief Executive to the complainant. One of these complaints was
referred to the Ombudsman and has been returned to the Trust with a
request that we provide further explanation to the complainant.

None of the 9 complaints were upheld in full or in part. They covered topics
including the choice of therapist; complaints about group therapy;
objections to content of reports prepared about a patient; and process of
obtaining therapy.

There were no specific lessons for the trust arising from the investigation of
these complaints.

Patient Feedback

The Trust does not participate in the NHS Patients Survey but conducts its
own survey annually, as it has been exempted by the CQC from using the
NHS patient Survey, with the recognition that the nature of the services
provided by the Trust differs to other mental health trusts. For example, the
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Trust does not provide in-patient treatment. Consequently, some of the
questions in the NHS Survey are not relevant to our patients.

As part of the 2011 Trust Patient Survey, the patient sample included
patients who were discharged from treatment during the period 1st January
to 30th June 2011. In addition, as a new initiative, the survey included one
third of all patients currently receiving treatment from the Trust who were
randomly selected for the Survey. In total, 551 surveys were posted to former
patients and 963 surveys were posted to current patients making a combined
total of 1514 patients. 5 surveys were returned undelivered and were not
included in the analysis.

The overall response rate was 15.5%, down from 17.5% last year. This is a
trend that has been occurring over the last few years and is, we suspect,
linked with the preference for electronic communication.

Overall the results of the patient survey were very positive, and we are
pleased to report that overall these results represent an increase on previous
years for the percentage of patients: “who would recommend the Trust”;
rating care as ‘excellent’/’very good’, ’good’; “who felt that they were
listened to and treated with respect and dignity” and those patients who
“rated the Trust’s facilities as very good or good” (which is consistent with
how patients rated the Trust’s facilities in the 2010 Survey ).

As indicated in the table above, this year 79% of patients rated their quality
of care as excellent, very good or good. This number is much higher than in
the 2010 Survey, but may be influenced by the large proportion of current
patients who responded. This statement is further supported by the 78% of
patients who indicated that they would recommend the Trust to their
friends or family members and the 83% of patients who described their
sessions as very or fairly helpful.

In addition, 67% of former patients suggested that treatment options were
discussed with them in full or to some extent and 75% of current patients
highlighted that they had been given enough information on the type of
treatment they would receive. Work to improve the information provided to
patients concerning possible treatment options has been an area of
particular focus for the Trust over the last year and the fact 75% of patients
responding positively to this statement is an indication that this work has
had an impact. On the question of patient involvement in the decision-
making process, 77% of patients felt they had received sufficient say in
decisions concerning their care and treatment or experienced some input
into these decisions.
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The condition of the Trust’s facilities was an area highlighted by many
patients. Although the majority of patients found the Trust’s facilities to be
very good or good (For example, ‘The room for meetings is comfortable’,
‘Reception was very nice’ and ‘Good facilities. Cleaners know how to do their
job! ‘). In addition, some negative comments were received (For example,
‘Ground floor ladies toilets cramped!’ and for one service, ‘Chairs in waiting
area are poor – support is ‘tired and worn’).

In addition to the positive quantitative results from this year’s Patient
Survey, the qualitative comments provide very useful information from
patients which the Clinical Quality, Safety and Governance Committee will
scrutinise in order to improve services.

However, one area of concern remains the low response rate. This year we
opened the survey up to include current patients and, as a result, current
patients accounted for 73% of all returned questionnaires. It is vital that the
Trust engages with current patients more extensively and continues to
explore alternative methods of generating feedback. For example, during
2011/12 most departments have started to use an ‘experience of service
questionnaire’ to obtain feedback from patients and their parents/carers.
Overall, we have achieved a high return rate for these questionnaires and so
for 2012/13 we plan to extend the use of these questionnaires.

In addition, through the Patient and Public Involvement Committee, the
Trust has already been working on creative ways to gather feedback from
patients in a more timely way, such as our visual straw poll and the mystery
shopper scheme. We anticipate that these methods of collecting ‘real time’
data will enable us to understand more fully the patient experience and,
where appropriate, make immediate changes or improvements to our
services and facilities.
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Barnet’s Young People’s Drug and Alcohol Service (YPDAS)

What is YPDAS?

 Barnet Young People’s Drug and Alcohol Service is a specialist
substance misuse service with a multi-disciplinary team.

 YPDAS works with young people up to the age of 18 who live or are
in education in Barnet.

 YPDAS offers psycho-educational programmes, motivational and
engagement work, structured therapeutic interventions and training.

What are the outcomes?
The latest results (April 2011 to March 2012) from the Experience of Service
Questionnaire (ESQ) given to all service users when they complete
treatment.

Some young people also use the ESQ to show their appreciation: “Thank you
for helping me it's been a great experience and now I'm clean and have
been for 2 and a half months. Goodbye”.



Quality Report for The Tavistock and Portman NHS Foundation Trust 2010/11 45

Did Not Attend Rates
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What are we measuring?
The Trust monitors the outcome of all patient appointments, specifically
those appointments where the patient Did Not Attend (DNA) without
informing us prior to their appointment. We consider this important, so that
we can work to improve the engagement of patients with our services as we
realise that it can be extremely difficult for some patients to attend.

Compared with other mental health trusts, where the average DNA rate
reported is around 14%, the Trust-wide DNA rate for patients in 2011/12
both for First Attendances (which can include assessment or consultation
appointments) and for subsequent/follow-up appointments is below
average. As DNA rates can be regarded as a proxy indicator of patient’s
satisfaction with their care, the lower than average DNA rate for the Trust
can be considered positively. For example, for some patients not attending
appointments can be a way of expressing their dissatisfaction with their
treatment. However, it can also be the case, for those patients who have
benefitted from treatment that they feel there is less need to continue with
their treatment, as is the case for some patients who stop taking their
medication when they start to improve. However, we appreciate that it is an
area where it would be helpful to obtain more feedback from patients
themselves.

The Trust-wide DNA rates for 2011/12 were 11.4% for first attendances and
10.7% for subsequent/ follow-up appointments, meaning that the rates have
increased from 2010/11, particularly for first attendances and so slightly
exceeds the 11% upper limit, which is the quality standard outlined in our
patient services contracts. It is difficult to know the reasons for this increase
DNA rate for first attendances.

However, a positive development has been the reduction in the DNA rate for
the South Camden CAMH Service first attendances from 17.3% for 2010/11
to 13.8% in 2011/12. It is believed that this has been partly as a result of this
service adopting a very proactive approach from clinicians and administrative
staff for engaging this group of patients. This includes clinicians arranging to
meet the patient with the referrer, where appropriate, at a location of their
choice.

Because of the ambivalence experienced by young people about attending
and engaging with mental health services the higher than average DNA
rates for patients attending the Adolescent Department is not unexpected.
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Nevertheless, recognising that patients failing to attend their appointments
represents, to some extent, a misuse of resources we continue make efforts
to reduce our DNA rates where and whenever possible. For example,
following the introduction of a new system, outlined in the 2010/2011
Quality Report, where young people are sent a text reminder of their
appointment this has led to a reduction in the DNA rate for the Adolescent
Department for subsequent/follow-up appointments from 17.0% for 2010/11
to 14.1% in 2011/12. It is also important to note that the DNA rates for the
Adolescent Department compare favourably with other similar adolescent
services.

The DNA rates for the Camden CAMHS service for first appointments (17.9%)
and subsequent appointments (20.2%) were higher than average. The DNA
data reported above relates primarily to the Camden Refugee Service.
Individuals referred to the Refugee Service represent a particularly
vulnerable group of patients, typically presenting with histories of trauma
and displacement and, in some cases, persecution from government agencies
in their country of origin. We recognise therefore that these patients
experience significant difficulties engaging with mental health services.
Consequently, the higher than average DNA rates are not unexpected. Yet,
the Service will continue to make efforts to reduce these DNA rates, as
appropriate.

Waiting Times

NB. The figures for 2011/12 exclude the Gender Identity Disorder Service, as this Service has
a different waiting time target (18 weeks)

What are we measuring?
The Trust monitors waiting times on an on-going basis, seeking to reduce
the length of time that patients have to wait, especially beyond eleven
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weeks. To help address this, at the end of each Quarter a list is drawn up for
each service for those patients who had to wait eleven weeks or longer for
their first appointment, together with reasons for this. The services where
this breach has occurred are requested to develop an action plan to address
the delay(s) and to help prevent further breaches.

Prior to their first appointment, patients will be contacted and offered two
possible appointments, and invited to choose one of these appointments. If
neither appointment is convenient for the patient, they will be offered an
alternative appointment with the same therapist where possible. This system
on the whole helps to facilitate patients engaging with the service. The
majority of patients are seen within eleven weeks of the Trust receiving the
referral.

However, during 2011/12 74 (4.7%) patients had to wait for eleven weeks or
longer. Part of the reason why this is lower than the 2010/11 figure is
because it does not include the Gender Identity Disorder Service, as this
Service has a different waiting time target (18 weeks). There were both
factors external to the Trust, concerning 46 (2.9%) patients and internal to
the Trust, for 28 (1.8%) patients which contributed to these delays. The
Trust waiting times, will continue to be monitored and improved where
possible, especially for internal delays.

Access to Services

In addition to the plans to increase the number of patient information
leaflets, the Trust continues to work to improve access to services. For
example, in 2011/12 through the introduction of the CaR (Consultation and
Resource) Clinic system in CAMHS, which provides patients with a greater
choice for the times and locations of their appointments and where team
administrators will phone patients as often as is required to help facilitate
attendance. This in turn has led to a decrease in the number of patients
failing to attend their appointments. Also, during the course of the year
CAMHS has provided nineteen primary schools based in Camden with direct
access to CAMHS clinicians. In addition, both the Tavistock Adolescent
Department and CAMHS have started to see patients at a health centre
based in Haringey. The Adult Department also sees patients at St Ann’s
Hospital in Haringey, and have developed a pilot service in Hertfordshire
where patients are seen in GP surgeries.
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Family Drug and Alcohol Court (FDAC) Intervention Team

Awards in 2011

The Family Drug and Alcohol Court is an innovative new approach to care
proceedings for families with substance abuse issues. The pilot project, run

jointly by the Tavistock and Portman NHS Foundation Trust and the

children's charity Coram, co-ordinates a range of services (including drugs
and alcohol specialists, social workers and psychologists) to support parents
through the process.

"We take the view that you have to focus on the parents first," says Sophie
Kershaw, service manager at Family Drug and Alcohol Court. "If you can

tackle the substance abuse and any other issues parents might have, a
positive outcome is much more likely."

"With so many agencies involved, there are inevitable holds-ups, and work

can end up being duplicated in normal proceedings, but in FDAC we hope

the collaborative working and clear roles for all agencies prevents that
duplication and drift…." says Kershaw.

A recent evaluation of the project, by a research team at Brunel University
and funded by the Nuffield Foundation and the Home Office, found that:

 Parents who go through the Family Drug and Alcohol Court are much

more likely to control their misuse.
 Of the Family Drug and Alcohol Court mothers studied, 39% were re-

united with their children by the final court order, compared with
21% of the comparison group.

One service user, who is now a parent mentor supporting families going

through the Family Drug and Alcohol Court, explained the project

offered a lifeline: "Without that level of support, my son definitely
would have ended up in care.”

 The Family Drug and Alcohol Court Intervention Team were awarded
the Royal College of Psychiatry award for Best Psychiatric Team, and

 The Guardian Public Services award for Service Delivery for Children
and Young People.
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3.2 Performance against Key National Priorities

The first four mental health indicators set out in Appendix B to the
Compliance Framework are not applicable to The Tavistock and Portman
NHS Foundation Trust, as the Trust does not provide services to which the
indicators would apply.

The Trust complies with requirements regarding access to healthcare for
people with a learning disability.



Quality Report for The Tavistock and Portman NHS Foundation Trust 2010/11 51

Part 4: Annexes

4.1 Statements from our local Primary Care Trust Alliance, Local
Involvement Networks (LINks), Overview and Scrutiny
Committee and Board of Governors

Comments from Camden Primary Care Trust

To be obtained in April 2012

Comments from Camden Local Involvement Network (LINks)

To be obtained in April 2012

Comments from Camden Overview and Scrutiny Committees

To be obtained in April 2012

Comments from the Board of Governors

To be obtained in April 2012
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4.2 Statement of Directors’ Responsibilities in respect of the
Quality Report

The directors are required under the Health Act 2009 and the National
Health Service (Quality Accounts) Regulations 2010 to prepare Quality
Accounts for each financial year.

Monitor has issued guidance to NHS Foundation Trust Boards on the form
and content of annual Quality Reports (which incorporate the above legal
requirements) and on the arrangements that Foundation Trust Boards
should put in place to support the data quality for the preparation of the
Quality Report.

In preparing the Quality Report, directors are required to take steps to
satisfy themselves that:

 The content of the Quality Report meets the requirements set out
in the NHS Foundation Trust Annual Reporting Manual;

 The content of the Quality Report is not inconsistent with internal
and external sources of information including:

- Board minutes and papers for the period April 2011 to June
2012;

- Papers relating to Quality reported to the Board over the period
April 2011 to June 2012;

- Feedback from the commissioners dated [XX/XX/20XX];

- Feedback from governors dated [XX/XX/20XX];

- Feedback from LINks dated [XX/XX/20XX];

- The trust’s complaints report published under regulation 18 of
the Local Authority Social Services and NHS Complaints
Regulations 2009, dated [XX/XX/20XX];

- The [latest] national patient survey [XX/XX/20XX];

- The [latest] national staff survey [XX/XX/20XX];

- The Head of Internal Audit’s annual opinion over the trust’s
control environment dated [XX/XX/20XX]; and

- Care Quality Commission quality and risk profiles dated
[XX/XX/20XX];

 The Quality Report presents a balanced picture of the NHS
Foundation Trust’s performance over the period covered;

 The performance information reported in the Quality Report is
reliable and accurate;
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 There are proper internal controls over the collection and
reporting of the measures of performance included in the Quality
Report, and these controls are subject to review to confirm that
they are working effectively in practice; and

 The data underpinning the measures of performance reported in
the Quality Report is robust and reliable, conforms to specified
data quality standards and prescribed definitions, is subject to
appropriate scrutiny and review; and the Quality Report has been
prepared in accordance with Monitor’s annual reporting guidance
(which incorporates the Quality Accounts regulations) (published at
www.monitor-nhsft.gov.uk/annualreportingmanual) as well as the
standards to support data quality for the preparation of the
Quality Report (available at
www.monitor-nhsft.gov.uk/annualreportingmanual).

The Directors confirm to the best of their knowledge and belief they
have complied with the above requirements in preparing the Quality
Report.

By order of the Board

[NAME]
Chair
[DATE]

Matthew Patrick
Chief Executive
[DATE]
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Appendix – Glossary of Key Data Items

Black and Minority Ethnic Groups Engagement - We plan to improve our
engagement with local black and minority ethnic groups, by establishing
contact with Voluntary Action Camden and other black and minority ethnic
community groups based in Camden.

Care Quality Commission – This is the independent regulator of health and
social care in England. It registers, and will license, providers of care services,
requiring they meet essential standards of quality and safety, and monitors
these providers to ensure they continue to meet these standards.

Children and Adolescent Mental Health Service Outcome Research
Consortium protocol - is a collaborative membership organisation, which
aims to support children and adolescent mental health services in
undertaking outcome evaluation. Children and Adolescent Mental Health
Service Outcome Research Consortium members collect data from three key
perspectives, the child, the parent and the practitioner.

In brief, the Children and Adolescent Mental Health Service Outcome
Research Consortium protocol is as follows:

1. Member services complete and score the first set of questionnaires.
2. Services can feedback data gathered in the YouthinMind database for

the cases seen in their services.
3. Services complete and score a second set of questionnaires 6 months

after the first set have been completed, and then at six month
intervals and case closure for longer term cases.

4. Services can use the YouthinMind database in order to provide
feedback on cases and practitioners.

5. Services send all the information to the Children and Adolescent
Mental Health Service Outcome Research Consortium research team
annually in their allocated month of submission.

6. Children and Adolescent Mental Health Service Outcome Research
Consortium send back a report based on data received.

Clinical Outcome Monitoring - in “talking therapies” is used as a way of
evaluating the effectiveness of the therapeutic intervention and to
demonstrate clinical effectiveness.

Clinical Outcomes for Routine Evaluation - The 34 items of the measure
covers four dimensions, subjective well-being, problems/symptoms, life
functioning and risk/harm.
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Commission for Health Improvement Experience of Service Questionnaire -
This captures parent and child views related to their experience of service.

Commissioning for Quality and Innovation Payment Framework - This
enables commissioners to reward excellence by linking a proportion of the
Trust’s income to the achievement of local quality improvement goals.

Complaints Received - This refers to formal complaints that are received by
the Trust. These complaints are all managed in line with the Trust’s
complaints policy.

Did Not Attend Rates - The Did Not Attend rate is measured for the first
appointment offered to a patient and then for all subsequent appointments.
There is an 11% upper limit in place for the Trust, which is the quality
standard outlined in our patient services contract.

The Did Not Attend Rate is based on the individual appointments attended.
For example, if a family of three is due to attend an appointment but two,
rather than three, family members attend, the appointment will still be
marked as attended. However, for Group Therapy the attendance of each
individual will be noted as they are counted as individual appointments.

Did Not Attend rates are important to the Trust as they can be regarded as a
proxy indicator of patient’s satisfaction with their care.

Goal Based Measure - These are the goals identified by the child/young
person/family/carers in conjunction with the clinician, where they enable the
child/carer etc to compare how far they feel that they have moved towards
achieving a goal from the beginning (Time 1) to the end of treatment (either
at Time 2 at 6 months, or at a later point in time).

Infection Control - This refers to the steps taken to maintain high standards
of cleanliness in all parts of the building, and to reduce the risk of infections.

Information Governance - is the way organisations ‘process’ or handles
information. It covers personal information, for example relating to
patients/service users and employees, and corporate information, for
example financial and accounting records.

Information Governance provides a way for employees to deal consistently
with the many different rules about how information is handled, for
example those included in The Data Protection Act 1998, The Confidentiality
NHS Code of Practice and The Freedom of Information Act 2000.
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Information Governance Assessment Report - The Trust is required to carry
out a self-assessment of their compliance against the Information
Governance requirements.

The purpose of the assessment is to enable organisations to measure their
compliance against the central guidance and to see whether information is
handled correctly and protected from unauthorised access, loss, damage and
destruction.

Where partial or non-compliance is revealed, organisations must take
appropriate measures, (for example, assign responsibility, put in place
policies, procedures, processes and guidance for staff), with the aim of
making cultural changes and raising information governance standards
through year on year improvements.

The ultimate aim is to demonstrate that the organisation can be trusted to
maintain the confidentiality and security of personal information. This in-
turn increases public confidence that ‘the NHS’ and its partners can be
trusted with personal data.

Information Governance Toolkit - is a performance tool produced by the
Department of Health. It draws together the legal rules and central guidance
included in the various Acts and presents them in one place as a set of
information governance requirements.

In-Service Education and Training / Mandatory Training - The Trust
recognises that it has an obligation to ensure delivery of adequate and
appropriate training to all staff groups, that will satisfy statutory
requirements and requirements set out by the NHS bodies, in particular the
NHS Litigation Authority and the Care Quality Commission Standards for
Better Health. It is a requirement for staff to attend this training once every
2 years.

Local Induction - It is the responsibility of the line manager to ensure that
new members of staff (including those transferring to new employment
within the Trust, and staff on fixed-term contracts and secondments) have an
effective induction within their new department. The Trust has prepared a
Guidance and checklist of topics that the line manager must cover with the
new staff member.

Monitoring of Adult Safeguards - This refers to the safeguarding of
vulnerable adults (over the age of 16), by identifying and reporting those
adults who might be at risk of physical or psychological abuse or
exploitation.
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The abuse, unnecessary harm or distress can be physical, sexual,
psychological, financial or as the result of neglect. It may be intentional or
unintentional and can be a single act, temporary or occur over a period of
time.

National Clinical Audits - are designed to improve patient care and outcomes
across a wide range of medical, surgical and mental health conditions. Its
purpose is to engage all healthcare professionals across England and Wales
in systematic evaluation of their clinical practice against standards and to
support and encourage improvement and deliver better outcomes in the
quality of treatment and care.

National Confidential Enquiries - are designed to detect areas of deficiency
in clinical practice and devise recommendations to resolve these. Enquiries
can also propose areas for future research programmes. Most confidential
enquiries to date are related to investigating deaths and to establish
whether anything could have been done to prevent the deaths through
better clinical care.

The confidential enquiry process goes beyond an audit, where the details of
each death or incident are critically reviewed by a team of experts to
establish whether clinical standards were met (similar to the audit process),
but also to ascertain whether the right clinical decisions were made in the
circumstances.

Confidential enquiries are “confidential” in that details of the patients/cases
remain anonymous, though reports of overall findings are published.

The process of conducting a national confidential enquiry process usually
includes a National Advisory Body appointed by ministers, guiding,
overseeing and co-ordinating the Enquiry, as well as receiving, reporting and
disseminating the findings along with recommendations for action.

NHS Litigation Authority - The NHS Litigation Authority indemnifies NHS
bodies in respect of both clinical negligence and non-clinical risks and
manages claims and litigation under both headings. The Authority also has
risk management programmes in place against which NHS trusts are
assessed.

NHS Litigation Authority Level - The NHS Litigation Authority has a statutory
role “to manage and raise the standards of risk management throughout
the NHS” which is mainly carried out through regular assessments, ranging
from annually to every three years, against defined standards developed to
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reflect the risk profiles of the various types of healthcare organisations.
Compliance with the standards can be achieved at three levels, which lead to
a corresponding discount in contributions to the NHSLA schemes.

There are 50 standards to achieve covering the categories of governance,
workforce, safe environment, clinical and learning from experience. Level 1
assesses that the policies around each standard are in place, level 2 ensures
that processes around each policy are in place and level 3 ensure compliance
with both the policies and processes for each of the individual standards.

Participation in Clinical Research - The number of patients receiving NHS
services provided or sub-contracted by the Trust that were recruited during
the year to participate in research approved by a research ethics committee.

Patient Feedback - The Trust does not participate in the NHS Patients Survey
but conducts its own survey annually, as it has been exempted by the Care
Quality Commission from using the NHS patient Survey, with the recognition
that the nature of the services provided by the Trust differ to other mental
health trusts.

There are various other methods used to obtain feedback from patients,
including small scale surveys and audits (such as the Children’s Survey, the
Ground Floor Environment Survey, the Website Survey), the suggestions box,
feedback to the PALS officer and informal feedback to clinicians and
administrators.

Patient Forums /Discussion Groups – These meetings aim to increase the
opportunities for patients, members and the public to obtain information,
and to engage in discussions about topics, such as therapy - how it can help,
and issues such as confidentiality. In turn, the feedback to the Trust
generated by these meetings is used to improve the quality of our clinical
services.

Patient Safety Incidents – This relates to incidents involving patient safety
which are reportable to the National Patient Safety Agency database
National Reporting and Learning System.

Percentage Attendance – The number of staff members who have attended
the training or completed the inductions (Trust-wide and Local) as a
percentage of those staff required to attend training or complete the
inductions. Human Resources (Staff Training) record attendance at all
mandatory training events and inductions using the Electronic Staff Record.
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Periodic / Special Reviews - The Care Quality Commission conducts special
reviews and surveys, which can take the form of unplanned visits to the
Trust, to assess the safety and quality of mental health care that people
receive and to identify where and how improvements can be made.

Personal Development Plans - Through appraisal and the agreement of a
Personal Development Plan for each member of staff we aim to support our
staff to maintain and develop their skills. A Personal Development Plan also
provides evidence that an appraisal has taken place.

Range of Psychological Therapies - This refers to the range of psychological
therapies available within the Trust, which enables us to offer treatment to a
greater range of patients, and also offer a greater choice of treatments to
our patients.

Return rate - The number of questionnaires returned by patients and
clinicians as a percentage of the total number of questionnaires distributed.

Safeguarding of Children Level 3 - The Trust has made it mandatory for all
clinical staff from Child and Adolescent Mental Health Services and the
Adolescent Directorate to be trained in Safeguarding of Children Level 3,
where staff are required to attend Level 3 training every 3 years.

The training ensures that Trust staff working with children and young
people are competent and confident in carrying out their responsibilities for
safeguarding and promoting children’s and young people’s welfare, such as
the roles and functions of agencies; the responsibilities associated with
protecting children/young people and good practice in working with
parents. The Level 3 training is modeled on the core competencies as
outlined in the 'Safeguarding Children and Young People: Roles and
Competencies for Health Care Staff' (Intercollegiate Document 2010);
Working Together to Safeguard Children, 2010; the London Child Protection
Procedures 4th Ed., 2010; NICE Clinical Guidance 2009: 'When to Suspect
Child Maltreatment'.

Shedler-Western Assessment Procedure – This is a Q-sort instrument
designed to assess personality pathology on the basis of clinician ratings,
where the clinician is required to rank-orders 200 test items into categories
from non-descriptive to highly descriptive of the patient. It is used with
adults over the age of 18.

Social Media Websites – This includes social media sites, such as Facebook
and Twitter.
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Specific Treatment Modalities Leaflets - These leaflets provide patients with
detailed information on the different treatment modalities offered by the
Trust, to facilitate patients making informed choices and decisions about
their treatment.

Stakeholder Quality Meetings - These include consultation meetings with
stakeholders (Patient and Public Involvement representatives), Non-Executive
Directors and a Governor, and the separate meeting with governors. The
purpose of these meetings is to contribute to the process of setting quality
priorities and to help improve other aspects of quality within the Trust.

Strengths and Difficulties Questionnaire – At the outset (Time 1) this helps
identify the child’s difficulties, and the improvements in these difficulties
over time as seen by the child, parent and teacher, which is captured at Time
2, and at later points in time.

The Children’s Global Assessment Scale - This provides a global rating of
functioning covering a range of situations, e.g. school, home environment
etc, and is completed by clinicians.

Time 1 - Typically, patients are asked to complete a questionnaire during the
initial stages of assessment and treatment, prior to their first appointment.

Time 2 - Patients are again asked to complete a questionnaire at the end of
assessment and treatment. The therapist will also complete a questionnaire
at Time 2 of the assessment and/or treatment stage.

Our goal is to improve our Time 2 return rates, which will enable us to begin
to evaluate pre- and post- assessment/treatment changes, and provide the
necessary information for us to determine our clinical effectiveness.

Trust-wide Induction – This is a trust-wide induction event for new staff,
which is held 3 times each year. All new staff (clinical and non clinical)
receive an invitation to the event with their offer of employment letter,
which makes clear that they are required to attend this induction as part of
their employment by the Trust.

Trust Membership - As a foundation trust we are accountable to the people
we serve. Our membership is made up of our patients and their families, our
students, our staff and our local communities. Members have a say in how
we do things, getting involved in a variety of ways and letting us know their
views. Our members elect governors to represent their views at independent
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boards where decisions about what we do and how we do it are made. This
way we can respond to the needs of the people we serve.

Waiting Times - The Trust has a policy that patients should not wait longer
than 11 weeks for an appointment from the date the referral letter is
received by the Trust to the date of the first appointment attended by the
patient.

However, if the patient has been offered an appointment but then cancelled
or did not attend, the date of this appointment is then used as the starting
point until first attended appointment.

The Trust monitors waiting times on an on-going basis, seeking to reduce
the length of time that patients have to wait, especially beyond eleven
weeks. A list of breached first appointments is issued at the end of each
quarter for each service, together with reasons for the long wait and, if
appropriate, the actions to be taken to prevent recurrence.
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Item : 13

Title : Education and Training Report

Purpose:

The purpose of this report is to provide an overview of
education and training within the Trust from the perspective
of the new Dean of Postgraduate Studies after 3 months in
post.

This report focuses on the following areas:

 Strategy

For : Discussion

From : Malcolm Allen, Dean of Postgraduate Studies
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Education and Training Report

1. Introduction

1.1 In discussing the nature of this report with the Chief Executive, we
concluded that it would more interesting and hopefully more useful
for the Board of Directors, at this stage, to receive a more discursive
and free-ranging report than the usual service line report.

1.2 Our thought was for me to share some initial perceptions after three
months in my new position as Dean of Postgraduate Studies. These
are here organised under four broad themes:

 Context

 Initial perceptions

o Market position
o Profitability
o Resources and infrastructure
o Some structural considerations

 Current situation and strategic priorities

o Recent developments
o Strategic priorities for 2012/13

 Developing a strategic vision.

Context

2. Purview of education and training

2.1 I thought it worth describing at the beginning what ‘education and
training’ at the Trust includes, although this will be already well
known to members of the board. Education and training constitutes
four categories of activity:

2.1.1 66 long / degree / postgraduate courses (currently), including
those delivered in Associate Centres or alternative centres of
delivery. These include 41 Masters, 10 Doctorates and 1
Bachelor degree (starting in 2012). 48 of these are accredited
by UEL, 5 by University of Essex, and 2 by Middlesex
University. 13 of the courses also have accreditation by
various professional bodies.
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2.1.2 Over 90 short courses (likely this year). This includes all the
courses relevant to the NHS London commissioned education
contract for CPPD.

2.1.3 Conferences and seminars. There were 19 conferences last
year and a range of seminars, and a similar number are
expected this year.

2.1.4 Customised training. Most customised (or bespoke) training
is undertaken by TCS, but DET is also able to respond to
specific workforce development requests from NHS trusts
and other employers. An example of this is a training
programme currently being put together for Kids Company.

Initial perceptions

3. Market position of the Trust’s education and training programme
(see Appendix 1)

3.1 Brand position

3.1.1 The Trust has all the elements of a strong brand position for
its education and training programme. It has a highly
differentiated product, a clear market sector (mental health
and social care broadly defined), and can bring high value to
its trainees (consistently demonstrated from the student
feedback questionnaires). It has a strong ‘story’ and
formidable reputation nationally and internationally. The
‘Tavi’ stands for something; this is a powerful platform to
build from.

3.1.2 At the same time the reputation and ‘story’ is vulnerable to
another set of narratives. There is a growing risk of the Trust
being seen as a little out-of-touch with some contemporary
realities, as being stuck in the past, of promoting models of
practice that are undeniably rigorous but which might be
perceived as overly demanding of people’s time and money
as compared with alternative training routes in the market
place.

3.1.3 Another perception might be that that some of the
conceptual models informing the training are not keeping
pace with the critical developments occurring within the
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modern sciences of the mind, most notably contemporary
neuroscience. This would be especially sad for an institution
associated with the pioneering work of John Bowlby in our
scientific understanding of human development.

3.1.4 There is a compelling need to rethink, refresh and redefine
the Trust’s framework and ‘approach’ to its work, drawing
on its best intellectual traditions, as the basis for its
education and training. In thinking about this question, I
find myself going back to the powerful vision of its founder,
Hugh Crichton-Miller. Drawing on the ‘new psychologies’
from Vienna and Zurich, though in a rigorously non-
dogmatic way, HCM insisted that disciplines such as
psychotherapy should never be insular and static, but poised
at the frontier of new advances in knowledge in areas such
as neurology and sociology1. He also constantly insisted on
the need to ‘accept the discipline of science unreservedly’2.
This is about getting the key building blocks in place as
represented in the second ‘column’ in the diagram under
Appendix 1.

3.1.5 The Trust’s great historian H.V. Dicks got this dead right:
“The ‘Tavi’ has a long record of continuous innovation. The
matrix exists to nourish the new, not to dispense the mixture
as before. Without new life and creation, we would lose our
place as a centre of excellence. We have had our past. Now
let us make psychiatric history!”3

3.2 Market profile

3.2.1 Despite the Trust’s far-reaching reputation, it is nevertheless
the case that we tend to hide our light under a bushel. This is
a wider problem than that of education and training, but
this report will focus on the marketing of this side of the
Trust’s work. The potential for significantly improving the
marketing of our courses is now greater with a structured
relationship with the Commercial Directorate and a shared
approach (see 8.3 below for our current approach), though
the lack of specialist marketing expertise is a critical
weakness.

3.2.2 But a prior problem is the marketability of our current
portfolio of training courses. This portfolio has developed

1 See especially HCM’s seminal article The Frontiers of Psychotherapy written in July 1937.
British Journal of Medical Psychology, vol 16, Issue 3-4, pages 165-183.
2 An Apologia (privately written).
3 Dicks, HV (1970). 50 Years of the Tavistock Clinic. London: Routledge & Kegan Paul.
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with insufficient reference to the external market place (see
also 3.1.2 above). The attractive brochure of another health
education provider carries the headline ‘It’s all about your
career’. They’ve got it right. The marketability of our courses
is in direct relationship with our ability to build or enhance
the careers of our potential trainees.

3.2.3 But another crucial dimension of the market place are
employers who either provide placements (e.g. for our child
psychotherapy qualifying course) or send their staff on
courses for CPD. Increasingly, such training budgets are
under pressure and will be scrutinised much more in value
for money terms. This means that training decisions will be
increasingly aligned to evidence that it can help employers
achieve their required outcomes. Successful health education
providers will be those who can convincingly furnish such
evidence.

3.2.4 The problem is amply illustrated by any attempt to navigate
through the ‘sea’ of different courses on our website. They
are grouped into various categories, some categories being
specific professions, some not, but there is no clear logic or
legibility behind it. This is represented by the third ‘column’
in Appendix 1, and is currently being addressed.

3.2.5 All the postgraduate courses have recently been grouped
into eleven ‘clusters’ (seven in CAMHS, four in SAMHS), and
‘cluster leads’ for each of these have been appointed. This is
an important and welcome development and is represented
by the fourth ‘column’ in Appendix 1.

3.2.6 However, the clusters were developed primarily through an
internally-driven logic, rather than an externally-facing,
market-oriented logic. This may be illustrated by the fact
that certain clusters have been called ‘Applications’! Apart
from the fact that this description may be less than self-
explanatory externally, it also carries the disheartening
implication that other clusters are not applications
(presumably because they are ‘pure’).

3.2.7 That said, we now have a structure and a group of people
for engaging with these sorts of issues, and we expect the
Cluster Leads to play an important role in helping to shape a
more outward-facing programme.

3.2.8 But we have yet to carry out an exercise of systematically
mapping our actual and potential market for education and
training, made up of various segments (the sixth ‘column’ in
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Appendix 1). This is now an urgent task. What are likely to
be the most important sectors? The most important sectors
are probably the specific professions within mental health
and social care that we would target, e.g. psychotherapists,
psychiatrists, social workers, mental health nurses, other
health professionals, teachers, professions within the criminal
justice system. Then there will be cross-cutting communities
of interest clustered around subject areas, e.g. fostering and
adoption, working with specific communities, equalities in
mental health provision. Then there will be the international
market.

3.2.9 Having achieve this mapping exercise, we will then need to
structure our course portfolio more clearly around career
pathways, as well as devise legible ‘windows’ on to the
portfolio from the perspective of the various market
segments. These are represented as the fifth ‘column’ of
Appendix 1. It is important that we start to establish
pathways for people at the beginning and early stages of
their careers as well as at mid-point which is often our
current emphasis.

3.2.10 Having established a clearer picture of the relationship
between the course portfolio, the different market
segments, and the pathways and windows that mediate
them, we will be in a better position to properly market test
the portfolio itself: to rigorously assess which courses are
really fit for purpose in this competitive market place: which
courses to drop; which courses to refresh; which new courses
to introduce.

4. Profitability

4.1 The second broad area of concern in this section is profitability. Key
to a proper analysis of this is the establishment of profit and loss
accounts on a per course basis. This has now broadly happened
within CAMHS as the service line structure has taken hold and
clearer quantifications of costs, especially salary costs allocated to
education and training, have been broadly achieved. This process has
also begun within SAMHS but has not yet been completed.

4.2 Once the SAMHS underlying analysis has been achieved, then the
issue of profitability can be brought to bear as part of the same
portfolio assessment referred to above (3.2.9).

5. Resources and infrastructure
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5.1 A re-working of the portfolio will clearly loop back to issues of
resources and infrastructure. An expansion of our education and
training activity (and I believe I was recruited with the aim of
bringing this about) will require a commensurate expansion in the
resources and infrastructure to deliver it. This is partly why the issue
of profitability is critical.

5.2 There is a specific issue around the spatial constraints of the
building. Broadly speaking, I understand we are pretty much at
capacity with our current volume of courses, though there may be
some limited extra capacity at certain times. Clearly, there is the
potential for hiring space outside of the Tavistock Centre but the
cost of renting space will in turn impact on profitability.

5.3 The nature of an expansionist business model for education and
training is relevant to some of the structural and financial reporting
issues raised in the next section (see especially 6.3.2).

6. Some structural considerations

6.1 The basic organisational model

6.1.1 Education and training within the trust is structurally
organised as four points of a diamond (see Appendix 2). One
point of the diamond constitutes ‘strategic responsibility’
embodied by the Dean of Postgraduate Studies and the
Education and Training Executive. Two points then represent
‘delivery’, i.e. the two major directorates of SAMHS and
CAMHS. The fourth point is the Department of Education
and Training which broadly provides the ‘logistics’, although
within this also sits the Quality Assurance unit, our
equivalent of clinical governance. Recently (see 7.2), the e-
Learning Unit has also been brought within DET as a third
arm of ‘delivery’.

6.1.2 However, the term ‘delivery’ assigned to the SAMHS and
CAMHS directorates underplays the fact that this is where
the on-the-ground action is in terms of education and
training. The activity is overseen by an Associate Dean in
each respective directorate who is responsible for this activity
as a service line within the directorate (though this system is
only fully coming into play within SAMHS within this
financial year). Each of the two directorates has its own
Training Committee.

6.1.3 E-learning has now been located as part of DET, and
therefore sits equidistantly between CAMHS and SAMHS.
There is an issue to be resolved as to whether the
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income/expenditure should form a separate cost centre as we
develop e-learning products, or whether this should be
dispersed across CAMHS and SAMHS.

6.1.4 This structure embodies the marriage between education
and training and the Trust’s clinical work, as does the fact
that each directorate employs ‘clinician-trainers’ who work
across both spheres. Many of our training courses (though
not all) have a clinical input which is underpinned by this
relationship.

6.1.5 The structure exemplifies the Trust’s ‘unique selling point
(USP)’ of this marriage of clinical work with education and
training. Whilst there are clear advantages to it, there is a
question as to whether the system is as responsive or
conducive to innovation as it might be. There seems to be an
inbuilt rigidity that makes it difficult for us to be as fleet of
foot as we increasingly need to be in a tough market place.

6.1.6 It also renders the relationship between ‘strategy’, ‘delivery’
and ‘logistics’ a highly mediated one, and thereby subject to
a lot of negotiation and consensus-building. This process,
again whilst having clear advantages, is also time consuming
and often slow.

6.1.7 The situation is further slightly complicated by the fact that a
small amount of education and training activity is also
undertaken by TCS (not part of either SAMHS or CAMHS) and
now the UCLP-related Psychological Therapies Development
Unit that is part of SAMHS though operating in a more
autonomous fashion (and not part of the SAMHS education
and training service line).

6.1.8 That said, the Education and Training Executive is a strong
team with a good chemistry between its members and which
brings a high level of cohesion to strategic planning along
with a capacity to make things work within and across the
directorates.

6.2 Profile of education and training within the Trust

6.2.1 Whilst education and training represents half of the Trust’s
turnover, this activity is not always as conspicuously visible as
its clinical activities from the Trust’s presentation of itself,
even within internal reports.

6.2.2 Many internal documents refer to the Trusts activities ‘as if’
they were co-terminous with clinical activities alone. And a
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there are a number of structures and reporting mechanisms
which have their own stand-alone status (e.g. Clinical
Governance) whose equivalents are more ‘buried’ within
DET.

6.3 Segregation of financial reporting on education and training

6.3.1 The two points made above are slightly aggravated by the
segregation of financial reporting on education and training.
In the normal reports received by the board, this is ‘chopped
up’ between the two directorates and DET. There is no
natural clustering of financial information relating to the
totality of this activity as it is divided up between these
different cost centres.

6.3.2 This means, for example, that there is no clear ‘read across’
from the income and expenditure targets and projections for
the education and training business activity of SAMHS and
CAMHS, and the resources needed to deliver this business
activity within DET.

6.3.3 This is not meant as a big point and there should be a simple
way of producing a consolidated form of reporting for
education and training, especially once the SAMHS service
line has been properly configured.

6.4 The Trust is undergoing significant levels of change currently, and
nothing said here points to any immediate proposal to look at
changing the overall organisational architecture. However, over
time, it is important to constantly review whether the structure we
have is as fit for purpose as it may be in pursuing the objectives of
the Trust.

Current situation and strategic priorities

7. Recent developments

7.1 Establishment of clusters. All of the postgraduate courses have now
been organised into clusters, and Cluster Leads appointed (seven
within CAMHS, four within SAMHS – see Appendix 3 for list of
clusters). The Cluster Leads will play a crucial part, not just in the
management of the courses, but in the marketing of courses, and
then the assessment and development of the portfolio.

7.2 Consolidation of e-Learning Unit within DET with new post of
Associate Dean. The development of e-learning within the Trust has
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been led over the last 1½ years by Professor Stephen Briggs. At the
same time he has been acting as the Associate Dean for SAMHS and
beginning the work of establishing an education and training service
line within this directorate. We have taken the view that these are
two different roles, and have asked Professor Briggs to focus on the
e-learning enterprise. We have therefore located the e-Learning Unit
within DET, with Professor Briggs as an Associate Dean for e-
Learning (at 4 sessions per week).

7.3 The core of the e-Learning Unit has now been built, and two
excellent appointments made to provide a very strong team: Nick
Fernando, Project Manager and Diego Montes, Unit Administrator.
Our plans for e-learning attracted a special grant from NHS London
of £100,000 in 2011/12. The business model for the development of
e-learning in 2012/13 is now being finalised and a range of e-
learning courses are currently in preparation for an autumn 2012
launch. A separate paper on e-learning development will shortly be
available.

7.4 New Associate Dean for SAMHS. The move described in 7.3
necessitates the appointment of a new Associate Dean for SAMHS
(at 4 sessions per week). This post has now been advertised
internally, and it has created a great deal of interest. We expect to
appoint to the post by the end of April/beginning of May.

7.5 Quality Assurance Agency Review of Educational Oversight (QAA
REO). The Trust has recently successfully completed two major
academic reviews. The first was occasioned by the Trust’s need to
acquire Highly Trusted Sponsor status with the UK Border Agency
(UKBA) – to get a cap on the numbers of overseas students we are
allowed lifted - and a QAA REO is a necessary (and broadly
sufficient) condition. The report highlighted in particular the
following areas of good practice:

 the Trust’s arrangements for the management of academic
standards are comprehensive and effective

 the thoroughness of the engagement with the Academic
Infrastructure enables the Trust to provide very clear
parameters for delivering learning opportunities

 the Trust’s innovative library service provision is
comprehensive and effective, and its active use of social
media and blogging to support student learning belongs to
sector-leading practices

 the Trust has put considerable commitment, value and
investment into procedures and policies for public
information

 public information reflects exemplary practice in the
openness, transparency and availability of a wide range of
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documentation including programme specifications,
student handbooks and the Trust’s policies and practices.

7.6 University of East London (UEL) Academic Review. The second was
the periodic Academic Review undertaken by UEL. Again, the review
was extremely positive. Various areas of developing practice were
welcomed by the Panel (but couldn’t yet be commended as they
were intended or not at present fully realised or embedded):

 the restructuring of course organisation with the
appointment of Cluster Leads

 the robust plans the Trust has to position itself in national
and international training markets.

 the multi-layered strategy the Trust has articulated to
address the changing external climate including its plans in
relation to diversity.

The Review presented the following formal Commendations:

 evidence of student engagement in the delivery and review
of teaching and learning - through course committees and
participation in student feedback processes

 the Trust’s model of clinical and academic learning – praised
by employers and students alike including the opportunity
for small group work

 the Trust’s library resources which are acknowledged as
being innovatory within the sector

 flexibility of the Trust in its thinking and approach towards
training in the current challenging political climate.

7.7 NHS national education and training contract – via NHS London –
confirmed. The National Training Contract has now been agreed and
signed at a standstill contract price of £6,828,800 (exc. VAT) going
through to 31 March 2014.

7.8 Annual fees for 2012/13 set. Annual fees for 2012/13 have been set
taking into account the reductions in HEFCE funding. The Education
and Training Executive also strove to achieve a much greater level of
consistency and simplicity in fee levels between types of course. It is
aimed to go further with this approach for next year.

7.9 Productivity. The whole of the education and training enterprise is
subject to the productivity exercise currently underway (within
CAMHS and SAMHS, and within DET), with implications for re-
structuring.

8. Strategic priorities for 2012/13



Page 12 of 17

8.1 In terms of the analysis offered in sections 3 and 4 in respect of a
rigorous appraisal of the marketability and profitability of the
portfolio, and a commensurate re-shaping of the portfolio, then the
game is already broadly set for 2012/13. The exception to this is e-
learning where a number of new (and correspondingly untested)
products will come on stream in the autumn of 2012 and after. But
apart from this, we are working with the portfolio we have.

8.2 Put focus on marketing as an immediate priority. The main impact
we can have on the success of the enterprise this next academic year
is through a vigorous and sustained marketing campaign. This is a
major focus of our attention currently, working closely with the
Commercial Directorate, especially our excellent Commercial
Manager, Georgina Selby. The board will already be aware of the
Strategic Marketing and Business Plan. As part of this work, intensive
discussions took place between the Commercial Directorate and
Course Tutors to elicit as much market information about each of
the postgraduate courses. This has resulted in ‘tactical marketing
plans’ for each of the courses. This has been a hugely important step
forward and the 36 tactical marketing plans form a very useful
toolkit for a marketing campaign. However, as the marketing effort
is in the hands primarily of a single Commercial Manager, then
working to 36 separate marketing plans (not including the short
courses) is clearly not an optimally effective approach.

8.3 We have agreed therefore the following approach with the
Commercial Directorate:

8.3.1 ‘Brochures’ (pdfs) have now been produced for each of the
long courses, and these are now published on the website.
This process was completed two months earlier than has
been the case in the past. The effort expended on the
production of these individual course ‘brochures’ is massive,
and we do not intend to continue this approach in the
future. We will basically be moving from a print-based
aesthetic to a web-based aesthetic for individual courses.

8.3.2 The Dean and Commercial Manager, in liaison with the
Education and Training Executive, will together focus on a
number of key generic marketing initiatives, including for
example:

 Regular 2-weekly emails using our new database
system Raisers Edge, though currently based on
existing contact information (started)

 Commissioning of a display stand for use at
conferences, trade shows, etc. (done)

 An attractive DL-size card (done)
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 Purchase of new databases (in process)

 Targeted advertising (in planning)
 Attendance at key conferences (in planning)

8.3.3 This more active approach to marketing has already paid off
with an increase of some £50,000 from last year on the take-
up from the NHS London commissioned education contract
for CPPD (NHS London providers are allocated money for
CPPD and are then free to spend it with any health
education provider).

8.3.4 Between the marketing of individual courses primarily
through the website, and a range of generic marketing
initiatives, then we are developing a series of cluster-based
initiatives, drawing on the tactical marketing plans that were
developed.

8.3.5 There will be certain initiatives that will require extra specific
marketing. Request for these will now be considered by the
Dean and Commercial Manager and may be referred to the
Education and Training Executive.

8.4 Quickly firm up e-learning business model and strategy. This is
underway and will be completed shortly.

8.5 Maintain a focus on the five key areas of risk identified in the
Assurance Framework.

8.6 Develop a detailed map of our actual and potential market for
education and training. This is planned over the next two months.

8.7 Formulate a forward-looking strategic vision for education and
training. See below (sections 10 and 11).

8.8 Develop tactical plans for recruiting overseas students. Whilst this
has a clear relationship with the development of a strategic vision,
there is no reason to delay the necessary footwork on this key
component of business development.

8.9 Start to re-shape the portfolio for 2013/14. This is planned from
June/July 2012.

Developing a strategic vision

9. Plan and timetable for developing a strategic vision
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9.1 The Education and Training Executive have planned two awaydays
with the precise purpose of formulating a forward-looking strategic
vision for education and training for the Trust: on 17 April and 26
May. The first one involves primarily the Executive itself (though
including the Commercial Manager) while the second will also
involve the Cluster Leads. The Heads of Discipline will also be
engaged.

9.2 I would anticipate this work being completed at the end of
June/beginning of July.

10. Constituents of a strategic vision

10.1 Without wishing to pre-empt the discussion that will take place at
the two away days, the various potential constituents of a strategic
vision have already begun to be rehearsed. Some of these are:

 Quality and excellence as a hallmark of our training
 Education and training grounded in a refreshed version of

the Trust’s core vision: need for a strong and unique
identity

 Marketability and profitability

 Employability: focus on career pathways and meeting
employers outcomes

 Equalities and diversity as a hallmark of our training: we
will aim to be leading champions of this area within mental
health and social care

 E-, blended and distance learning

 Internationalisation
 Regionalisation

 Modularisation
 Strengthening quality of teaching

 Importance of physical infrastructure and support facilities
including library

 Delivery infrastructure.

Malcolm Allen
Dean of Postgraduate Studies
16 April 2012
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Appendix 1

Education and training and the market place

Currently difficult to
navigate ‘sea’ of courses

11
clusters

Specific
professions:

psychotherapists,
social workers,

teachers,
nurses,etc.

Communities
of interest:

old age,
refugees,
adoption.

etc.

International
and other
markets

Actual and
potential

market place

Pathways
and windows

Key building
blocks of the

Trust’s approach

Resources
and

infrastructure

Staff

Physical
space

Technology

Marketing
capacity
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Appendix 2

Structure of Education and Training

Delivery
CAMHS

Associate Dean
(Karen Tanner)

Delivery
SAMHS

Associate Dean
(vacancy)

Strategic responsibility
Dean of Postgraduate Studies

Education and Training Executive

Logistics
Department of Education and Training

Assistant Director (Matt Doocey)
Delivery

E-Learning Unit
Associate Dean (Stephen Briggs)
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Appendix 3

Education and Training Clusters

CAMHS

Course Cluster Cluster Lead
Child and Adolescent Psychotherapy Training
and Professional doctorate cluster

M80, M80(N) M80(S) and M18

Catrin Bradley

CAMHS Psychoanalytic cluster

M7 & Associate Centres, M9 &
Associate Centres, PC4

Katie Argent

Educational Psychology cluster

M4, M5, D67, M14
Martin Cook

CAMHS Systems cluster 1

D4, M6
Yvonne Ayo

CAMHS Systems cluster 2

M10, M21ster 1 and 2

Charlotte Burck

CAMHS Applications cluster A

D24, M22, M25(we still have students
on the course although we have no
new intake), M34, M42, D82, D42c,
CPD75, CPD25

Peter Griffiths

CAMHS Applications cluster B

D30, D1, D1R, M16
Anne Hurley

SAMHS

Course Cluster Cluster Lead
Adult Psychotherapy cluster

D12, D58, D59, D86, M1
Marilyn Lawrence

Applications in Adult Mental Health
cluster

D18, D65, M33, D9, P6,P20

Lydia Hartland Rowe

Social Work & Social Care cluster

M23, D50(M), D60(M), D61, D7
Julian Lousada

Management, Consultation & Groups cluster

D10, D10D, D11, M26
To be appointed


