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Council of Governors 

2.00pm – 4.30pm, Thursday 12th September 2013 

 

Agenda 

 

Preliminaries  

  

1. Chair’s opening remarks  

  Ms Angela Greatley, Trust Chair  

  

2. Apologies for absence  

  

3. Minutes of the previous meeting (Minutes attached)      p.1 

 For approval  

4. Matters arising   

 For noting  

  

Reports & Finance  

  

5. Trust Chair’s Report  

 Ms Angela Greatley, Trust Chair  For noting 

  

6. Chief Executive’s Report (Report attached)        p.9 

 Dr Matthew Patrick, Chief Executive For discussion 

  

7. Finance & Performance Report (Report attached)        p.16 

Mr Simon Young, Director of Finance & Deputy Chief 

Executive 

For information  

  

8. Governors’ Reports  

Governors For noting  

  

9. Website Update  

 Will Shaw, Website Project Officer For information 

  

10.  Processing Personal Data (Report attached)         p.24 

 Mr Jonathan Mckee, Governance Manager For information 

  

Quality & Governance    

  

A
ge

nd
a



 

 

11.  Constitutional Amendments – significant   

transactions 

(Report to follow)  

 Ms Terri Burns, Acting Trust Board & Company 

Secretary 

For approval  

For formal Governor approval   

   

12.  Council of Governors Objectives (Objectives attached) p.56 

Ms Angela Greatley, Trust Chair For approval  

For formal Governor approval   

   

13.  PPI Report (Report attached) p.64 

Dr Sally Hodges, PPI Lead For discussion  

   

   

14.  AGM Planning (Report attached) p.89 

Dr Sally Hodges, PPI Lead 

Ms Emma Heath, Communications Manager 

For noting  

   

15.  Gender Identity Development Service 

Report 

(Report attached) p.93 

Dr Polly Carmichael, Director of GIDS For discussion  

   

   

Conclusion  

  

16. Any other business  

  

17. Notice of future meetings   

Board of Directors Tuesday 24th September 2013 

Joint Board meeting Monday 28th October 2013* 

 

Board of Directors Tuesday 29th October 2013  

Board of Directors Tuesday 26th November 2013  

Council of Governors Thursday 5th December 2013  

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 unless otherwise 

stated. Directors’ Conferences are from 12noon until 5pm, 

except where stated. *Not open to the public 
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Council of Governors 

Part I 

 

Meeting Minutes, 2.00pm – 4.30pm, Thursday 27th June 2013 

 

Present: 

Ms Angela Greatley 

Trust Chair 

Ms Miranda Alcock 

Public: Rest of England & 

Wales 

Ms Natalie Baron 

Public: Camden 

Ms Mary Burd 

Public: Camden 

Mr Handsen Chikowore 

Public: Rest of London 

Ms Robin Solomon 

Staff: Senior, Clinical & 

Academic 

Dr Sara Godfrey 

Public: Rest of London 

Prof. John Joughin 

Stakeholder: UEL 

Mr Kryss Katsiavriades 

Staff: Administrative & 

Technical 

Ms Lauraine Leigh 

Public: Rest of England & 

Wales 

Mr Anthony Levy 

Public: Rest of London 

Dr Elena Rowland 

Public: Rest of London 

 

Dr Thomas Das 

Stakeholder: Camden 

CCG 

   

In Attendance: 

Ms Terri Burns 

Acting Trust Secretary 

Dr Matthew Patrick 

Chief Executive 

Mr Simon Young 

Director of Finance 

Mr Martin Bostock 

Senior Independent 

Director 

Ms Louise Lyon 

Trust Director 

Mr Philip Johnstone 

KPMG Representative 

Mr Richard Strang (NED) 

Audit Committee Chair 

Dr Ian McPherson 

Non-Executive Director 

Apologies: 

Prof. Nigel South 

Stakeholder: University of 

Essex 

Mr Farayi Chikowore 

Public: Rest of London 

Ms Simone Hensby 

Stakeholder: Non-

statutory Sector 

Mr Mark Pearce 

Public: Camden 

Ms Kate Davies 

Public: Rest of London 

   

 

Actions 
 

 

 

AP Item Action to be taken By Immed 

1 3 Minor amendment to previous minutes TB Immed 

2 6 GIDS to present at Council meeting TB Sept 13 

3 8 Ms Lyon to try to connect two projects working with media and gaming LL Dec 13 

4 9 Ms Key to be asked to provide an update on work relating to carbon emissions TB Dec 13 

5 9 Mr Young to send a note explaining the rise in consultancy fees SY Dec 13 

6 10 Rio to be considered at future meeting TB Dec 13 

7 11 Constitutional working group to be convened TB Immed 

8 12 Ensure membership forms are available in the Trust and inform Governors of time 

of membership stand 

TB Immed 
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Actions Agenda item 

 

Future  

Agendas 

 1. Chair’s opening remarks  

  

Ms Greatley welcomed everyone to the meeting and introduced Mr 

Johnstone, attending as a KPMG representative. 

 

   

 2. Apologies for absence  

 

 

 

 

 

As above. Ms Greatley thanked Prof. South for his service as a Governor 

and a long working relationship with the Trust. Ms Burns will contact the 

University of Essex regarding finding another representative. Ms Greatley 

also informed the Council that unfortunately Mr John Carrier will no 

longer be taking his place on the Council as he has been appointed 

Chairman of another Trust. A replacement will be taken under 

consideration. There are a number of options to consider. 

 

   

 3. Minutes of the previous meeting  

 

AP1 

 

The minutes were approved subject to a minor amendment.  

 

   

   

 4. Matters Arising   

 

 

 

Action points from the previous meeting were all completed. Ms Greatley 

reported that she had spoken to Mr Malcolm Allen about international 

students. It is now moving forwards and is a firm consideration in the 

strategy review plan. 

 

   

 5. Trust Chair’s Report  

 

 

 

Ms Greatley reported that she had attended a number of network events. 

There had been a great deal of focus on finance and also the future 

shape of health care providers and public health. 
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 6. Chief Executive’s Report  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AP2 

 

Dr Patrick reported that there had been a great deal of press coverage 

around mental health. Reports on face down restraint had caused 

controversy and it was unclear who should take responsibility. Governors 

raised the issue of why NHS Direct refers people to the police. It is 

emerging that mental health is a core part of police work.  

Dr Patrick stated that the cost of healthcare continues to escalate. A 

comprehensive spending review is being undertaken and there has been 

a suggestion that funding may be moved into the social care budget.  

Mr Levy asked who runs the current GIDS service in Leeds and how did 

the Tavistock end up locating there. Dr Patrick stated that it is a 

logistical partnership rather than a working one. The current service 

there is an adult service. Leeds is already a training base for the Trust. Dr 

Patrick suggested GIDS present at a future Council meeting.  

Ms Burd noted that Governors were involved in the CQC inspection visit. 

 

 

 7. Finance & Performance Report  

 

 

 

 

 

 

 

 

Mr Young reported that the budget had been agreed in March with a 

planned surplus of £150k and a contingency reserve. Savings for this 

year have already been found. The Trust is currently ahead of budget but 

this is not expected to continue.  

Mr Levy asked how much the bridging loan for the Day Unit build will 

cost. Mr Young stated that it is expected to cost 0.25% for a two year 

loan. The Trust is able to borrow for the whole cost of the project if 

needed.  

 

 

 8. Governors’ Reports  

 

 

 

Dr Godfrey reported that she had set up a meeting with Mr Malcolm Allen 
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AP3 

around media and games. Ms Lyon also stated that she had had some 

involvement on a similar project and would work to try to connect the 

two. Dr Godfrey also noted that Dr Sally Hodges had shown an interest.  

Dr Rowland reported that she had attended the Gloucester House open 

day and had found it very interesting. She offered any interested 

Governors the information she had received there.  

Ms Burd reported that she had held an informal Governors meeting. The 

main theme to arise was struggling with what the role of Governors is. 

She agreed to arrange another meeting. Ms Burd also reported that she 

was part way through a Governor’s leadership course and so far it had 

been extremely helpful.  

Ms Burd raised the issue of Governor attendance at committees. Ms 

Greatley noted that this had also been raised at the last Board of 

Directors. It will be considered at the next joint meeting.  

Ms Burd also noted that the question of whether Governors should sit on 

subcommittees of the Board had been raised in relation to the Governors 

new responsibilities under the Health and Social Care Act 2012.  

Prof. Joughin reported that the BA and MA in social work at the University 

of Essex had received commendation.  

 

 9. Annual Report 2012/13  

 

 

 

 

 

 

 

 

 

 

 

 

 

Ms Greatley welcomed Mr Johnstone to the meeting. Ms Lyon reported 

that Governor attendance at quality meetings has been very useful. She 

also stated that the Trust is very proud of the outcome monitoring 

results and thanked KPMG for their help in improving data accuracy, 

along with Ms Justine McCarthy-Woods for her hard work.  

 

Mr Johnstone informed the Council that KPMG had given a limited 

assurance opinion. They had considered the indicators and agreed those 

put forward. The standard indicators set by Monitor are not applicable to 

the Trust. Monitor had mandated one local indicator relating to number 

of incidents resulting in severe harm, however KPMG did not feel that it 
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AP4 

 

 

 

 

 

 

 

 

 

 

 

 

was auditable. These concerns have been expressed to Monitor.  

 

Mr Strang stated that the way the Quality Report had been prepared and 

the content have improved significantly over time. Mr Levy noted that it 

would be a useful tool to produce something that could be used as a 

wider communication tool. Ms Lyon stated that this is an area she is 

working on.  

 

Mr Levy asked about the quality of individual work within the Trust. Ms 

Greatley noted that as much information as possible needs to be made 

publically available. Dr Patrick stated that the CCGs are considering what 

data and outcomes make the most sense to make public. Outcomes that 

matter to people are not always what are currently measured.  

 

Ms Greatley drew the Governors attention to items on the agenda that 

will be marked as formal business for Governors’ information in future. 

Dr Patrick stated that the two main issues arising in the last year were 

the enactment of the Health and Social Care Act 2012 and the Francis 

Report. 

 

Mr Young reported that the Trust had achieved a surplus of £1.29m. It 

was higher than was required because of rolling productivity plans. That 

has also lead to higher restructuring costs. The Trust has a balanced 

budget for the new year. 

 

Dr Godfrey asked what plans were in place to meet carbon emission 

targets. Dr Patrick said this would need serious consideration, for 

example the windows all need replacing. Ms Pat Key will be asked to 

provide a note on what work is on-going and planned. 

 

Dr Rowland asked why clinical negligence costs are so high. Mr Young 

stated that it is a payment into a risk pool, made by all NHS trusts. There 

have not actually been any claims made against the Trust. Dr Rowland 

asked what the £11k costs for legal fees was spent on. Mr Young said 

this would be costs such as employment tribunals, contract consultations 

etc.  

 

Mr Chikowore asked why there was such a variation in training. Mr 

Young reported that the Trust had been an intermediary for an NHS 
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AP5 

 

 

London funded scheme.  

 

Ms Burd noted that consultancy fees had risen dramatically. Mr Young 

agreed to send a note explaining this when he had gathered more detail. 

Dr Patrick noted that it could be related to the new TCS model. 

  

 

 

 10. Annual plan 2013/14  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

AP6 

 

Mr Young reported that the plan is for three years starting this year. Dr 

Patrick noted that the structure is set by Monitor.  

Mr Young also reported that the unpublished financial template was also 

submitted to Monitor. No concerns have been expressed. There is an on-

going review of the upside plan and ways of ensuring further growth.  

Prof. Joughin noted that it is likely there will be an emergence of 

different kinds of partnerships and mergers in the future. Dr Patrick 

stated that the history of mergers in the NHS has not been very positive. 

It is being considered that different relationships may be better. Prof. 

Joughin said that it would make good strategic sense to consider ‘what 

if’ with regards to possible mergers.  

Mr Levy asked where the 5% non-NHS income would be calculated. Mr 

Young stated that no firm plans were in place yet.  

Ms Alcock asked if Rio would be replaced. Dr Patrick said that this was 

currently under consideration. Significant costs would be involved. Ms 

Greatley suggested Rio be considered at a later meeting. 

 

   

 11. Constitutional Amendments  

 

 

 

 

 

 

 

 

Mr Young reported that the power to approve mergers etc no longer 

rests with Monitor. There is no requirement to define significant 

transactions, however it would seem sensible to do so rather than 

assessing every transaction on merit.  

The Board suggested continuing with the Monitor definition of over 25% 
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AP7 

of the Trust’s assets or turnover. Ms Greatley noted that the Health and 

Social Care Act already covers non-NHS income, mergers, acquisitions 

and dissolutions.  

Ms Greatley raised the issue of the process for approval being formalised 

but noted that the Constitution would not be the correct place for this. 

Mr Levy stated that he did not agree with defining significant 

transactions. It would lead to a much greater level of development being 

required which would be very complicated. He also said that significance 

is much more complex than numbers and he would prefer to look to 

Non-Executive Directors to assess significance.  

Ms Greatley suggested accepting Monitors definition but looking to 

agree further procedural processes to put an explicit agreement in place 

for how it would work in practice.  

Ms Burd suggested further discussion was needed before an agreement 

could be reached. Dr Das said that the wording suggested that the text 

in the Constitution would be finite and would rather there was reference 

to a further test outside of the Constitution.  

Dr Patrick suggested considering future possible Non-Executives and 

Governors as this would affect them. He expressed concern that every 

transaction would be seen as significant. Ms Leigh felt that it would be 

prudent to include a definition.  

Prof. Joughin expressed concern that it was not clear what the proposed 

definition would mean. Ms Greatley proposed a working group to meet 

before the next Council meeting. The Council approved all other 

proposed amendments to the Constitution. 

 

 12. Membership Report  

 

 

 

 

 

  

There was some disagreement over the use of ‘Tavi’ branded stress balls 

as a way to attract people to membership stands in the Trust and at 

external events.  
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AP8 

Ms Burd asked why patients were not auto-enrolled. Ms Burns stated that 

this had been considered in the past but it was felt it would be putting 

too much  administrative pressure on departmental staff who already 

have a great deal of paperwork for each patient.  

Ms Burns agreed to make sure that membership application forms are 

readily available in waiting rooms and email Governors regarding dates 

for the membership stand. 

   

 

 

13.  NHS Mandate  

  

Noted. 

 

 14. Any other business  

  

It was noted that the date of the AGM had changed to 16th October. 

 

  

 

 

 15. Notice of future meetings  

   

 Noted.  
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Council of Governors : September 2013 

 

 

Item :  6 

 

 

Title :  Chief Executive’s Report 

 

 

Summary :   

 

This paper covers the following items: 

 

1. Introduction 

2. Portman Clinic 

3. Strategic Clinical Network 

4. And Finally…. 

 

 

For :  Discussion 

 

 

From :  Chief Executive 
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Chief Executive Report 

 

1. Introduction 

 

1.1 It is with deep and mixed feelings that I am writing to formally let 

the Council of Governors know that I will be leaving the Trust on 

the 11th of October.  As you will know, in early July I was offered 

the role of Chief Executive of SLaM (South London and Maudsley 

NHS Foundation Trust), and after giving the matter a great deal of 

thought, decided to accept.  

 

1.2 I have worked at the Tavistock and Portman for 24 years, and 

although I originally trained at the Maudsley this has been my 

professional home and the place where I have grown up. I have 

been in Board level posts here for some 9 years now, firstly as 

Trust Director and then as Chief Executive. The prospect of 

leaving is, thus, a source of real sadness for me, but the 

opportunity is also very significant. 

 

1.3 SLaM is one of the largest mental health trusts in the country, and 

like the Tavistock and Portman, it has a long history. The 

Maudsley and Bethlem in particular date their origins back to 

1247. Over the past 100 years the organisation has perhaps been 

most associated with medical and biological approaches to 

psychiatry. In more recent years, however, there has been a much 

greater overlap of interests with the Tavistock and Portman such 

that we now have a number of joint projects with SLaM. 

 

1.4 Planning for succession is now well underway with the aim that an 

appointment should be made in early November. Simon Young, 

Finance Director and Deputy CEO, has agreed to act as interim 

CEO in the period after I leave. This is more than a caretaker role 

as the annual plan needs continued energy and drive to ensure its 

delivery and I know that Simon is looking forward to this 

challenge. 
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1.5 Transitions such as these are always difficulty, but we are lucky in 

the exceptional strength of our executive team, Board of 

Directors, Council of Governors and staff more broadly. We are 

also in a strong position financially within the current financial 

year as Simon will report in the Finance and Performance Report. 

 

1.6 I owe a great deal to the Tavistock and Portman and very much 

hope that links across the river can be sustained. 

 

 

 

 

2. Portman Clinic 

 

2.1 On Thursday 11th July an article was published in the Camden 

New Journal about the possible new build in the rear car park of 

the Tavistock Centre site. This was followed by an article in the 

Mail Online on Friday 12th. Both gave a very unfortunate and 

inaccurate representation of the project. 

 

2.2 The Council should be assured that full risk assessments have 

been undertaken, that there is no access from the Portman to the 

new build in any plans, and that the plans involve full screening 

and separation both in terms of soundproofing and visual 

barriers. 

 

2.3 I have attached a copy of the press release made available to both 

papers. 

 

3. Strategic Clinical Network 

 

3.1 Colleagues will recall that in April I took on the role of chairing 

the mental health Strategic Clinical Network for NHS England 

London Region. In fact the role involves establishing the network 

as prior to April no SCNs existed. 
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3.2 The aim of SCNs is to function as ‘Engines for change and 

improvement across complex systems’. Their focus is meant to be 

on big issues with the aim of delivering lasting change. The 

mandate includes supporting clinical commissioners through 

guidance on evidence, best practice, innovation and care pathway 

design. 

 

3.3 The past few weeks have been busy for the SCN. In July we held 

our formal launch. Around 100 people came and I felt that there 

was a real commitment to delivering much needed change across 

London. 70% of those attending said that they wanted to be 

involved in delivery of the SCN aims and objectives. 

 

3.4 A part of the launch involved scoping priorities, and these are 

now coming into much sharper focus. Initial priorities include 

primary prevention and early years; mental health within primary 

care; the psychosis care pathway; the urgent assessment care 

pathway; and the interface between mental health and long term 

physical conditions. 

 

3.5 We are very lucky in London to have an identified group of CCG 

mental health leads, a number of whom are part of the SCN 

leadership group. The SCN has already been working with the 

CCG mental health leads and with UCL Partners to establish a 

formal CCG mental health leaders network. 

 

3.6 We are in the process of establishing a national mental health SCN 

network, so that we can easily share work that each SCN is 

undertaking. 

 

3.7 We are also establishing a pan-London Academic Health Science 

Network mental health group, to ensure that the SCN ambitions 

are sensibly aligned with those of the AHSNs and to support pan-

London shared projects where appropriate. 
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3.8 Lastly, we have formed a really strong relationship with Public 

Health England, and the Mayor’s Health Improvement Board has 

now identified mental health as one of its five priorities. 

 

 

4. And Finally…. 

 

4.1 On Thursday 11th July a very joyous event took place, namely FNP 

Next Steps. The Board will be aware that FNP, or Family Nurse 

Partnership, joined the Trust at the beginning of April. 

 

4.2 The event offered an opportunity to highlight the work of FNP, to 

draw attention to the new website, and for people to meet and 

celebrate this new phase in the roll out of FNP. 

 

4.3 We were delighted that our partner organisations, the Impetus 

Trust and the Dartington Social Research Unit were able to join 

us. 

 

4.4 Perhaps the highlight of the evening was the stories told by three 

graduates of the programme. Their courageous and honest 

stories certainly took me close to tears and conveyed to me most 

powerfully what a tremendous programme this is, and how 

consistent it is with the work of the Trust.  

 

 

 

 

 

Dr Matthew Patrick 

Chief Executive Officer 

September 2013 
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12 July 2103       Ref: PS004.13 

 

Press statement in relation to Portman Clinic and the Day Unit 

 
High-quality, safe care is our main priority for all the patients we see, and for the 
children who attend our Children’s Day Unit, currently based in Daleham 
Gardens. 
 
For a variety of reasons we need to relocate the Day Unit and we have been 
looking at a range of options for a new venue. 
 
One option under evaluation is a rebuild on the rear car park of the Tavistock 
Centre in Belsize Lane, adjacent to the Portman Clinic, but separate from it.   
 
As part of our evaluation, we have run a series of internal and external 
consultations. Staff have been invited to share their views and to comment on the 
developing plans.  
  
We are still at the early stages of planning this possible development, and a final 
decision and time lines remain under review. 
 
If the rebuild does go ahead, there would be no direct access from the new 
Children’s Day Unit to the Portman Clinic. 
 
The build specification is such that the new Unit would be completely self-
contained.  
 
We have already worked very closely with all parties potentially involved in the 
initial planning for this possible development (planners, architects, Portman 
Clinic, the Day Unit and local residents) to ensure that the new building and the 
Portman Clinic will be sound-proofed and screened from one another  - keeping 
noise levels to a minimum and ensuring the privacy of the children through 
screening and planting to keep the two services entirely separate from one 
another.  
 
It is simply not true to suggest that people within the Portman Clinic would be 
able to observe the children in the Day Unit. 
 
A spokesperson for the Tavistock and Portman NHS Foundation Trust said:  
 
“We are proud of our services and our tremendous record for service quality and 
safety over almost 100 years. 
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“We would, of course, do nothing that endangered or disturbed our patients and 
we take our responsibilities very seriously.  Our record for safety and quality has 
been acknowledged over many years by a wide range of official inspectors as 
well as by the health and local authorities which commission our services, and by 
our patients themselves. 
 
“All the patients that we see here are living and being treated within the 
community. We have robust safeguarding and reporting measures, and work 
closely with partner organisations, to ensure the safe management of all our 
patients in the community.  The Portman Clinic has a long, established history of 
successful treatment with its patients that attend the clinic.  
 
“We fully risk-assess every activity that takes place in the Trust and as part of our 
planning we have conducted a full risk assessment on the potential new build.   
 
“We do not currently perceive this potential move to pose any significant risk to 
anyone that we see. We have safely managed children, adult and forensic 
services for many years and will continue to do so.  Both the Day Unit, the 
Tavistock Centre and the Portman Clinic have their own rigorous internal 
safeguarding policies and procedures and we would expect, as with any other 
matters, any concerns to be raised and escalated as appropriate via those 
routes.” 

 

Ends 

For further information please contact:    

 The Press and Communications Officer 0208 938 2571.  
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Council of Governors : 12 September 2013 

 

                  

Item :  7 

 

 

Title :  Finance and Performance Report 

 

 

Summary: 

The Trust’s surplus remains ahead of plan after 3 months.  

Though this is partly due to timing, we expect to achieve or 

exceed the planned surplus for the year. 

Monitor has confirmed a Financial Risk Rating of 3 on the 

basis of the Strategic Plan figures; but a rating of 4 is 

expected for quarter 1, as a result of the higher surplus.  

Liquidity remains satisfactory. 

The governance rating is green, and is expected to remain 

green. 

This report includes a section on non-NHS income, covering 

the provisions of the 2012 Act. 

 

 

 

For :  Information 

 

 

From : Director of Finance 
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Finance and Performance Report 

 

1. Compliance with Authorisation 

1.1 Monitor uses two rating mechanisms – the governance rating and 

the financial risk rating – to assess the risks that a Foundation 

Trust will breach its terms of authorisation or its statutory 

obligations.  These two ratings are published five times a year: 

based on the Strategic Plan submitted in May each year; and on 

the information the Trust provides quarterly. 

1.2 Monitor has proposed a new Risk Assessment Framework to take 

effect from October 2013, with substantial changes from the 

previous system.  Consultation on this closed at the beginning of 

April, and we have just heard that the Risk Assessment Framework 

is due to be published at the end of August.  An update will be 

provided at the meeting. 

1.3 In the meanwhile, the existing Compliance Framework remains in 

force.  The financial risk rating is on a scale of 1 to 5, based on a 

set of five ratios.  Ratings of 3, 4 or 5 are considered satisfactory.  

Foundation Trusts with a rating of 1 or 2 are required to present 

further information including a recovery plan, and to report 

monthly instead of quarterly until performance improves.  

1.4 The governance rating is on a scale Green, Amber-green, Amber-

red and Red.  Again, a Foundation Trust not rated Green will be in 

further dialogue with Monitor. 

1.5 Monitor wrote on 5 August to confirm that they have completed 

their review of our Strategic Plan.  The Trust is not required to 

take part in a “stage 2 review”; and our ratings are 3 and Green, as 

expected. 

1.6 Recent and current ratings are shown in the table below: 

 

  2012/13 

Quarter 3 

2012/13 

Quarter 4 

2013/14 

Plan 

2013/14 

Quarter 1 

Governance  Green Green Green  Green* 
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Financial Risk 4 4 3 4* 

   * = Expected rating; should be confirmed before the 

meeting. 

 

1.7 Our aim and expectation for the future is to maintain the green 

governance rating and a financial risk rating of at least 3. 
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2. Income and Expenditure 

2.1 The budget for 2013/14 is for a surplus of £150k.  There is a 

contingency reserve of £350k and a reserve of £170k for 

investment.  This has been made possible by the productivity 

savings made last year, and by other changes.  The budget is not 

dependent on additional savings being identified and 

implemented in-year.   

2.2 After three months, the surplus remains well ahead of plan.  As a 

result, the EBITDA margin is also significantly higher than plan 

(see table below), which results in the expected Financial Risk 

Rating of 4 for the first quarter. 

2.3 These results are partly due to the timing of some expenditure.  

The surplus is expected to reduce in the coming months, but we 

expect to achieve or exceed the plan for the year.  The 

contingency reserve may not be fully utilised.  As always, however, 

some risks remain. 

 

Statement of Comprehensive Income 

 

2012/13 2012/13 2013/14 2013/14 

 

Plan 
Final 

Accounts 
Plan 

Actual,  

3 

months 

 

        

 

£000 £000 £000 £000 

 

        

Income 34,383  36,163  38,438  9,045  

 

        

Expenditure (33,297) (33,962) (37,317) (8,307) 

 

        

EBITDA * 1,086  2,201  1,121  738  

 

        

Depreciation, Dividend and 

Interest (935) (903) (971) (261) 

 

        

Surplus before Restructuring costs 151  1,298  150  477  

 

        

Restructuring Costs ‡ (1,600) (2,035) 0  (4) 
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Surplus/(Deficit) after 

Restructuring (1,449) (737) 150  473  

 

        

EBITDA* as a % of income 3.2% 6.1% 2.9% 8.2% 

     * = Earnings before Interest, Tax, Depreciation and Amortisation 

‡ = Excluded from calculation of financial risk ratings 

 

2.4 Some new projects did not start in quarter 1, resulting in both 

income and expenditure being slightly lower than planned, 

though with little effect on the net surplus.  Funding is now 

agreed by commissioners or expected to be agreed shortly, so 

that these projects can commence. 

2.5 As set out in the 2013 Strategic Plan, the Trust will need to make 

some £3.0m savings in order to meet the national efficiency 

targets over the following two years.  Though savings are not 

needed for the current year, work on a productivity savings 

programme for the future is under way, so that the efficiency 

improvements and savings can be identified in time for the 

2014/15 budget.  Where staff numbers are reduced through 

efficiencies, we will be aiming to redeploy wherever possible.  No 

significant redundancy costs are allowed for in the plan.  

3. Capital Expenditure  

3.1 The capital budget for 2013/14 is £2,317k, including £1,725k on 

the building project approved by the Board in January.  

Preparatory work on this project is continuing, and the Board is 

due to confirm the go-ahead at the end of September. 

3.2 Capital expenditure in the first quarter was £97k.  

4. Cash 

4.1 The total in the Trust’s bank accounts at 30 June was £1.3m.  This 

was slightly below the projection of £1.6m, due to a delayed 

payment from one major commissioner (received in July), offset by 

the effects of the higher surplus.  The cash balance increased to 

£3.9m at 31 July; and though it will reduce from this level, it is 

F
in

an
ce

 &
 P

er
fo

rm
an

ce
R

ep
or

t

Page 20 of 105



 

  Page 6 of 8 

expected to remain at £1.0m or higher for the rest of the year and 

for 2014/15.   

4.2 The costs of the major building project are to be funded by a 

bridging loan from the Foundation Trust Financing Facility.  

4.3 The Trust has a working capital borrowing facility of £2.4m 

(approximately 1 month’s operating costs) arranged with a bank.  

This is to ensure liquidity in the event of any short-term difficulty: 

e.g. delay in payments from our larger commissioners.  We have 

not used the facility; and we do not currently plan to do so. 

5. Income from goods and services for the purposes of the health 

service in England 

5.1 When the 2012/13 Accounts and the 2013 Plan were reviewed at 

the last Council of Governors meeting, a question was asked 

about the  new requirements of the Health and Social Care Act 

2012, regarding a Foundation Trust’s income. 

5.2 Under section 164 of the 2012 Act: 

“An NHS FT does not fulfil its principal purpose unless, 

in each financial year, its total income from the 

provision of goods and services for the purposes of the 

health service in England is greater than its total 

income from the provision of goods and services for 

any other purposes.” 

and 

“An NHS FT which proposes to increase by 5% or more 

the proportion of its total income in any financial year 

attributable to activities other than provision of goods 

and services for the purposes of the health service in 

England may implement the proposal only if more than 

half of the members of the council of governors of the 

trust voting approve its implementation.” 

These requirements replace the “private patients’ cap” which was 

included in the 2003 and 2006 Acts.  Unlike that cap, they apply 

to all income, not just patient services. 
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5.3 In the Tavistock and Portman NHS FT’s 2012/13 Accounts, Note 

2.3 shows how much of our patient services income1 is paid for by 

the NHS; but the other types of income, notably education and 

training, are not split in this way.   

5.4 However, this information is captured in one of the supplementary 

forms (FTC 6) which were audited and submitted to Monitor.  

Using these figures, the table below provides a new version of 

Note 2.3, which we will publish in future years: 

 

2012/13 Income 

Funded 

by the 

NHS in 

England  

Local 

Authorities 

Other 

government 

sources 

Other 

sources 
Total 

 

£000 £000 £000 £000 £000 

Patient services 11,493 3,163 29 777 15,462 

Education and training 12,778 139 1 3,352 16,270 

Research and development 346 0 0 8 354 

Other income 875 393 1,781 1,028 4,077 

Total income 25,492 3,695 1,811 5,165 36,163 

      % of total 70.5% 10.2% 5.0% 14.3% 100.0% 

 

5.5 In 2012/13, 70.5% of our income came from NHS sources in 

England.  The proportion is not expected to change radically in 

2013/14.  So we are well over the 50% target. 

5.6 However, these figures are based on who paid us, not necessarily 

the original source of funding.  Where a service is jointly 

commissioned and funded, NHS funding could come to us via a 

local authority (e.g. Herts CC) – or vice versa (e.g. Camden).    

Assuming that “income from the provision of goods and services 

for the purposes of the health service in England” means income 

that is funded originally by the NHS, then the true total will be 

                                                 
1
 Patient services income is described in Note 2.3 as “Income from activities,” an odd 

term which used to be required in the standard format for all NHS Trusts, but which 

we will drop in the 2013/14 Accounts. 
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somewhat more or less than 70.5%; but we may not know the 

detailed split between the original sources.   

5.7 It is not clear how the 2012 Act should be interpreted in such 

cases, either for the 50% rule or if the funding route changes.  It is 

likely that the drafters were not primarily concerned with local 

authority funding when they used the phrase “any other 

purposes,” but that is what the law says. 

5.8 If we interpret the second requirement as meaning a proposal to 

increase the non-NHS income by more than 5% of our total 

income, then at present this would mean a rise from 29.5% in 

2012/13 to more than 34.5%.  If the total remains similar, this 

would mean an increase of some £1.8m.  The Trust’s 2013 Plan 

does not include any such proposals; the main change is the 

addition of the Family Nurse Partnership national unit, which is 

almost entirely funded by DH for the purposes of the health 

service in England. 

5.9 If in any future year, the Trust’s proposed plans would increase 

the proportion of income attributable to activities other than 

provision of goods and services for the purposes of the health 

service in England by more than 5% of the total, these proposals 

would be presented to the Governors for approval, as required by 

section 164 of the 2012 Act.  

 

 

 

 

Simon Young 

Director of Finance and Deputy Chief Executive 

21 August 2013 
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Council of Governors : September 2013 

 

 

Item :  10 

 

 

Title :  Processing personal data 

 

 

Purpose: 

 

The purpose of this report is to set out what personal data 

the Trust holds, why it is held, who holds it, with whom it is 

shared, and how we know it is managed safely and securely.   

 

A summary of information governance performance and 

assurance processes is given. 

 

Governors are encouraged to comment on this outcome and 

these arrangements; suggestions for improvement are 

welcome. 

 

 

 

This report focuses on the following areas: 

 

 Quality 

 Patient / User Experience 

 Patient / User Safety 

 Risk 

 Communications 
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For :  Information 

 

 

From :  Jonathan McKee, Governance Manager 
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Processing personal data 

 

 

1. Introduction 

 

1.1 The link between good performance in patient and education 

services and good governance is well documented.  The Trust has 

invested in governance activity as the Trust has grown. 

 

1.2 The Trust is pleased to achieve consistently good outcomes in its 

information governance (IG) performance. 

 

1.3 National guidance recommends that Trusts inform users how 

their information may be used and the types of organisation it 

may be disclosed to, and the Trust has done this to some extent. 

 

1.4 This paper is a means of achieving that aim to a fuller extent, 

within the context of the Trust’s operations and approach. 

 

 

2. How the Trust performs overall and how this compares with other 

organisations 

 

2.1 The Trust reports its performance on information governance 

matters to the Health and Social Care information Centre via the 

Information Governance Toolkit.  Overall, recent figures indicate a 

high level of compliance with national standards: 
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% IG compliance scored by year 

*forecast 

 

 

2.2 In the last two years, the Trust was 5th then 4th best Trust in 

London. 

 

 

3. What, why, who, where 

 

This table is a summary; there are a number of distinct 

information assets in each category.   

 

 

What 

data is kept? 

Why 

is it kept? 

Who 

is responsible 

for it? 

Where 

else is it 

shared? 

Patient data Good practice 

to keep 

records; staff 

need to 

understand 

effectiveness 

of treatment  

Clinical 

Directors of 

CAMHS and 

SAAMHS 

Nowhere: 

outcomes are 

psuedonymised 

eg how many 

appointments 

so the Trust 

gets paid 

Staff data To track 

performance 

Line managers 

and HR 

Payroll, NHS 

Pensions 

0 

10 

20 

30 

40 

50 

60 

70 

80 

90 

2010/11 2011/12 2012/13 2013/14* 
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and 

remuneration 

department Agency, 

Counter Fraud 

Research For accuracy 

checking 

Director of 

Research 

Nowhere: 

results are 

anonymised 

Board papers This is the 

official record 

of high level 

decisions 

Trust 

Secretary 

Nowhere 

Student 

records 

To track 

performance 

so awards can 

be made 

The Dean University 

partners 

Consultancy 

records 

To track Director of 

Consultancy 

Nowhere 

Finance 

records 

For reasons of 

probity 

Director of 

finance 

Nowhere 

 

 

Apart from Trust staff, the internal and external auditors will 

spot-check data to ensure that the Trust is keeping good records.  

Likewise, regulators also spot-check records, for example, the 

patient care regulator is the Care Quality Commission who states: 

 

We may also check records when we inspect and check 

compliance with the standard relating to consent.  For example, 

there are some circumstances when GPs need to obtain written 

consent from patients - one of the ways we would check this is 

to look at records held by the practice. 

 

In most cases it will not be practicable for us to contact patients 

before we look at their records.  However, we will consult with 

patients where it is practicable to do so and will take any 

objections into account when deciding whether to use our 

powers to access their records.  Provided that our actions are 

proportionate, our powers under the Act allow us to do this. 
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The Act also places strict controls upon the disclosure of 

confidential personal information by CQC.  These controls, 

which are additional to the provisions of the Data Protection Act 

1998, make it a criminal offence for CQC to disclose confidential 

personal information other than for defined purposes. 

 

 

4. Consideration of compliance 

 

4.1 The Trust believes it has a good record in both these areas, but 

national guidance invites feedback from users.  The Trust, in 

consultation with auditors and the PPI Committee, has decided 

that it would not be appropriate to use precious time with its 

distressed patients to consider this issue in patient sessions.  

Instead, comment is invited from governors in order to give a 

proxy view. 

 

4.2 The evidence for compliance is in three parts: the overall 

performance of the Trust in IG matters (see section 2 above); the 

information given to patients; and the supporting information 

given to staff. 

 

4.3 The information provided to patients is available on the Trust 

website, it is also highlighted on posters, and there are leaflets in 

the patient waiting areas.  The leaflet has been enclosed with 

these papers. 

 

4.4 The information provided to staff is set out in appendix 2. 

 

 

4 Conclusion 

 

The Trust meets all the external requirements on processing personal 

data and performs to a level higher than the minimum set, which 

compares favourably with other Trusts.  Nevertheless, the Trust would 

like to take governors’ views and consider these as part of routine 

reviews and updates of procedures and information. 
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5 Questions for governors 

 

Governors are invited to consider and comment on: 

 

a) The Trust’s performance and approach overall 

b) Whether publicity materials about the use of patient information 

are prominent and available to an adequate extent 

c) Whether those publicity materials are understandable 

d) Whether users are satisfied with this publicity 

 

 

Jonathan McKee 

Governance Manager 

31st August 2013 
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Appendix 1 : how the Trust measures its IG performance and 

how the results are checked 

 

 

Dual approach 

 

The Trust has two approaches: one looks at compliance with a given 

standard (eg 95% of staff should receive training each year); the other 

looks at the care of data in a given system or ‘asset’ (eg patient 

records in CAMHS).  There are 44 IG standards, and 41 information 

assets. 

 

The compliance standard scores are based on a self-assessed set of 

measures against requirements in the areas of: governance (100%), 

confidentiality and data protection (81%), information security (82%), 

clinical information assurance (93%), secondary use assurance (87%), 

and corporate information assurance (100%). 

 

The Trust implements the requirements through its policies and 

procedures; directors are responsible for ensuring their staff comply 

with the requirements, spot checks are undertaken at team level to 

ensure that this is the case. 

 

Each area of responsibility broken down into component parts and 

allocated to a manager (eg, data quality to the Medical Director) who 

makes quarterly reports to the Governance Manager who validates the 

evidence in the report (or considers the likely efficacy of the action 

plan to deliver evidence by the deadline).  For assets, the relevant 

director will be responsible for the records in that asset (eg Dean is 

responsible for student records). 

 

Reports by function and by asset are considered by the Management 

Committee and checked by the Information Governance Work Stream 

Group chaired by the Senior Information Risk Owner. 

 

These results are combined with others into a consolidated report 

(including other areas of governance and performance) which is then 
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sent for consideration by the Management Committee, then by the 

Board of Directors’ Clinical Quality, Safety, and Governance Committee 

(CQSG).  There are two governors and two non-executive directors on 

the CQSG. 

 

From quarter two 2013/14, a new Clinical Information Management 

Group has been established to support the delivery of action plans and 

related risk management. 

 

 

 

 

Checks 

 

Exceptional events are recorded on the Trust’s incident management 

system, complaints might also trigger investigation.  However, such 

events have been very rare. 

 

The Trust’s own assessment is independently assessed by the internal 

auditor, which reports to the Audit Committee.  The external auditor 

(appointed by the Council of Governors) also examines components of 

IG from time to time and reports to the Audit Committee. 

 

The Caldicott Guardian undertakes a separate patient-only based 

assessment of compliance against the Caldicott Principles. 

 

Over the last three years, the Internal Auditor has undertaken an 

extensive review of the evidence collected in support of the 

compliance process: the Trust received assurance and made some 

minor changes as suggested.  The External Auditor also undertakes 

exercises of elements of IG from time to time, no significant issues 

have been found. 

 

 

Additional checks 
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In February 2013 the Trust also invited the Information Commissioner 

to undertake an audit of data protection; the findings provided 

assurance of compliance and made several recommendations for 

improvement.  These were accepted by the Trust and implementation 

will be reported to the Information Commissioner in September. 

 

From time to time, external regulators (eg CQC) will also make their 

own checks. 
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Appendix 2 :  Guidelines for use of Patient Information 

 

 

1 Purpose & Scope 

 

These guidelines set out the Trust’s approach to ensuring compliance 

with section 251 of the NHS Act (2006) as set out in the Care Record 

Guarantee.  The guidelines relate to use of personal information and 

how individuals are informed about the use of their information. 

 

 

2 Definitions 

 

 Records –these may be electronic, paper, or a combination of 

both. 

 

 

3 Guideline1 and its application in practice 

 

The Trust takes consent for treatment and all related activities, 

including the use of patient information and the use of patient 

confidential information, when initial contact is established between a 

patient and clinician.  It will be for the clinician to use their 

professional judgement to decide to what extent discussion on 

consent will include consent for use of patient information; at all times 

the need for positive engagement in treatment shall be the overriding 

concern, though this must not be used as blanket exclusion. 

 

In discussion with patients, the following details of what kinds of 

information we store about people who attend our services, how we 

store this information, who might potentially have access to this 

information and for what reasons can be used: 

 

                                       

1 A Guideline: is a statement outlining the evidence directing an action 

based upon information issued by a professional or regulatory body or 

otherwise informed by legislation or case law 
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Storage of Patient Records; RiO 

The trust stores basic demographic information about 

patients on an electronic database called RiO.  RiO is used 

as a patient administration system only.  This means that 

the information stored on this system is only used to 

generate appointment letters, to record whether or not 

patients attended appointments and which appointments 

they have been offered.  We need this information to 

ensure that the organisations who pay for the 

appointments offered by the Trust (currently your local 

Primary Care Trust, but soon to be your local GP 

consortium) have details of numbers of people seen from 

the patient group for whom they are responsible.  

 

The information stored on RiO includes: 

 

 Name 

 Date of birth 

 Address  

 phone number 

 mobile phone number 

 appointments offered 

 appointments attended 

 where the appointments took place (e.g. in the 

community or in one of our clinics) 

 who attended the appointments (e.g. family members, 

clinicians or other professionals) 

 NHS number  

RiO has been designed to synchronise with the NHS 

‘Spine’ to ensure that all health services involved in a 

patients care have up to date demographic information.  

The NHS spine is a national database which has been 

designed to ensure that NHS professionals treating 

patients anywhere in the UK can have secure access to 

summary information to assist them with diagnosis and 

care.  The aim of the Spine is to provide safer, more joined 

up care and to improve patients’ access to services of 
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their choice.  Therefore, patient information demographic 

information on RiO will synchronise with the Spine 

(appointment information is not included in the 

synchronization.  

It is possible to ensure that patient information does not 

synchronise with the spine, by keeping a paper record 

only.  We will do this only in exceptional circumstances, 

because it is a condition of most of our contracts with 

commissioners that we store this information.  However, 

we do understand that there may be exceptional 

circumstances where it would not be appropriate to 

synchronise this information.  If you have any concerns 

about individual records, please talk to your assessing 

clinician in the first instance.  

Clinical Records  

We also keep a clinical record in paper form only (a file) on 

each patient who attends the trust.  In this file we keep the 

following information: 

 

 A record of appointments attended 

 Correspondence with others for example GPs or 

schools if permission has been given for contact 

 The original referral to the trust 

 

Within the Trust we operate a ‘need to know’ policy.  Your 

information will only be seen by those who need to see it 

and they will only be given access to the minimum 

information required.  

 

We may share relevant information with other health 

professionals involved in your care, like your GP for 

instance, but only if you have given us permission to do 

so.  If care is provided by other agencies such as social 

services and information is needed by them to provide 

that care, we will share information with those agencies.  

If you are involved with other agencies such as social 
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services we may share information with them where it is in 

your interests to do so.  We will ask your permission to do 

this. 

 

 

Others who may potentially have access to patient records 

 

Commissioners 

These are the people who pay for services we provide, so 

they need basic information to ensure that we are fulfilling 

the obligations on us to provide a quality service to a 

range of patients.  All information given to commissioners 

or service purchasers is a summary and linked only to NHS 

numbers (ie no names or other identifying information is 

provided).  

 

Auditors 

Our systems are checked by auditors to ensure that we are 

providing good quality services.  For example, checking 

records are properly filled, and that we are recording 

information safely and appropriately.  

 

Regulators  

The NHS has various checks and balances to ensure that 

we do what we say we are doing and that we are providing 

safe, good quality care.  An example of a regulator is the 

Care Quality Commission (CQC) which is an independent 

regulator that is tasked by Parliament to ensure that NHS 

providers provided quality care to their patients.  

Regulators may request access to records although this is 

very unusual.  

 

 

Access to records in exceptional circumstances 

There are some circumstances when others may request 

access to your records, but under all of these 

circumstances we will seek permission from you 
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beforehand, ie you will be informed of requests and you 

will be asked to give consent before anyone is given 

access to your records.  These circumstances might 

include:  

 

 Research that focuses on improving treatments or care 

processes through understanding these better.  

 Complaints; when a patient has made a complaint 

about services received, it may be necessary to share 

information with independent investigators. 

 Serious Untoward Incidents, for example when there 

has been a rare but very serious incident, such as a 

suicide, we may need to share clinical records with 

investigators. 

 Legal Cases or Reviews, when you have specifically 

asked us to disclose information to a solicitor.   

 

The only exceptions that apply would be when we are 

ordered by a court to do so; such cases are extremely 

rare. 

 

 

Personal access to individual records 

Occasionally patients ask to see their own records, and we 

suggest that this is discussed with the relevant clinician in 

the first instance, as it may not be necessarily be helpful 

to see summary information in written form.  If you do 

wish to see information in your file please contact our 

Corporate Governance Director, Pat Key who will deal with 

your request.  Our PALS Officer, Debbie Lampon, will also 

be able to help with this process.  

 

 

People to Contact for further information 

 

 

Name Job Title Regarding 
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Pat Key Director of Corporate 

Governance 

 

Access to patient 

records, subject 

access requests 

Debbie 

Lampon 

Patient advice and 

Liaison Officer 

Help with 

understanding any of 

the content of this 

document  

 

Richard Davies Caldicott Guardian Responsible for 

ensuring the 

protection of patient 

information 

Sally Hodges Patient and Public 

Involvement Lead 

 

 

If a patient objects to the use of their information, then the member of 

staff receiving this objection should inform the Information 

Governance Manager2.  Patient wishes will be respected as far as 

practicable. 

 

 

4 Relevant policies and procedures 

 

Consent Procedure 

Professional codes of conduct 

Access to health records policy 

Retention and Disposal Schedule 

 

 

 

5 References 

 

Care Record Guarantee 

                                       
2
 The IG Manager is the Trust Lead for ensuring that the Trust complies with 

mandatory requirements. 
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Confidentiality: NHS Code of Practice 2003 

Data Protection Act 1998 

NHS Act 2006 
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Sharing your health and 
social care information: 
It’s about making services 
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contents

Your information, your care 3

The power of information 4

Case study: Joining up health and social care 7

Case study: End of life care 8

Case study: Protecting young people’s sexual health 9

Case study: Helping make London safer 10

Case study: Aiding research 11

Reviewing the rules on information sharing 12

About London Connect 13

introduction

We trust the NHS and social services with 
information about ourselves whenever we 
need their help. And we trust them to keep this 
information confidential. 

We also expect that they constantly strive to 
improve their services and tailor them to our 
needs. What we may not always think about 

is that different services, even within the NHS, need to share 
information about us in order to give us the best possible care. 

There is therefore a balance to be struck between protecting 
information and sharing it – appropriately, legally and with proper 
safeguards. I know that this is something that can feel worrying 
for people, not just patients but also the professionals that care for 
them who simply want to be sure that they are doing the right thing.

This is why I welcome this guide which clearly highlights some 
of the ways in which careful sharing of information is bringing 
significant benefits to people like you all over London. 

— Dame Fiona Caldicott
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Whenever you go to your GP, or seek a social care service like home 

help, you tell them about yourself so that they can treat you or meet 

your care needs. In turn they make sure this important information  

is included in your notes. This makes perfect sense – after all, if you 

don’t tell them what’s wrong or what you think you need, they can’t 

help you.

You expect the NHS and social services to protect 
this personal and clinical information and maintain 
your privacy. But you also probably expect anyone 
involved in your care to have access to it so that they 
can give you the care and treatment that you need. 
You might not think much more about what happens 
to your information beyond this.

Using and sharing your 
information

The fact is that the NHS and social services need to 
use – and sometimes share – this information not 
only for your own care and treatment, but so that 
they can improve what they do and design better 
services for everyone. This is why it is important to 
understand what can – and indeed should – happen 
with the information that health and social services 
record about you. 

Protecting your privacy

What is important is that this information is 
governed by clear rules about how it is used and 
protected, and that everyone understands who has 
access to personal information and how and why 
they will use it.

Both the NHS and social services publish a Care 
Records Guarantee which tells you about how your 
personal information may and may not be used.  
See page 13 for links to the Care Record Guarantee.

Your information, 
your care

personal information

Personal information is any information 
which identifies you as an individual, such 
as your name and address, date of birth or 
your NHS ID number.

anonymised information

Anonymised information is information about you  
from which your identity cannot be determined, because  
personal identifiers (like name and date of birth) have 
been removed.

information protection

Your personal information – as well as how it is used and who it is shared with – is 
protected under law by the Data Protection Act 1998, the Common Law Duty of 
Confidentiality and your right to privacy under the Human Rights Act 1998.
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Research and analysis

Researchers can use your personal and clinical 
information, but only with your consent - or 
because special permissions apply (e.g. checking 
quality of care). Once recognisable information, 
such as names, addresses and NHS ID numbers are 
removed, researchers and analysts can also use this 
anonymised data to improve services.

Researchers use data to explore how well different 
treatments and care approaches work for different 
people. For example, anonymised data from medical 
records is now being used to understand whether 
and when people experience adverse reactions to 
medication, and which treatments work best to slow 
down the symptoms of dementia in different groups 
of people.

How is data helping research?

 § In Hackney, the number of Black Caribbean 
people who end up in hospital with cancer 
is higher than expected - this information is 
helping plan and improve services.

 § In Brent, more people with mental health 
problems end up in hospital than elsewhere – 
possibly because there is also relatively low use 
of specialist mental health services.

 § A lower percentage of babies receive a full set  
of immunisations in Merton than elsewhere  
in London.

 § Bexley has a lower rate of emergency hospital 
admissions than the London average. 

Sharing information matters

The idea of different organisations sharing your 
personal information can sound worrying. However, 
sometimes it is important that information sharing 
happens. To take a tragic example, the Baby Peter 
scandal was caused in large part by the failure of 
doctors and social workers to share information 
with each other. To take a more everyday example, 
many find it frustrating to have to repeat the same 
information over and over again to different health 
or care professionals. Some may have wondered why 
they didn’t already have that information or worried 
that they forgot to say something important. 

So, when might it be helpful for 
the NHS and social services to 
share information?

 § When an elderly person has been in hospital 
after a fall, and then needs help at home

 § When someone who has had a stroke needs 
ongoing rehab support and speech therapy

 § When a person with mental health problems is 
being treated as an outpatient at the hospital 
as well as being supported by their community 
mental health team and visiting group  
therapy sessions

 

The power of 
information

Across London, there are 

examples of how data can reveal 

how people are using services.

London

Merton
Bexley

HackneyBrent
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Making people’s 
preferences count  
– end-of-life care

For those that sadly are facing the 
last months of their life, a project 
developed by the Royal Marsden NHS 
Foundation Trust called Coordinate 
my Care, aims to support people’s 
preferences. The pilot has helped 
3,130 people create end-of-life care 
plans with the professionals that look 
after them.

Joining up health and 
social care services in 
North West London

In North West London, people with 
diabetes and people over 75 years old 
are benefiting from a whole new way 
of organising the health and social 
care services they need. It’s known as 
the Integrated Care Pilot and around 
24,000 have chosen to be part of this 
project so far.

How sharing information is helping . . . 
On the following pages, we tell you about five initiatives where the 

NHS and others in London are making a positive difference to people’s 

lives by sharing information.

Keeping young  
people healthy

Tackling sexually transmitted 
diseases and avoiding unwanted 
pregnancy is a high priority in 
London. To help young people get 
the information they need, data from 
the C-Card scheme, run in 23 London 
boroughs, is shared between sexual 
health services in different boroughs. 

Helping make  
London safer 

Hospital A&E departments see 
thousands of victims of assaults every 
year. A new London scheme is looking 
at A&E data and sharing the findings 
with the police and local councils, so 
that action can be taken to reduce 
violent crime.

Using anonymised  
data for research

The biggest and best source of 
information on what treatments work 
for which people comes from real life 
clinical records rather than clinical 
trials. The CRIS tool developed by 
the Biomedical Research Centre at 
South London and the Maudsley NHS 
Foundation Trust allows researchers 
to access anonymised information 
from a huge database of mental 
health records.
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case study

Joining up health and social care 
services in North West London 

People with diabetes and people over 75 years old are typically involved 

with a wide range of health and social care services – not just their GP 

but also hospital specialists, social services and, often, community 

mental health services. Too often, these services work independently 

of each other. This means that people can feel that they are being sent 

from pillar to post. More importantly, they also tend to be at a higher 

risk of ending up in A&E. 

Seamless services

In North West London, people with diabetes and 
elderly people are benefiting from a whole new 
approach – one which makes sure that health and 
social services work together seamlessly to give 
them the best care possible and help to avoid them 
ending up in hospital unnecessarily. This is known 
as the Integrated Care Pilot. So far, around 24,000 
people have chosen to be a part of this pilot and 
fewer than 300 patients have chosen not to  
be involved.

Pooling information

Across North West London, GPs, hospitals, social 
services and community mental health teams have 
made formal agreements to pool their patient and 
service user information according to a carefully 
controlled process. This pooling allows the system 

to create a full medical and social care record more 
or less in real time for any patient that agrees to be 
involved. In turn, this means that any clinical or care 
professional that a patient sees can access all the 
information they need to make sure the patient gets 
the right care at the right time from the right service.

How does it work

GP surgeries contact eligible patients to explain 
how the pilot works and to seek their consent. 
No personal information can be shared without 
individuals giving their explicit and informed 
consent to it – this means that they sign a form and 
indicate that they understand how their information 
will be used. In fact, many patients contacted are 
surprised to learn that this kind of information 
sharing doesn’t already happen, even between NHS 
organisations.

 — Sensitive health information is excluded, 
e.g. from sexual health clinics or about 
terminations or miscarriages

 — No information about what benefits people 
receive is included 

 — Only professionals directly involved in 
providing care are permitted to access 
individual care records; and they can only  
see the records of people in their locality

key facts about the north west london integrated care pilot

Almost 99% of people 
invited to join the integrated 
care pilot have done so

99% 
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case study

Joining up health and social care 
services in North West London 

“It is a very good idea to have different people involved in your care. When you see the first doctor, they 
know where to send you and they have already shared your information to see what they will do for you.”

Male patient, 56 

“Our biggest and most gratifying challenge now is keeping up with the expectations of our patient user 
groups, who want more patients to benefit and more information to be included!”

Andrew Thorne-Marsh, North West London Integrated Care Pilot Programme Lead 

“The important thing about integration is that it reduces fragmentation, lessens patients suffering  
and is more efficient.”

Dr Amrit Sachar, Liaison Psychiatry Consultant

“Sharing information will sort a lot of problems, and the main problem is communication.”

Male patient, 83

People who work in health and social services 
are extremely aware of their responsibility for 
maintaining confidentiality. This can make them 
nervous about information sharing and worried 
about what is and is not allowed. 

Andrew Thorne-Marsh, Programme Lead, says that 
some of their hardest work went in to reassuring 
the various NHS and social services providers that it 
was safe to share their information about patients 
and service users. Careful procedures for protecting 
the data, complying with legal requirements and 
ensuring it can only be used by those authorised to 
do so were put in place and formal contracts signed 
with each provider.

So, how does it benefit patients?

 § Every patient in the pilot works with a named 
care coordinator to plan their care services for 
the next 12 months. This removes the risk of 
falling between the gaps of different services.

 § In a recent survey, 94 per cent of patients on 
the pilot said they thought it was crucial for 
information to be shared across health and social 
care providers.

 § 98 per cent said they felt more involved in 
decision making.

 § An improved relationship with their GP was 
reported by 78 per cent of patients. 

What about the professionals?

 § Sharing information is helping health and 
care professionals work in different and more 
coordinated ways. 

 § With access to a full set of up-to-date 
information, GPs and social workers know at 
once if one of their patients has been admitted 
to hospital, outpatient doctors know why they 
are seeing a patient and people no longer have 
to repeat everything at every appointment  
they have. 

 § Professionals can work together to prevent 
people’s problems rather than just reacting  
to them.
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case study

Making people’s preferences 
count – end of life care 

how a patient’s final request  
to die at home was honoured

A Wandsworth man with terminal cancer was 
quite clear about his wishes to die at home in 
his CMC care plan. 

Just two days later his condition rapidly 
deteriorated and his daughter phoned 111. The 
call handler identified him on the system, and 
dispatched help.

The patient’s daughter was advised that 
an ambulance was on its way, but it would 
not take her father to hospital, but simply 
administer pain relief and make him 
comfortable at home. 

A Marie Curie nurse attended and some 
hours later the patient died at home as he 
had wished. The daughter later said she was 
grateful her father had been allowed to die in 
his place of choosing. 

If we had the choice, around two thirds of us would prefer to die at 

home when the time comes - yet only around 20 per cent of people do 

so. Coordinate My Care (cmc), an initiative led by the Royal Marsden 

nhs Foundation Trust is seeking to address this issue. To date, 79 per 

cent of people who have a cmc record and who then died, did so in 

their preferred place.

Making and sharing plans

CMC is designed to help people with life-limiting 
illnesses express their wishes and preferences for 
how and where they are treated and cared for as 
they near the end of their life. Most importantly 
it makes sure that any health or care professional 
legitimately involved in their care has access to this 
information, including in an emergency situation. 

At the heart of cmc is a care plan that is developed 
by a patient with their nurse or doctor if, and when, 
both feel it is appropriate. The care plan contains 
information about them and their diagnosis, key 
contact details of their regular carers and clinicians, 
and their wishes and preferences in a range of 
possible circumstances. 

Why does it matter?

The great benefit for patients is that neither they 
nor their family or carer feels they need to battle to 
make sure their wishes are respected. This is all the 
more important when conditions deteriorate at night 
or over the weekend, when their GP may not be 
available or their usual nurse is off. The care plan will 
tell ambulance control staff exactly what the patient 
wants to happen and what treatment they do and 
don’t want to receive. 

By the end of 2013, cmc plans to give patients and 
carers online access so that they can see and amend 
their plans at any time.

“My patient of 95 found being on CMC a huge relief. The idea that she might end up being resuscitated 
in hospital was causing her real anxiety. Once she had shared her care plan, she felt she could relax.” 

Ros Cook, Macmillan Nurse Consultant, Sutton and Merton Community Services

“CMC doesn’t just have to be about end of life care. There is huge potential and we plan to develop the 
system so that it works for people with long-term conditions and dementia. The great thing is that it 
puts people in control.”

Dr Julia Riley, CMC Clinical Lead at The Royal Marsden NHS Foundation Trust 
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case study

Protecting young people’s 
sexual health 
Access to condoms is key to reducing the levels of sexually transmitted 

diseases and unwanted pregnancies. One project gives young people a 

smart card to access free protection and advice, and the card data helps 

health professionals to monitor and evaluate the scheme. 

c-card facts

 § 313,000 condoms were given out  
last year.

 § One in six condoms went to a young 
person outside their home borough.

 § September 2012 saw a record number  
of young people sign up.

 § Since the scheme’s launch, the under-18 
conception rate for London has been 
falling faster than any other region.

signing up to information sharing

When they sign up for a C-Card, young 
people must give their consent to their 
information being shared for the purposes 
of monitoring the scheme. Only basic 
information is recorded, such as name, 
address and postcode, ethnicity and 
sexual orientation, as well as what advice 
and how many condoms they were given 
at registration. 

A central database holds details on the 
cards registered and condoms issued – 
this means that boroughs can then access 
anonymised data to assess take-up and 
usage by their residents to help measure 
the value of the scheme. 

However, only those places where a young 
person uses their C-Card gets access 
to their details – this means that their 
personal information is only shared on a 
strict need to know basis. Even so, young 
people can choose to join the scheme 
and remain anonymous under UK sexual 
health law.

Smart Cards

The Come Correct scheme is run across 23 London 
boroughs and issues young people with a C-Card - a 
smart card that allows users to “tap in”, just like an 
Oyster card, at shops, youth centres, community 
pharmacies and GP surgeries across London to get 
free condoms and sexual health advice.

Young people can sign up either at their nearest 
access point or by giving basic details online and 
then finishing the process off at an outlet. During 
registration, they receive a “talk and teach” on 
condom use and where to get them with their 
C-Card. The card contains no branding or personal 
details, just a single ID number and barcode linked 
to their details. This means they don’t have to give 
out any personal information each time, they just 
need to carry their smart card.

“We’re seeing other benefits we didn’t think about before – young people being remanded in London 
go to Feltham Young Offenders Institute and before they are discharged they are signed up on the 
scheme and given information on outlets that are closer to home.”

Adrian Kelly, Senior Public Health Strategist, Hackney

“With some of my most difficult clients in terms of engagement, the Come Correct session was the 
most happy and meaningful session because it had nothing to do with obligations and expectations 
but it was all about them and the acknowledgement of their individuality.”

Youth support worker, One Housing Group

“Young people are really responding well to the scheme, they are coming to see me which is brilliant.”

Youth support worker, One Support
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case study

Helping make London safer

More than 150,000 violent assaults take place each year in London. 

A&E departments deal with the results every day, and very often they 

see assaults that are never reported to the police. 

Identifying crime hotspots

Simply by recording key pieces of information 
from victims, it is soon possible to spot patterns 
in where and when different kinds of assault take 
place. Sharing this information with local police and 
council-led community safety partnerships means 
that action can be targeted like increasing patrols; 
placing Police Community Support Officers in A&E 
at key times; reviewing licensing of bars and pubs 
or even increasing lighting on key streets. In Cardiff, 
where this kind of information sharing has been in 
place longer, the A&E saw a 40 per cent reduction 
in the number of assaults they dealt with over a five 
year period. 

Anonymity preserved 

At the moment, 20 London hospitals are actively 
sharing this data, usually fortnightly or monthly, and 
seven more are in the process of setting up. The aim 
is for this initiative to cover all London boroughs. 
Each hospital takes its responsibilities for patient 
information very seriously and most have chosen to 
put formal information sharing agreements in place 
even though what they are sharing is information 
that does not identify them as victims. What they 
have found is that victims attending A&E typically 
expect to be asked these kinds of questions and are 

happy to answer them. No one is required to respond 
if they prefer not to.

None of the information collected identifies the 
victims and it is separate from the police’s task 
of investigating and prosecuting offenders. The 
hospitals involved only share the information with 
the community safety team and local police. 

“In Hackney, the A&E data is shedding new light on crime hotspots. We can now use information about 
the level of injuries caused by people using bottles as weapons on weekend nights in conversations 
about pub and club licensing conditions locally.”

Karen Law, Partnership Strategic Analysis & Performance Manager, Hackney Council 

“A&E data helped us identify clusters of violent incidents that we were unaware of. Without this 
intelligence, there would have been no suggestion that those areas might require more attention.”

Stephen Forgan, Analyst, Greater London Authority

“We’ve seen some great results. One council used the data to protect its domestic violence unit from 
the impact of funding cuts. In another area, a pattern of bullying on a particular bus route was 
identified and the school was able to tackle it.”

Clare Charlton, Programme Lead, A&E Data Sharing

what sort of information is 
collected and shared?

A&E reception staff or the triage nurse asks 
victims for:

 — Their age, gender, the borough where 
they live and part of their postcode, e.g. 
NW6 1 or SE1 9.

 — What time the assault took place

 — The weapon used, e.g. bottle, knife, gun, 
other object or part of the body (fist, 
feet, head).

 — Where it took place, e.g. pub, bar, club, 
their own or someone else’s home, on 
the street.
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“Before CRIS, people were flabbergasted to learn that clinical data is not routinely used to look at 
which treatments work and which don’t.”

Matthew Broadbent, Clinical Informatics Lead, Biomedical Research Centre at South London and the Maudsley 
NHS Foundation Trust

case study

What works for whom?  
– aiding research
Doctors need to know which treatments are most likely to work for 

which kinds of patients. Their main source of evidence is usually 

clinical trials, which are formally required before a treatment can be 

licensed. But by far the greatest source of information about what 

works and what doesn’t – like adverse reactions to drugs – actually 

lies in real life experiences.

The Biomedical Research Centre at South London 
and the Maudsley (SLaM) NHS Foundation Trust 
spotted the potential of the trust’s electronic patient 
records as a tool for researching opportunities to 
change and improve clinical care. SLaM is Europe’s 
largest single mental healthcare provider and serves 
a population of around 1.2m Londoners.  What they 
came up with is called the Clinical Record Interactive 
Search Tool (CRIS) – a way for researchers to extract 
and automatically anonymise information from the 
Trust’s records.

Privacy and security requirements have featured as 
much as technical challenges in developing CRIS:

 § Patients have been involved from day one, and 
the committee that formally oversees the use of 
CRIS is chaired by a patient.

 § Applications to use CRIS are strictly controlled 
and users are under a contractual obligation to 
the Trust.

 § All personal identifiers are removed from the 
data and it cannot be taken from the Trust. 

 § SLaM patients can opt out of having their data 
in CRIS – they are also asked whether they 
would be happy to be contacted later about 
participating in research trials. 

life in focus

Research using CRIS is changing the focus 
of care for people with severe mental health 
problems. It has shown that what makes the 
most difference to life expectancy is less about 
protecting people from the risk of violence, 
suicide and self harm, and more about 
helping them cope better with the activities of 
daily living and avoiding self-neglect.

quick assessment

CRIS now contains more than seven times 
the amount of data on dementia drugs 
compared with what researchers generally 
regard as the best source of systematic 
evidence, known as Cochrane Reviews. This 
means researchers will be able far more 
quickly to assess how well those drugs work 
for which kinds of people. 
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viewpoint

Reviewing the rules on 
information sharing

Information sharing is a hot topic right now. The rules on how 

information about patients is managed – known as information 

governance – are currently being reviewed by an independent panel of 

experts led by Dame Fiona Caldicott. This review, known as Caldicott 2, 

will be published in the spring of 2013.

Reviewing the rulebook
Back in 1997, Dame Fiona wrote the NHS rulebook 
on protecting patient information. She has now been 
asked to recommend how to ensure an appropriate 
balance between protecting patient information and 
using and sharing it to improve patient care.

Too much or not enough?
Technology makes data sharing far easier than it 
used to be – this makes people worry about how 
their data is being used and how safe it is. Others 
are concerned that fear and lack of understanding 
of privacy rules mean that there isn’t enough 
information sharing. They say that health and 
care professionals too often decide that it is more 
important to protect a patient’s confidentiality from 
a possible (but unlikely) breach than it is to use their 
information in ways that could significantly improve 
care and save lives. It is this balance between 
maintaining privacy and sharing information that is 
the focus of this new Caldicott Review.

Updating the NHS Constitution
The Constitution sets out patients’ rights and what 
they can expect from the NHS. Work is underway to 
update the constitution and information sharing is 
one of the areas up for change. 

Any changes will not change the law on 
confidentiality, but they are likely to be clearer 
about when and how information can be shared 
and used. For example, the revised constitution may 
reiterate that patients have the right to privacy and 
confidentiality, to have their confidential information 
kept safe and secure and to be informed about how 
their information is used. But it may also commit the 
NHS to ensure that all those involved in a patient’s 
care have access to their information so that they 
can care for them safely and effectively – and to 
anonymise data and use it to support research and 
improve care for others.

These changes may seem subtle but they are also 
important. The hope is that they will remove the fear 
factor around information sharing, for professionals 
and patients alike. Read more about the Caldicott 2 review at: www.caldicott2.dh.gov.uk

“I have no doubt that restrictive practices around information sharing have cost lives. We need to look at 
those not sharing information as well as those inappropriately using information.”

Dr Mark Davies, Executive Medical Director of the Health and Social Care Information Centre

 A report by the Future Forum concluded that: “...not sharing information has the potential to do more 
harm than sharing it. It is also a major annoyance for patients who feel that they should not constantly 
have to repeat the same information about themselves as they pass along the treatment pathway.”

NHS Future Forum, January 2012
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about london connect

This case study was produced by London Connect, 

an information transparency project of the London 

Health Improvement Board (lhib), a partnership 

set up by the Mayor of London, nhs London and 

London Councils and their stakeholders to improve 

the health of the capital’s population. The London 

Connect project is delivered by Improvement 

Science London on behalf of the London Academic 

Health Science Centres (ahscs).

FIND OUT MORE

www.lhib.org.uk/information-transparency

www.ico.gov.uk

www.caldicott2.dh.gov.uk

Details on the Care Record Guarantee can be found at:

www.nigb.nhs.uk/pubs/nhscrg.pdf

Read our previous guide on accessing your health records online at:

www.myhealth.london.nhs.uk/health-communities/ 
general-practice/its-your-record
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Getting to us:

By tube
Belsize Park (Northern Line)
Finchley Road (Jubilee & Metropolitan
Lines)
Swiss Cottage (Jubilee Line)

By rail
Finchley Road & Frognal (London
Overground)
South Hampstead (Euston Link)

By bus
13 31 46 82 113 268 C11

The PALS officer can also be contacted if
you require this leaflet in another format
(e.g. electronic version or large print)

How to find us:

The Tavistock and Portman
NHS Foundation Trust
The Tavistock Centre
120 Belsize Lane
London
NW3 5BA

T: +44 (0) 20 7435 7111

www.tavistockandportman.nhs.uk

Where can I go for further advice?

Debbie Lampon, PALS officer:
Email PALS@tavi-port.nhs.uk
Ph 020 8938 2523

Sally Hodges, Patient and Public
Involvement/Communications Lead:
Email shodges@tavi-port.nhs.uk

Richard Davies, Caldicott Guardian
responsible for overseeing protection of
patient information:
Email rdavies@tavi-port.nhs.uk

Your patient records

What are your rights and our
responsibilities?

February 2011
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How do you use information about
me?

We have clear guidelines about how we
can use patient information. Only people
who need to know have access to
individual records. If you would like more
information about this you can contact
Debbie Lampon, our Patient Advise and
Liaison Service (PALS) Officer, details
overleaf.

You have the right to:

 Expect your healthcare records to
remain confidential.

 Expect us to facilitate your access
to your records if appropriate.

 Expect us to update any incorrect
facts in your records.

We have a responsibility to:

 Safeguard the privacy of
your information.

 Make sure that your information
is as accurate as possible.

 Ensure that your information is
kept secure.

How do you store information
about me?

In line with many other NHS trusts, we
store all our information on an
electronic database, called RiO. Personal
information, such as your name, your
date of birth , and your address is then
shared with the NHS ‘Spine’ which is the
central NHS database. Clinical
information is kept on our systems only,
and is not shared with the Spine.

How can I get access to my
patient records?

We can facilitate access to your records
but to ensure this would be appropriate
for you, you should first discuss this with
your clinician.
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Council of Governors : September 2013 

 

 

Item :  12 

 

 

Title :  Objectives – Council of Governors 

 

 

Purpose: 

 

This report contains the proposed draft objectives for the Board of 

Governors for the year 2013-14. The Performance Committee met in 

in July.  

 

Governors are asked to consider approve the following draft 

objectives, giving consideration to their performance during 2012-13 

and duties under the Health & Social Care Act 2012.   

 

 

 

For :  Approval 

 

 

From :  Angela Greatley, Trust Chair 
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Council of Governors’ Areas of Responsibilities and 

Objectives 

Strategy 

 Contribute to the development of the Annual Plan, helping to 

create an inspiring strategy that takes into account the Trust’s 

accountability for meeting patient, student and public need; and 

the Trust’s mission, focused as it is on making a significant 

contribution to mental health and wellbeing. 

 Contribute to the development of the Quality Report, including 

agreeing specific priorities for the year, helping the Trust 

maintain and improve upon its high quality standards of 

healthcare. 

 Contribute to the development of the Trust’s governance 

regime in relation to the implementation of the Health and 

Social Care Act 2012. 

 

Appointment, Appraisal, and Remuneration 

 Have responsibility for appointments, wherever vacancies arise, 

of a high quality Trust Chair and Non-Executive Directors, 

contributing to the development of the Board of Directors. 

 Have responsibility for the appointment of a high quality 

External Audit service, in consultation with the Audit 

Committee. 

 Ensure the Trust Chair and Non-Executive Directors are fairly 

remunerated, taking into account value for money, external 

market factors, and recruitment and retention. 

 Ensure there is an effective and appropriate process for 

evaluating the performance of the Trust Chair and Non-

Executive Directors. 

 Be involved in the process, wherever vacancies arise, for the 

appointment of a high quality Chief Executive. 

 Contribute to the development of the Board of Directors. 
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Development and Performance of Governors and the Council of 

Governors 

The Trust is responsible for ensuring that Governors have the 

necessary skills to enable them to fulfil their statutory roles. The 

Council of Governors is responsible for identifying the individual 

and group development needs.  The Governors will: 

 Contribute to the development of Trust projects through 

involvement on Committees and Groups. 

 Contribute to the debate on how to achieve greater diversity on 

the Council of Governors. 

 Contribute to the development of effective relationships 

between the Council of Governors and the Board of Directors, 

to ensure that they work well together in order to ensure 

effective governance of the Trust. 

 

 

Governance 

 Ensure a Lead Governor is appointed who is able to liaise with 

Monitor in the event that the Trust was in danger of breaching 

its Terms of Authorisation. 

 Ensure the Trust operates in accordance with the Terms of 

Authorisation. 

 

 

Performance 

 Hold the Board of Directors to account, individually and 

collectively, for the performance of the Trust. 

 Receive the Trust’s Annual Report and Accounts. 

 

 

Engagement and Representation 
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 Public and Staff Governors will actively seek and engage with 

the views of Members and ensure these views contribute to the 

shaping and future development of the organisation. 

 Stakeholder Governors will represent the interests of 

stakeholder organisations and ensure these interests contribute 

to the shaping and future development of the organisation. 

 Contribute to the development of effective methods of 

communication and engagement with Members. 

 Contribute to the development of projects that seek to broaden 

the Trust’s membership in terms of ethnicity. 
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Special Emphasis for Period November 2012 – October 2013  

 

Area of Responsibility Objective Emphasis for the Year Review Date 

Strategy 

Contribute to the development 

of the Annual Plan 

 

Consider the proposals put 

forwards by the Board of 

Directors and contribute in 

discussion at meetings of the 

Board of Governors and 

committees 

 

February 2014 

Contribute to the development 

of the Quality Report 

Agree specific priorities for 

forward period 

 

February 2014 

Contribute towards specific 

working groups set up to 

consider quality issues 

 

April 2014 

Appointment, 

Appraisal, and 

Remuneration 

Ensure all Non-Executive 

positions on the Board of 

Directors are filled 

Approve appointments 

recommended by Appointment 

Committee 

 

 

September 2013 

 

 

Set the remuneration for the 

Trust Chair and Non-Executive 

Directors 

Review the remuneration of the 

Trust Chair and Non-Executive 

Directors, and consider the 

options and recommendations 

put forward by the Trust’s 

Human Resources department 

 

December 2013 

Ensure there is an effective and Develop and agree the process  
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Area of Responsibility Objective Emphasis for the Year Review Date 

appropriate appraisal process 

for the Trust Chair 

by which the Senior 

Independent Director will 

appraisal the Trust Chair and 

ensure the process is followed 

 

June 2014 

Ensure there is an effective and 

appropriate appraisal process 

for Non-Executive Directors 

 

Develop and agree the process 

by which the Trust Chair will 

appraisal the Non-Executive 

Directors and ensure the 

process is followed 

 

September 2013 

Development and 

Performance of 

Governors and the 

Board of Governors 

Identify the individual and 

group development needs of 

Governors 

Review the development needs 

and opportunities for Governors 

and the Board of Governors 

 

September 2013 

Contribute to the development 

of Trust projects 

Consider the configuration of 

Governor Committees and 

Groups, and the best way for 

Governors to contribute to the 

Clinical Quality, Sustainability 

and Patient Public Involvement 

 

April 2014 

Contribute to the debate on 

how to achieve greater diversity 

on the Board of Governors 

Contribute to projects to 

broaden the Diversity of the 

Trust’s Membership (see below 

on engagement) 

 

September 2013 

Contribute to the development Hold and attend events for both October 2013 

G
ov

er
no

r 
ob

je
ct

iv
es

Page 61 of 105



 

Page 7 

 

Area of Responsibility Objective Emphasis for the Year Review Date 

of effective relationships 

between the Board of Governors 

and Board of Directors 

Boards, emphasising the 

importance of attendance for 

engagement and involvement of 

Governors and NEDs 

Ensure at least one Governor 

attends every Board of 

Directors’ meeting 

 

December 2013 

Trust Governance 

Ensure the Trust operates in 

accordance with its Terms of 

Authorisation 

Ensure the Board of Governors 

is receiving relevant information 

at its general meetings, and is 

kept informed in between 

meetings 

 

April 2014 

Ensure that Governors use their 

Board meetings to offer 

effective challenge to the Trust 

and Directors. To support this 

task Governors must ensure 

they have a sufficient 

understanding of the key issues. 

 

April 2013 

Trust Performance 
Receive the Trust’s Annual 

Report and Accounts 

 

 

 

June 2013 

 

Engagement and 

Representation 

Contribute to the development 

of projects that seek to broaden 

the diversity of the Trust’s 

 

Work with the Trust to develop 

projects to reach out to specific 

 

September 2013 
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Area of Responsibility Objective Emphasis for the Year Review Date 

Membership ethnic minorities and encourage 

engagement with and 

membership of the Trust  

 

 

 

Contribute to the development 

of communication and 

engagement with Members 

 

Ensure Governors attend the PPI 

Committee and all Governors 

attend the AGM  

 

 

 

October 2013 

Actively seek and engage with 

the views of Members 

 

Attend AGM, PPI Committee, 

Trust and network events 

 

 

April 2014 

Represent the interests of 

stakeholder organisations 

 

Engage with stakeholders and 

constituents  

 

 

April 2014 
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Council of Governors : September 2013 

 

 

Item :  13 

 

 

Title :  PPI Annual Report 2012-2013 

 

 

Purpose: 

 

The Annual Report summarises the work of the PPI team 

over the last year, the feedback we have received about the 

Trust’s activities and what we have done in response to this 

feedback.  

 

This report has been reviewed by the following Committees: 

 PPI Committee, May 2013 

 Board of Directors, July 2013 

 

The Council is asked to confirm whether this paper is 

accepted as adequate assurance, and where not, whether the 

Council is satisfied with the action plans that have been put 

in place. 

 

 

 

 

For :  Discussion 

 

 

From :  Sally Hodges, Patient and Public Involvement Lead 
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Patient and Public Involvement Annual Report 2012-2013 

 

 

1. Introduction 

 

1.1 This report summarises the activity of our patient and public 

involvement team over the last year, the feedback we have 

received about the Trust's activities and what we have done in 

response to this feedback. The patient and public involvement 

team consists of clinical leads from all our departments, 

representatives from central services, training and education 

services and research. We have five patient and public 

involvement representatives from the patient/local public 

population as well as three governors, and a non executive 

director. We link closely with the communications team to ensure 

that we optimise our communication with patients and the public. 

 

 

2. Experience of Service Questionnaire 

 

2.1 Last year (2011/2012) the Trust discontinued using the annual 

patient survey to gather patient feedback on its services and 

facilities. Instead the Trust agreed to use the Experience of 

Service Questionnaire (CHI-ESQ) to report on the quality of the 

patient experience on a quarterly basis. The ESQ was chosen 

because it is an outcome monitoring tool already used widely 

across the Trust and because it measures much of the 

information captured in the national patient surveys. During the 

year we have reported on the information gathered from current 

patients who had completed one of the five versions of the 

Experience of Service Questionnaire used in the clinical 

departments for outcome monitoring purposes. Detailed quarterly 

reports were presented to the Stakeholder Quality Group and the 

PPI Committee to discuss the findings, identify areas of concern 

and make recommendations on how the Trust continues to 

improve the quality of the patient experience.  A total of 775 ESQs 
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were completed and returned in 2012-13, compared to 235 

annual patient surveys returned the previous year. 
  

2.2 The key overall findings from the survey were: 

 86% of patients and their families felt they were listened to by 

the people that saw them. 

 74% found it easy to talk to staff. 

 91% indicated that they were treated well by staff. 

 87% agreed that their views and worried were taken seriously 

by staff. 

 63% indicated that their appointment was at a convenient time 

of the day. 

 71% suggested that their appointment was at a convenient 

location for them. 

 79% would recommend the Trust to a friend. 

 86% of patients in the Adult Department felt that had been 

given sufficient time to make decisions on the treatments they 

were being offered in the Adult Department. 

 81% of patients in the Adult Department were confident that 

they could change their initial decision on the treatment they 

had opted for. 

2.3 Although the feedback was generally very positive there were 

some areas that need addressing. These include: 

 Patient dissatisfaction in the Adult Department with the waiting 

time for their first appointment. 

 The availability and accessibility of information on our services 

could be improved. 

 Patient satisfaction with explanations on the help that was 

available at the Trust. 

 

 

3. Feedback from the Membership to the Foundation Trust 
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3.1 We have a membership of over 6000 people. Members are 

encouraged to give us feedback directly, through surveys we run 

in the newsletter or through the governor who represents them. 

 

3.2 A new board of Governor’s was elected in November 2012.  We 

now have three Governors who sit on the PPI Committee: Natalie 

Baron (Camden), Sara Godfrey (Rest of London) and Mark Pearce 

(Camden).  Our new Governors are keen to work with us on 

developing strategies to increase communication between 

members and Governors.  One of their suggestions is that 

Governors hold drop in sessions for members.  The PPI committee 

will support the Governors to develop this and other strategies in 

the coming year and throughout their term. 

 

3.3 As always, we invited members to our Annual General Meeting 

and this year about 68 people attended. The AGM is an 

opportunity to enter into dialogue with members about what 

aspects of the Trust’s provision is important to them. This year 

the AGM was held on World Mental Health Day.  A key note 

presentation was delivered by the Young Person’s Drug and 

Alcohol service including a presentation by a service user.  This 

was the first time that a service user had presented at one of our 

AGMs and this section of the meeting was extremely well 

received.  Attendees reported that they would like to hear similar 

information about other services and hear from service users at 

future meetings and events.      

 

 

4. Complaints 

 

4.1 The Tavistock and Portman NHS Foundation Trust has a clear and 

unambiguous complaints policy and procedure. All complaints are 

seen and responded to by the chief executive. A record is kept of 

the complaints and all actions taken as a consequence. Over the 

past year we have received 16 formal complaints (compared with 

9 last year). These have been about a range of issues related to 

clinical care and the arrangements around care delivery including 
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access to treatment.  All 16 complaints have been fully 

investigated and responded to.  5 of the 16 complaints had some 

part of the complaint upheld and the Trust has taken steps to 

reduce the risk of a recurrence.  Actions taken include:  further 

training for staff on writing letters for GP’s; a change to content 

on the website that was misleading; and training on issues around 

consent for treatment. 

 

 

5. Feedback to the Patient Advice and Liaison Service (PALS) 
 

5.1 The PALS service operates 11.5 hours a week, spread over 

Monday, Tuesday and Thursday.  There were a total of 942 

contacts over the year, which were broken down into: 

• 743 emails 

• 186 phone calls 

• 11 “drop-ins” 

• 2 letters 

 

5.2 The make up of those using the PALS service was as follows: 

• current or ex-patients: 22%  

• referral enquiries i.e. prospective patient or family member 

(looking for treatment or advice with our trust or elsewhere): 

43% 

• staff or other professionals: 30% 

• other/unknown: 4% 

 

5.3 The enquiries can be categorised as follows: 

• accessing therapy or related services: 53%  

• concern with current or past treatment/assessment: 5% 

• information request: 40% 

• unknown or unreachable: 2% 

 

 

6. Other Patient Feedback 

 

6.1 Children’s Survey 
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6.1.1  The 2013 Children’s Survey was available through the 

reception staff at the Child and Family Department at the 

Tavistock Centre and South Camden Community CAMHS.   

The questionnaires were also completed by the children at 

the Day Unit.  37 completed questionnaires were returned.  

This was a lower response than the previous year in which 

74 completed surveys were returned.  Two questions were 

added to the 2013 survey, based on questions in the 

Experience of Service Questionnaire (ESQ) which is 

administered in the Adult department.  Questions were 

added asking whether young people would recommend 

the service to a friend and whether their appointments are 

at a good time for them. 

 

6.1.2 The key findings from the survey were: 

• Although not quite as high as the previous year, the 

percentage of respondents who are satisfied with their 

interactions with staff remained high.  73% of 

respondents indicated that they felt that staff at the 

Trust listened to them and 78% reported that staff 

looked after them well. 

• A higher percentage of children than in the previous 

year reported not understanding why they come to the 

services they attend (35% compared to 11% in 2012), the 

percentage of children reporting that coming here helps 

them remained in line with previous years (around half) 

and the percentage reporting that it helped their parent 

or caregiver was slightly increased.   

• Satisfaction with the environment remained similar to 

previous years. About half of respondents like their 

therapy room indicating that there is some work to be 

done in that area.    

• 46% of respondents reported that their appointments 

are at a good time for them.   

• 59% of respondents reported that they would 

recommend coming to the service that they attend to a 

friend.   
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• Qualitative feedback offered by the children supported 

the quantitative data regarding the quality of the 

relationships between the children who attend these 

services and the people who work here.  Many of the 

respondents wished to thank staff and offered positive 

comments about their experiences here. 

 

 

6.2 Visual Straw Poll and Comments Book 
 

6.2.1  Since June 2012 we have sought the opinions of patients 

of all ages, patients’ families, staff, trainees and visitors to 

the Trust to a number of questions displayed in a visual 

straw poll unit. Located in a prominent position by the 

main doors of the Tavistock Centre, each question was 

placed in the unit for a minimum of two weeks and each 

question offered participants three possible answers to 

choose from. The results from each poll were published on 

posters on every floor of the Tavistock Centre and articles 

have been included in the Members Newsletter. A 

comments book was also placed next to the unit to 

provide participants with an opportunity to elaborate on 

their answers. 

 

6.2.2 Key findings from the polls were: 

• 90% said they were treated with dignity and respect by 

our staff. 

• 84% liked the artwork around the building. 

• 51% had heard of the Trust before they came for their 

first appointment. 

• 73% said their appointment was at a convenient time. 

• 62% had visited the Cam’s Den children’s website before 

coming here. 

• 64% thought the waiting rooms, lifts, toilets and 

vending machines were clearly signposted. 

• 45% knew what the Patient Advice and Liaison Service 

(PALS) was. 
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6.2.3 The comments book has also provided very useful 

feedback, both positive and negative, on our services and 

facilities. These include: 

• High praise for the artwork around the building. 

• High praise for the quality of treatment received. 

• Satisfaction with timing of appointments. 

• Dissatisfaction with the ladies toilets on the ground 

floor. 

• Uncertainty on how to contact the Patient Advice and 

Liaison Service (PALS). 

 

6.3 Patient Information 

 

6.3.1  We have continued with our commitment to develop 

information leaflets for patients on the types of therapy 

offered by the Trust.  This year we have developed a 

further three information leaflets on Eye Movement 

Desensitisation and Reprocessing (EMDR), Working with 

Couples and Working with Parents. 

 

6.3.2 We have assessed the usefulness and accessibility of the 

patient information leaflets, on patients’ understanding of 

treatment through telephone surveys, the mystery shopper 

project and the visual straw poll.  Two telephone surveys 

of patients were carried out in September 2012 and March 

2013.  The surveys indicated that there is still work to be 

done in raising awareness of the treatment option leaflets.  

Patients talked enthusiastically about the departmental 

information leaflets they received but were less familiar 

with the treatment options leaflets.   

 

6.3.3 Following the telephone survey the treatment type leaflets 

were displayed in the entrance to the Tavistock Centre 

alongside a question about the leaflets on the visual straw 

poll.  All of the leaflets on the display were taken and had 

to be restocked.  This suggests that although the leaflets 

are available electronically on the Trust website there is 
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high demand for the information in hard copy.  The PPI 

Committee has developed an action plan in response to 

these findings to support the promotion and use of the 

leaflets within the Trust.  An additional four information 

leaflets will be developed in the coming year and at least 

two will be written by children and young people.   

 

 

7. Improving the Quality of the Patient Experience 

 

7.1 Stakeholders Quality Consultations 

 

7.1.1 We have undertaken a series of stakeholder engagement 

consultations with patient and public representatives, 

Non-Executive Director and Governors to consider issues 

around the quality of the clinical services offered by the 

Trust. Representatives have used data from a range of 

sources as well as their own experiences to bring thoughts 

to this group. These meetings have focused on three 

issues raised at the Stakeholder Quality meetings in 

2011/12 to improve the quality of the patient experience. 

Data collected during the year has sought to demonstrate 

that the availability of information leaflets about the 

different models of therapy available at the Trust supports 

patient choice and decision making when treatments are 

offered, that there is a clear process for obtaining patient 

consent for treatment; and that patients support the 

proposal to be offered a limited number of follow up 

sessions at the end of their treatment. 

 
 

 

7.2 Bid for Better 

 

7.2.1 Following last year’s inaugural success, the Trust gave 

£1,000 to the ‘Bid for Better’ membership engagement 

scheme to be re-launched this year. Advertised in the 

Members Newsletter, on the Trust website, and the 
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websites of Voluntary Action Camden, Mind, Young Minds 

and Camden Local Authority, we received twelve bids for 

funding. A panel of patient and public representatives as 

well as staff from our clinical services, finance, central 

services, membership office and PPI team met to evaluate 

the bids and agree which ones to fund.  

 

7.2.2 Six bids were awarded funding, which were: 

 Cameras for the City and Hackney Community 

Photography Project, a project which uses creative 

approaches to engage with patients who struggle with 

traditional therapies. 

 Upholstery fabric and tools for Home Base, a project 

which provides short term accommodation and support 

to ex-service personal who are traumatised and 

homeless, to support residents to work together to 

refurbish the sofas in the communal lounge. 

 Funds to purchase of age-appropriate books for a book 

exchange scheme at First Step, a new psychological 

health screening service for Haringey’s Looked After 

Children. 

 The purchase of outside benches at First Step, for 

parents and carers who had indicated that they prefer to 

wait outside during their children’s consultations. 

 Sports equipment for the Run Club and Sports Sessions 

at the Barnet Young Person Drug and Alcohol Service, a 

project to engage with young people who are reluctant 

to sit in therapy rooms. 

 A contribution towards soft furnishings in the therapy 

rooms in GP surgeries, as part of the Primary Care 

Psychotherapy Consultation Service in Hackney. 

 

7.2.3 The successful bids funded in 2011/12 were also 

completed during the year with feedback obtained on how 

they were improving the patient experience. 

• By last summer the vegetable and flower garden at the 

Brunel Family Centre in Westminster, which had been a 
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concrete patch of ground, was in full bloom thanks to 

the efforts of the children, their families and our staff. 

The families who have used the garden have spoken 

really positively about it - lots of the younger children 

have enjoyed watering the plants and many of the 

parents have joined in with their children in gardening 

activities.  

• The Santé Refugee Befriending Project, whose volunteers 

accompany refugee and asylum seekers to the Trust for 

their appointments, also spoke about how the award 

had helped the befriending scheme to continue.  One 

refugee said “I was destitute, homeless and lonely. I 

thought I was nothing and I must not go on living. I told 

my Befriender and she helped me find the service I 

needed. It was the Tavistock Centre. Now I am in 

recovery”.  

• Last summer saw the Child and Family Department 

waiting room transformed with the painting of an 

enchanting wall mural by the artist Jennifer Camilleri. 

Funding for this bid was contingent on the involvement 

of children in the design of the mural and children also 

lent a hand by painting the mural and felt this was a 

good way of taking greater ownership of it. 

 

7.3 PPI Mental Health Forum 

 

7.3.1 We are members of the Mental Health Patient and Public 

Involvement Forum which has expanded over the year to 

represents all the mental health trusts in London and the 

Home Counties. The Mental Health PPI Forum has a remit 

to ensure that the involvement of service users, carers and 

the wider community forms an integral part of the mental 

health services in London and the Home Counties. The 

group shares information about good practice and 

provides support to its members, through relevant talks 

and providing information. The group has agreed to hold a 

national conference over the coming year, which the Trust 
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will host, and will be an opportunity to learn from others 

and to share our models of co-production with service 

users, carers and members of the public. 

 

7.4 T&P Talks (Patient Discussion and Information Groups) 

 

7.4.1 The Patient Advice and Liaison Officer, supported by PPI, 

have organised and facilitated three patient discussion 

forums this year.  The aim of the talks is to improve access 

to mental health information and advice to our patients 

and members of the public. These talks have generally 

involved one or more of our clinicians presenting a specific 

topic relating to mental health at a free and public event, 

where they can answer questions and support group 

discussion. Attendees have had an opportunity to provide 

feedback on topics they are interested in and we have 

used this in planning future talks. The topics of the talks 

and presenting clinicians in 2012-13 were as follows: 

 

 14th May 2012 - Felicitas Rost & Hannah Ridsdale - 

Tavistock Adult Depression Study 

 19th Sept 2012 - Trudy Klauber & Keith Mahon - Access 

to Services for BME groups 

 12th March 2013 - Shirley Borghetti-Hiscock - The 

mind body connection 
  

7.5 Mystery Shoppers Project 

 

7.5.1 A repeat of the Mystery Shopper project was carried out in 

autumn 2012.  Six volunteers were recruited to the project 

from the Volunteer Centre Camden and Camden Carers 

Centre.  As in the project carried out in the previous year, 

volunteers were asked to assess our telephone and email 

service, our website and to visit the trust to assess our 

facilities.  Overall feedback from the mystery shoppers 

indicated that the initial points of contact with the Trust 

are welcoming and positive.  Shoppers felt that the staff 

they had interactions with were both friendly and 
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informative via telephone and email.  The visiting 

volunteers found that the waiting room was comfortable, 

and that the signage and disability access to the Tavistock 

Centre were adequate for purpose.   A number of areas for 

improvement were identified, such as provision of patient 

information in the waiting room and ease of finding 

information on the website.  The trust has developed 

action plans to address the issues raised by the volunteer 

assessors, and we will repeat the methodology to ensure 

that the changes suggested have been successfully 

implemented. 

 

7.6 You’re Welcome Accreditation Scheme 

 

7.6.1 We have been working with the Participation Team at the 

London Borough of Camden and its Youth Health 

Ambassadors to support the inspection of our Child and 

Adolescent Mental Health Services (CAMHS). During the 

year a ‘known visit’ was undertaken at North Camden 

CAMHS and an ‘unknown visit’ or ‘mystery shop’ was 

conducted at South Camden CAMHS. The inspectors 

assessed each service against nine quality criteria to 

determine how young person-friendly our health services 

were and to recommend specific areas for improvement. 

Both services passed the inspections and have been 

awarded the You’re Welcome accreditation. 

 

7.7 Improving Partnerships with the Voluntary Sector 

 

7.7.1 The PPI team continues to develop relationships with local 

voluntary sector organisations, particularly those who have 

a mental health remit. We have worked with Voluntary 

Action Camden through their Mental Health Information 

and Networking sessions.  These events have allowed us to 

meet with other organisations and members of the public 

from Camden to talk about our services, gain feedback on 

service developments and to recruit to our membership.  
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We have established links with Camden Carers and 

Camden Volunteers organisations and they have worked 

with us to provide volunteers for our Mystery Shopper 

projects.  We hope to work more with these organisations 

in the coming year in consultations on our website design, 

amongst other projects.    

 

7.8 Black and Minority Ethnicities (BME) Engagement 

 

7.8.1 Engagement with Black and Ethnic Minority Groups 

continues to be an active area of work for the PPI team.  

Our relationship with Voluntary Action Camden has 

enabled us to make links with the Bangladeshi and Somali 

Mental Health and Wellbeing Forums through their Mental 

Health Information and Networking Sessions. 

 

7.8.2 The PPI team was represented at VAC’s recent Black and 

Minority Ethnic and Refugee summit.  Maureen Brewster, 

VAC’s senior community development worker for mental 

health spoke at our April PPI Committee meeting and will 

launch an ongoing programme of speakers from BME 

organisations at these meetings. We are aiming to meet 

with one new community BME group a month in order to 

discuss their communities’ needs, and from these 

meetings identify areas for improvement to our services. 

 

7.8.3 PPI is represented on the Trust Equalities Committee which 

ensures compliance with equalities legislation for both 

service users and staff.  One of the objectives that the PPI 

team has collaborated on with this committee and the 

communications team is accessibility of patient 

information for minority ethnic groups.  We have 

committed to publish clear and simple statements on all 

patient information leaflets in a variety of languages 

spoken within Camden to indicate that those service users 

who do not read English can contact us for information, in 
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order to access services or to inquire about the availability 

of interpreters.   

 

 

 

 

 

8. Quality and CQUIN Targets 

 

8.1 The PPI team have a responsibility to ensure that the Trust meets 

its targets in relation to user experience for our Quality indicators 

and our commissioner-led CQUIN (Commissioning for Quality and 

Innovation) targets. This work had fed into our strategy and 

action plan, which can be found in the appendix to this report. We 

report on these targets on a quarterly basis, through the Clinical 

Quality, Safety and Governance Committee, which in turn reports 

to the Board. 

 

 

9. What We have Done this Year in Response to Feedback 

 

9.1 We review the feedback we receive on a regular basis through the 

PPI Committee and the Stakeholder Quality Forum. On a yearly 

basis we develop an action plan based on the feedback we have 

received in previous years, and that builds on the developments 

we are making in patient and public involvement. 

 

9.2 Over the course of this last year we have achieved the following 

developments: 

 Run our ‘bid for better’ project that invites members to bid for 

funding to improve the quality of the patient experience.  

 Repeated a mystery shopper project that identified several 

areas for improvement across a range of our interfaces with 

patients including the physical environment, telephone and web 

based services. These areas have been addressed and we will 

reassess them over the coming year. 

 Continued to expand the set of specific information leaflets for 
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patients about the different treatment types we offer from five 

to eight. These leaflets have been influenced by the feedback to 

our patient surveys over the last few years and informal 

feedback received across the Trust.  

 Developed and implemented elements of a BME/Community 

engagement strategy to improve access to services for BME 

communities and associated mental health groups, and 

ensured a Tavistock and Portman presence has been available 

to community mental health groups that we have developed 

links with. 

 Included a session on patient and public involvement at the 

staff In-Service Education and Training (INSET) day to increase 

understanding. 

 Worked with Informatics and Outcome Monitoring to combine 

the annual patient survey with the Experience of Service 

Questionnaire (ESQ) to reduce the volume of outcome 

monitoring tools used to gather patient feedback. 

 Introduced a visual straw poll to the Trust as an informal 

method of gathering ‘real time’ feedback from patients, staff 

and visitors on a wide range of questions about their 

experiences and perceptions of our services and facilities.  

 Attained the quality criteria for young people–friendly health 

care services and received the You’re Welcome accreditation. 

 Conducted telephone surveys to understand whether the 

availability of the modality leaflets has supported patient 

choice. 

 Held three public talks over the year on topics suggested by 

attendees and have received positive feedback from each 

session.  

 

 

10. Future Plans 

 

10.1 CQUIN Targets 

 

10.1.1 Over the next year our CQUIN targets are: 
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• To develop four new leaflets on the models of therapy 

used at the Trust which will include at least two leaflets 

written specifically by children and young people. 

• To develop a protocol on the inclusion of service users 

on Trust interview panels and a staff training 

programme on working with and supporting service 

users on panels . 

 

10.2 Other Plans 

 

10.2.1 Over the next year we will undertake the following plans: 

 To plan and host a national PPI conference for Service 

Users, Carers and Professionals in partnership with the 

Pan London PPI Forum. 

 To establish a policy regarding payment for service 

users who contribute to PPI activities. 

 To expand on the number of CAMHS services being 

You’re Welcome accredited. 

 To repeat and expand the mystery shopper scheme to 

include additional departments, and refine the process 

to provide more accurate feedback.  

 To continue to obtain ‘real time’ feedback from patients, 

visitors, staff and trainees through the visual straw poll 

and to ensure this method is more widely available to 

relocate the unit to different services across the Trust. 

 To continue to demonstrate the usefulness and 

accessibility of the patient information leaflets, 

including the modality leaflets, on patients’ 

understanding of treatment through telephone surveys, 

mystery shopper and the visual straw poll. 

 To ensure that at least three of the issues raised by the 

Stakeholders Quality Forum in 2012-2013 are taken 

forward by the trust and result in quality improvements.  

 To continue to hold at least one public talk per term on 

topics suggested by attendees and receive positive 

feedback from each session. To ensure at least 10 
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people attend the talks and that feedback is actively 

used to inform service delivery and development. 

 To design and implement the use of a Cam’s Den 

appointment card for patients in the Child and Family 

department to increase awareness of the Cam’s Den 

website. 

 To develop a focus group for young people to comment 

on our services, review our literature and contribute to 

public events. 

 To consult with service users and their carers on how 

the Trust might meet the needs of carers.  

 To continue to run PPI sessions at staff INSET days to 

raise awareness and involvement across the trust. 

 To identify and address issues highlighted through the 

ESQ on a quarterly basis. 

 To conduct an annual children’s survey. 

 To develop a PPI database containing details of all the 

PPI work undertaken within all services in the Trust.  As 

well as documenting work undertaken this document 

will be used to promote PPI projects and encourage 

more services to engage in their own projects. 

 To act as a resource to departments and services within 

the Trust who wish to undertake PPI projects and work. 

 To contribute to the design of the new Trust website.  

The PPI committee will support the communications 

team to recruit patients and public to consultation 

groups on the website. 

 To run a membership stand at the Trust to recruit new 

members.  The focus of the stand will be to recruit new 

patient members.  If successful the stand could be run 

at other Trust sites. 

 To identify two annual public campaigns e.g. local or 

national charities or awareness days, to link with and 

run a related event for staff, patients and members of 

the Trust.  The focus of the events will be the de-

stigmatising of mental health issues and to raise the 

profile of our services.   
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 To rename Camden CAMHS through a competition open 

to everyone who lives, works or studies in Camden.  

 To continue to expand and promote Bid for Better and 

to target engagement with our younger members. 

 To further build on the BME engagement strategy by 

visiting at least a further four community BME 

representative groups.  

 To invite community group(s) representation on the 

Trust’s PPI Committee. 

 

 

Dr Sally Hodges, Susan Blackwell, Ruth Grey 

PPI team 

May 2013 
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Appendix 1 

 

PPI Annual Action Plan 2013-2014 

 

To develop governor, member and public communications Responsibility Target Date 

To continue to hold at least one public discussion talk per term on topics suggested 

by members and receive positive feedback from each session. To ensure at least 10 

people attend the talks and that feedback is actively used to inform service delivery 

and development. 

Ruth Grey 

Debbie Lampon 

Jan 2014 

To run a membership stand at the Tavistock Centre one half day a month to recruit 

new members.  Recruitment will focus on patients and carers. 

Sally Hodges 

Ruth Grey 

Terri Burns 

Emma Heath 

Matt Cooper 

 

Jan 2014 

To identify two annual public campaigns e.g. local or national charities or awareness 

days, to link with and run a related event for staff, patients and members of the Trust.  

The focus of the events will be the de-stigmatising of mental health issues and to 

raise the profile of our services.   

Ruth Grey 

Emma Heath 

Matt Cooper 

Jan 2014 

To continue to expand and promote Bid for Better and to target engagement with our 

younger members. 

Susan Blackwell Jan 2014 
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To further build on the BME engagement strategy by visiting at least a further four 

community BME representative groups, to gather information on how the groups 

would like our services to be developed and ensure their needs are met. 

Ruth Grey Jan 2014 

To consult with Service Users and their Carers on how the Trust might meet the needs 

of carers. 

Ruth Grey Jan 2014 

To improve patient experience Responsibility Target Date 

To develop four new leaflets on the models of therapy used at the trust which will 

include at least two leaflets written specifically by children and young people (CQUIN 

target). 

Sally Hodges 

Susan Blackwell 

Jan 2014 

To develop a protocol on the inclusion of service users on Trust interview panels and 

a staff training programme on working with and supporting service users on panels 

(CQUIN target). 

Sally Hodges 

Susan Blackwell 

Jan 2014 

To plan and host a national PPI conference for Service Users, Carers and Professionals 

in partnership with the Pan London PPI Forum. 

Sally Hodges 

Susan Blackwell 

 

Feb 2014 

To establish a policy regarding payment for service users who contribute to PPI 

activities. 

Sally Hodges 

Susan Blackwell 

Ruth Grey 

 

Jan 2014 

To expand on the number of CAMHS services being You’re Welcome accredited. 

 

Susan Blackwell Jan 2014 

To repeat and expand the mystery shopper scheme to evaluate two additional service 

areas in the next year. 

Ruth Grey Aug 2013 
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To ensure that at least three of the issues raised by the Stakeholders Quality Forum in 

2012-2013 are taken forward by the trust and result in quality improvements. 

Sally Hodges 

Louise Lyon 

 

Jan 2014 

To design and implement the use of a Cam’s Den appointment card for patients in the 

Child and Family department to increase awareness of the Cam’s Den website. 

Ruth Grey Aug 2013 

To contribute to the design of the new Trust website by supporting the 

communications team to recruit patients and public to participate in consultation 

groups on the website. 

Ruth Grey Sept 2013 

To act as a resource to departments and services within the Trust who wish to 

undertake PPI projects and work. 

Sally Hodges 

Susan Blackwell 

Ruth Grey 

 

Jan 2014 

To contribute effective outcome monitoring from a PPI perspective Responsibility Target Date 

To continue to demonstrate the usefulness and accessibility of the patient information 

leaflets, including the modality leaflets on patients’ understanding of treatment 

through telephone surveys, mystery shopper and the visual straw poll. 

Sally Hodges 

Ruth Grey 

Susan Blackwell 

Jan 2014 

To continue to run PPI sessions at staff INSET days to raise awareness and 

involvement across the trust. 

Sally Hodges 

Susan Blackwell 

Jan 2014 

To identify and address issues highlighted through the ESQ on a quarterly basis. Susan Blackwell 

Sally Hodges 

Jan 2014 

To conduct an annual children’s survey. Ruth Grey Jan 2014 
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To continue to obtain ‘real life’ feedback from patients, visitors, staff and trainees 

through the visual straw poll and to ensure this method is more widely available to 

relocate the unit to different services across the Trust. 

Susan Blackwell Jan 2014 

To develop a PPI database containing details of all the PPI work undertaken within all 

services in the Trust.  As well as documenting work undertaken this document will be 

used to promote PPI projects and encourage more services to engage in their own 

projects. 

Ruth Grey Jan 2014 P
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Council of Governors : September 2013  

 

 

Item :  14 

 

 

Title :  Plan for the Annual General Meeting (AGM) 

 

 

Purpose: 

 

This report proposes a structure for this year’s AGM. 

 

 

 

 

For : Approval 

 

 

From :  Sally Hodges, PPI Lead and Emma Heath, 

Communications Manager  
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Annual General Meeting, October 2013 

 

1. Introduction 

 

1.1 Framed by ‘New Directions’ the event will provide an opportunity to 

look back at the success and challenge of 2012/13, whilst looking 

forward to 2013-14.  

 

1.2 Recognising the need to work differently in the current economic 

climate will be a key focus. We can use this opportunity to examine how 

we have and will continue to work productively, innovatively and cost 

effectively both internally and with partners from across the health and 

social care sector.  

 

2. Details of event 

 

2.1 We propose holding the AGM on October 16th.  

 

2.2 The AGM event itself will take place in the lecture theatre here at the 

Tavistock clinic. Including the formal meeting of the Members’ Council, 

the event will run from 16:30 – 19:15. 

 

2.3 An optional informal Governor networking opportunity will take place 

before the event starts (16:00-16:30). The Trust Secretary, Trust Chair 

and Trust CEO will be available for this informal networking session.  

 

 

3. Event timeline 

 

16:00 – 16:30: 
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Governor networking opportunity.  

 

Informal meeting: 16:30 – 17:15 

 

16:30 – 17:15 

A presentation to showcase one of our new services. The Family Nurse 

Partnership National Unit (FNP NU) has been earmarked for this and the 

service will be approached once this paper is approved. The presentation will 

serve to provide information on the service, how it works locally and 

nationally and to look at the future. We would like to invite a client to 

present too. 

 

17:15-17:40 

Discussion and Q and A session with the FNP presenters and client.  

 

17:40 – 18:00 

A networking opportunity in the cafeteria, food and drink will be provided.  

 

4. Formal meeting: 18:00 – 19:15 

 

18:00 – 18:15 

A look back over the year and a look forward to 2013-14 (CEO and Chair to 

present jointly). 

 

18:15 – 18:45 

Q and A with the panel (CEO and Chair) 

 

18:45 – 19:00 

Constitutional Amendments 

 

19:00– 19:15 

Questions about Constitution 

 

 

5. Working group 
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5.1 Led by Sally Hodges, there is a dedicated working group (Trust 

Secretary, Communications and Stakeholder Engagement Manager and 

Patient and Public Involvement Officer). This group will be responsible 

for organising the event in the run-up to and on the night. A full action 

plan for the delivery of this event will be used by the working group.  

 

6. Publicity 

 

6.1 The Communications Team will be responsible for publicising the event 

and will keep an up to date guest list for the day. This will include 

advertising with interested groups, such as those involved with the 

FNPNU, commissioners and our Board of Governors.  

 

 

 

Emma Heath 

Communications and Stakeholder Engagement Manager 

June 2013 
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Council of Governors : September 2013 

 

 

Item :  15 

 

 

Title :  Gender Identity Development Service Leaflets 

 

 

Purpose: 

 

The purpose of this report is to share our new service 

leaflets with the Board in order to facilitate discussion about 

our service at the meeting. 

 

 

 

 

For :  Discussion 

 

 

From :  Polly Carmichael, Director of GIDS 
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Gender Identity Development Service Draft New Patient 

Information Leaflets 

 

 

1. Introduction 

 

1.1 Following consultation with a group of service users, we re-

developed our service leaflets following feedback we received. A 

former leaflet was amended and added to, to create two new 

leaflets – one for young people and one for parents/carers. Before 

we go to print, we have sought advice from families about these 

and will make final adjustments following feedback we receive. 

 

1.2 We would also welcome feedback from the Board and any 

suggestions for improvement. 

 

2. Section One – New leaflet for young people 

 
DRAFT 

GENDER IDENTITY DEVELOPMENT SERVICE * 
 

*The Gender Identity Development Service (GIDS) is a highly 
specialist nationally designated service 

 
Lots of young people come to the Gender Identity Development service to talk 
about their feelings around gender. Some might feel uncomfortable with their 
assigned gender and others might be unhappy with the expectations people 
have for them to act 'like a boy' or a 'like a girl'. Some of these young people may 
go on to identify as transgender or gender variant, while others may come to 
identify themselves as boys, girls or people who are simply different. 
 
Many adults who identify as transgender also had these feelings as a child or 
teenager. Lots of these adults speak about being unhappy as children and wish 
that their family or doctors had understood their feelings earlier.  At the Gender 
Identity Development Service we think that it's important to help children and 
young people with these feelings, and to ensure that more people are aware of 
the difficulties faced by young people who have concerns or questions around 
their gender identity. 
 
We are a national highly specialist service.  All of us have training and 
experience in talking to children and young people, and thinking about their 
wellbeing. The staff work closely together in order to make the most of different 
team members’ skills, to provide help and support to children and teenagers at 
the Gender Identity Development service. 
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So what service do we provide? 
 
We see children and teenagers (up to the age of 18) who are experiencing 
difficulties in knowing what gender they may be or in knowing how to express 
their gender identity, or who feel that the gender that they were given at birth 
does not feel right.  We usually see young people along with their families or 
carers to discuss these issues. 
We hope to support young people’s gender identity development by exploring 
what it means for each individual and their family or carers who come to our 
service.  
 
We think that relationships are very important and we look at the effects of 
your gender identity development within the family as well as in your social 
world (school, friends, and clubs).  
 
We aim to create support around you as the young person.  For instance, we 
work closely with other agencies involved with the young people and families 
we see, such as school, CAMHS (Child and Adolescents Mental Health Services) 
and others.  
 
Who can access this service? 
 
Children and teenagers (under 18) in the UK who feel they would like some help 
exploring their gender identity. 
 
We accept referrals from across the UK. We are usually contacted first by local 
services such as CAMHS, Children’s Services and Schools and by other 
professionals such as GP’s.  
 
Young people and their families or carers can also contact the service directly to 
discuss a possible referral.  
 
We have services in London and in Leeds and hold an outreach clinic in Exeter 
on a regular basis.  
 
Who are we in the GIDS?  
 
The staff at the GIDS have different professional backgrounds, but they all work 
together to deliver the same service.  Our team is composed of: 
 

 Child and adolescent psychiatrists 

 Clinical psychologists 

 Social workers 

 Child and adolescent psychotherapists 

 Paediatric endocrinologists:  medical doctors for children and young people 
who have expert knowledge about the physical changes associated with growing 
up (hormonal changes) 

 Clinical Nurse Specialists: nurses with further training in this or a related area 
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 Trainees: people usually at the end of their professional training or doing 
extra training 
 
What happens when young people and their families come to the 

service? 
 
To begin with, we offer an assessment, which is usually 3 to 6 appointments 
with one or two professionals from the team.  
 
The assessment aims to explore and understand your gender identity 
difficulties, what these mean for you and what would be helpful to support you. 
To complete the assessment, we sometimes meet with your school and other 
services you have contact with to see how the other people involved can also 
support you and your family or carers.  
 
After the assessment is finished, there are many options. What happens next 
will depend on your age, your gender experiences and the support you're 
already receiving.  
 
What are the options? 
 
After the assessment, you and your family or carers may be offered support and 
guidance from our team for as long as needed (up to the age of 18).  
 
The support and guidance we provide is tailored to each young person and their 
family. We see a range of different gender identities and expression and the 
gender outcomes for the young people we see are various and individual. We 
also aim to ease emotional, behavioural and relationship troubles associated 
with gender identity difficulties.  
 
We often work alongside local services such as CAMHS who can provide 
additional support for you and your family.  
 
We can offer, as agreed between the clinicians and young people and their 
families: 
 

 therapeutic exploration with the child/young person  

 exploratory family discussions 

 family therapy 

 individual child psychotherapy 

 professional consultations 

 parents’ groups  

 young persons’ groups 

 occasional review of  the  young person’s gender identity development 
over time 

 hormone blockers 

 cross-sex hormones after a young person has been on hormone 
blockers for at least a year and is over the age of 16 

 
Hormone Blockers 
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After your initial assessment meetings, depending on your age and what you 
want to explore, you may have a meeting with a doctor called a paediatric 
endocrinologist, who specialises in hormones in children and teenagers. Sex 
hormones are what make your body gradually develop during puberty. The 
doctor will discuss your feelings around any physical changes you have 
experienced. This means that young people can ask questions about what 
support may be possible to help them manage their feelings about their body as 
they're growing up.  
 
One of the options may be for you to be prescribed hormone blockers, which 
will stop the production of sex hormones and so pause puberty for as long as 
you take them. Blockers are usually given by injection once every 1-3 months. 
Blockers are considered to be a fully reversible treatment, but for long term 
health reasons they cannot be taken indefinitely. Taking hormone blockers can 
allow time for you to think about and explore your feelings about your gender 
identity, without you having to worry about the on-going effects of sex 
hormones on your body. Generally, young people can be prescribed hormones 
blockers from the age of 15.  
 
If you're under 15, you may be able to see a paediatric endocrinologist and be 
prescribed hormone blockers with the agreement of both of your parents. This 
is done under a research project and can be discussed as an option, if 
appropriate.  
 
If the young person decides to meet with the paediatric endocrinologist, they 
will be referred by their Tavistock clinician to the endocrinologists who work 
with our team. It is important that they also stay in touch and meet regularly 
with the Tavistock professionals in London or Leeds who first saw them, who, 
when possible, will also attend the endocrine clinics. The paediatric 
endocrinologists are part of the GIDS team and referrals are made to the 
endocrine clinics by the Tavistock clinicians. 
 
If the young person has been on the blocker for a year or more and is over the 
age of 16, a decision can be made about carrying on with the blocker on its own, 
stopping physical treatment or adding cross-sex hormones to the blocker. 
Cross-sex hormones are partially reversible and will begin to masculinise your 
body (make your body more male) or feminise your body (make your body 
more female). The timing of physical treatment is individual within our agreed 
protocols. 
 
We can continue to see you until the age of 18. The Gender Identity 
Development Service will discuss with you a transition to an adult gender 
identity service and support this if it’s what you want. There are a number of 
adult gender services in the UK, generally available for people over 17 or 18 who 
are transgender or who feel they have problems with gender identity.  
 
Confidentiality 
 
We believe that what is discussed in our service is private and confidential, but 
it can be useful to share some information with the family, school and other 
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services so that our young people receive more help and support. This will be 
discussed with you and your family before we share anything. The only 
exception is if we feel that there is a risk you might harm yourself or that 
someone else may be at risk of harm, in which case we would need to tell 
someone about it.  
 
Different access arrangements for people with special needs 
The Tavistock Centre has lifts to all floors, and there is an accessible toilet on 
the ground floor next to the library. If you are in a wheelchair and would like 
some help with the lift, do not hesitate to ask at reception.  
 
There are induction loops on the telephones for patients with hearing 
difficulties in the Tavistock Centre and sign language interpreters are also 
available. 
 
If English is not your first language, we can also provide interpreters. 
 
If you have any concerns regarding access, and to find out about access 
arrangement for people with special needs at the Leeds base, please contact the 
GIDS service administrator.  
 
How to contact us 
 
Please contact our service administrator on +44 (0)20 938 2030/1 for any 
general enquiries about our service, or go to our website 
www.tavistockandportman.nhs.uk/genderidentityissues 
 
Address for referral 
 
Dr Polly Carmichael 
Consultant Clinical Psychologist & Clinical Director 
Gender Identity Development Service 
Tavistock Centre 
120 Belsize Lane 
London NW3 5BA 
 
If you wish to use a referral form, this can be found on our website: 
www.tavistockandportman.nhs.uk/genderidentityissues 
 
Who can be contacted if questions about treatment 
 
The Patient Advice and Liaison Service (PALS) is here to help with any 
questions, concerns or complaints that you may have about your treatment.  
Please contact our PALS officer on 020 8938 2523 or email on pals@tavi-
port.nhs.uk. 
 
Travel expenses 
 
You may be eligible to have your travel expenses paid.  Information will be sent 
with your first appointment letter. 
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How to reach us? 
 
*** Please insert a map of the Tavistock centre *** 
Tube/ London Underground 
We are located near the following tube stations: 
 Swiss Cottage - 5 minute walk (Jubilee Line)  
 Finchley Road - 10 minute walk  (Jubilee & Metropolitan Line)  
 Belsize Park - 15 minute walk (Northern Line).  
 
Overground/ National rail 
Finchley road and Frognal (London Overground) 
South Hampstead (Euston Link) 
 
Bus routes 
There are a number of bus routes. 
13, 31, 46, 82, 113, 268, C11 (all go through Swiss Cottage) 
13, 82, 113 (all go through Finchley Road) 
46 (through Fitzjohn's Avenue) 
268 (through Belsize Avenue) 
 
Arriving by car 
There are no onsite car parking facilities for patients (unless bringing very 
young children to appointments) but there are several pay and display bays on 
the roads surrounding the clinic. If you plan to travel by car and wish to park in 
our child and family bays, please contact us in advance to avoid being told that 
you cannot park on the day of the appointment. 
 
Leeds Base 
If you live in the North of the UK, it is likely you will be offered an appointment 
at our Leeds base.  Further information and a map will be sent with your first 
appointment letter. 
 

 

 

3. Section Two – New leaflet for Parents/Carers 

 
Draft 

 
The Gender Identity Development Service (GIDS), established in 1989, is a 
highly specialised clinic for young people presenting with difficulties with 
their gender identity. Some feel uncomfortable with the gender they were 
assigned at birth; others are unhappy with the gender role that society 
requires. Some of these young people may go on to identify as transgender or 
gender variant, while others may come to identify themselves as boys, girls or 
people who are simply different. 
 
Many adults with gender identity problems describe difficulties in childhood. 
Often they complain of having been very unhappy children and teenagers 
and that their feelings had not been understood early enough by parents and 
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professionals. As adult gender identity has its roots in infancy, childhood and 
adolescence, it can be beneficial to provide specialist help to young people 
and their families at an early stage.  
 
The Gender Identity Development Service (GIDS) is a highly 
specialist nationally designated service. 
 
We offer a national highly specialist service which is staffed by a multi-
disciplinary staff group, all of whom have established expertise and 
specialised training in the mental health of children and adolescents. The 
staff team works closely together in order to make the best use of different 
team members’ expertise and skills.   
 
A highly specialised and integrated multi-disciplinary team is the 
internationally-recognised model for working with young people with issues 
about their gender.  
 
We have clinics in London and in Leeds and run a regular outreach service in 
Exeter.  
 
Who we try to help 
 
We see children and adolescents (up to the age of 18) who are experiencing 
difficulties in the development of gender identity, and their families or 
carers. This includes children who are unhappy about their assigned sex and 
wish to belong to the other one. Some may be boys who feel or believe they 
are girls and vice versa; others may show a strong preference for playing with 
toys mostly used by the other sex, for instance, a boy who mostly plays with 
dolls. Some children feel comfortable only when playing with peers of the 
other sex, or may cross dress from time to time. Some adolescents and their 
families or carers can experience crisis over problems of gender identity 
which can result in lasting distress for both the young person and their 
family or carers.  
 
Children who have been diagnosed with clinical disorders of sex development 
(DSD) and other endocrine conditions can be referred to this service if there 
are concerns about their gender identity development. 
 
The Service also offers counselling to children of transsexual parents or 
parents who present with other gender identity issues.  
 
We also offer an ‘on request’ expert court reporting service. 
 
Although young people may be experiencing difficulties in this area, they or 
their families may not feel ready to accept help from the service directly, or 
their attendance at one of our clinics may be impracticable. In such cases, we 
are available to consult with professionals already involved, such as the 
General Practitioner, Mental Health Professionals, Health Visitors, Teachers 
and Social Workers etc. 
 
How we look at problems 
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We consider issues of gender identity in the context of normal developmental 
processes as a child moves from infancy to childhood and into early and later 
adolescence. The aims of the Service are to support the different strands of 
development by exploring the nature and characteristics of the child’s or 
young person’s gender identity and how concerns about gender may be 
affecting other areas of development. We think that relationships are as 
important as other factors in contributing to any difficulties the child or 
young person may experience. Therefore we pay attention to what is 
happening within the child’s/adolescent’s relationships with the family, 
school and other social agencies.  
    
Who are we in the GIDS?  
 
The staff at the GIDS have a range of professional backgrounds, but work 
together as a multi disciplinary team to deliver the same service.  Our team 
includes:  
 

 Child and adolescent psychiatrists 

 Clinical psychologists 

 Social workers 

 Child and adolescent psychotherapists 

 Paediatric endocrinologists:  medical doctors for children and young 
people who are experts in the physical changes associated with 
growing up (hormonal changes) 

 Clinical Nurse Specialists: nurses with further training in 
endocrinology or a related area 

 Senior Trainees: people usually at the end of their professional 
training, or completing additional training 

 
 
What happens when young people and their families come to the 
service? 
 
Initially, we offer an assessment, usually 3 to 6 appointments, with one or two 
mental health professionals from the team. (This number is flexible depending 
on the uncertainty and complexity of the child’s gender identity development.) 
Our specialist assessment is a multi-factorial one, aiming to explore and 
understand the child or young person’s past and current gender identification, 
as well as their development across a number of domains  
 
The specialist assessment will take into account: 
 
 the child’s direct experience of gender and the body 
 the child’s knowledge and understanding of pubertal and gender identity 

development 
 the parents’ or carers’ stance towards the child’s gender identification 
 the relationship between the young person and parents or carers 
 relevant parental or family spiritual, religious and cultural beliefs 
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 current national and international professional guidance on the 
treatment of gender dysphoria 

 
The aim of the GIDS assessment may be to arrive at a diagnosis, but it is also 
important to keep in mind the many complexities and uncertainties in the 
development of a young person’s gender identity.   
 
In the assessment period we also ask children and parents or carers to fill in 
a range of questionnaires. To complete the assessment, we sometimes meet 
with school staff and people from other services involved with the child to see 
how they can best offer support.  
 
After the assessment is completed, there are many options. What happens 
next will depend on the young person’s age, gender experiences and the 
support they and the family are already receiving. We explore with the family 
the options available at the conclusion of the assessment period.  
 

What options are available?  
 
After the assessment, you and your family or carers may be offered support 
and guidance from our team for as long as is needed (up to the age of 18).  
 
The support and guidance we provide is tailored to each young person and 
their family or carers. We see a range of different gender identities and 
expression and the gender outcomes for the young people we see are various 
and individual. We also aim to ease emotional, behavioural and relationship 
troubles associated with gender identity difficulties.  
 
We often work alongside local services such as CAMHS who can provide 
additional support for you and your family.  
 
We can offer, as agreed between the clinicians and young people and their 
families: 
 

 exploratory family discussions 

 therapeutic exploration with the child/young person  

 family therapy 

 individual child psychotherapy 

 professional consultations 

 parents’ groups  

 young peoples’ groups. 

 occasional review of the young person’s gender identity development 

 hormone treatment 
 
Endocrinological assessment 
 
After the initial assessment, depending on the child’s age and the issues they 
want to explore, a further assessment meeting can be arranged with one of 
the five paediatric endocrinologists in the GIDS team. These doctors can 
discuss the child’s feelings around the physical changes of puberty, and order 
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a range of physical tests to look at the young person’s pubertal status, and 
their hormonal and chromosomal characteristics  
 
One of the options may be to prescribe hormone blockers, which can stop the 
physical changes and developments associated with puberty for a limited 
period of time. This is considered to be a fully reversible treatment. Taking 
hormone blockers can allow time to think about and explore feelings about 
gender identity, without having to worry about the body changing in a way 
that is difficult to cope with.  
 
If the young person decides to meet with the paediatric endocrinologist, they 
will be referred by their Tavistock clinician to the endocrinologists who work 
with our team. It is important that they also stay in touch and meet regularly 
with the Tavistock professionals in London or Leeds who first saw them, who 
when possible will also attend the endocrine clinics. The paediatric 
endocrinologists are part of the GIDS team and referrals are made to the 
endocrine clinics by the Tavistock clinicians. 
 

Confidentiality 
 
Great care is taken in ensuring the confidentiality of children and their 
families who seek help via our service.  In order to support the child, we may 
liaise with other professionals, with parental consent.  On the rare occasion 
when we consider that a child might be at risk, we may liaise with other 
professionals without consent, but we will always seek to inform parent(s) 
and children of 0ur actions.   
 
How to be seen at GIDS 
 
The Service accepts referrals from across the UK. The preferred route of 
referral is through a local Child and Adolescent Mental Health Service. 
However other professionals in Health, Social Services and Education 
departments, as well as young people and their families, can contact the 
Service directly to discuss a possible referral. 
 
Are there facilities for patients with special needs? 
 
The Tavistock Centre has lifts to all floors, and there is a accessible toilet on 
the ground floor next to the library. If you are in a wheelchair and would like 
some help with the lift, do not hesitate to ask at reception.  
 
There are induction loops on the telephones for patients with hearing 
difficulties in the Tavistock Centre.  Sign language interpreters are also 
available. 
 
If you have any concerns regarding access, and to discuss facilities for people 
with special needs at the Leeds service, please contact the GIDS service 
administrator.  
 
How to contact us 
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Please contact our service administrator on +44 (0)20 938 2030/1 for any 
general enquiries about our service. 
 
Address for referral 
 
Dr Polly Carmichael 
Consultant Clinical Psychologist & Clinical Director 
Gender Identity Development Service 
Tavistock Centre 
120 Belsize Lane 
London NW3 5BA 
 
If you wish to use a referral form, this can be found on our website: 

www.tavistockandportman.nhs.uk/genderidentityissues 

 

Who can be contacted if questions about your treatment 
If you would like to discuss any concerns with someone independent of your 
therapy please contact the Patient Advice and Liaison Service (PALS) office on 
020 8938 2523 or via email at pals@tavi-port.nhs.uk and someone will get 
back to you. You can also leave positive feedback about the treatment you have 
received from us with the PALS office. 
 
On request we can provide this publication in your first language or another 
format (e.g. electronic version or large print). 
 
Travel expenses 
You may be eligible to have your travel expenses paid.  Information will be 
sent with your first appointment letter. 
 
How to reach us? 
 
*** Please insert map of the Tavistock centre *** 
 
Tube/ London Underground 
We are located near the following tube stations: 
 Swiss Cottage - 5 minute walk (Jubilee Line)  
 Finchley Road - 10 minute walk  (Jubilee & Metropolitan Line)  
 Belsize Park - 15 minute walk (Northern Line).  
 
Overground/ National rail 
Finchley road and Frognal (London Overground) 
South Hampstead (Euston Link) 
 
Bus routes 
There are a number of bus routes. 
13, 31, 46, 82, 113, 268, C11 (all go through Swiss Cottage) 
13, 82, 113 (all go through Finchley Road) 
46 (through Fitzjohn's Avenue) 
268 (through Belsize Avenue) 
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Arriving by car 
There are no onsite car parking facilities for patients (unless bringing very 
young children to appointments) but there are several pay and display bays on 
the roads surrounding the clinic. If you plan to travel by car and wish to park 
in our child and family bays, please contact us in advance to avoid being told 
that you cannot park on the day of the appointment. 
 
Leeds Base 
 
If you live in the North of the UK, it is likely you will be offered an 
appointment at our Leeds base.  Further information and a map will be sent 
with your first appointment letter. 

 

 

 

Polly Carmichael 

Director GIDS 

29th August 2013 
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