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Board of Governors
2pm – 5pm, Thursday 13th May 2010

Agenda

Preliminaries

1. Chair’s opening remarks
Ms Angela Greatley, Trust Chair

2. Apologies for absence

3. Minutes of the previous meeting (Minutes attached)

For approval

4. Matters arising

Reports & Finance

5. Trust Chair’s Report For noting

Ms Angela Greatley, Trust Chair

6. Governors’ Reports For noting

7. Chief Executive’s Report (Report attached)

Dr Matthew Patrick, Chief Executive For discussion

8. Finance Director’s Report (Report attached)

Mr Simon Young, Director of Finance For discussion

Quality & Development

9. Quality Improvement Report & Plans 2010/11 (Report attached)

Ms Louise Lyon, Trust Clinical Director For discussion /
consultation

10.Annual Plan (Report attached)

Mr Simon Young, Director of Finance For discussion

11.Equalities (Report attached)

Ms Julia Smith, Director of Service Development & Strategy For discussion

12.Francis Inquiry (Report attached)

Dr Caroline McKenna, Associate Medical Director For discussion
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Conclusion

13.Any other business

14.Notice of future meetings For noting

Tuesday 25th May: Board of Directors
Tuesday 29th June: Board of Directors
Tuesday 27th July: Board of Directors
Thursday 9th September : Board of Governors
Tuesday 28th September: Board of Directors
Tuesday 26th October: Board of Directors
Tuesday 30th November: Board of Directors
Thursday 9th December : Board of Governors

Meetings of the Board of Directors are from 2.30pm until 5.30pm, 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.
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Board of Governors
Part I

Meeting Minutes, 2pm – 5pm, Thursday 11th February 2010

Present:

Ms Angela Greatley
Trust Chair

Dr Robin Anderson
Public: Rest of London

Mr Robin Bonner
Staff: Reps. of Recognised
Staff Orgs. & Trade Unions

Mr Jonathan Bradley
Staff: Clin., Academic, Snr.

Ms Mary Burd
Public: Camden

Ms Stephanie Cooper
Public: Rest of London

Mr John Carrier
Primary Care Trusts

Mr Adam Elliott
Public: Camden

Ms Sara Godfrey
Public: Rest of London

Mrs Amanda Hawke
Staff: Admin & Tech

Chrissie Kimmons
Public: Rest of Eng. & Wal.

Dr Caroline Lindsey
Public: Rest of London

Ms Jan McHugh
Public: Rest of Eng. & Wal.

Prof. Steve Trevillion
University of East London

Ms Carole Stone
Public: Rest of London

In Attendance:

Miss Louise Carney
Trust Secretary

Dr Matthew Patrick
Chief Executive

Mr Simon Young
Director of Finance (items
8 & 12)

Apologies:

Ms Jennie Bird
Public: Camden

Cllr Roger Freeman
Local Authorities

Ms Simone Hensby
Non-Statutory Sector

Dr Aulay Mackenzie
University of Essex

Mr John Wilkes
Public: Rest of London

Actions

Actions Agenda item Future
Agendas

1. Chair’s opening remarks
Ms Greatley welcomed everyone to the meeting, including Non-Executive
Directors Mr Altaf Kara, Ms Emma Satyamurti, and Mr Richard Strang to the
meeting. Mr Martin Bostock and Ms Joyce Moseley had sent apologies to Ms
Greatley.

AP Item Action to be taken By
1 3 Ms Klauber to contact Ms Kimmons regarding her offer on Educational Psychologist

training
May 10

2 3 Paper on quality to be discussed by the Board of Governors in May May 10

3 10 Holder of Lead Governor role to be reviewed annually Feb 11

4 10 Miss Carney to inform Monitor of Lead Governor appointment Immed

5 11 Miss Carney to re-draw diagram separating Trust Committees and Groups Immed

6 11 Miss Carney to contact Governors regarding membership of Non-Executive Director
Appraisal Committee

May 10

7 11 Terms of Reference for Non-Executive Remuneration Committee to be amended Immed

8 11 Miss Carney to count votes and inform Governors of results for Committee
membership via e-mail

Immed

9 11 Miss Carney to contact Stakeholder Governors regarding outstanding Stakeholder
Governor vacancies on Committees

Immed

10 11 Miss Carney to arrange plenary session on Membership Jun 10

11 13 Equalities Report to be deferred until May May 10

12 14 Mr Elliott to e-mail Dr Patrick with proposals for re-working of Principles for non-NHS
Patient Services document

Mar 10
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2. Apologies for absence
As above. Dr Anderson had to leave at 4pm.

3. Minutes of the previous meeting
The minutes were approved.

4. Matters Arising
Governors had been e-mailed regarding possible dates for the Finance
Workshop in March.

A synopsis of the Appendix to the 2009/10 – 2011/12 Annual Plan had been
included in Mr Young’s report on the Annual Plan, which was to be
discussed at the meeting.

AP1

Regarding Outstanding Action 1, Ms Kimmons noted that her offer still
stood for speaking to Educational Psychologists with her legal and personal
expertise on the common pitfalls of educational psychology work. Ms
Klauber to contact Ms Kimmons.

Regarding Outstanding Action 2, Miss Carney noted that this area of the
website was not yet ready, but that Ms Tyler would contact Governors as
soon as practicable.

AP2

Regarding Outstanding Action 3, Miss Carney noted that Ms Lyon and Dr
Hodges were giving thought to what a quality group might look like and
would be returning to the Board of Governors in May.

5. Trust Chair’s Report
Ms Greatley noted the publication of “New Horizons: working together for
better mental health”, which sets out the government’s policy on mental
health and mental wellbeing. It was noted that there was no additional
funding being provided for New Horizons, but that it set out a good
direction of travel for mental health trusts. There was significant emphasis
on good employment practices in relation to mental health, which will be a
priority for the NHS as a whole.

Ms Greatley noted there were many technical challenges facing the Trust,
including the introduction of Payment by Results for mental health, and the
potential reconfiguration of healthcare services in the North Central Sector.
It was noted that Dr Patrick chairs the mental health stream of the Sector’s
work, and represents mental health on the Sector’s steering panel.

Governors discussed the potential closing of Accident and Emergency
Departments. Dr Patrick noted that he was not worried about the impact of
this on patients with mental health difficulties in any of the possible
scenarios being suggested. Dr Patrick noted that the Trust always paid
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attention to how changes in the acute sector may affect mental health, and
was always aware of any associated anxieties.

Governors discussed funding cuts in the NHS, and the impact of this upon
the morale of NHS staff.

6. Governors’ Reports
Mr Bradley noted that he had attended meetings at the Trust regarding the
Single Equalities Scheme, and had been impressed by the quality of the
work. Mr Bradley had attended an interesting discussion on Black and
Minority Ethnic (BME) staff members and the way they are integrated into
the Trust.

Prof. Trevillion noted that the University of East London had appointed a
new Vice Chancellor, Prof. Patrick McGhee. Prof. McGhee had asked Prof.
Trevillion to provide him with a short summary of the Trust. Prof. Trevillion
noted that Prof. McGhee was very interested in developing further relations
with the Trust.

Ms Kimmons had attended a meeting of the Members’ Newsletter Editorial
Group. The next edition of the Newsletter would be published around
Easter. Ms Kimmons noted that the Newsletter was primary vehicle for
contacting Members, and should be led by Governors. Ms Kimmons noted
that Dr Hodges, Editor of the Members’ Newsletter wanted an increased
focus on membership.

7. Chief Executive’s Report
Dr Patrick noted that Trust had held its Graduation Ceremony Saturday 23rd

January

Ms Kimmons queried how the Trust was dealing with QuIP (the Healthcare
Quality Improvement Plan). Dr Patrick noted that all North Central Sector
work was following the line set out in “Healthcare for London”, focusing on
the optimum design for services that delivered high quality care. Mr Carrier
noted that efficiency, effectiveness and equity must all be considered
equally.

Mr Bonner noted that healthcare inflation was set at 3.5%, but that
efficiency savings were also set at 3.5%, meaning that the Trust would
experience 0% growth in funding in real terms.

Ms Godfrey queried whether the Trust was making any preparations for a
potential change in Government, noting that the Conservative Party did not
seem as focused on targets as the current Government, which may affect
the way in which the Trust works. Dr Patrick noted that in the run up to the
election it was difficult to know how much weight to give to political
promises. Dr Patrick noted that parties were mainly focusing on larger
issues, not the detail.
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8. Finance Director’s Report
Mr Young noted that the Trust was ahead of Plan in terms of income and
expenditure, and also in terms of cash. Income and expenditure was
expected to return to Plan by the end of the year due to some planned
additional spending in Quarter 4.

9. Corporate Governance Report
The Board of Governors’ Code of Conduct was approved.

10. Lead Governor
Ms Greatley noted that this was an important role, and that Monitor
required a named Lead Governor by 31st March 2010.

Mr Elliott noted that the term Lead Governor was unhelpful, as it denotes a
seniority which is not there. Governors agreed, although it was noted that
this was Monitor’s term, and the Trust was not at liberty to amend this.

Mr Elliott suggested only Public Governors be considered for the role of
Lead Governor. Mr Elliott noted that the purpose of the role is to be a first
point of contact should there be issues relating to exceptional concerns or
serious irregularities regarding the functioning of the Trust. Accordingly,
Staff or Stakeholder Governors have the potential to be compromised, to be
in a position whereby they could have a serious conflict of interest, or in the
position of appearing to have a conflict of interest, even where one does
not exist, something which has serious potential repercussions both in terms
of personal reputation but also with reference to professional regulators.
Many Governors agreed with the logic that the role be open to Public
Governors only. Ms Greatley declined to pass judgement on this.

AP3 Governors agreed that the Lead Governor be appointed for a period of one
year, after which this can be reviewed (unless the Lead Governor is currently
involved in dealing with an issue). It was agreed that this could remove any
possibility or suggestion of impropriety or development of inappropriate
links.

Governors considered appointing a Deputy Lead Governor, in case the Lead
Governor was unavailable. However, it was agreed that this was not
necessary, and that the Lead Governor would make informal arrangements
for deputising during any period of absence.

It was suggested that it would be useful for the Lead Governor to be legally
qualified, in light of needing an understanding of interpretations of rules
and regulations and in dealing with issues of confidentiality.

AP4
Governors nominated Ms Stephanie Cooper to the role. Ms Cooper agreed.
Miss Carney to inform Monitor.



BG February 2010 Minutes Part I Page 5 of 8

11. Governor Committees
Ms Greatley noted that the election of a new Board of Governors had
provided a good opportunity to review the structure of Committees and
groups.

AP5
Mr Carrier requested that the diagram be re-drawn with Trust Committees
and groups separated out. Miss Carney to arrange and re-issue.

Trust Chair Appointment Committee
The Terms of Reference were approved. It was agreed not to appoint to this
Committee until such time as it was needed.

Non-Executive Director Appointment Committee
The Terms of Reference were approved. Ms Burd and Ms Kimmons were
appointed as Public Governors. Mr Bradley was appointed as Staff Governor.
Mr Carrier was appointed as Stakeholder Governor.

Trust Chair Appraisal Committee
The Terms of Reference were approved. Ms McHugh was appointed as
Public Governor. Mr Bonner was appointed as Staff Governor. Prof.
Trevillion was appointed as Stakeholder Governor.

Non-Executive Director Appraisal Committee
AP6 The Terms of Reference were approved. Miss Carney to contact Governors

regarding membership of this Committee.

Non-Executive Remuneration Committee
AP7 The Terms of Reference were approved on the basis of including the

information at 3.6.3 of the paper. Dr Anderson and Dr Lindsey were
appointed as Public Governors. Mrs Hawke was appointed as Staff
Governor.

Board of Governors’ Performance Committee
The Terms of Reference were approved. Mr Bonner was appointed as Staff
Governor. A vote was held for Public Governor membership.

Members’ Newsletter Editorial Group
Governors agreed with having two Governor representatives on this group.
Ms Godfrey and Ms Kimmons were appointed.

Deputy Chair of the Board of Governors
Governors agreed with the creation and remit of this role. Two Governors
nominated themselves for this post. Governors considered submitting
résumés for the role, but this idea was dismissed. A vote was held for
membership.

Clinical Governance Committee
A vote was held for membership.



BG February 2010 Minutes Part I Page 6 of 8

Mr Bonner queried why the Clinical Governance Committee was limited to
Public Governors only. It was noted that Governors were invited to join the
Committee as lay members, and for this reason Staff and Stakeholder
Governors were excluded from membership.

Patient & Public Involvement Committee
A vote was held for membership.

Equalities Committee
A vote was held for membership.

Communications Committee
Ms McHugh was appointed to this Committee.

Design Group
Ms Godfrey was appointed to this Committee.

Green Group
Ms McHugh was appointed to this Committee.

AP8
AP9

Miss Carney to count votes and inform Governors of results via e-mail. Miss
Carney to contact Stakeholder Governors regarding outstanding
Stakeholder Governor vacancies.

Membership and Governors Review Committee

AP10

Governors supported the proposal to abolish the Membership and
Governors Review Committee, though Ms Kimmons noted the importance
of membership, and proposed holding a plenary session on Membership.
Miss Carney to arrange.

Foundation Trust Governors’ Association.
Mr Bradley queried whether there was any potential of losing valuable
networks from not having two named representatives for the FTGA. It was
noted that there was often a problem with the two named representatives
attending in any case. Miss Carney noted that the FTGA website had fora
where Governors could network with Governors from other trusts.

12. Annual Plan
Dr Lindsey highlighted that the requirement to find savings within existing
services represents a worry for staff that has a serious effect on morale. The
Trust recognised this, and whilst efficiency savings are necessary,
management were ensuring that staff were kept aware of developments.

Mr Bonner noted that many staff spent their own time doing Trust work,
but that there was a finite extent to which this could continue.

Ms Kimmons highlighted the difference between the national inflationary
uplift.



BG February 2010 Minutes Part I Page 7 of 8

Mr Bradley noted that the Service Line structure was accepted by staff as a
necessary step forwards for the Trust, but that it created rivalries between
Service Lines. This was particularly difficult where staff belonged to more
than one Service Line. Mr Young highlighted that Disciplines would find
Service Line Reporting difficult, but that Service Line Directors are tasked
with managing the resources given to them, and would have to ensure that
they made use of their resources in the most effective way.

Dr Patrick noted that the Trust recognised that 5% productivity savings
were significant, but that productivity was built from the ground up, rather
than being imposed from above. Dr Patrick explained that Management set
challenges and asked Directors to build plans around these. Where possible,
the Trust was creating spaces to debate associated tensions. Dr Patrick also
noted that the organisation had proved to be very resilient and responsive
to the external environment, and was developing new clinical interventions.

13. Equalities Report
AP11 This item was deferred due to time constraints.

14. Principles for non-NHS Patient Services
Dr Patrick noted that the amendment to the Private Patient Cap to 1.5% of
clinical income for mental health foundation trusts did not represent a
great deal of potential income, but was a significant principle for the Trust
to consider. The Trust needs a clear set of principles to guide this work, and
these principles need to support the Trust’s mission. The Board of Directors
had discussed the principle in great detail at their meeting on 26th January.
Dr Patrick noted that the Board of Directors and Management Committee
were supportive of the paper. Mr Bonner noted that the Trust’s Joint Staff
Consultative Committee were consulting with their members on the issue.
Mr Bonner noted that Trade Unions were worried about the potential
privatisation of NHS services. Mr Young noted that there were many non-
patient services that were not included in the Cap, such as consultancy and
education and training.

AP12
Governors suggested that principles 7.3 and 7.5 were diluted by being
separated. Mr Elliott to e-mail Dr Patrick with proposals for re-wording.

Ms Cooper queried how the principles would be implemented. Dr Patrick
explained that a separate paper on management guidelines was being
prepared for management.

Dr Patrick noted that the Business Development Council was a small group
set up by the Trust to consider potential business opportunities

Mr Young explained that the Ministry of Defence and some other public
sector busies such as the Police Force were not considered private
organisations, and thus were not exempt from the Cap.
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15. Any other business
None.

16. Notice of future meetings
Noted.



Outstanding Action Part 1

No. Due Date Agenda Item Action Required Director / Manager Originating Meeting

1 Jun-10 13. Trust's Website and Children's

Website

Ms Tyler to contact Governors regarding Members-

only sign in area of website

Kathryn Tyler May-09

2 Jun-10 16. Quality Programme Group of Governors to be convened to consider

quality

Louise Lyon May-09

3 Jun-10 12. Training Services Report Dr Mackenzie to contact Ms Klauber to discuss online

learning

Aulay Mackenzie Sep-09

4 Jun-10 13. Membership Report Governors to e-mail Dr Hodges with ideas for

engaging Members

Board of Governors Dec-09

5 Sep-10 16b. Constitutional Amendments -

Substantive Amendments

Junior Membership to return to Board of Governors Sally Hodges Sep-08

6 Sep-10 5. Trust Chair's Report Miss Carney to schedule discussion on independence

of Foundation Trusts

Louise Carney May-09

Page 1 of 1
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Board of Governors : May 2010

Item : 7

Title : Chief Executive’s Report

Summary:

The report covers the following items:

1. Introduction

2. The Year Ending

3. Annual Plan

4. Organisational Changes in London

5. Francis Report

6. Staff Survey

7. And Finally…

For : Discussion

From : Chief Executive



Page 2 of 5

Chief Executive’s Report

1. Introduction

1.1 I am compiling this report on the eve of the general election. Indeed
in recent weeks many external developments have slowed or paused
given its proximity. Having said this, for many areas of the Trust the
time since our last Board of Governors meeting has been a busy one,
encompassing as it has the end of one financial year and the
beginning of another.

1.2 Within the CAMHS Directorate, the implementation of the new
Young Person’s Drug and Alcohol Service in Barnet, led by Dr Sally
Hodges, has taken up much time and energy. Similarly the
implementation of our online wellbeing service in partnership with
the Big White Wall, led for us by Richard Graham and Emily Buttrum,
has occupied a good deal of time and energy.

1.3 The Finance Department have also been fully occupied with the
preparation of our draft annual accounts which were submitted to
Monitor and the Auditors on 22nd April and which are in line with
the Finance and Performance Report presented to the Board of
Governors today. The Trust has ended the year in a strong position
financially, retaining our Financial Risk Rating of 4 for the fourth
quarter. This is particularly important in that it represents a good
platform for this year’s budget and contributes to ensuring our
liquidity (our ability to pay our bills) for this and future years.

2. The year ending

2.1 I think that the past year has in many ways been a very positive one
for the Trust, but as ever such performance has not been without its
challenges. The implementation of service line management, an
essential business development, will take some time to bed down
within the organisation and indeed for us to ensure that we make
the most of it within our matrix system of management; productivity
challenges and the increasing demands of governance can lead to an
experience of increasing pressure; we have also entered a very
difficult period of public sector funding, and the high levels of
uncertainty and anxiety within the public sector system inevitably
impact upon our own organisation, often expressed in concern
around our ability to retain our core purpose and identity in the
present environment.

2.2 Yet within this context the Trust has again delivered against its plan
and mission, together with significant growth and strong financial
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performance. It has achieved this through our staff’s ability to build
on existing work, to win new work, and to express their creativity
through genuine innovation. In support of our continued
development we have already begun a series of discussions on the
nature of our core purpose and its evolution, discussions which will
continue, given that evolution needs to be an ongoing process
within a rapidly changing environment. It seems to me that a strong
sense of our identity is one of the things that makes the Trust the
organisation that it is and brings with it real resilience.

3. Annual Plan

3.1 Another element of work that has continued over recent months is
the development of this year’s Annual Plan. The plan does not
represent a significant departure from last year’s plan, the content
and direction of which remains highly relevant to the coming three
years. This year, though, all new Service Line Directors have been
involved in the review and preparation of the Plan as it relates to
their own spheres of activity, generating a much greater sense of
local ownership. A draft of the Plan is on the agenda for discussion
at this Board meeting. A significant amount of work remains to be
done before the approval of the plan at the Board of Directors’
meeting on the 25th May. The plan is due to be submitted to Monitor
on Friday 28th of May. This year, as you will see, the plan will not be
in narrative form but completed on a template provided by Monitor.

3.2 As you may expect, a key issue within the Plan relates to the
economic climate facing the public sector and resultant funding and
market pressures. In relation to this it is of note that in a recent
communication from Stephen Hay (see appendix), Monitor issued a
set of revised downside predictions against which aspirant and
existing FTs would be assessed. It is also of note that within these
predictions the likely funding environment for mental health trusts
is set out as worse then that for the acute sector. This is based on an
assessment of the historic reality that in times of economic difficulty
funding for mental health is reduced beyond that of the acute
sector. In more recent years this has related to the lack of a tariff for
mental health services, while the acute sector is funded on the basis
of payment by results. It is perhaps inevitable that block contracts
will be viewed as easier to manage then a tariff based contracts.
Stephen Hay’s letter does not apply directly to our Plan, but is a
further indication of the expected environment for the next three
years. We are not required to submit a “downside” plan as well as a
“base case,” but our Plan has to take a realistic view of the external
factors that we will be working with.
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3.3 A related and equally key element of the plan relates to
productivity. As a Trust we are still working on the basis of a need to
make significant improvements in productivity in each of the next
three years. This is in line with the new Monitor downside scenarios,
but may also need to be varied in relation to local economic
circumstances (for example the budgetary position of the five PCTs
that constitute the North Central Sector).

4. Organisational Changes in London

4.1 The past month has also seen the next step in the unfolding future
of PCT provider arms. In the absence of a coordinated strategy,
within London provider arms are moving in a number of differing
directions. It is reported that eleven PCT boards have chosen to
vertically integrate their community services with NHS acute provider
trusts or foundation trusts. Seven have opted to vertically integrate
with mental health trusts or mental health foundation trusts. The
remaining group includes four provider arms aspiring to become a
community foundation trust under the name Central London
Community Healthcare (CLCH), two social enterprises and one
permitted by the Department of Health to remain as a direct
provider. Five PCTs - Camden, Greenwich, Haringey, Hounslow and
Richmond - are still to submit their proposals.

4.2 Within the North Central Sector, of those declared Barnet are part of
the CLCH alliance, Enfield are looking towards an aspirant mental
health FT, and Islington are integrating with an acute Trust.

4.3 Alongside these developments other organisational changes are out
for consultation. These include a recent paper setting out the
proposal to explore a potential merger between Homerton
University Hospital NHS Foundation Trust, Newham University
Hospital NHS Trust and Whipps Cross University Hospital NHS Trust.
The single organisation is intended to offer increased flexibility to
respond to service changes that are currently being consulted on, to
be more resilient financially and to enable all 3 hospitals to be part
of a Foundation Trust. It seems likely that other similar
developments within London will be seen following the election as
organisations work to ensure that they in the best possible shape to
deliver on the quality agenda within health within a very
constrained financial environment.

5. Francis Report into Mid Staffordshire NHS Foundation Trust

5.1 Towards the end of February the Francis Inquiry Report into Mid
Staffordshire NHS FT was published. The inquiry followed concerns
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about standards of care, excess mortality and a Healthcare
Commission investigation. Robert Francis QC heard evidence from
patients, relatives and staff to inform his report, and the 18
recommendations he made were accepted in full by the Department
of Health. Dr Senior, the Trust Medical Director, and Caroline
McKenna, Associate Medical Director, have reviewed the
recommendations and their implications for our own Trust, and have
already reported to the Board of Directors. Their review will also be
discussed later in today’s Board of Governors meeting, together with
actions that we will be taking to ensure the quality and safety of all
of our own services. The report in full can be found at the following
web address and the Trust has a limited number of hard copies

www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications
PolicyAndGuidance/DH_113018

6. Staff Survey

6.1 All NHS Trusts in England have recently received notice of their
annual staff survey results. An early look at the survey suggests that
this year the Trust has again had very positive results, in fact
improving on the strong surveys of previous years. In many areas the
Trust ranks in the top 20% of mental health trusts, for example in
the percentage of staff expressing strong satisfaction with their jobs
and in the percentage of staff who would recommend the Trust as a
place to work or to receive treatment. The percentage of staff
reporting that they work extra hours for the Trust remains high, as
in previous years, although this year somewhat less then before.

7. And Finally…

7.1 On Friday 19th March, the Trust held its first (to my knowledge) Quiz
Night. A large number of staff attended and the competition was
somewhat fierce and high spirited! The quiz was won by a team
representing the LCDS (Learning and Complex Disability Service). A
great deal of work went into organising the evening, led by Sally
Hodges and Richard Graham, both of whom I would like to thank. I
understand that there is strong support for a repeat event.

Matthew Patrick
Chief Executive
5 May 2010
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Board of Governors : May 2010

Item : 8

Title : Finance Director’s Report

Summary:

The draft accounts for 2009/10 (currently being audited) show
that the Trust achieved a surplus of £651k for the year, higher
than planned.

Cash balances remain satisfactory, also higher than Plan.

Monitor’s Financial Risk Rating for the fourth quarter is now
expected to remain at 4, compared to the rating of 3 for the
Plan.

Plans for 2010/11 and beyond are to be discussed as a separate
agenda item at today’s meeting.

For : Noting

From : Director of Finance
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Finance Director’s Report

1. Income and Expenditure

1.1 The Board of Directors approved in March 2009 a budget for 2009/10
with a surplus of £151k (0.5% of income) and a contingency reserve
of £250k.

1.2 Results for the year are shown in the table on the next page. These
are based on the draft annual accounts which are currently being
audited. When the audit is complete, the accounts are due to be
approved and sent to Monitor early in June.

1.3 The surplus for the year was £651k, £500k more than Plan. The key
reasons for this were:

 The reserve of £250k was mostly not utilised
 The Trust received a rates rebate of £100k for previous years

 Staff costs were lower than Plan, due to vacancies; though
these savings were partly offset by lower income

 The dividend was lower than Plan, due to downward
revaluation of land and buildings and also the higher cash
balances

1.4 In the table, Training income and Non-pay costs are both £400k
higher than Plan due to funds relating to our partners in a
consortium. This transaction does not affect the Trust’s overall
results.

1.5 The budget for 2010/11 is reported in the separate paper on the new
Annual Plan.

2. Cash

2.1 The total in the Trust’s bank accounts at 31 March was £3.6m, which
was £2.2m higher than Plan, due to the higher surplus and improved
working capital.

2.2 The balance is expected to remain satisfactory through 2010/11; a
detailed monthly cash forecast for the next 24 months will be
presented to the Board of Directors later this month, as part of the
Annual Plan. Since becoming a Foundation Trust we have arranged a
borrowing facility in order to safeguard our liquidity in the event of
short-term difficulties, but there is no current intention to use this.

3. Monitor Risk Ratings

3.1 Monitor issues a Financial Risk Rating for each Trust on the basis of
the Annual Plan (submitted in May each year) and each quarter’s
actual results. The range of ratings runs from 1 to 5, with 5 being the
best. 3 and 4 are satisfactory; 1 and 2 are unsatisfactory.
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3.2 For the 2009/10 Plan, our rating was 3. For each quarter including
the last, our rating has been 4, since our results have been better
than Plan. The rating for the 2010/11 Plan should again be a 3.

3.3 The Trust expects to remain rated Green at quarter 4 for Governance
and for Mandatory Services.

2008/09 2009/10 2009/10

Actual Plan
Actual -

Draft
accounts

£000 £000 £000

Income

Patient Services 11,098 13,454 13,342

Education and Training 13,739 14,444 15,091

Consultancy 911 994 1,206

Research 414 168 129

Other 546 540 531

Total Income 26,708 29,600 30,299

Expenditure

Pay 20,899 23,677 23,061

Non-pay 4,445 4,523 5,686

Exceptional cost 270

Reserves 250

25,614 28,450 28,747

EBITDA * 1,094 1,150 1,552

Depreciation (491) (515) (563)

Bank Interest 50 20 18

Other Finance Costs (1) 0 (1)

Dividend (to the Department of Health) (461) (504) (355)

Retained Surplus 191 151 651

EBITDA* as a % of income 4.1% 3.9% 5.1%

before Exceptional cost 5.1%

* = Earnings before Interest, Tax, Depreciation and Amortisation

Simon Young
Director of Finance
6 May 2010
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Board of Governors : May 2010

Item : 9

Title : Quality Improvement Report & Plans 2010/11

Summary :

This paper presents the Trust’s priorities for quality
improvement, and an overview of the quality of care offered
by the Trust based on performance in 2009/10 against
indicators used in the 2008/09 report.

This is a draft document in preparation for submission of
Quality Accounts to the Department of Health.

The Trust welcomes Governors’ views on its approach to quality
improvement.

For : Discussion

From : Trust Clinical Director
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Quality Improvement Report & Plans 2010/11

Chief Executive’s statement

The Trust remains proud of its record for the provision of high quality
mental health services. In previous years the Healthcare Commission
awarded the Trust the highest rating of excellent for the quality of our
clinical services. Under the new Care Quality Commission regulation the
Trust has achieved registration without conditions. High Quality Care for
All (June 2008) offered a welcome focus on the quality of clinical services.
The introduction of Quality Accounts now offers an opportunity for us to
work with patients, the public, staff, the Board of Governors, the Board
of Directors, our Commissioners and other stakeholders to ensure that we
provide the highest quality services and continue to offer innovative ways
of improving mental health.

Over the last year our Quality Programme Board has overseen progress on
quality improvement plans and has worked to develop our approach to
implementing a quality programme which is both robustly sponsored by
senior management and the Board of Directors, and locally owned in
each clinical service line through clear lines of communication, reporting
and accountability. Over the coming year, we will be implementing an
integrated system of Clinical Quality, Safety and Governance. This system
will also provide assurance to the Board of Directors and ensure that the
work streams that fall within this domain deliver on their objectives,
supported through adequate and equitable resourcing across the Trust at
service line level. Each service line within the Trust already produces an
annual report to the Board of Directors which includes financial,
performance, clinical quality and staffing data.

The majority of the national indicators proposed for mental health do not
apply to our Trust because we provide specialist out patient services and
few indicators have been developed which apply either to CAMHS or
adult psychological therapies. However, we are keen to find ways of
capturing and demonstrating the quality of the services we offer through
expanding data collection and identifying areas for development, using
national measures where they exist to allow benchmarking.

In summary, the Trust is absolutely committed to the quality agenda and
to the areas of patient experience, clinical outcomes and safety that
comprise it. We intend to work closely with all of our stakeholders in
order to ensure that we deliver on our commitments.

I confirm that I have read through this quality report which has been
prepared on my behalf. I have ensured that whenever possible that the
report contains data that has been verified and/or previously published in
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the form of reports to the Board of Directors and confirm that to the best
of my knowledge the information contained in this report is accurate.

Dr Matthew Patrick
Chief Executive
Date
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Part 2: Priorities for quality improvement

1 For the year 2010/11 priorities for quality improvement have been
selected taking into account a range of views and external factors.
Key inputs have included:

 Patient feedback on experience of our services

 Quality agenda as set out in High Quality Care for All
(2008),

 Consultation with the Board of Directors, the Board of
Governors and the staff

 Consultation with Commissioners though reporting on
Quality Improvement Plans for 2009/10 and agreeing
CQUIN targets for 2010/11.

2 We have added two new priorities to the three we worked on in
2009/10 making a total of five priorities for 2010/11; the two new
priorities are patient and public involvement, and maintaining a
high quality effective workforce. Thus the priorities for 2010/11 are
as follows:

 Clinical Outcome Monitoring

 Patient and Public Involvement

 Improvements to the built environment and facilities

 Access to clinical service and health care information for
patients and public

 Maintaining a high quality, effective workforce

3 Our aim is that all of these priorities will be supported through the
involvement of Governors and Membership

4 Clinical Outcome Monitoring

4.1 CAMHS Outcome Monitoring Programme

4.1.1 Routine outcome monitoring data has been collected in the
CAMHS Directorate for several years. However, the range of
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measures used needed to be expanded in order to fulfil the
requirements of CORC (CAMHS Outcome Research
Consortium). CORC specifies an agreed common set of
measures to routinely evaluate outcome from at least three
key perspectives (the child, the parent / carer and the
practitioner).

4.1.2 The CAMHS directorate undertook a 6 month pilot project
across two generic teams in Camden (October 2009 – April
2010) in order to implement the expanded protocol. All
processes, including significant additional IT support were
put in place and information is now being provided on a
monthly basis to the Camden CAMHS Commissioner.
However initial return rates have been low, but to address
this issue a number of changes have been made to the
format of data collection. In addition, the Trust is hosting a
training workshop on outcome monitoring for CAMHS
clinicians in May 2010, to help increase the relevance and
value of outcome measures for clinicians. There remain
concerns, however, that the return rates will not meet the
target of 60% required by the Camden CAMHS
commissioners by the end of this financial year (2010/11). An
action plan is in place to mitigate this risk. Currently, the
expanded protocol is in use in clinical teams providing CAMH
services to patients and families living in Camden, with plans
later this year to implement the protocol across all services
within the directorate for every new patient referred.

4.1.3 The Learning and Complex Disabilities Service, the Under
Fives Service and the Fostering and Adoption Service will be
piloting new outcome measures specifically designed for the
population of children / young people who attend these
services.

4.1.4 Collection and reporting of the agreed CORC dataset has
now been implemented across Camden Service Lines.
However, for the year 2010/11 the department needs to
improve data collection in the following domains:
demographic data, presenting problem, and professionals
involved for every new case. There have been technical
problems related to use of new forms which have been
resolved. An additional outcome monitoring report will be
completed in May 2010 to evaluate compliance.

4.1.5 Further work is been undertaken to ensure, where possible,
that the outcome monitoring processes and core dataset are
compliant with the new electronic patient record system
(RiO) which will be launched in September 2010.
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4.2 Adult Outcome Monitoring Programme

4.2.1 At this time, outcome monitoring in the Adult Department is
based on the CORE System (Clinical Outcomes for Routine
Evaluation) which was developed in the UK for use in
psychotherapy to measure outcome, and to provide data for
service audit and evaluation. The return rates have remain
consistently low over the past number of years. However, a
change in the outcome monitoring protocol has had the
effect of further increasing the return rates of forms from
patients. Now, rather than receiving the end of treatment
form by post, clinicians hand the forms directly to patients. In
addition, new outcome measures are also being piloted in
the Adult Directorate Brief Therapy Service and will be
reported on later this year.

5 Patient and Public Involvement

5.1 The Trust places great store by patient and public involvement,
including students and other non-patient users of our services. In the
coming year we will be:

5.1.1 Undertaking a stakeholder consultation on the quality of our
clinical services in liaison with the Patient and Public
Involvement Committee (the PPI committee includes patient,
public and Governor representatives who will be
involved in the planning of this work)

5.1.2 Inviting patients and carers to take part in consultations (for
example on patient information and confidentiality)

5.1.3 Developing more creative ways of obtaining feedback such
as using the internet and telephone surveys, and events such
as themed open meetings.

6 Improvements to the built environment and facilities

6.1 In 2009 we focussed on refurbishment of high traffic ground floor
areas, responding to concerns that had been raised in previous
patients’ surveys about the ‘tired’ condition of the building. Such
comments were far from universal, however, many patients giving
positive feedback about the ‘feel’ of the building and praise for the
artwork.
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6.2 Our review of patient feedback included all the possible feedback
mechanisms including the Experience of Service Questionnaire (ESQ).
Most data from the ESQ has come from the adolescent department
where it has been most used. However the ESQ was piloted in the
Child and Family Department from October 2009 until March 2010
before being formally incorporated into the outcome monitoring
procedure for the department effective from 1st April 2010 for
Camden Service Lines. The feedback from this questionnaire in
relation to the environment is reasonably positive although there
have been additional comments about the books in the waiting
areas (need for more) and the therapy rooms (seeming sparse). We
have recently been donated books by an author parent and have
donations of popular children’s magazines.

6.3 In order to improve the quality of the environment for patients,
refurbishment work was undertaken during the summer 2009. This
included the ground floor reception and waiting area; PALS / patient
information area; space between the reception area and the lifts,
and commissioning of new art work for the waiting area and the
corridor leading to the lifts.

6.4 Once the refurbishment had been completed a survey was carried
out to ascertain the impact of the changes made. Feedback forms
were placed in the waiting rooms of the Adult, Child and Family and
Adolescent Department for two weeks, during which a total of
twenty forms were completed.

6.5 Similar to the pre-refurbishment survey, the feedback received
during the post-refurbishment period was mixed. However, 60% of
the respondents thought that the new design and layout of the
main reception and the waiting area made the ground floor look
better. In response to the feedback received, there have been
measures taken to address the concerns raised about the
refurbishment work. These measures have included adding plants,
soft furnishing and a frosted glass screen. The lighting on the
ground floor corridor has been softened and the some of the
artwork has been changed. A further survey will be undertaken in 6
months.

6.6 The Patient and Public Involvement (PPI) Lead is a member of the
Trust’s Design Advisory Group in order to ensure that there is on-
going review of the feedback received from patients about the
environment. The Design Advisory Group is led by the Trust Director,
who is the Trust Board Design Champion and the group includes
active Governor participation .This also ensures that there is a
process in place for improving and maintaining the quality of the
environment based on a range of views including patients,
Governors, Members and staff.
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6.7 A rolling programme of refurbishments is in hand and plans are in
development for improvements to the use of external spaces

7 Access to clinical service and health care information for patients
and the public

7.1 We view the Trust website as a key portal of access to, and a key
route for disseminating information about, the Trust and its services.
In 2008 a strategic decision was made to redesign the website to
ensure that it was fit for purpose. The communications team
conducted a survey, through the membership newsletter, to
establish ideas about what patients thought was important to
consider in the redesign. We appointed a design company and they
also conducted user testing. It was apparent that the patient
population felt strongly that the website needed to be organised
around the kinds of questions patients (and our student users) might
ask. The website has, therefore, been completely revised and the
new site was launched in July 2009.

7.2 There have been several rounds of user testing on the new website,
where patients have been asked to search for particular pages and
then have given feedback on the ease of navigation through the
site, which has led to further improvements. After the site has been
live for a year we will conduct a further survey through the
members’ newsletter to check that the site is functioning as it
should.

7.3 The Communications Team is preparing a series of downloadable
leaflets on Life Issues which will offer information and advice in
relation to common issues encountered across the life span. The
series will be launched in 2010/11 and will make a contribution to
promoting public health and well-being

7.4 Following a consultation from People First, the Trust has developed
information leaflets suitable for people with learning disabilities and
will make these available from 2010/11.

8 Maintaining a high quality, effective workforce

8.1 The Trust has always performed well in staff surveys. Our most
recent survey is also very positive, in fact improving on the strong
surveys of previous years. In many areas the Trust ranks in the top
20% of mental health trusts, for example in the percentage of staff
expressing strong satisfaction with their jobs and in the percentage
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of staff who would recommend the Trust as a place to work or to
receive treatment. The percentage of staff reporting that they work
extra hours for the Trust remains high, as in previous years although
this year somewhat less than before. One less positive feature,
however, is that staff surveys have also reported significant levels of
stress amongst the staff group. Over 2010/11, we aim to put in place
a range of measures to reduce work related stress.

8.2 In addition we aim to maintain a well-trained, flexible and creative
workforce through providing personal development plans,
supporting Continuing Professional Development and continuing to
support workshops aimed at enhancing clinical learning and
development.

9 Involvement of Governors and membership

9.1 We believe that the quality of our services will benefit from working
more closely our Governors, and membership; they are key to our
future direction and nature of the Trust.

9.2 While achieving this aim is not straightforward, in pursuit of it
increasing time and resourcing is being devoted to supporting and
facilitating our governance structures. Over the coming year we
want also to focus on development and support of links between
members and Governors. Website and e-mail possibilities are being
explored. We also aim to include a governor in each of a number of
key quality committees and work streams within the Trust in order
to promote closer working between the executive, the staff and
Governors and through their links, the membership.

9.3 In this way we would hope to make the most of our governors’ and
membership’s contribution to the continuing improvement of the
quality of our clinical services.
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Part 3

This section gives an overview of the quality of care offered by the Trust
based on performance in 2009/10 against indicators used in the 2008/09
report.

1 Patient Safety indicators

1.1 NHSLA level

1.1.1 In March 2009 the NHSLA awarded the Trust a Level 1 rating
with a 100% pass rate for compliance with the requirements
for written process. This assessment is valid for 2 years. The
Trust is committed to continuing to improve the safety of
Trust services and aims to achieve Level 2 rating in March
2011, which will demonstrate that its risk management and
patient safety policies and procedures are effective in
practice.

1.2 Number of patient safety incidents

1.2.1 The Trust has a relatively low incident rate due to the nature
of its clinical services. Many of the reported incidents have
occurred in the Trust Specialist Day Unit which includes a
school for children with emotional difficulties and
challenging behaviour. Following a discussion with the NPSA
(National Patient Safety Agency) over the course of the year,
the Trust now reports all incidents in the Day Unit, which
involve pupil to pupil violence as ‘clinical incidents’. All other
clinical incidents, which are generally few in number,
continue to be reported to the NSPA on a monthly basis via
the intranet NRLS (National Reporting and Learning Service)
staff portal. The total reported incidents (both clinical and
non-clinical) in 2008/09 was 187. This rose to 264 in 2009/10,
which was thought to be related to a general increase in
awareness of incident reporting across the Trust. The Trust
had 2 Serious Untoward Incidents (SUIs) in 2009/10, both
which were fully investigated and the subsequent reports
submitted to the Board of Directors and Camden
Commissioners, and submitted to NHS London as required.
The Board of Directors has monitored compliance with the
action plans and both SUIs are closed. The Trust routinely
promotes incident reporting at the Trust-wide Induction,
INSET and other risk training events.

1.3 Monitoring of adult safeguarding alerts



Page 11 of 20

1.3.1 The importance of safeguarding vulnerable adults, by
identifying and reporting those adults who might be at risk,
has been highlighted by the Trust. This has been through the
mandatory training provided at the annual Trust INSET day,
and via email reminders to Trust staff over the course of the
year. During the past year, the LCDS (Learning and Complex
Disabilities Service) has liaised with Social services on two
separate occasions, concerning two vulnerable adults, who
were already known to social services prior to their contact
with the Trust. So that the Trust remains active in responding
to and monitoring the needs of this group, staff continue to
be encouraged to submit the Trust incident reporting form.

1.3.2 Adult safeguarding alerts will be monitored regularly over
2010/11

1.4 Attendance at Trust wide induction days

1.4.1 Last year we set ourselves a target of improving attendance
at Trust wide induction from 66% in 2008/09 to 75% in
2009/10. We are pleased to report that attendance rose to
85% in 2009/10.

1.4.2 Our target for 2010/11 is to maintain a high level of
attendance at Trust wide induction and to focus on
attendance at local level to achieve a 75% attendance rate.

1.5 Attendance at mandatory training

1.5.1 97% of the target staff attended the mandatory INSET day
during 2009/10 (which all staff are required to attend once
every two years), where staff were provided with training in
the following areas:

 Risk assessment

 Infection control
 Confidentiality and Caldicott guidance

 Health and safety (including lone workers)

 Equality and Diversity
 Information Governance

 Safeguarding children Level 1
 Safeguarding Adults

 Fire safety

1.5.2 Child Protection Training
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1.5.2.1 97% of the target staff group attended Level 1
child protection training.

1.5.2.2 50% of the staff required to attend the Level 2
training have completed this, with a further 25%
scheduled to complete this training in May 2010.

1.5.2.3 94% of those required to attend Level 3 training
had completed their training at March 2010.

1.5.2.4 We will ensure staff are offered updated child
protection training as required and monitor
attendance.

2 Clinical Effectiveness

2.1 Monitor number of staff with Personal Development Plans

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

2.1.2 The number of staff with Personal Development Plans in
2009/10 was 93%, an increase on the level for the previous
two years, with a figure of 92% in 2008/09 and 77% in
2007/08.

2.1.3 For the 2010/11 we aim to achieve a return rate above 90%
in order to demonstrate that we now have a consistently
robust system in place.

2.2 Evidence of increase in range of treatment modalities

2.2.1 The Trust is a national leader in the provision of systemic
psychotherapy and psychodynamic psychotherapy. Alongside
this, the Trust is increasing the range of treatments available
so that we can offer therapies to a greater range of patients
and offer a greater choice of treatments to all our patients.
Some of these developments include extensions of
approaches we already use, as well as new developments
based on combining elements know to be effective within
two or more established modalities of treatment.

2.2.2 Over 30 staff are now trained to basic level in Interpersonal
Therapy (IPT) and a cohort are proceeding to practitioner
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level training, with a smaller group now approaching
supervisor level.

2.2.3 Dynamic Interpersonal Therapy (DIT) is a brief psychodynamic
competency based approach developed by the Trust in
collaboration with the Anna Freud Centre. Six staff have
completed basic training in DIT.

2.2.4 Both IPT and DIT have been approved as appropriate
treatments to offer within Improving Access to Psychological
Therapies (IAPT) programmes nationally.

2.2.5 Seven staff trained in Mentalisation Based Therapy (MBT), an
effective treatment for people with personality disorders. A
Mentalisation based variant of Multi Systemic Therapy is
being offered for young people on the cusp of care.

2.2.6 Within family approaches, FAST (Family and Schools
Together) is being piloted. This approach is amongst the top
five evidence based family interventions in the USA and is
just being introduced in the UK.

2.2.7 The Trust is also delivering EMDR for highly traumatised
children and Relationship Development Intervention (RDI) as
a component of autism services.

2.2.8 Cognitive Behaviour Therapy is continuing to develop within
the Trust as a treatment modality.

2.2.9 Over the coming year we will work to embed new
approaches and monitor whether patients have been offered
a choice of treatment where that is appropriate

2.3 Outcome monitoring returns data

2.3.1 The Trust is committed to using outcome measures for
evaluating the effectiveness of the clinical interventions it
provides. The on-going challenge faced by services is how to
obtain reasonable return rates, sufficient to enable the Trust
to effectively evaluate its clinical services. There are many
factors which can contribute to low return rates, such as the
perceived lack of relevance and usefulness of these measures,
both by patients and clinicians alike. At the time of writing
this report, figure for return rates in 2009-10 are not yet
available.

2.3.2 Child and Family Department
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2.3.2.1 Up until 2009, the Child and Family Department, in
line with the recommendations of CORC ( CAMHS
Outcome Research Consortium) have used three
standardized measures: The SDQ (Strength and
Difficulties Questionnaire), which has been
completed by services users and teachers; and the
CGAS (The Child Global Assessment of Functioning)
and the PIRGAS (Parent-Infant Relationship Global
Assessment), both which are completed by
clinicians. In the period 2007-2009, although the
rates of return for both the CGAS and the SDQ
have improved significantly, they are still lower
than the 60% level now required by Camden PCT
for 2010/11.

2.3.2.2 The steps which are being taken to improve the
return rates include a greater involvement of the
clinician in encouraging families to compete these
forms; mandatory training for clinicians and
administrative staff highlighting the relevance and
important of these tools for demonstrating clinical
effectiveness; and the addition of the ‘Added
Value Score’ for the SDQ, as a key indicator of
performance in CAMHS from 2010.

2.3.2.3 As part of the plan to expand the range of
measures collected in the Child and Family
Department, in line with the requirements of
CORC, a key development will be the introduction
of a “goal-based measure”, where the young
person and family will determine what they wish
to change over the course of treatment. In
addition, information will be routinely collected
concerning their experience of the service using
the CHI-ESQ.

2.3.3 The Adolescent Department

2.3.3.1 The outcome measures used in the Adolescent
Department are part of the Achenbach System of
Empirically Based Assessment, and include forms to
be completed by the young people and another
form to be completed by the Clinician and
Significant Other (someone the young person
nominates to complete the form).

2.3.3.2 Return rates for 2009/10 are not yet available.
However, the return rates for 2008/09, which were
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20.9%; 15.0% and 36.2% respectively for the
Young Person, Significant Other and the Clinician,
were slightly higher than the return rates for
2007/08, where the equivalent figures were 14.4%:
12.5% and 35.5%.

2.3.3.3 In order to increase the rate of returns from service
users, the Adolescent Department is planning to
introduce new outcome monitoring measures.
Initially, information will be gathered from a series
of focus groups with young people to determine
which measures are likely to be suitable for the
young people who attend the Adolescent
Department. It is anticipated that these new
measures will prove more effective in encouraging
young people to provide feedback on their mental
well-being and so increase the rate of returns.

2.3.3.4 However, in terms of considering clinical
effectiveness, it is helpful to consider the
information based on the data covering 6 years,
from 2003-2009, using the Achenbach System of
Empirically Based Assessment (ASEBA) measures.
Using these data show that at the ‘Pre-Assessment’
stage 54% of patients fell within the ‘clinical’
domain, whereas at the ‘Post-Assessment’ stage,
this drops to 46% and to 32% at the ‘End of
Treatment’. These figures indicate that over the
past 6 years patients attending the Adolescent
Department have demonstrated improvement over
time, from the point of assessment to the end of
treatment.

2.3.4 The Adult Department

2.3.4.1 Outcome monitoring in the Adult Department is
based on the CORE System (Clinical Outcomes for
Routine Evaluation) which was developed in the
UK for use in psychotherapy to measure outcome,
and to provide data for service audit and
evaluation.

2.3.4.2 Between 2007/08 and 2008/09 return rates
increased for patients from 39.2% in 2007/08 to
56.1% in 2008/09. Return rates for clinicians over
the same period decreased slightly from 98.0% to
93.7%.
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2.3.4.3 However, with a commitment to increasing the
return rates in November 2009 changes were made
to the protocol, whereby the clinician now
provides the end of treatment form directly to the
patient. Although the data has yet to be analysed
this change has resulted in a slight further increase
in the return rates from patients. In addition, new
outcome measures are being piloted in the Adult
Directorate Brief Therapy Service and will be
reported on later this year.

2.3.5 The Portman Clinic

2.3.5.1 There are limitations of the CORE as a measure of
outcome for a forensic population receiving
psychotherapeutic treatment, as seen at the
Portman Clinic, as evidenced from the relatively
low return rates from both clinicians and patients
of completed CORE forms most evident at the end
of treatment stage.

2.3.5.2 For example, the return rates for both patients and
clinicians decreased from 54.5% and 97.7%
respectively in 2007/08 to 46.2% and 77.0% in
2008/09.

2.3.5.3 Because of the limitations of using the CORE as the
sole outcome measure, the Portman Clinic have
been investigating the use of other pre-existing
validated instruments measuring outcomes
considered more appropriate for a forensic
population. These instruments include: The Global
Assessment of Functioning (GAF) to measure
symptom change; the Shedler-Westen Assessment
Procedure (SWAP) (a clinician rated measure); the
Millon Clinical Multi-axial Inventory-III (a patient-
rated measure) to measure personality change;
and the Global Assessment of Relational
Functioning Scale (GARF) (a clinician-rated
measure) to assess the quality of patients’
interpersonal relationships. Portman clinicians have
been piloting the use of the SWAP on patients as
part of the assessment, with favourable results.

2.3.5.4 In conclusion, as outlined above, all departments
and services across the Trust are committed to
improving the rate of returns of the forms used for
evaluating clinical effectiveness. In addition,
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progress is being made to include measures which
are more relevant and meaningful for the specific
patient group, more sensitive to change, and
which are based on patient-determined change.
Furthermore, the success of using telephone
interviews with young people for the CHI-ESQ,
suggests that there are benefits to considering
other methods to improve response / return rates,
such as the use of e-mail and the Internet / Trust
website etc.

3 Patient Experience

3.1 Percentage of patients rating care “excellent / very good / good”

3.1.1 Feedback from patients who responded to the most recent
yearly patient survey demonstrated that 70% either rated
their care as “excellent”, “very good” or “good”, a figure
which the Trust has achieved consistently for the past five
years. 73% felt that they were listened to and treated with
respect and dignity, and 69% would recommend the Trust to
their friends or family members.

3.1.2 For 2010/11 we are aiming for 70% or more of those patients
responding to the survey to rate their care as excellent / very
good / good

3.1.3 In consideration of the fact that the response rate to patient
surveys is low for young people, the information from CHI-
ESQ (Experience of Service Questionnaire) was used to obtain
the views of young people attending the Adolescent
Department, aged 16 and over, following their Assessment in
the Department. Rather than completing this questionnaire
on paper, young people were invited to complete this
Questionnaire by telephone interview. This proved most
successful, as almost 80% of patients who agreed to
participate (in a pilot run over a period between 2008 and
2009) provided feedback. Overall the responses from patients
has been very positive and so far 100% of those asked said
they would certainly recommend the help offered in the
Adolescent Department to a friend if they needed it; and
that overall the help they received was good. 91% felt that
they were ‘listened to’; and that they were ‘treated well’.
The weaker points were: not offered ‘convenient
appointment time’, the ‘convenience of the location’, and
‘convenient facilities’.
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3.1.4 It is planned to use the CHI-ESQ more widely within the Trust
and continue to explore innovative ways of gaining
meaningful patient feedback about the quality of care.

3.2 Decrease number of negative comments received about
environment

3.2.1 As one of the priorities for Quality Improvement in 2009/10,
work was undertaken to refurbish and improve the reception
and waiting areas on the ground floor, toilet facilities and
the access to refreshments. Overall, the feedback was
positive, with 60% of the patients responding positively to
the changes made to the reception and waiting area, whilst
25% of the respondents were dissatisfied with the redesign
of this area. As indicated above under priority 3,
improvements to the built environment, measures have been
taken to address the negative feedback received concerning
the refurbishment work.

3.2.2 The survey will be repeated in six months to monitor
patients’ views about the refurbishment and to ensure that
any further need for change is identified

3.3 Monitor DNA rates

3.3.1 The “did not attend” rate (DNA) for 2009/10 was 8.8% for
first attendances, which is a decrease compared to the
2008/09 figure of 9.5%, while the DNA rate remained at the
10.4% for subsequent appointments. Compared with other
mental health trusts, with a historical DNA rate of 14%, this
could generally be regarded as a positive indicator for
patient satisfaction with their care. However, one of the
future tasks will be to obtain an up-dated figure for other
mental health trusts.
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3.4 Monitor rate of complaints received

3.4.1 The Trust received a total of ten complaints in 2009/10, which
is consistent with the figure for 2007/08, but slightly higher
than the number of complaints recorded for 2008/09, which
was eight. In accordance with the complaints procedure, all
complaints were investigated by the Chief Executive, in
conjunction with the relevant Service Director. In response to
one of the complaints, the Trust has changed its practice
concerning the amount of patient information shared with
other professionals. In addition, staff training has been
provided where required.

3.5 Pilot using text messaging to communicate with patients over 16

3.5.1 Recent feedback from young people indicated that they
would prefer to receive communication concerning
appointments either by text or email, rather than by letter.
This information was obtained from young people (aged 16-
18) who participated in two focus groups held at a local
comprehensive school in Camden in 2009. A pilot project is
planned for 2010/11 on the use of text messaging with some
of the young people attending the Adolescent Department
who agree to be contacted by text. The results from this pilot
project will be reviewed to consider whether the use of text
messages might be implemented with other patient groups
in the Trust. If it is to be implemented, then guidelines will
be developed which will apply across the Trust.
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Board of Governors : May 2010

Item : 10

Title : Annual Plan

Summary :

This paper sets out in draft form the Trust’s proposed Annual
Plan, for comment and discussion.

The Board of Directors invite the views of the Governors on the
assessment here of the Trust’s current position; the likely
external factors that will affect us over the three years of the
Plan; and the strategies to take the Trust forward over this
period.

The Plan will then be finalised, including the financial
projections for years 2 and 3, for approval by the Board of
Directors later this month.

For : Discussion

From : Director of Finance
Chief Executive
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Annual Plan
1 Introduction

The Trust is preparing its Annual Plan for submission to Monitor by 31 May.
Monitor has changed the format this year, and has laid down quite detailed
requirements for the format and content.

The plan builds on our 2009 Plan which has been sent to you in electronic
form for reference, particularly as it was in narrative form as opposed to
this year’s template-based format.

This paper gives a draft of the key points of the Plan. They will be presented
to Monitor on the templates they have provided, but are presented in text
form here.

The first template asks to state our current position and vision over the next
three years, including key priorities. See section 2 below.

The second template is for our key external impacts and risks. See section
3.

There then follow templates to set out our strategy in more detail in
seven areas. There is also a separate template to set out the membership
strategy. All these areas are covered in section 4 below.

Section 5.1 gives a summary of the budget for 2010/11 which was
approved in March. Financial projections for years 2 and 3 of the Plan are
being developed, based on the assessment set out in section 5.2.

2 Vision and key priorities

2.1 Trust current position
The Tavistock and Portman NHS Foundation Trust is committed to improving
mental health and emotional wellbeing. We believe that high quality
mental health services should be available to all who need them. Our own
contribution is distinctive in the importance we attach to social experience
at all stages of people’s lives, and in our focus on psychological and
developmental approaches to the promotion of health and the prevention
and treatment of mental ill health.

We make our contribution through:

• Providing relevant and effective clinical services for children and
families, young people and adults, ensuring that those who need
our services can access them easily
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• Providing training and education aimed at building an effective
and sustainable NHS and Social Care workforce and at improving
public understanding of mental health

• Undertaking research and consultancy aimed at improving
knowledge and practice and supporting innovation

• Working actively with stakeholders to advance the quality of
mental health care, and to advance awareness of the personal,
social and economic benefits associated with psychological
therapies

The Trust’s two largest areas of activity are patient services and training
and education. Having said this, the Trust regards itself as a specialist
niche provider of a limited range of services which it seeks to deliver to a
high quality at competitive cost.

The majority of the Trust’s clinical services are Child and Adolescent
Mental Health Services. The Trust is the main CAMHS provider for
Camden, and provides both generic and specialist CAMHS services to
Camden and in a number of other boroughs. The Trust also provides a
range of specialist adult mental health services. These include transition
services for adolescents and a variety of adult psychological therapy
services. In 2009 the Trust set up a new primary care psychological therapy
service for adults in Hackney. The Trust also has a number of services
subject to specialist commissioning. These include forensic psychotherapy
services provided by the Portman Clinic, Learning and Complex Disability
services, and a nationally commissioned Gender Identity Development
Service.

From the outset the Trust has provided education and training alongside
clinical services, with the aim of maximising its contribution to mental
health. We are now recognised as a leading NHS provider of education
and training for the mental health and social care workforce. Our
trainings are valued by individuals, by their employers and by
commissioners. Most of our courses are university-accredited, and we
have built strong relationships with our two main university partners.
With these partners and with other NHS organisations, we are now
working on establishing the mental health stream of the UCL Partners
Academic Health Science Centre (AHSC) and also on proposals for a
Health Innovation and Education Cluster (HIEC).

In recent years, we have continued to develop and deliver new training
programmes responsive to practitioner and service need, including a
broad portfolio of short CPD courses.

The Trust’s training contract is held by NHS London on behalf of other
education commissioners, and the Trust is expected to deliver training
and education on a national level.
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The Trust is proud of its strong history of innovative and ground breaking
research, and of its impact upon social and mental health policy and
service provision. Recent performance has been strong in the area of child
and adolescent mental health research, with demonstrable impact upon
national clinical and commissioning policy. Although the current funding
climate is unusually challenging for all research active trusts, there are
encouraging signs of our progress and adaptation, reflected in the
emergence of new institutional R&D partnerships and plans to capitalise
on our strengths with the development of a national research centre.

The Trust’s consultancy service provides high quality psychologically
informed consultancy on complex human factors in organisations. These
services are delivered to chief executives, directors, senior managers and
other professionals in the public, private, and non-statutory sectors. The
Tavistock Consultancy Service (TCS) is a self-contained income-generating
unit within the Trust. TCS provides leadership development, executive
coaching, consultancy and facilitation to boards, management teams and
whole organisations. It also offers a range of development and training
programmes to those in management, leadership and consultancy roles.
Clients come from the commercial sector, including finance and legal
services, manufacturing, IT and media; public sector organisations
including NHS Trusts, schools and colleges, central and local government,
criminal justice agencies and social services; and independent sector
organisations, including national charities and religious organisations.

The Trust was rated Excellent by CQC in 2009 both for quality of services
and for management of financial resources. In quarter four of 2009/10 we
expect again to receive a Financial Risk Rating of 4 from Monitor
(exceeding our Plan), and under the new CQC regime we have been
registered without qualification.

Over the last 15 years, the Trust has grown steadily (including 10% in the
past year), mostly by organic growth of our clinical services, training and
consultancy, but also with the transfer of services and the development of
new services in response to tender invitations. At the same time, we have
also steadily improved productivity so as to provide better services and
also to meet our financial targets.

All of these ensure that the Trust is moving into an exceptionally difficult
economic climate from a strong platform.

The Trust achieved authorisation as an NHS Foundation Trust in 2006.
Prior to this it was the Tavistock and Portman NHS Trust, established in
1994, bringing together the Tavistock Clinic, founded in 1920, and the
Portman Clinic, founded in 1933.
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2.2 Vision

The Trust is unusual in the range of its activities. All of these, however,
are closely integrated and share the same underlying values and
philosophy:

• Emotional disturbance and mental ill health are common, can be as
disabling as serious physical illness, and effects not only individuals
but also those around them

• A person's experiences within family and community have a lasting
impact on their development

• Groups and organisations can be a source of support and well-
being, but can also become dysfunctional and ineffective, resulting
in real distress or even causing breakdown

• Having a sense of belonging and being accepted is important to
people’s mental health

These ideas shape the way in which we work, ensuring that:

• We actively seek patients' views and thoughts about their
experiences and use these to shape the services we provide

• We offer non-stigmatising help to parents and families so that the
next generation can achieve to its full potential

• Our services reach out to the socially disadvantaged and those who
experience discrimination

• We place an emphasis on the use of a full range of psychological
therapies as a powerful way of promoting mental health and
resilience, and on research to evidence these approaches

• We offer a range of training courses to develop and support
individuals from a wide range of backgrounds and disciplines
working in a diverse range of settings

• We provide consultancy to organisations, leaders and managers to
enhance teamwork, satisfaction and productivity at work

• We support and encourage our own staff in extending their skills
and capacity for care, creativity and innovation, ensuring that they
remain our greatest asset.

There is presently a high rate of change in the NHS, with both service and
organisational re-configurations being planned and high levels of
financial pressure and anxiety.

In this environment, it is essential that the Trust must be – and must be
experienced as being:

 outward looking

 aligned and responsive to external preoccupations and agendas

 high quality
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 innovative

 relevant

 helpful

 contemporary

 all whilst retaining distinctiveness of contribution

These objectives are the motivation for the priorities set out in 2.3 below,
which will be developed within the following framework:

Economic

 Emphasis on continued growth with margin
 Supported by

o defined levels of productivity with complementary level of
CIPs

o clarity around responsibility and accountability
o high quality service line information

 Balancing protection/development of existing work with new work

 Balancing organic incremental growth with growth through small
projects with large acquisition plans/projects

 Balancing local geographic growth with remote delivery (e.g.
national or beyond as in blended learning)

Service Developments should be
 Consistent with values and mission

 Building on our areas of expertise and strength (high quality,
existing products/existing markets as opposed to new products new
markets unless high strategic importance)

 Relevant/responsive to context

 Balancing generic with specialist developments

 Brand enhancing

More detailed strategic aims are set out in section 4.

2.3 Key priorities for the three years to March 2013

(the Plan will include key milestones for each year)

At heart, the Trust is rooted in clinical practice with all activities deriving
from the experience of working with patients. The Trust is proud of its
history of innovation and excellence, and seeks to build on this in the
future.

The Trust aims to work closely with commissioners and other providers in
the provision of high quality services to local residents. Working as part of
a larger system is essential if the quality of patient services is not to suffer
in economically stringent times.
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Significant levels of productivity improvement and efficiencies will be
required in a likely environment of financial constraint. The Trust will aim
to achieve these while protecting and developing the quality of its
services.

In addition, we are seeking to improve and increase access to our patient
services, including Child and Adolescent Mental Health Services (CAMHS)
and generic and forensic Adult Psychological Therapies. In this we will aim
to build on our areas of existing strength, including the community
provision of comprehensive integrated CAMHS, specialist expertise such as
Forensic Psychotherapy and work with Looked After Children (LAC), and
the development and delivery of Psychological Therapies across the age
range in community, polysystem and specialist settings. We are also
aiming to build on our strong training portfolio, increasing the range of
academically validated postgraduate courses and continuing professional
development programmes we provide, as well as our professional
qualifying courses. In addition we will be pursuing new opportunities in
blended or distance learning. This will enhance the positive reach of the
Tavistock and Portman to influence quality Mental Health Provision. We
will continue to support our rich activity in Research and Development,
and to promote our consultancy work delivered through the Tavistock
Consultancy Service. Lastly we will seek to continually improve equity of
access and equality in all areas and improved involvement of patients,
students, and other users and stakeholders.

Working collaboratively with commissioners, and with other providers
including universities is key to maintaining and developing the Trust’s
position in all domains. We cannot work in isolation, developing our ideas
and hoping that others will then buy what we offer. However, the best
structure for delivering services will often be a straightforward contract
between a commissioner and the Trust, either as sole provider or as lead
provider managing a care pathway.

Building on the already high quality of all services, our objective is to
ensure that user experience, safety, and outcomes are placed at the
centre of strategic planning and service delivery.

Specific clinical quality priorities over the next year are:
 Outcome monitoring
 Public and Patient Involvement

 Involvement of governors and members
 Access to information

 Improvements to the built environment and facilities

The recently approved integration of the Trust’s quality and clinical
governance systems will contribute significantly to the achievement of
our goals in this area.
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3 External impacts

Ten major external factors are listed below. These factors lead to risks –
and/or opportunities in some cases – which we have reflected in our
assessment and in our strategic action plans set out in sections 2, 4 and 5.
The Plan will include a table of the specific actions planned in response to
each of these factors.

 Public sector recession: £15-20bn reduction in NHS funding

 NHS 2010-2015: from good to great; the NHS Operating Framework
and productivity challenge;

 Local politics with probable PCT and trust mergers and
reconfiguration of the local health economy

 New Horizons (wellbeing, early interventions, public mental health)

 Evidence Based Practice (NICE)
 IAPT – further development and review of the services already

established
 The Bradley Report
 Emphasis on vulnerable groups, including child protection and

safeguarding
 Payment by Results: The Department of Health plans to introduce a

tariff for mental health services – or at least a currency (the units of
healthcare for which payment is made) – by 2013/14.

 Development in the Foundation Trust model: membership
organisations/mutuality

4 Strategic Plans

4.1 Clinical Quality
As noted in 2.3 above, our overall aim is to build on the already high
quality of all services, ensuring that user experience, safety, and outcomes
are placed at the centre of strategic planning and service delivery.

Specifically over the next year we are targeting the continued
development of:

 Outcome monitoring

 Public and Patient Involvement, including a stakeholder
consultation on quality, in liaison with the PPI Committee

 Involvement of governors especially through membership of
committees, to build our local and public accountability

 Access to information

 Improvements to the built environment and facilities
 Maintaining a high quality workforce through attending to stress;

personal development plans; and supporting workshops aimed at
enhancing clinical learning and development
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The quality programme draws on existing work in many areas of the Trust
e.g. PPI, communications, equalities, facilities - including the physical
environment and catering. Much of the work in relation to quality is
already undertaken within the clinical governance framework and
through the PPI Committee.

Over the past this work has been surveyed and consolidated.
Furthermore, systems and structures have been developed to ensure that
this work is properly connected up. The Quality Programme Board has
monitored progress on quality plans over the year and worked to develop
an approach to implementing a quality programme which is both robustly
sponsored by senior management and also locally owned with clear
communication, reporting and accountability.

Over the coming year, we plan to implement an integrated system of
Clinical Quality, Safety and Governance (authorised by the Board of
Directors); and to ensure that the workstreams that fall within this work
are adequately and equitably resourced across the Trust at local service
line levels. We will continue to develop quality monitoring and
improvement plans in the three key areas of Patient Experience, Patient
Safety and Effectiveness of Care. The Trust Clinics Committee will
continue to include Quality as a regular agenda item to ensure sharing of
ideas and integration across the Trust

4.2 Service Development Strategy

4.2.1 Market Assessment – Patient services
Demand for mental health services is likely to increase as a result of
unemployment, family and individual debt, home repossession and other
consequences of the recession. At the same time, the government and
consequently our commissioners – local authorities and primary care trusts
– are under pressure to reduce levels of spending on public services.

Funding allocations to most London PCTs will have risen by 10.6% over
the two years from 2008/09 to 2010/11, slightly lower than the national
average of 11.3%. Significantly lower increases are expected in the
following years, covering inflation but with no growth in real terms.

The challenge of the economic downturn for the mental health trusts is
clear: an increase in demand coupled with potentially reduced income,
with an emphasis on improving quality and enhanced regulation and
governance demands.

At a local level, mental health services are arguably more vulnerable to
funding reductions than other NHS services. For example, the delay in the
development of a national tariff (now estimated by the Department of
Health for 2013/14) creates a likelihood that mental health services will
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experience a greater proportional reduction in spending than other
services. Some commissioners are aiming to reduce mental health contract
values significantly for 2010/11. Coupled with this is the adverse financial
deficit position that a number of PCTs within the sector find themselves in
as a result of the introduction of the acute sector tariff revision, HRG4.

The new operating framework makes it clear that there will be a 0%
tariff uplift in the period up to 2013/14. The only additional rewards that
will be available will be through CQUIN schemes, initially at 1.5%.

The particular market issues for psychological therapy services and
CAMHS and thus for our particular Trust include the following:

 IAPT was established with short term funding which ends in 2011.
There is a significant risk that this will not be renewed. This
increases the likelihood that psychological therapies, encompassing
IAPT services, will be re-commissioned, with commissioners seeking
significant cost reductions in the process. This presents both threats
and opportunities.

 In addition, within the context of world class commissioning it is
likely that commissioners will continue to re-commission services
with the aim of driving up quality and value for money.

 Arguably, opportunities exist or can be created where
CAMHS/psychological therapies can make a case for reducing costs
elsewhere e.g. in the prison population, acute services, early
intervention in mental health.

 In addition, commissioners will be looking to address the
challenges of new policy (e.g. New Horizons; Bradley; Public Mental
Health) through disinvestment in existing acute services and
commissioning more congruent polysystems-based services.

 Existing activity outside of our immediate geographical areas is at
risk, however, as one commissioner response to funding difficulties
is to reduce or end contracts with services which are not ‘local’.

 Referral pathways will be carefully controlled, with reductions in
open access.

4.2.2 Market Assessment - Education and Training

The market for training and education remains turbulent. Within a period
of financial constraint within the public sector, training budgets become
as vulnerable as mental health budgets. Our own training contract is held
by NHS London. Offsetting the risk to funding is the fact that the Trust
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has an excellent reputation with NHSL and with its customers for the
quality of its training and education; and because of its strong university
relationships, is more highly geared towards the preparation of high
quality information and data then other NHS training providers.

Our relationships with key university partners (UEL and Essex), however,
represent a potential threat as well as a support and strength. In
particular, the loss of HEFCE income to many universities, and the knock-
on loss of HEFCE income to ourselves is significant. Alongside this, the
changes in funding regulations pertaining to students with equivalent or
higher degrees then the course that they are applying for have also led to
significant income losses. This is particularly the case for the significant
proportion of the students are seeking to change career. There is also the
potential for a drop in both self funding, and employer funded individual
student places given the current economic environment.

Having highlighted these difficult aspects of the training environment,
however, as a Trust we see many opportunities for training developments
including the development of e- and distance learning, the development
of domain specific training programmes (e.g. CAMHS Practitioner
Trainings; Adult Social Care; Specialist Psychological Therapies;
Management and Leadership; and CPD programmes), and our
involvement with the developing Academic Health Science Centre (AHSC),
UCL Partners, and the associated Health Innovation and Education Cluster
(HIEC) responsible for training and education aimed at bridging the gap
between research and improved clinical practice, or translational
education and training.

Key points are summarised below:

Strengths
 Website is raising awareness and increasing inquiries

 Effective marketing campaign to maximise NHS London CPD
commissions

 CPD programme is well structured, with a rolling programme for
some events and still attracting new interest

 Service Line management supporting a focus on training
developments

 Restructured strategic and management capacity at Trust wide
level – Education and Training Executive established with Assistant
Director and two Associate Deans. This will support strategy
development, manage new projects, monitor quality, audit
business delivery, and support business planning.

Weaknesses/Threats
 Reducing HEFCE funding on Professional Doctorates and further

losses in relation to the ELQ (equivalent level qualification) cuts
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 Limited scope to raise fees above 3% (and less for NHS London
commissions)

 Risk of a cut in the NHS London, local and National Contract (total
contract value of £7.5 million)

 Risk of a cut in the NHS London CPD funding

 Unpredictability of the recession’s effect on individual and
employer-funded students

Opportunities
 Blended and e learning increasing over the next 3 years with video

links, conference streaming, new overseas partnerships. Taiwan,
Japan, California already in place and links with Ukraine, Russia,
India, South Africa and Vietnam in existence or in the pipeline.

 Cross Directorate linkage to maximise business development in
Adult Mental health, psychological therapies, forensic training
across the workforce and adolescent specialist and management
and leadership areas

 AHSC and HIEC partnership and business development links across
population of 6 million – potential development of academic
crediting of CPD etc with University of Essex, partnerships with the
Anna Freud Centre, and through the HIEC with UCL Partners

 Development of evidence based psychological therapy trainings
through the Improving Access to Psychological Therapies (IAPT)
programme, including Dynamic Interpersonal Therapy (DIT),
Interpersonal Therapy (IPT), Brief Psychodynamic Therapy, Couples
Therapy, with potential in Relationship Development Intervention
(RDI), and new treatment for autism.

 Development of “translational education” (forming a bridge
between R&D and improved clinical practice) for a resilient
reflective mental health workforce and improving quality in
relationship with fragile members of the population across the age
range and within a variety of deprived and ethnically diverse
communities.

4.2.3 Key Service Development Priorities

In the light of the above market assessments, our key priorities will be:

Organic/innovation

Training

 Supporting the NHS London contract
 developing clarity around distinctive nature of Trust’s training

portfolio, approach and growth priorities
 articulating high level university partnership strategy
 building on HIEC involvement as a part of AHSC involvement
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 developing blended learning opportunities

 developing CPD programmes and service line markets and
products

Clinical

 Establish position as leading provider of psychosocial and
developmental approaches to mental health

 Balancing development of existing contract base with new
growth

 retaining and developing distinctiveness of contribution

 developing multi model inter-disciplinary services
 moving more services into community settings

 Continuing to improve access to services for all groups (this is a
standing agenda item for the PPI committee)

 making use of new technologies

 responsive to wellbeing and public mental health agendas

Research and Development

 stabilising R&D activity and working towards recovering income
lost over the past three years of funding stream reorganisation

 promoting good internal governance
 promoting strategic partnerships including AHSC engagement

 development of a national centre for psychosocial interventions
 engaging with multi-centre trials

Consultancy
 Pursue current public sector opportunities for leadership, team

development, organisational development and change
management.

 Position TCS securely in the private sector marketplace with
executive coaching and leadership development as our main
client offer.

 Consolidate consultancy training into a strong coherent and
comprehensive offer.

 Develop thought leadership and scholarship in the field this will
establish TCS as a high value service provider.

Acquisition, merger, investment, tender, etc

 Develop CAMHS in one or more boroughs in relation to tendering
opportunities. Successfully transferred CAMHS from Camden PCT
provider arm in 2007.

 Secure one or more contracts for adult psychotherapy consultation
services, based on the models we have developed in the City and
Hackney service and for young adults.

Transferred out/discontinued activity

 We have no plans to transfer out or to discontinue any activities.



Page 14 of 23

4.3 Workforce

 We expect to be set efficiency savings targets of at least 4% each
year. Planning and implementing the service and staffing changes to
deliver these productivity improvements is the key workforce
challenge.

 Further develop Equalities and Human rights (Two Ticks revalidation,
SES, Senior Management and board development)

 Revalidation of Doctors and development of medical appraisal
system

 ISA and CRB checking - new and extended compliance requirements

 Middle management development and career development
(Leadership and Talent Management)

 Further utilisation of HR technology through ESR to maximise
benefits e.g. e-learning

 Integrated workforce planning through better liaison with finance
and service leads

 Investigate and promote the NHS health and wellbeing agenda: e.g.
welfare initiatives, flexible working, stress awareness interventions
and policies

4.4 Capital Programmes and Estates Strategy
The Trust’s Estates Strategy has been developed to address the space
requirements of all services, made more acute by expansion of activity in
recent years. The strategy includes locating clinical services in the
community as well as addressing renovation needs of existing
accommodation and reconfiguration of the estate to better reflect the
needs of the service.

The underpinning philosophy is that all estates strategies should locate
patient experience at the centre of their design.

Development projects (new capacity , significant reconfiguration or
upgrade)
 Expansion to patient services will be delivered primarily in

community sites. In addition to a number of Trust bases within
Camden there are new bases in Haringey, Hackney and Barnet. This
work is on-going.

 A plan to develop accessible outside space on the roof for
conferences, students and staff is proposed. This will take place
during the summer of 2010.

 The Gloucester House Tavistock Children’s Day Unit will be
relocated in accommodation more suited to its needs & options for
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this move are being explored. A site is to be identified during
2010/11.

Maintenance and replacement

 A 3 year capital expenditure programme has been developed to
deliver improvements to the estate to include necessary renovation
and items addressed in the current condition survey. These works
will enhance the patient and student experience as well as
improving the working life of the staff.

 As part of the Trust’s sustainability agenda, renewal of the boilers
will take place during 2010 which will enable the Trust to cut its
carbon emissions and which will enable cost savings to be made
within 3 years.

Other capital projects
 IT and telephony rolling programme of development and

replacement

Other estates priorities
 The Trust has recovered an additional 20 rooms following the

termination of a tenancy lease. This has enabled the Trust to
allocate increased space to clinical services including the GID
service; and to plan the relocation of the Monroe Family
Assessment Service which is currently housed in inadequate
accommodation. This will take place during the summer 2010.

 It is recognised that continued growth leads to increased pressure
on space at the Trust’s main site in Belsize Lane. The Trust is
therefore reviewing the use of space on that site, and considering
strategies for managing the space more effectively.

4.5 Operational and Financial Effectiveness

 Service re-design in support of quality and productivity

 Implementation of new patient records system, RiO
 Further development and resourcing of communications and

marketing, as a key supporting strategy for the organisation
 Completing the implementation of service-line management
 Developing the management structure for education and training

4.6 Leadership and Governance
 Re-structure and integration of quality and clinical governance

systems and management
 Ensure that the culture of individual responsibility, authority and

accountability is embedded within the Trust, supporting Service
Line innovation and local leadership
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 As noted in 4.3, one of our HR objectives is middle management
development and career development (Leadership and Talent
Management)

4.7 Regulatory Risks
The key regulatory risks are in the areas of:
 Financial stability and liquidity
 Ongoing CQC registration

 Governance risks as set out in the Compliance Framework,
including clinical targets and data completeness

Action throughout this Plan is designed to manage these risks and
ensure that the Trust remains compliant with its obligations.

No risks are currently envisaged to the provision of the Trust’s
mandatory services; to breaching the NHS constitution; or to breaching
the private patient cap.

4.8 Membership Strategy and Engagement

4.8.1 Introduction

The Trust aims to build its work around the needs of patients, students
and other users. Governors and members are key to the future direction
and nature of the Trust. In order to ensure that this position is achieved,
increasing time and resourcing is being devoted to supporting and
facilitating our governance structures. Key current objectives are:

 Focusing on the development and support of links between
members and governors. Website and e-mail possibilities currently
being explored.

 Supporting the newly configured Governors’ performance
committee.

 Considering the allocation of additional resources to ensure that
governors are enabled in their roles.

 Ensuring that members of the executive and staff work closely and
effectively with governors and members with the aim of making
the most of their contribution.

The sections below cover in more detail the key areas specified by
Monitor in the 2010/11 Compliance Framework:

 Explanation of the Constituencies and commentary on changes in
membership numbers, by reference to the table of analysis of
membership size and movements

 Details of the election turnout rates by each constituency

 Plans to maintain the level of representative membership, by
reference to the table of analysis of current membership
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 Explanation of the membership plan for the future, outlining steps
taken in the past twelve months to ensure a representative
membership in each Constituency and evaluation of the outcome
of these steps planned in the next twelve months to ensure
membership of each Constituency is representative, including
targets

4.8.2 Constituencies

The Trust provides patient, training, consultancy, and research services. As
mental ill health is still considered stigmatising, patients and carers are
not required to disclose any connection with the Trust. Therefore one
Public Constituency exists for all Members. As we provide national
services, most of the population of England and Wales is eligible to join
our membership.

Three classes of Public Constituency were set according to the volume of
clinical activity: Camden (in which the Trust has its geographical base and
is the borough to which the Trust provides more services than any other
single borough) has three seats; the Rest of London has six seats (to which
the Trust delivers the majority of services); and the rest of England and
Wales (to which the Trust delivers a higher proportion of specialist
services) has two seats.

The Trust set a target of 95% of staff to be Members; this was exceeded
and the Trust has 100% of eligible Staff Members. There were 527 Staff
Members on 31st March 2010.

The Trust is mindful of the need to ensure that our membership grows
and continues to be representative. The Trust writes to all new patients,
three months after their first appointment, inviting them to become
Members. Whilst our membership numbers remain large compared to
other similar size trusts, we continue to prioritise growth of the
membership and will organise events that are likely to attract new
members such as the themed AGM.

4.8.3 Analysis of current Public Membership

Analysis of membership statistics is rigorously undertaken by the Trust
and is published through Board of Directors’ papers; the format here is
that which Monitor requires and is a summary.

The Trust is proud of its record in recruiting Members. In 2009/10, Public
Membership increased by 417 Members, or 9%. However, the Trust lost
481 Members over the course of the year, and the reasons for this need to
be investigated. The Trust is aware that it has no members under the age
of 17, and that the proportion of 17-21 year olds is decreasing. Though
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this is perhaps not unexpected given the difficulties in engaging with this
group, a priority over the coming year is to recruit more Members in this
age range; we have already started talking to the local youth council
about ways of ensuring relevance to this age range The Adolescent
Directorate will be undertaking a 'rebranding' exercise in the coming year
and we will co-ordinate their consultations with raising awareness about
the trust membership

There are a greater number of female Members than male; this is
apparently consistent with membership of other trusts. With regard to
the socio economic profile of the membership, groups C2- E are under
represented. The number of Members in these groups has declined since
2008/09 and the Trust is investigating this further. The Trust’s Patient and
Public Involvement Committee is working on developing black or minority
ethnic engagement during 2010/11.

Table 1: Membership size and movements

Members 2009/10 2010/11
1

Public Constituency

At year start (1/4/09) 4,493 4,910

New members 898 800

Members leaving 481 400
At year end (31/1/10) 4,910 5,310
Staff Constituency

At year start (1/4/09) 495 526

New members 90 90

Members leaving 59 60
At year end (31/1/10) 526 556
All Members

At year start (1/4/09) 4,988 5,436

New members 988 890

Members leaving 540 460
At year end (31/1/10) 5,436 5,866

1
Estimated figures
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Table 2: Analysis of current Public Membership

Number of Members Eligible Membership
Age (years)

0 – 16 0 1,998,227

17 – 21 41 3,188,986

22 + 3,338 37,695,670

Unknown 1,531
Ethnicity

White 2,678 39,561,045

Mixed 124 365,321

Asian or Asian British 230 1,895,137

Black or Black British 294 878,717

Other 68 182,663

Unknown 1,516
Soci-economic groupings

2

ABC1 4,133 20,999,815

C2 158 6,149,928

D 34 6,976,630

E 357 6,540,173
Gender

Male 953 20,635,338

Female 3,413 22,247,545

Unknown 544

4.8.4 Elections

The Trust held elections for all Public and Staff seats in October 2009.
Elections were held in accordance with the election rules as set out in the
Trust’s Constitution, Election Rules, Standing Orders3. Contested elections
were held for three out of the six Constituencies. Six of the existing ten
Public Governors, and two of the existing three Staff Governors stood for
re-election and all were re-elected. This indicates that Governors are
happy in their role, and that there is a continued wish to work with the
Trust.

Table 3 provides information on voter turnout by Constituency. The
Trust’s voter turnout was higher than average for the Staff Constituency,
but significantly lower than average for the Public Constituency.

2 These figures are based on ACORN profiles as recommended by Monitor; and the
classification of these Members is based on the electoral ward they live in
http://www.caci.co.uk/acorn/
3 Tavistock & Portman NHS Foundation Trust, Constitution, Election Rules, Standing
Orders, April 2009
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Table 3: Voter Turnout by Constituency

Constituency Number
of Seats

Number of
Candidates

Number
of Eligible

Voters

Total
Number of
votes case

Turnout
(%)

Public: Camden 3 7 505 79 15.6

Public: Rest of London 6 7 2,353 248 10.5

Public: Rest of England
& Wales

2 2 N/A N/A N/A

Staff: Administrative &
Technical

1 3 154 44 28.6

Staff: Clinical, Academic,
Senior

1 1 N/A N/A N/A

Staff: Representatives of
Recognised Staff
Organisations and Trade
Unions

1 1 N/A N/A N/A

Only one of the three Public Constituency classes was uncontested. This
was the Rest of England and Wales class, which is the most difficult class
to engage with, due to the geographical distance from the Trust of
members of that class. Two of the Trust’s Staff Constituencies were
uncontested. One of those was the Representatives of Recognised Staff
Organisations and Trade Unions class. This class has only 11 members, and
the likelihood of this class being contested was low.

4.8.5 Membership Strategy

The Board of Governors agrees membership strategy with the Board of
Directors. The Board of Directors monitors progress against targets. There
are no significant issues to be addressed in membership recruitment,
though the Trust will strive to achieve an ideal membership mix by
refining targets for recruitment. Within these targets, priority for growth
will be under 16’s. The delayed children’s website launch in June of this
year is likely to provide opportunities to publicise the membership to a
younger audience.

The Trust is committed to developing membership activity; in summary,
current plans include:

 Continuing our mental health awareness campaign
 Working with the non-statutory sector to develop links with

groups and organisations where collaboration would yield
benefits to both organisations

 Using the Newsletter to ensure that Members’ views are sought
on relevant issues

 Developing the Trust’s website so that it is more relevant to
Members

 Develop corporate governance arrangements to increase
membership engagement
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 Change the Trust’s Constitution to allow younger Members to
join or to develop a 'family' membership category

We will continue to work to bring the profile of our Public Membership
more in line with that of London. We are also mindful of the fact that we
do not have any black or minority ethnic (BME) representation on our
Board of Governors. Our Patient and Public Involvement Committee have
been working on developing BME engagement, and two Governors are
now part of this committee.

We are pleased with the size of our membership, and are continuing to
develop lively ways of interacting with Members in a more lively way.
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5 Financial

5.1 2010/11 Budget
The 2009/10 financial result is reported separately to this meeting. For the
new year 2010/11, the Board of Directors approved a budget in March,
which forms the first year of the Plan. It is summarised in the table below.

2009/10 2009/10 2010/11

Plan
Actual -

Draft
accounts

Plan

£000 £000 £000

Income

Patient Services 13,454 13,342 15,209

Education and Training 14,444 15,091 16,042

Consultancy 994 1,206 1,186

Research 168 129 338

Other 540 531 438

Total Income 29,600 30,299 33,213

Expenditure

Pay 23,677 23,061 26,015

Non-pay 4,523 5,686 5,651

Reserves 250 462

28,450 28,747 32,128

EBITDA * 1,150 1,552 1,085

Depreciation (515) (563) (509)

Bank Interest 20 18 20

Other Finance Costs 0 (1) 0

Dividend (to the Department of Health) (504) (355) (446)

Retained Surplus 151 651 150

EBITDA* as a % of income 3.9% 5.1% 3.3%

* = Earnings before Interest, Tax, Depreciation and Amortisation

The increased patient services income includes £737k from three new
projects funded by PCTs or local authorities; and £529k from growth in two
other contracts. The increase in training income includes £460k in our
consortium role (see Finance report), which is fully offset by a
corresponding increase in costs. For all NHS income and also for most other
sources, there has been no price uplift for inflation this year.
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However, our expenditure includes a 2.25% pay rise for all non-medical
staff (the third year of a three year national pay deal). Productivity targets
of £1.3m were set in order to cover this and other cost increases, including
£175k extra costs of implementing our new patient records system RiO.
These targets have been met by a combination of new income – including
the growth mentioned above – and savings.

5.2 2011/12 and 2012/13

Growth remains a key aim in this Plan. As set out in 4.2.3 above, the two
priority areas for significant stepwise expansion are to bid for CAMHS
services in one or more boroughs; and to secure contracts to start up one
or more new adult services using the models we have developed. Even in
the current economic environment, these are both seen as realistic
objectives which we have action plans to pursue.

The service line directors have also identified many areas of potential
organic incremental growth in our existing areas of work. However, in
the current environment it may be difficult to secure funding for these.
Furthermore, in consultancy and in some training areas, new contracts
will be needed to replace existing short-term contracts, and it may not be
possible to achieve growth above the levels already budgeted for
2010/11.

For most existing areas, therefore, while we will continue to aim for
significant growth, our projections are based around maintaining activity
at current levels. Our planning forecasts are thus that this will be achieved
in most areas (and exceeded in some), but with erosion in some cases
there could be an overall income loss of 1 to 2% per year.

More significantly, we should assume a national efficiency savings target
of 4% in each of 2011/12 and 2012/13. Together with income loss, this
leads to a Trust productivity target of 5% each year.

Achieving our productivity targets will ensure that we continue to make a
small surplus each year. It will also maintain a good cash position; capital
expenditure is not planned to exceed the cash generated by the
depreciation charge each year.
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Board of Governors : May 2010

Item : 11

Title : Equalities Report

Summary :

The Trust has a well functioning Equalities Committee in place, which
includes two Governor representatives, Jonathan Bradley and Mary Burd.

The Committee has spent the last year developing a Single Equality
Scheme, which covers all equality areas, race, gender, disability, religion,
sexual orientation, age and socio-economic status. The Scheme describes
our approach to equalities, what we have achieved to date, and
suggested priorities and plans at a Trust-wide and Directorate level. It
also represents the work of a very active and committed Equalities
Committee and the renewed vigour with which many areas of the Trust
are approaching equalities issues. The Scheme has been subject to
extensive consultation, with over 50% of staff attending consultation
sessions, and has been modified as a result. The full Scheme was sent with
the February Board papers; a summary is included with this paper, for
information.

The Trust can be proud of its work in the equalities area. Successes
include:

 A reasonably close match between the ethnic profile of our patient
population and our catchment population and an increasing
number of students from black and minority ethnic groups;

 Good support for disabled students and staff;

 A number of specialist services for people with disabilities, e.g. our
learning disability and complex disorder service, child and
adolescent mental health input into Camden’s service for children
with disabilities, as well as access to non specialist services;

 More community-based services, e.g. in schools, GP practices and
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council services, which increase access for all;

 Equality leads are now in place for each service area;

 Good representation of women in leadership positions.

Initial priorities are:

 To bring equalities into the heart of the organisation;

 To increase the numbers of those from black and minority ethnic
backgrounds in leadership positions, including the Board of
Governors;

 To identify the number of people with disabilities in leadership
positions and to improve information collection regarding patients
disability;

 To explore perceptions of the Trust with regard to sexual
orientation;

 To analyse the socio economic profile of patients.

Governors are asked to:

 To raise any question or issues with regard to equalities;

 To consider how the Board of Governors can also bring equalities
issues more centrally into its work.

For : Discussion

From : Director of Service Development & Strategy and
Equalities Committee Chair
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SECTION 1 INTRODUCTION AND SUMMARY

1.1 Introduction from CEO

London’s communities are becoming increasingly diverse. As a
Trust we need to understand the opportunities and challenges this
creates in order to deliver our services in the most effective and
accessible way. We aspire to go beyond legal compliance in
relation to equality and human rights legislation by reaching across
all sections of society. This means thinking about the mental health
issues of the local population, reflecting on the services we develop
and deliver, and making sure that issues of equality and diversity
are part of all of our planning and included in the way we conduct
our daily business. Our Single Equality Scheme gives us an
opportunity to do this for our staff, patients, students and service
users in respect to ethnicity, religion or belief, age, disability,
gender, sexual orientation and gender identity. Mental health

depends to a substantial degree on a sense of belonging and being accepted. Equity of
access to services in turn depends on active engagement with local communities. The Trust is
dedicated to delivering services and developing a culture that promotes equality and meets
the mental health needs and expectations of local people; we want to work with our
patients, students, staff and public to help us make changes to improve these services.

The Tavistock & Portman NHS Trust aims to support, develop and maximise the personal and
professional potential of all its, service users and staff. The Trust recognises the impact of
economic, political, social and ideological contexts in our society generally and the
inequality which results from this for particular people and sections of the population. It
recognises that inequalities based on race, socio-economic status, disability, culture, gender,
religion, age and sexual orientation each may lead to emotional and psychological
difficulties for individuals, but also that these intersect. In combination these multiple layers
of inequality may seriously impair individual experiences of freedom, respect, identity and
relationships. This contributes to mental health inequalities and suffering.

The Trust considers the elimination of discrimination, harassment and victimisation as central
to the delivery of clinical services and training, We aim to address overt and covert processes
which impede the delivery of full equalities and to back up our outcome monitoring with
the aim of creating opportunities for a more global change in the our outlook over time.

We have achieved a lot in relation to race, disability and gender equality. We now welcome
the opportunity to include age, religion or belief, sexual orientation and gender identity.
This scheme sets out our long term commitment to equality, diversity and human rights and
it will be regularly reviewed to ensure its relevance. We look forward to the work ahead and
meeting the challenges we have set ourselves in this Scheme.



1.2 Introduction to the Trust

The Tavistock and Portman NHS Foundation Trust is a high performing mental
health trust, specializing in Education and Clinical services, and in particular in
Child and Adolescent Mental Health Services (CAMHS). The Trust has received an
'excellent' rating for the quality of its services, from the Healthcare
Commission, for the last five years and the Trust's staff survey results are among
the best in the country on many indicators. We have strong relationships with our
commissioners and other partners and user satisfaction remains high.

The Tavistock Clinic has delivered exceptional mental health services to adults,
young people, children and their families since the inception of the NHS, over 60
years ago. CAMHS is the largest part of our clinical business comprising 70% of
patient services.

The Trust is a national provider of mental health education and training, across
health, social care and education. It delivers around 70 courses locally,
nationally and its international links relate to its excellent international
reputation. The Trust enrols in the region of 2700 students each year, including
its CPD programme of workshops, short courses and study days. Our reach
includes a wide professional audience, including commissioners, managers and
service providers through our extensive conference programme. We run a
developing range of leadership and management programmes as well as our
consultancy services which influence the wider workforce.

The Trust is proud of its contribution to research and the evidence base for
interventions in the areas of mental health and child development. We believe the
research ethos of the Trust contributes to and supports our innovative approach
to delivering clinical and academic services of the highest quality.

1.3 The Legal Context of introducing the Single Equalities Scheme

The Equalities legislation requires that the Trust prevents unlawful discrimination
in regard to gender, religion/ belief, age, disability, race and sexual orientation
and to promote equality and good relations between people. These general
duties are underpinned by specific duties which include the publication of
Equality schemes and setting of improvement targets and assessment of all
policies, practices and procedures highlighting the way we conduct business. It is
now anticipated that the Single Equality Bill, when enacted, will include a single
equality duty for local authorities and other public bodies. Among other things,
the current race and disability and gender equality duties will be replaced with a
new single public sector duty, which is extended to cover gender reassignment,
age, sexual orientation and religion or belief.
The new duty will require the public authorities to have regard to the following
when exercising their public functions



 Eliminating discrimination, harassment, victimisation and any other
conduct, prohibited by the Bill

 Advancing equality of opportunity between people who share a protected
category & people who do not share it

 Fostering good relations between people who share a protected
characteristic and people who do not share it

The Tavistock & Portman NHS Foundation Trust has chosen to produce a Single
Equality Scheme. This Scheme includes gender, race and disability as well as
religion, culture, belief and sexual orientation which form part of future
legislative requirements. The Scheme allows us to demonstrate how inequalities
will be addressed proactively, recognising that they intersect. We indicate what
we are currently undertaking and how we shall identify future directions and
which inequalities apply most urgently in the context of finite resources within
one of the smallest NHS Foundation Trusts.

1.4 Our Single Equality Scheme – making a difference

We want to identify our successes, the areas which need attention and carefully to
consider what changes will really make a difference. We will do this by looking at
quantitative data, direct feedback from patients, students, staff and benchmark
against comparable organisations.

We intend to undertake many initiatives which address equalities, and not all are
captured in this scheme. Here we identify a small achievable number of priorities.
We do not believe overambitious or over detailed schemes are helpful. We want
to put the effort and energy into identifying the right issues to prioritise and to
make interventions that make the most difference. Our plans are thus intended
to be specific, measurable, achievable, relevant and time-bound. The scheme will
examine equality in 6 domains

1. Governance and Culture

2. Communications

3. Patient Services

4. Education and Training Services

5. The Trust Workforce

6. Buildings and environment

Each of our directors is responsible for integrating equalities clearly into their
existing planning and reporting systems. Therefore reviewing progress on
equality issues will be considered part of normal ‘business’. There is an
expectation that directors will include equalities in every part of their strategic



and operational thinking and planning. This will be within agreed priorities
overseen by the Equalities Committee and approved and monitored by the
Management Committee and the Board of Directors. The Equalities Committee
will play a role in reviewing ‘domain’ plans.

In addition, we have developed a small number of Trust wide priority areas which
will be actively overseen by the Equalities Committee.

1.5 Summary of Progress to Date and Priorities

1.5.1 Governance and Culture
Our priority is to increase the diversity of our governing bodies and those in
leadership positions. We believe this in itself will bring equalities more
centrally into our work and thinking. At present while our gender balance
is good, we have too few staff from black and minority ethnic groups in
leadership positions. We do not have sufficient information on the
disability and sexuality of staff on our governing bodies to make a
judgement about representativeness. As a Foundation Trust we are a
membership organisation. Our members are reasonably representative of
the local communities we serve (appendix G), the one area where there is a
striking difference is in the younger age group14-16. Therefore we are
working towards increasing the number of members who are young
people.

We know that managers and staff have a good understanding and most
importantly a real commitment to equality issues. In many places equality
issues are attended to and prioritised and there are many examples of good
practice. However, there are areas of complacency and areas which are
under-developed. Our aim is to ensure that we constructively challenge
where there is a need to review and increase the focus on equalities.

Equality issues need to be more actively attended to in all areas and
systematically integrated into existing planning and reporting processes,
with nominated staff asked to review and galvanise equalities work.
Consequently directors are expected to include equality issues in their
planning and reviews as a matter of course and all service directorates have
now nominated a member of staff to lead on equality issues. Sarah Wynick
will lead on equalities in CAMHS, Sara Davidson will lead on equalities in
our adult and specialist services and Trudy Klauber will continue to lead on
equalities within education and training.

Trust Wide Priority
To ensure that our leadership consider and are fully informed of their role in
equalities, that equality issues are effectively integrated into existing planning
and review processes and to examine equalities in relation to our adult and
specialist services. We also aim to increase the diversity of those in leadership
positions. The Equalities Committee will also consider how best to take



forward debates on equalities within the Trust e.g. at Scientific meetings and
with directorates.

1.5.2 Ethnicity
The primary focus over the past decade has been to increase ethnic diversity
in our workforce, and service users - patients and students. We have good
information about ethnic profiles. The ethnic profile of patients broadly
reflects our catchment population. The diversity of our patient and student
population is increasing e.g. growth from 12-15% for BME students in the
past four years. We are reaching more patients from black and minority
ethnic groups by locating CAMHS in Local Authority services and in the
community (e.g. safeguarding, youth offending service, schools). The
percentage of BME patients in these services is 51% compared to 28% at
the CAMHS in our main bases. We have developed services for specific
ethnic communities, including the Somali, Congolese and Bangladeshi
residents of Camden and in dedicated refugee services. In education and
training consultation on reading lists, feedback from BME students on their
experience in such activities as cross cultural infant observation, inclusion of
ethnic and cultural dimensions in work discussion and the impact on
student experience of representing a visible distinctive ethnic minority in
small seminar groups, have all had an impact.

This will continue to be a primary focus of our equalities work.

Trust Wide Priority
To increase the number of black and minority ethnic groups in leadership
positions and representation in senior grades.

1.5.3 Religion
Race, culture and religion are linked and religion needs to be thought
about in the context of ethnicity, cultural and spiritual life. Religion and
culture clearly link with our work on race equality for many service users.
We have not asked service users about religious belief and have no plans to
begin data collection. The need to routinely collect this data is less
important for a Trust which only provides outpatient services.

Trust Wide Priority
To examine alternatives for our existing, less than ideal, multi-faith prayer
facilities for staff and students.

1.5.4 Disability
With regard to patient services, we have a specialist service for people with

learning and complex difficulties, our CAMHS provision is integrated into
Camden Local Authority’s children’s disability service and we also provide
an autism service.



4 % of our students report a disability. In terms of hidden disabilities
dyslexia is reported increasingly by students who along with all students are
benefiting from a named disabled students’ officer, staff who are
committed to and trained in ensuring equality of access for all students and
who are participating in an ongoing staff development programme on
teaching methods, presentation of visual and written materials and lecture
note summaries. The Tavistock and Portman Library is frequently praised
for its services to disabled students which include monitors for visually
impaired students and services such as scanning, photocopying and printing
at 50% discount. The Library has modified large monitors to assist visually
impaired students and the Lecture Theatre has a Hearing Loop. The Library
staff understand the need to hep students with dyslexia and dyspraxia on
an individual basis to enable them to access research databases, order inter-
library loans, and to work with any paid helpers in accessing printing and
organising online and printed materials for course reading or in preparing
dissertations and theses.

The Trust ensures we act fairly regarding recruitment and employment and
have been awarded the two tick disability rating. We have actively
promoted disability awareness in our mandatory in-service training days,
for all staff. 1.8% of our staff have declared that they have a disability.

Most areas of the Trust are accessible by service users and staff with
disabilities, including wheelchair users, and specific arrangements are put in
place to ensure there is no disadvantage. Progress on making our buildings
more accessible to people with disabilities continues, examples include
renewal of signage and refurbishing the disabled toilet provision.

People First have been commissioned to work with the Trust to ensure that
our information both paper and web based are appropriate for people with
learning disabilities.

One area of weakness is the lack of systematic data collection on disability
in our patient services and this will be a priority during the scheme.

Trust Wide Priority
To improve data collection in patient services and to create an
environment where all staff with a disability feel able to declare this and
receive appropriate support.

1.5.5 Gender
Male patients are under-represented in our adult services, as in
psychological therapies nationally. We believe that by delivering services in
different settings we will increase accessibility for men. We will test out
this hypothesis in our new City and Hackney Primary Care Mental Health
Service. We are also aiming to reach more men through our involvement in



Big White Wall, an innovative online wellbeing service.

The majority of our staff are female (73%). In 2008, women were under
represented on our Board of Directors. This is no longer the case and we
have recently appointed a woman to the post of Trust Chair. Women are
well represented in leadership positions within the Trust.

Most of our students are female (80%) and this reflects the gender
composition of the mental health workforce.

Trust Wide Priority
Gender will not be an initial priority. The equalities committee will revisit
gender profiles in the second year of the scheme.

1.5.6 Sexual Orientation
To date the Trust has not looked at equality of opportunity and access in
terms of staff and service-users’ sexual orientation. It is becoming evident
through staff feedback in service training days and in response to
consultation on the Single Equalities Scheme that this should become one
of our priorities in the coming three years.

We are aware anecdotally that some gay and lesbian professionals hold the
strong opinion that sexual orientation is an “unspoken” difference and that
the Trust adheres to an earlier 20th Century view of homosexuality which
was then seen as a perversion. This is not the view of the Board,
Management or of the Trust’s currently employed psychoanalytic
practitioners. In terms of scientific meetings, public lectures and teaching,
there is an increasingly proactive stance in challenging homophobia and
misconceptions about the Tavistock and Portman. Modern psychoanalysis
differentiates between relationships based on love, care and concern and
those based on sadomasochistic interaction. Sadomasochism, cruelty and
violence are perversions, not sexual orientation or same sex object choice.

In our Trust, discrimination on the grounds of sexual orientation is not
tolerated. There is emerging evidence that lesbian, gay, bisexual and
transgender people are at higher risk of some mental health problems.1

We have not routinely collected information about patients or students’
sexual orientation and we do not feel that at this time it would be
appropriate to do so, although this will be considered for patients as part
of the RiO deployment project. Recruitment through NHS jobs provides

1 Meads C, Pennant M, McManus J et al. (2009) A Systematic Review Of Lesbian, Gay, Bisexual And Transgender Health in the West Midlands

Region of the UK Compared to Published UK Research. University of Birmingham, Department of Public Health and Epidemiology Report

Number 71. West Midlands Health Technology Assessment Collaboration



applicants with the opportunity to provide this information. This is
a voluntary process. Recording of the workforce monitoring
information is currently being improved through the
implementation of the Electronic Staff Record (ESR).

Trust Wide Priority
Our priority is to gain more information about how people perceive our
patient services, training and working at the Trust in relation to sexual
orientation.

1.5.7 Age
The age profile of our CAMHS patients is similar to other CAMHS. The
needs of young people (16-25 year olds) are often not met well by mental
health services, and we are believe our adolescent service provides a
example of good practice for this age group. We are seeking to increase the
proportion of our members who are between 14 – 21, as they are under
represented at present. Our adult services see a reasonable proportion of
over 60’s (7%) but we intend to explore how we can increase access for the
over 60s by developing services which link with physical illness. A high
proportion of Trust staff are over 40 (68%) with 11% over 60.

Trust Wide Priority
To increase the number of young members of our Foundation Trust.

1.5.8 Socio- Economic Status (SES)
This scheme does not address socio- economic status directly, but we
believe, as do our staff, that class is a dimension of equality that has to take
centre stage and that it intersects with ethnicity and disability in particular.
We intend the scheme to develop to include SES. Our initial aim is, with
expert advise, to analyse the socio economic profile of our patient
population and from there to identify what action needs to be taken.
Feedback from staff indicated that locating more of our services ‘in the
community’ and in other settings such as safeguarding and schools has
significantly improved accessibility and that we are accessing a higher
proportion of people from ‘lower’ SES.

Trust Wide Priority
To analyse the socio economic profile of our patients.

1.5.9 Information
Collecting and analysing information is key to identifying areas of potential
inequality and in assessing progress. Data collection is good but will be
further improved as outlined in this scheme. At present our focus on
equalities has been to ensure equality of access and designing patient
services and training which meet the needs of different groups and
individuals. We have not focussed on monitored outcomes in relation to



equality issues. It is proposed that this is explored in the final year of the
scheme, in 2012. It should be noted that we have focused on outcomes for
staff and are actively looking at increasing the diversity of our senior staff
group in particular.

Trust Wide Priority
To examine outcome data in relation to equality issues in the third year of
the scheme.

1.6 CONSULTATION
Consultation about the single equality scheme began in 2008. Approximately
50% of staff discussed the scheme at two INSET days. Formal consultation,
including 3 consultation workshops, took place in October 2009 and included our
joint staff committee, all staff and Board of Directors (Executive and Non
Executive), Patient Public Involvement Committee, Equalities Committee and
Management Committee. The scheme was also circulated to external agencies
like SCOPE, Nafsiyat, PCT Commissioners, Stone wall and was placed on Trust’s
Internet for wider reach.

1.6.1 How the Consultation process influenced the Scheme

There was general support for the scheme and the priorities it outlines.
The scheme and associated programmes has been modified to take into
account the following themes that were raised

 The need for the Trust to make unambiguous statements about
sexual orientation.

 Socio economic status to be included in the scheme.

 A greater emphasis on disability e.g. in the staff section.
 The need to attend to transparency, openness and improved

communication within the Trust.

Summary of the discussion points is attached as Appendix H.



Page 1 of 14

Board of Governors : May 2010

Item : 12

Title : Francis Inquiry into Mid Staffordshire NHS FT

Summary :

An independent inquiry, set up by the Secretary of State for Health, into
care provided by Mid Staffordshire NHS Foundation Trust from January
2005 to March 2009 was published on 24th February 2010. Chaired by
Robert Francis, QC, the inquiry drew a number of conclusions and made
recommendations. The inquiry followed a highly critical report by the
HCC in March 2009 and two further reviews commissioned by the
Department of Health.

Following publication of the Francis Inquiry, the NHS Chief Executive, Sir
David Nicholson, has written to every NHS Board asking, as a matter of
urgency, that Trusts review standards of governance and performance in
the light of the report findings and that they focus on what lessons might
be learned and what further steps need to be taken to improve the
quality of care. The Government accepted all the recommendations in the
report and, at the same time as announcing the Government’s response
to the report, Andy Burnham, the Secretary of State for Health, made a
further recommendation about holding Foundation Trust Board meetings
in public.

This paper considers the lessons to be learned and actions to be taken by
the Tavistock and Portman NHS Foundation Trust. This paper was
presented to the Board of Directors in March 2010.

For : Discussion

From : Medical Director
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The Tavistock and Portman NHS Foundation Trust Response to
Robert Francis Inquiry Report into Mid Staffordshire NHS

Foundation Trust

1. Introduction

1.1 “If there is one lesson to be learnt it is that people must always come
before numbers. It is the individual experiences that lie behind
statistics and benchmarks and action plans that really matter”.
Robert Francis QC, Chair, Mid Staffordshire NHS Foundation Trust
Inquiry, Letter to the Secretary of State, 5 February 2010.

1.1 The report by Robert Francis QC was published by Department of
Health on 24 February 2010. The report of nearly 800 pages details
serious concerns about the systems and practices of the Trust over a
four year period, 2005 – 2009, and gives “harrowing” evidence of
the significantly increased number of deaths at the Trust during this
period, of the lack of basic care and dignity afforded patients by
staff, of the culture of fear that evolved and of the disconnection of
the Trust Board from the reality of the experiences of patients and
staff.

1.2 The inquiry was launched in September 2009, following a damning
Healthcare Commission (HCC) investigation in March 2009 when Mid
Staffordshire NHS Foundation Trust (Mid Staffs) was accused of
providing “appalling” care and of being driven by a focus on targets
and financial savings to the detriment of delivering high quality
patient care. Leadership at Mid Staffs was heavily criticised for a
widespread failure to “regard quality as the dominant institutional
priority”.

1.3 Monitor, unaware of the HCC concerns about Mid Staffs, authorised
it as a Foundation Trust in 2008. Earlier ratings from the HCC had not
picked up problems.

1.4 Robert Francis QC, the Chair of the Inquiry made 18
recommendations, all of which have been accepted by the
Government. The report made clear that the responsibility for the
failings of Mid Staffs lay within the trust itself, and many of the
recommendations apply specifically to Mid Staffs, but four of the
recommendations will be taken forward as having national
implications.
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2. Recommendations

2.1 Recommendation 2: The Secretary of State for Health should
evaluate whether Monitor should be asked to de-authorise the
Foundation Trust status of Mid Staffordshire

2.1.1 Since the publication of the report, the Secretary of State for
Health has already indicated that he will do this, and on 3rd

March 2010 Monitor published a consultation document,
Consultation on the de-authorisation of NHS Foundation Trusts
(deadline for response – 26 May 2010).

2.2 Recommendation 9: The Secretary of State for Health and Monitor
should review the arrangements for the training, appointment,
support and accountability of all directors of NHS Trusts and
Foundation Trusts with a view to creating and enforcing uniform
professional standards overseen by an independent body with
disciplinary powers

2.2.1 The Government has accepted the recommendations of a
report from the National Leadership Council proposing a new
system of professional accreditation for senior managers. An
updated guidance for trusts Boards to help them improve their
effectiveness has also been published –The Healthy NHS
Board1.

2.3 Recommendation 15: The Department of Health should establish an
independent working group to assess the methods used in the
production of comparative mortality data

2.3.1 A dedicated working group led by the NHS Medical Director,
Professor Sir Bruce Keogh, will look at this complicated issue
and develop a single measure for the NHS and for patients.

2.4 Recommendation 16: The Department of Health should initiate an
independent review of the part played by the various
commissioning, supervisory and regulatory bodies in relation to their
monitoring role at Stafford Hospital

2.4.1 A further enquiry, to be chaired by Robert Francs QC, will be
undertaken to look at why the commissioning, supervisory and
regulatory bodies did not detect failure earlier.

1 National Leadership Council, The Healthy NHS Board, February 2010
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3. Comments from NHS Chief Executive

3.1 The NHS Chief Executive, Sir David Nicholson has written to every
NHS Board asking as a matter of urgency that trusts review standards
of governance and performance in light of the Francis Inquiry
findings and focus on what lessons might be learned and what
further steps need to be taken to improve the quality of care. He
emphasised that the NHS approach to increasing productivity in the
context of tougher economic circumstances must be driven by the
wish to improve quality2.

4. Statement by the Secretary of State for Health on Foundation Trust
Board Meetings

4.1 At the same time as announcing the response of the Government to
the Francis Inquiry, Andy Burnham, The Secretary of State for Health
made a further announcement on the holding of Foundation Trust
Board Meetings – “it is my strong presumption that their meetings
should be held in public and governors should have access to all
paper3.”

5. Themes highlighted in the report which are of particular relevance
to the Tavistock and Portman NHS Foundation Trust:

5.1 It is important to keep in mind the context of the Francis Inquiry,
namely that Mid Staffordshire NHS Foundation Trust is an acute
trust; the principal provider of medical and surgical services to a
population of 300,000 and employing approximately 3000 staff.
Several of the recommendations of the Francis Inquiry are particular
to that context, but a number can be extrapolated for consideration
by this Trust and will be considered below. The Secretary of State for
Health’s declaration on the need for Trust Board meetings to be
open to the public also needs further consideration by the Board of
Directors.

5.2 Recommendation 5: The Board should institute a programme of
improving the arrangements for audit in all clinical departments and
make participation in audit processes in accordance with

2 Department of Health, Letter to all NHS Chairs, 24 February 2010, Gateway reference:
13684
3 House of Commons Debate, 24 February 2010
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contemporary standards of practice a requirement for all relevant
staff. The Board should review audit processes and outcomes on a
regular basis.

Comment 1) The Francis Inquiry commented on the fact that
clinical audit was poorly developed and that there
was a lack of resources to support audit. The report
recommended that clinicians should be allocated
specified time in the working month in which they
are required to engage in audit and related activities

2) The Healthcare Quality and Improvement
Partnership (HQIP) in its observations on the report of
the Francis Inquiry has commented quite extensively
on the failings of clinical audit at Mid Staffs, noting in
particular the failure not only of the Trust Board and
senior management in ensuring that clinical audit
happened but also that clinicians did not take
responsibility for auditing their practice. HQIP further
comments on the need for clinicians to ensure that
they have the skills and commitment to use audit as a
quality improvement process. HQIP urges clinicians
and Boards of Directors to identify and address any
failings they have in their practice and have published
a guide for NHS Boards4

Proposal The Tavistock and Portman NHS Foundation Trust is
currently reviewing the structures and resources to
support clinical quality, governance and safety. The
Trust has an excellent record in these areas but
recognizes the need for further improvement

Action Work is well advanced on the development of a
structure of integrated governance within which
there will be embedded a clinical audit work stream.
This group will develop and monitor clinical audit,
advise on an annual clinical audit programme,
commission audits and reviews and monitor
improvements resulting from audits

Timescale A paper from the Chief Executive on clinical quality,
governance and safety proposing a structure for
integrated governance and assurance will come to the
Management Committee and then the Board of
Directors in April 2010

4 Healthcare Quality and Improvement Partnership, Clinical Audit: A Simple Guide for
NHS Boards and Partners, January 2010
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5.3 Recommendation 6: The Board should review the Trust’s
arrangements for the management of complaints and incident
reporting in the light of the findings of this report and ensure that
it:

 provides responses and resolutions to complaints which
satisfy complainants;

 ensures that staff are engaged in the process from the
investigation of a complaint or an incident to the
implementation of any lessons to be learned;

 minimises the risk of deficiencies exposed by the problems
recurring; and

 makes available full information on the matters reported,
and the action to resolve deficiencies, to the Board, the
governors and the public.

Comment 1) Much was made in the report of the poor
complaints process with investigation of complaints
described as formulaic, defensive rather than
constructive, of replies being too slow and of a lack of
effective remedial action. There was no evidence that
the substance of complaints was reported to the Mid
Staffs Board and thus the Board was distanced from
the reality of the complaints. A very significant
number of patients gave accounts of poor standards
of communication

2) The report also highlighted the importance of
robust incident reporting systems and of feedback

3) The Tavistock and Portman NHS Foundation Trust’s
Policy and Procedure for the Management of Formal
Complaints was revised in July 2009 and the Incident
Reporting Procedure was revised in January 2010. In
addition, the Trust has instigated a robust procedure
for learning from incidents, claims and complaints in
order to improve patient safety and reduce risk

4) The Trust’s Policy and Procedure for the
Management of Formal Complaints (July 2009)
incorporates complaints which warrant professional
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disciplinary or criminal investigation

5) The staff training committee which meets once
every two months co-ordinates the training needs
which staff members have identified in personal
development plans and support the Trust’s strategic
plan in this area

Proposal The Trust proposes further improvement in the
context of a changing regulatory framework and the
increased need to assure ourselves that potential risks
are effectively managed. The structures, resources and
processes for the management of complaints and
incidents will be an integral part of the revised clinical
quality, governance and safety structures

Action Revised clinical quality, governance and safety
structures as above

Timescale CEO’s paper to Management Committee and Board of
Directors in April 2010

5.4 Recommendation 7: Trust policies, procedures and practice regarding
professional oversight and discipline should be reviewed in the light
of the principles described in this report.

Comment 1) The Francis Inquiry noted that staff members were
not supported by a robust appraisal system and that
processes for ensuring continuing professional
development were inadequate and accorded a low
priority. There was also evidence that Mid Staffs was
reluctant to take robust disciplinary action where this
appeared to be needed

2) There were a few instances of whistleblowers
coming forward with reports of poor standards of
care but these staff were not offered support

3) The Tavistock and Portman NHS Foundation Trust
has in place a system of appraisal for all staff, clinical
and non-clinical. Continuous Professional
Development (CPD) is actively supported by the Trust
and accounted for in each staff member’s yearly
Professional Development Plan. The Trust has a
Clinical Training and Supervision Policy (revised in
February 2009)
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4) The Trust’s Policy and Procedure for the
Management of Formal Complaints (July 2009)
incorporates complaints which warrant professional
disciplinary or criminal investigation

5) The Staff Training Committee, which meets once
every two months co-ordinates the training needs
which staff members have identified in personal
development plans and support the Trust’s strategic
plan in this area

Proposal To review Trust policies and procedures as per
Recommendation 7

Action Discuss at Clinical Governance Committee meeting
March 2010 and identify lead for review

Timescale Report on review to Clinical Governance Committee
Meeting May 2010

5.5 Recommendation 8: The Board should give priority to ensuring that
any member of staff who raises an honestly held concern about the
standard or safety of the provision of services to patients is
supported and protected from any adverse consequences, and
should foster a culture of openness and insight.

Comment 1) The Francis Inquiry noted that whistleblowers were
not offered support. The report also commented that
even the number of staff, past and present, who
contacted the inquiry either directly or indirectly (82)
was disappointing

2) The Tavistock & Portman NHS Foundation Trust’s
Management Committee is confident that the culture
of the Trust is supportive of staff members who wish
to raise concerns. The Trust has recently revised its
policy on raising concerns and whistle-blowing at
work

3) The yearly staff survey suggests that the Tavistock
and Portman NHS Foundation Trust provides a
supportive working environment for staff. The
organisation is small and staff know each other better
because of this. The belief that there is effective
engagement with management needs to be regularly
reviewed and challenged in the context of expansion
of services within and outside of the Tavistock Centre
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and productivity pressures

Proposal Review effectiveness of relevant Trust policies and
continue to learn from staff survey and grievance
procedures

Action All senior managers

Timescale Bi-annual report on staff concerns and grievances to
be included in Staff Survey Report and Workforce
Statistics Report to Board of Directors

5.6 Recommendation 11: The Board should review the management
structure to ensure that clinical staff and their views are fully
represented at all levels of the Trust and that they are aware of
concerns raised by clinicians on matters relating to the standard and
safety of the service provided to patients.

Comment 1) The Francis Inquiry highlighted poor standards of
communication at many levels – lack of information
to patients, lack of involvement in decision making,
lack of reassurance that staff cared and a failure to
communicate between staff

2) While this is not perceived as a significant issue at
the Tavistock and Portman NHS Foundation Trust,
there are comments in the yearly patient survey about
lack of information, lack of involvement in decision
making and problems in sharing information between
staff which we need to continually review and act on

3) The Francis Inquiry commented on a focus on
generic data or benchmarks rather than “the
experience of actual patients” in bringing to light
concerns and failings and also highlighted the
dominance of financial pressures during the period of
the review

4) The Patient and Public Involvement Forums at Mid
Staffs were reported to have been tightly controlled
with members feeling restricted in the way they could
engage and participate effectively

Proposal The Trust must have a robust system of continuous
feedback from service users through a variety of
mechanisms not least of which is the importance of
embedding patient reported outcome measures
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(PROMS) and experience of service measures (ESQ) in
clinical practice

Action 1 Each directorate clinical governance lead to prepare
report on progress on implementation / use of PROMS
and ESQ

Timescale Report to Clinical Governance Committee, July 2010

Action 2 Management Committee and Trust Clinics Committee
to ensure that the culture of the Trust continues to
encourage staff to raise concerns in a range of
settings in the knowledge that their concerns will be
valued

Timescale On-going

5.7 Recommendation 12: The Trust should review its record keeping
procedures in consultation with the clinical and nursing staff and
regularly audit the standards of performance.

Comment 1) The report highlighted a number of common
observations / deficiencies in note keeping such as
incomplete records, inaccuracies and sparse details. It
even notes that a number of relatives told the inquiry
of how they altered or completed records themselves
on finding inaccuracies

2) The Tavistock and Portman NHS Foundation Trust
cannot be complacent about its record keeping
procedure given the recurrent findings in the yearly
case note audit of deficiencies in recording of
information and in the completion of forms and
letters

Proposal In light of the findings in the recent Trust-wide case
notes audit (completed once yearly) all clinical teams
to carry out monthly case note audit in order to
address gaps in practice and complete the audit cycle

Action To be taken up through Service Lines and reporting to
the Clinical Governance Committee via the Clinical
Audit Group

Timescale Ongoing
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5.8 Recommendation 18: All NHS Trusts and Foundation Trusts
responsible for the provision of hospital services should undertake a
review of their standards, governance and performance.

Comment 1) The Francis Inquiry highlighted the false
reassurance from external assessments –
“benchmarks, ratings and status may not always bring
to light serious systemic failings” (p 24)5

2) It is a risk therefore that, with repeated excellent
ratings for quality of clinical services, the Tavistock
and Portman NHS Foundation Trust could become
complacent and lose some curiosity about its internal
processes of governance

3) The Francis Inquiry highlights the needs for all
clinical leaders to pay attention to real time quality
monitoring and continuous improvement

Proposal (As above under Recommendations 5 and 6)

The Trust proposes further improvement in the
context of a changing regulatory framework and the
increased need to assure ourselves that potential risks
are effectively managed. The structures, resources and
processes for the management of complaints and
incidents will be an integral part of the revised
Clinical Quality, Governance and Safety structures

Action Revised clinical quality, governance and safety
structures as above

Timescale Chief Executive’s paper to Management Committee
and Board of Directors in April 2010

6. The Trust’s Board of Directors

6.1 Strategic versus Operational

6.1.1 The Francis Inquiry is strongly critical of Mid Staffs Trust
Board’s reliance on the distinction between strategic and
operational issues and of their disclaimer of responsibility for
the latter. The Trust Board was also said to have a corporate
focus on systems at the expense of outcomes.

5 Department of Health, Independent Inquiry into care provided by Mid Staffordshire
NHS Foundation Trust, February 2010.
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6.1.2 Sir David Nicholson, NHS Chief Executive, has said that “Boards
need to get right down to the operational details to make sure
the kind of things that happened at Mid Staffs are not
happening in your organisations”6.

6.1.3 One question therefore about this Trust’s Board of Directors is
whether it is interpreting too rigidly the division between the
strategic and the operational and if so how does the Board of
Directors intend to bridge this gap?

6.2 Board Meetings

6.2.1 The Francis Inquiry states that the public was unnecessarily
excluded from Trust Board meetings and that there was a lack
of internal and external transparency.

6.2.2 At the publication of the Francis Inquiry on 24 February 2010,
the Secretary of State for Health said in reference to Trust
Board meetings that “it is my strong presumption that their
meetings should be held in public and governors should have
access to all paper”7.

6.2.3 This position raises many questions which may need to be
debated by this Trust’s Board of Directors in light of Andy
Burnham’s expectations. This Trust’s Board of Directors splits its
meetings into Part 1 and Part 2, with commercially sensitive
information and information of a confidential nature in
relation to patients and staff discussed in the latter.

6.2.4 However, the Director of the Foundation Trust Network, Sue
Slipman, commenting on the Secretary of State’s response to
the recommendations in the Francis Inquiry, said “Foundation
Trust Boards have a responsibility to be publicly accountable
and to ensure that their governors and local stakeholders have
the information they need, in an accessible format, about the
quality and safety of the services provided by their foundation
trust. Individual organisations should be free to determine how
they do this, in consultation with their stakeholders and
governors. Many foundation trusts will be looking at new
partnerships and corporate relationships and will need to
respect others’ commercial confidentiality”8.

6 Health Service Journal, NHS Boards are patient safety “cornerstone”, 24 February 2010
7 House of Commons, Hansard Debates, 24 February 2010
8 NHS Confederation, FTN Statement on Mid Staffordshire, 24 February 2010 ,
http://www.nhsconfed.org/PressReleases/2010/Pages/FTNResponsetoSecretaryofState.asp
x
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6.3 Proposal

6.3.1 That Board of Directors review whether it is achieving the right
balance between and seeking the right assurance about,
operational and strategic risk.

6.3.2 That the Board of Directors also reviews that the balance
between the two parts of Board meetings is appropriate and
justified.

Dr Rob Senior
Medical Director

Dr Caroline McKenna
Associate Medical Director

23 March 2010
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Board of Governors
Part I

Meeting Minutes, 2pm – 5pm, Thursday 13th May 2010

Present:

Ms Angela Greatley
Trust Chair

Dr Robin Anderson
Public: Rest of London

Mr Robin Bonner
Staff: Reps. of Recognised
Staff Orgs & Trade Unions

Mr Jonathan Bradley
Staff: Clin, Academic, Snr

Ms Mary Burd
Public: Camden

Ms Stephanie Cooper
Public: Rest of London

Cllr Roger Freeman
Local Authorities

Ms Sara Godfrey
Public: Rest of London

Mrs Amanda Hawke
Staff: Admin & Tech

Ms Chrissie Kimmons
Public: Rest of Eng. & W

Dr Aulay Mackenzie
University of Essex

Ms Jan McHugh
Public: Rest of Eng & W

Ms Carole Stone
Public: Rest of London

Mr John Wilkes
Public: Rest of London

In Attendance:

Ms Louise Carney
Trust Secretary (minutes)

Dr Matthew Patrick
Chief Executive

Mr Simon Young
Director of Finance (items
8 & 10)

Ms Louise Lyon
Trust Clinical Director
(item 9)

Ms Julia Smith
Dir. Service Development
& Strategy (item 11)

Dr Caroline McKenna
Associate Medical Director
(item 12)

Apologies

Ms Jennie Bird
Public: Camden

Mr John Carrier
Primary Care Trusts

Mr Adam Elliott
Public: Camden

Ms Simone Hensby
Non-Statutory Sector

Dr Caroline Lindsey
Public: Rest of London

Prof. Steven Trevillion
University of East London

Actions

Actions Agenda item Future
Agendas

1. Chair’s opening remarks
Ms Greatley welcomed everyone to the meeting, including Non-Executive
Directors Mr Martin Bostock and Ms Emma Satyamurti. Mr Kara, Ms Moseley
and Mr Strang had sent their apologies.

2. Apologies for absence
As above.

3. Minutes of the previous meeting
With regards to item 7, Mr Bonner noted that there would 0% growth in

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

2 6 Mr Wilkes and Miss Carney to discuss information sharing between Governors LC/JW Jun 10

3 9 Dr Patrick to present new Committee structure MP Sep 10

4 10 Governors to e-mail points on the Annual Plan to Mr Young or Miss Carney BG Immed

5 11 Membership engagement to be on agenda for September Board of Governors LC Sep 10

6 13 Dr Patrick to investigate Trust’s involvement in NESTA MP Sep 10

7 13 Ms Godfrey to liaise with Miss Carney regarding September agenda SG Aug 10
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funding in nominal terms, not real terms.

With regards to item 11, Miss Carney noted that Ms Godfrey had been
elected to the Trust’s Green Group, not Ms McHugh.

AP1 The minutes were approved, subject to the above amendments.

4. Matters Arising
Miss Carney noted which Governors had been elected to Committees /
groups / positions:

 Trust Chair Appointment Committee
o Not constituted

 Non-Executive Director Appointment Committee
o Jonathan Bradley
o Mary Burd
o John Carrier
o Chrissie Kimmons

 Trust Chair Appraisal Committee
o Robin Bonner
o Jan McHugh
o Steve Trevillion

 Non-Executive Director Appraisal Committee
o Robin Bonner
o Carole Stone
o Vacant Stakeholder Governor position

 Non-Executive Remuneration Committee
o Robin Anderson
o Amanda Hawke
o Caroline Lindsey
o Aulay Mackenzie

 Board of Governors’ Performance Committee
o Robin Bonner
o Adam Elliott

 Members’ Newsletter Editorial Group
o Sara Godfrey
o Chrissie Kimmons

 Clinical Governance Committee
o Mary Burd

 Patient & Public Involvement Committee
o Stephanie Cooper
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o Simone Hensby

 Equalities Committee
o Jonathan Bradley
o Mary Burd

 Communications Committee
o Jan McHugh

 Design Group
o Sara Godfrey

 Green Group
o Sara Godfrey

 Deputy Chair of the Board of Governors
o John Wilkes

 Lead Governor
o Stephanie Cooper

5. Trust Chair’s Report
Ms Greatley noted the death of the previous Trust Chair Mr Nicholas Selbie,
and Governors recorded their sadness.

6. Governors’ Reports

AP2
Mr Wilkes suggested that Governors’ share information via e-mail in order
to keep Governors informed in between meetings. Governors agreed. Mr
Wilkes and Miss Carney to discuss.

Mr Bradley had heard of plans to use the role of the Lead Governor more
broadly, using them to get a flavour of what was going on within
Foundation Trusts. Ms Greatley noted that the Deputy Chair of the Board of
Governors could be used for much communication.

Ms Burd had attended a meeting of the Board of Directors. Dr Anderson, Mr
Bonner, Ms Burd, Ms McHugh and Ms Stone had attended Mr Young’s
Finance Workshop. Ms McHugh had attended a Communications Committee
meeting.

7. Chief Executive’s Report
The Board of Governors discussed the political situation and the effect on
the new Government on the public sector, the NHS, mental health, and the
Trust.

Dr Patrick noted that during the election campaign, the Liberal Democrats
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had placed a particular emphasis on mental health, and made a number of
statements regarding public sector and NHS funding, including a
commitment to a funding increase in real terms in each successive year.
Andrew Lansley, Secretary of State for Health has made it clear, however,
that regardless of any funding increases, efficiency savings will also have to
be made. There would be a comprehensive spending review, and a new
operating framework in the Autumn, as well as a review of pensions and
pay.

Mr Bonner highlighted that the commitment to increase funding was in
terms of overall inflation, not NHS inflation, which was traditionally
significantly higher. This may mean a real terms decrease even before
efficiency savings have been made. Dr Patrick noted that efficiency savings
would be £15-20b over the next three years, and that this was the basis on
which the Trust was planning.

Dr Patrick noted that although the new Government had made a number of
expensive commitments, historically, mental health funding has always been
affected disproportionately.

The Board of Governors discussed local political factors, noting that not all
London, nor indeed north central sector, Primary Care Trusts were in the
same financial position, and that a number of them were facing financial
difficulties. Local Authorities were also facing difficult financial positions,
and there was a tremendous amount of uncertainty surrounding the set-up
of the healthcare system. Dr Patrick noted the importance of continuing to
work closely with Commissioners, and commissioning bodies, as there will
continue to be opportunities despite the climate.

8. Finance Director’s Report
Mr Young thanked Governors for attending his Finance Workshop.

Mr Young highlighted that the Trust had a surplus of £650k, which was
higher than expected. Mr Young predicted maintaining a satisfactory cash
balance for 2010/11.

Cllr Freeman made a query about the Trust’s insurance. Mr Young explained
that the Trust belonged to a scheme run by the NHS, which provided clinical
negligence insurance. Although the premiums for this insurance rose year-
on-year, they were still affordable.

Cllr Freeman queried progress with Service Line Reporting, specifically what
was happening with surpluses made by Service Lines. Mr Young noted that
there were still some conceptual issues around allocating income.

Dr Mackenzie queried what happened to the Trust’s dividend payment
when the Trust’s cash balances were higher. Mr Young explained that the
Trust’s land and buildings were estimated to be worth £13m. In terms of the
dividend payment, this is considered as a £13m investment by the
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Government, and a 3.5% payment is required on the value of lands and
buildings. As the Trust’s surplus is in a Government bank, the cash balance is
deducted from the £13m investment the Government considers it has made,
and so the Trust is only required to pay 3.5% of £10m. Ms Stone queried
whether it was considered bad planning to have such a large reserve. Dr
Patrick noted that in percentage terms, the Trust’s surplus was not
considered large, and reminded Governors that the Trust was required by
Monitor to build contingency funds.

9. Quality and Safety
Ms Lyon reminded Governors that the Trust was required to have Quality
Accounts. Some of what was in the Accounts is structured around reporting
requirements, but the Trust is free to decide what it priorities are and how
it reports on them.

Ms Godfrey queried how the Trust balances what certain disciplines suggest
therapy rooms should be like versus what patients want. Ms Lyon noted
that many of the therapy rooms were quite sparse, due to breakages by
child patients, but that it was important to the Trust to consider what
patients would like to see in their therapy rooms.

Dr Anderson queried how the Trust gathered outcome data, noting that
adolescents often feel this data collection is intrusive. Ms Lyon noted that
the Adolescent Directorate is development creative and age-appropriate
ways in which to engage adolescents. Ms Lyon noted, for instance, that
telephone interview response rates are much higher than those for posted
forms.

Mr Bonner noted that staff were welcoming the attention on quality, as
they all take great pride in their work, and welcome being able to address
issues collectively. There was a dilemma, however, as staff are having to
address quality at the same time as considering productivity and efficiency
savings. Ms Lyon noted that there was lots of work going on around the
Trust, and her hope was to be able to integrate and streamline this work. Dr
Mackenzie noted that it was important not to view quality work as separate
from existing work going on at the Trust. Mr Bradley noted that staff feel
burdened by requirements to complete monitoring forms, which were
useful for Commissioners, but not of scientific use to clinicians. Dr
Mackenzie noted that monthly reporting requirements ought to be built
into people’s work flow so that it becomes a natural part of working life,
and not an additional burden. Dr Patrick noted that the Trust was faced
with the challenge of how to do more with less and at a higher quality. This
requires a fundamental look at how the Trust approaches its work.

Mathew Patrick commented that in light of the Francis Report, the Trust
reviewed the way it deals with quality and patient safety, and had re-
designed its system of management and created a new Sub-Committee of
the Board of Directors – the Clinical Quality, Safety and Governance
Committee. This Committee will oversee and co-ordinate a variety of
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AP3
workstreams, and replaces the Trust’s Clinical Governance and Risk
Management Committees. Dr Patrick to present this new structure in
September. It was hoped that there would be Governor representation on
this new Committee.

New
Committee
structure

10. Annual Plan

AP4

The Board of Governors broke out into smaller groups, led by Dr Patrick, Mr
Young, and Ms Klauber. Feedback on the Plan would be presented to the
Board of Directors. Any points Governors wanted to raise outside of the
meeting to be e-mailed to Mr Young or Miss Carney.

11. Equalities
Ms Smith introduced herself as the Chair of the Equalities Committee, and
noted that Ms Satyamurti (observing) had made a significant contribution
to the Single Equalities Scheme, published in January 2010. Ms Satyamurti
noted that developing the Scheme had been a very lively process. There had
been a great deal of consultation, and the Scheme was a creative and useful
tool, and not merely a statutory requirements.

Ms Greatley queried how the Trust could be assured that work has been
done. Ms Smith noted that the Equalities Committee were receiving updates
on all areas, which would be widely disseminated. Ms Smith noted that
continuous engagement with the Scheme was important. Mr Bonner noted
the importance of ensuring that the Scheme was a living document that
could be reviewed over time.

With regards to ethnicity, Mr Bradley noted the importance of monitoring
not just the Trust’s staff profile, but also the profile of those applying for
jobs at the Trust and getting shortlisted. Ms Smith noted that the Trust is
already doing this.

AP5

The Governors discussed how representative they were as a body of the
communities they represent. Governors noted their aim to ensure they were
more representative. Mr Wilkes noted that relating to service users and
members was a challenge for the whole organisation. Governors felt that it
was important that they work towards this themselves, and own the
process. Miss Carney welcome this, but suggested that Governors link in
with existing work at the Trust, so as not to duplicate work that was already
being done, and to ensure that regular updates were given so that the Trust
was aware of progress. Ms Kimmons noted that Governors needed to
develop ways of getting their constituents’ views. Membership engagement
to be on September agenda.

Membership
Engagement

12. Francis Enquiry
Dr McKenna reminded Governors that Mid-Staffs was an acute trust, and
was very different to this Trust. However, there were lessons for all trusts to
learn. At Mid-Staffs, targets and financial pressures had been prioritised at
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the expense of patients. It was agreed that trusts must never lose sight of
their patients. The importance of record-keeping and clinical audits was
mentioned, but Ms McHugh noted that the Trust should ensure people
understood why data was being gathered.

Dr Patrick noted that there was continued cultural development required at
the Trust, and highlighted that ensuring that the Trust was sufficient user-
centred was a high priority.

13. Any other business

AP6
Ms Godfrey queried whether the Trust was involved in the NESTA Health
Launch Pad Project. Dr Patrick to investigate.

AP7 Ms Godfrey to liaise with Miss Carney regarding the September agenda.

14. Notice of future meetings
Noted. Miss Carney noted there would be an Extraordinary Meeting of the
Board of Directors on 28th May at 11am to sign off the Annual Report &
Accounts. This would be a public meeting.


