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Part 1: Statement on quality from the Chief Executive 
 

It is my pleasure to introduce the Tavistock & Portman NHS Foundation Trust’s Quality Account 2021/22. Our 

Account includes information required by Foundation Trusts and also reporting requirements for quality accounts 

which all NHS healthcare providers are required to publish each year.  

This Account is an important means for the Trust to communicate its commitment to delivering high quality 

services and to show what improvements we have made in the services we deliver to local communities and 

stakeholders. The Board of Directors is ultimately responsible for ensuring that we continue to deliver a high-

quality service for our patients. 

During the past year, the Trust has been undertaking a Strategic Review to address the key challenges it is 

facing. This work is crucial to the continuing stability and relevance of the Trust and its unique contribution to the 

mental health landscape at both a local and national level, through its clinical and educational services, 

consulting and research.  In the light of the Strategic Review the Trust started a consultation with staff in January 

2022 about a range of changes to structures and working practices, with the aim of promoting its long term 

financial and operational sustainability and ensuring its better alignment with services across the Integrated Care 

System (ICS)  in North Central London.  During the summer of 2022, we will implement proposals which have 

been amended in the light of consideration to the responses received during the consultation. 

Alongside the Strategic Review, the Board commissioned the Office of Modern Governance (OMG) to carry out 

an independent well-led review.  The report was agreed in January 2022 and an action plan is in the process of 

being taken forward to implement the recommendations made in OMG’s report. As part of this work, a review is 

being undertaken to refresh the Trust’s Board Committee structure and governance flows, including the 

establishment of a new Quality Committee during 2022/23. 

Recognising the scale of challenges facing the organisation, the Trust is now receiving a package of mandated 

support from the Integrated Care System and NHS England/Improvement (NHS E/I). This accompanies a 

change in the Trust’s rating against the System Oversight Framework from level 1 to level 3. 

The Trust is committed to becoming a diverse and inclusive organisation in all areas of work. Following an 

independent review by the Colour Brave Avengers of its practice and culture, the Trust Board agreed in January 

2022 a refreshed Race Equality Strategy and Race Equality Action Plan. Implementation of the strategy and 

action plan will be overseen by the Board’s People, Organisational Development, Equalities, Diversity and 

Inclusion Committee, a new sub-committee of the Board introduced as part of our governance action plan. 

In 2021/22 we had four quality priorities across the Trust which looked to:  

 Embed a revised job planning process within clinical services 

 Improve the collection of race and equality data 

 Improve Waiting Times across the Trust 

 Embed the meaningful use of patient completed outcome measures 

 

As with previous years, each of these headline priorities were underpinned by a number of improvement actions 

with the intention of delivering the priority in a thorough way. 
 

We made good progress against a number of the objectives we set ourselves including; 

 the agreement of Trustwide job planning principles to ensure a consistent approach across the 

organisation moving forwards 

 the introduction of an updated monthly report to monitor ethnicity data completion rates within each of 

the clinical divisions. This has shown that performance in collection rates has improved in three of the 

four clinical divisions, although monthly compliance does vary significantly within and across divisions 

 the introduction of Qualtrics (a software package for collection of outcome measure and experience data) 

in a number of Adult services 
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We have decided to carry forward three of the quality priorities from last year into 2022/23 to extend on the good 

progress in each area made to date and further improve our quality ambitions in each area. For 2022/23 we 

have also decided to broaden out the headline priorities to capture more roundly what we want to achieve - 

therefore the quality priorities the coming year will be Equalities, Waiting Times and Outcome Measures.  
 

We will also add in a fourth quality priority about our GIDS service and how we will implement and embed 

recommendations from their CQC inspection through our transformation programme, recognising the positive 

work undertaken to date and the further improvements that need to be taken. The Trust has continued to work 

with the CQC and our commissioners to implement the action plan to address the issues highlighted in the 

inspection. 
 

We are also working with our commissioners to understand how the whole system can work together to improve 

pathways for this patient group.  We have fully engaged with the work of Dr Hilary Cass, who has been leading 

an independent review to make recommendations on the care provided to those children and young people 

questioning their gender identity or experiencing gender incongruence. 
 

In September 2021, the Court of Appeal upheld the Trust’s appeal against the judgment made by High Court in 

December 2020 about the ability of children and young people to consent to puberty-blocking treatment in cases 

of gender dysphoria. The Trust has welcomed the establishment by NHS E/I of a Multi-Professional Review 

Group which will provide an independent check on the process followed in making decisions for patients aged 

under 16 to refer them to endocrine clinic for hormone blockers. 
 

Waiting times to first and second appointments continue to be longer than we would wish in some areas of the 

Trust. As part of this continuing quality priority, we will seek to recommend, formalise and implement ways of 

improving waitlist management.  Whilst it is not always simple to broadly ‘improve’ waiting times due to a number 

of contributing factors, how we support patients whilst they are waiting, and how any measurable clinical harm as 

a result of extended waiting times can be assessed, is important and will be key objectives in this quality priority 

for the coming year.  

You will find more details in the next section and throughout the Account about our progress towards our priority 

areas as well as information relating to our wider quality programme. Some of the information is, of necessity, in 

rather complex technical form, but I hope the glossary will make it more accessible.  

I confirm that I have read this Quality Account which has been prepared on my behalf. I have ensured that, 

whenever possible, the Account contains data that has been verified and/or previously published in the form of 

reports to the Board of Directors and confirm that to the best of my knowledge, within the data constraints 

outlined, the information contained in this Account is accurate. 

 

 

 

 

Paul Jenkins          

Chief Executive 

June 2022 
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Part 2: Priorities for improvement and statements of 

assurance from the board 
 

In this section the Trust updates on progress of delivering our quality priorities for improvement for 2020/21, our 

agreed quality priorities for the coming year, along with statements of assurance from our Board of Directors and 

other mandated sections for the Quality Account. 

2.1 Progress against priorities from 2021/22 
The progress we have made in delivering our four quality priorities for last year are set out in the following tables.  

Clinical Effectiveness 
 

Our Quality Priority What success will look like How did we do? 

Embed a revised job 
planning process 

within clinical 
services 

Clarify parameters for job 
planning across the 

directorates (AFS, CYAF and 
Gender) and the processes for 

updating job plans when 
situations change 

We achieved this 
 

 Separate guides for the job planning process were 
established for each division and were used for the first 
round of job planning  

 A set of Trustwide job planning principles were agreed to 
ensure a consistent approach to Job Planning across the 
organisation moving forwards 

 These principles specify the amount of time needing to be 
focused on clinical work and guidance on how this should 
be adjusted based on management responsibilities.  

 The principles are being incorporated into a new trust wide 
policy and job plan template to support the implementation 

 

Ensure all clinical staff across 
the Trust have an initial job plan 
and review these at a divisional 

level to identify areas that 
reduce clinical capacity 

We partially achieved this 
 

 At the end of the year there were draft Job Plans on file for 
around 80% of staff in CYAF and AFS directorates and 
100% of staff in the Gender directorate 

 We are waiting for the updated guidance to be finalised 
before completing the remaining Job plans in CYAF/AFS so 
they don’t need to be repeated soon after completion 

 Once the new policy and guidance are confirmed for the 
trust, a round of job plan reviews will take place for the 
existing job plans 

 

Agree principles across the 
Trust on the identified areas to 

ensure staff have sufficient 
capacity for clinical work as 

expected for their banding and 
role 

We achieved this 

 As above, the new principles have been agreed and shared 
across the organisation 

Implement the agreed principles 
and review job plans 

accordingly 

We partially achieved this 
 

 This is due to take place in Q4 2021/22 and Q1 2022/23. 
This may need to be reviewed in line with the strategic 
review consultation outcome 

  Job planning will be re-launched in 22/23 Q1 with the aim of 
all staff having completed a plan and had it signed off by the 
end of Q2  
 

Agree standard timescales and 
mechanism for reviewing job 

plans and monitoring capacity 
on an ongoing basis 

We partially achieved this 
 

 The suggested timescales and mechanisms for review and 
monitoring are mentioned in the divisional guides and will be 
confirmed in the trust job planning procedure 

 Its likely job planning will be an annual process with 
individual and team performance against job plans being 
reviewed at regular interviews during the year. The timing 
will need to be confirmed but may align with the annual 
appraisal cycle 
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Patient Experience 
 

Our Quality Priority What success will look like How did we do? 

Improve the 
collection of race 
and equality data 

Complete report of ethnicity 
data completion rates within 
each of the clinical divisions 

(AFS, CYAF and Gender) 

We achieved this 
 

 An updated report has been created and is run monthly to 
monitor compliance across the Trust 

 Performance has improved in three of the four clinical 
divisions although monthly compliance does vary 
significantly within and across divisions, which continues to 
be an area of focus  

 

Provide a baseline of 
Experience of Service 
Questionnaire (ESQ) 

completion by ethnicity (Q1) 
and provide comparative data 

analysis during 2021/22 

We achieved this 
 

 The new ESQ and its associated report allow for 
experiential data to be assessed for the various ethnic 
groups that make up our patient cohort 

 An audit carried out in Q4 looked at both completion rates of 
ESQ forms for the various ethnic groups and also looked at 
the reported experience of patients 

 There was no clear indication that experience differed by 
ethnicity. However, the volume of returns the trust received 
means this couldn’t be seen as conclusive. The exercise will 
be repeated when the volume of returns has increased 
 

Clarify the current initial data 
collection methods and 

processes for updating based 
on changed situation 

We achieved this 
 

 All services have shared their current practices and a 
summary document was circulated in July so learning could 
be shared. Some new practices based on the learning as 
well as a QI project were implemented in Q2 resulting in 
improved collection rates in most services 

 Qualtrics was trialed to distribute the ESQ 12+ in 3 services 
(Adult Complex Needs, AYAS and PCPCS) in Q4, which 
significantly increased returns. The use of Qualtrics for ESQ 
will be expanded over the next quarter 
 

Develop guidance regarding the 
standard processes for 

ensuring timely and accurate 
data capture across all clinical 

services, including a system for 
their review 

We partially achieved this 

 

 Existing processes were mapped, evaluated, and developed 
over the course of the year 

 Once the remaining gaps in processes are identified and 
resolved, updated guidance will be issued 

 

Implement guidance and report 
again across the directorates to 

monitor adherence and make 
adjustments where needed 

We partially achieved this 
 

 Some initial learning has been implemented in advance of 
the final guidance being drafted 

 Monitoring has been ongoing via the report each month and 
any specific QI projects will measure their direct impact 
separately 

  

 

Clinical Effectiveness and Patient Safety 
 

Our Quality Priority What success will look like How did we do? 

Improve Waiting 
Times across the 

Trust 

Review waiting times across 
Trust services and identify 

range, variation and areas of 
good practice in waitlist 

management, based on Trust 
data  

This Quality Priority has been re-designed for next year 

During the year, a decision was taken to better refine the 
overall aim of the Quality Priority and to organise the individual 
workstreams in a way that would allow for a consistent 
approach to be taken to a wide variety of clinical services that 
experience different issues when it comes to managing their 
waiting lists.  
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Agree key areas of focus and 
hold workshops to develop 

plans and QI projects to 
address wait times, ensuring 

that work aligns with strategic 
review changes  

As such, this Quality Priority will be re-launched during the 
2022/23 financial year with a renewed focus on the following 
areas: 
 

• The development of a waiting list management framework to 
ensure that reports and actions are consistently delivered 
and monitored  

• Review waiting list initiatives currently being implemented 
across different service lines to ensure that best-practice is 
adhered to and embedded across the Trust 

• Develop and implement a Trust-wide access policy to 
formalise waiting list management including patient tracker 
lists (PTL), DNAs, cancellations and non-responders 

• Building on the clinical harm SOP, to develop and 
implement a harm review policy to identify harm in long-
waiting patients, recognising learning and any preventative 
actions 

• Improve communications and supportive advice with 
patients who are on a long waiting list, including further 
developing digital support   
 

Implement, monitor & review 
these plans, based on agreed 

measures for waitlist reduction  

 

Clinical Effectiveness  
 

Our Quality Priority What success will look like How did we do? 

Embed meaningful 
use of outcome 

measures across the 
Trust 

To complete a pilot of an 
appropriate software solution 

for OM data e-mail out and 
return that is compatible with 

Carenotes data. To reduce 
administrative time in manual 

data input 

We achieved this 
 

• Qualtrics was trialed in Adult Complex Needs, PCPCS and 
AYAS to distribute and collect CORE and ESQ Outcome 
Measures (OMs) over Q3 & 4. The process saves 
considerable admin and clinical time and has improved OM 
returns. However, it still requires manual input of data onto 
Carenotes 

• A Carenotes upgrade scheduled in early Q1 2022/23 will 
facilitate automated data entry and we anticipate the 
software will be in place by the end of Q2 

  

To increase OM returns across 
all services by 25% above 

baseline by year end 

We partially achieved this 
 

• Overall return rates for OMs have increased by 22% 
compared to the last financial year (see table below). Whilst 
this is just shy of the 25% target, it still represents significant 
improvement which can be built on over the next year  

• The continued expansion of Qualtrics across more services 
and measures should facilitate this for CORE, ESQ and 
RCADS. Improved Carenotes logic, as well as increased 
access to data and reminders for clinicians should also help 
continue to improve CGAS and CORE OM completion 
 

To pilot brief and STP wide OM 
feedback (e.g. dialogue) OR for 
specific clinical services (e.g. 

Trauma) nationally 
benchmarked OM 

We partially achieved this 
 

• Following engagement with other trauma providers The 
Adult Trauma Unit started trialling 3 new outcome 
measures more relevant to their patient group in Q3/4. 
Going forward this should provide more accurate data on 
trauma treatment impact as well as providing data that can 
be benchmarked against other relevant services 
 

 

2.2 Our quality priorities for 2022/23 
Our priorities for 2022/23 as set out in this Quality Account, have been arranged under the three broad headings 

which, put together, provide the national definition of quality in NHS services: patient safety, patient experience 

and clinical effectiveness. Progress on achievement of these priorities will be monitored during the year and 

reported in next year’s Quality Accounts.  

Each of the quality priorities is assigned to one of the Trust Divisional Directors (one each for AFS, CYAF and 

Gender services) to ensure senior leadership, accountability and embedding throughout each of the clinical 

services. Progress against the priorities is monitored though various forums including our internal Quality 

Assurance Board. 
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As outlined in section 2.1 above, all three of our quality priorities have been carried forward from last year and 

extend on good progress in each area made to date. For 22/23, we have decided to broaden out the headline 

priorities to capture more roundly what we want to achieve. 

We will also add in a fourth quality priority about our GIDS service and how we will implement and embed 

recommendations from their CQC inspection through our transformation programme. 

 

Clinical Effectiveness / Patient Experience 

Priority 1 Equalities Builds on a Quality Priority from last year 

Clinical Effectiveness / Patient Safety 

Priority 2 Waiting Times Builds on a Quality Priority from last year 

Clinical Effectiveness  

Priority 3 Outcome Measures Builds on a Quality Priority from last year 

Clinical Effectiveness, Patient Experience, Patient Safety 

Priority 4 
GIDS improvement 
plan 

New Quality Priority for 2022/23 

 

How we chose our priorities and our targets for success 
The priority topics for 2022/23, and 2021/22 before that, were developed following discussions with a number of 

service users, non-executive directors, staff, management and commissioners.  In addition we considered 

current Trust Quality Priorities, service challenges, key performance issues and quality data reviewed and 

presented to Board over the past year.  
 

Clinical Effectiveness and Patient Experience 

Priority 1: Equalities 
The target of this priority is to improve both the collection and processing of data related to protected 

characteristics but also, more importantly, how we address any identified areas for improvement as a result of 

that data to ensure we represent the populations we serve in an equitable manner. The actions underpinning this 

target have been devised building on progress made in relation to the Race Equalities quality priority from last 

year.  

Quality Priority 1: Equalities 

Targets for 2022/23 

1. Improve Accessible Information Standards (AIS) data recording by 25% compared to 

21/22 data 

2. Use data collected via Experience of Service Questionnaire (ESQ) by protected 

characteristics (list to be defined in line with what is collected) to understand how 

experiences of services differ, and devise a plan to address any areas identified for 

improvement 

3. In collaboration with Quality Improvement, seek to understand barriers within the local 

community to accessing treatment and develop a quality improvement project that will 

seek to address these barriers 

4. Develop guidance regarding the standard processes for ensuring timely and accurate 

data capture across all clinical services, including a system for their review. (Q3/4) 

5. Implement guidance and report again across the directorates to monitor adherance and 

make adjustments where needed. (Q3/4) 
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Clinical Effectiveness and Patient Safety  

Priority 2: Waiting Times 
Waiting times to first and second appointments are a concern across many Trust clinical services.  This has an 
impact on patient care, experience and safety; on staff well-being; on the Trust’s contractual and financial 
position; and on its reputation.  Through this quality priority we will seek to recommend, formalise and implement 
ways of improving waitlist management.  Whilst it is not always simple to broadly ‘improve’ waiting times due to a 
number of contributing factors, how we support patients whilst they are waiting, and how any measurable clinical 
harm as a result of extended waiting times can be assessed, is important. This is also explored further in the 
actions listed below.  
 

Quality Priority 2: Waiting Times 

Targets for 2022/23 

 Review waiting list initiatives currently being implemented across different service lines to 
ensure that best-practice is adhered to and embedded across the Trust 

 Develop and implement a Trust-wide framework for managing waiting time performance 
across the Trust and agree an access policy to formalise waiting list management 
including use of patient tracking lists & meetings (PTLs), DNAs, cancellations and non-
responder 

 Building on the clinical harm SOP, develop and implement a harm review policy to identify 
harm in long-waiting patients, recognising learning and any preventative actions 

 Improve communications and supportive advice with patients who are on a long waiting 
list, including further developing digital support 

 

Clinical Effectiveness  

Priority 3: Outcome Measures 
Building on the developments in 2021/22 and 2020/21 we are looking to further develop the consistent use and 

analysis of Outcome Measures (OM) across the Trust in parallel with continuing our use of semi-automated 

data collection software.  Outcome Measures have a number of possible uses including the systematic 

evaluation of clinical progress, as a means of eliciting self-reported feedback on an individual’s mental health 

state and providing data separately to clinical observations or opinion.  We will be focusing on improving the 

consistent collection of OM and having clearly defined mechanisms and accountability for all teams. We also 

want to ensure that our logic for sending out forms to service users is consistent across service lines and in line 

with clinical requirements to enable a true and sound reflection of experience and care. Rolling-out the digital 

provision of the forms will support all of these objectives as currently OM data is manually entered onto 

CareNotes which is labour intensive, may not be timely and risks data entry errors. 

Quality Priority 3: Outcome Measures  

Targets for 2022/23 

1. To increase OM returns across all services by 25% above baseline by year end 

2. Develop an agreed logic for sending and counting outcome measure and ESQ forms 
(which may differ by individual clinical and service lines) to enable a true reflection of the 
patient voice (to be able to get an agreed denominator of how many forms were required 
to be sent out per month vs. a numerator of how many were received back) 

3. Roll-out of Qualtrics to other service user completed Outcome Measures across the Trust 
including all ESQ (12+, Parent/Carer & 9-11), RCADs & SDQ 
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Clinical Effectiveness, Patient Experience & Patient Safety  

Priority 4: To implement and embed recommendations from the CQC inspection of GIDS service 

In recognition of the positive work undertaken to date, and in respect of the work still to do, we will also add in a 

fourth quality priority about our GIDS service and the implementation and embedding of recommendations from 

their CQC inspection through our transformation programme. 
 

Clinical Effectiveness, Patient Experience, Patient Safety 

Priority 4 
To implement and embed recommendations 
from the CQC inspection of GIDS service 

New Quality Priority for 22/23 

 

2.3 Statements of assurance from the Board 
 
This section contains the statutory statements concerning the quality of services provided by the Tavistock and 
Portman NHS Foundation Trust in the past year. These are common to all Quality Accounts and can be used to 
compare us with other organisations. 
 

A review of our services 
 

During the reporting period 2021/22 the Tavistock and Portman NHS Foundation Trust provided and/or sub-
contracted 210 contracted services, across three Clinical Directorates, covering 116 clinical teams. 
 
The Tavistock and Portman NHS Foundation Trust has reviewed all the data available to it on the quality of care 

in these contracted services. 

The income generated by the relevant health services reviewed in 2020/21 represents approximately (£41.4m) 
63.3% of the total income (£65.4m) generated from the provision of relevant health services by the Tavistock 
and Portman NHS Foundation Trust for 2020/21. 
 

Participation in clinical audits and national confidential enquiries  
 

National Clinical Audits and National Confidential Inquiries 
 
During 2021/22 there were no National Clinical Audits directly relevant to health services that the Tavistock and 
Portman NHSFT provide.   
 
During that period, the Tavistock and Portman NHSFT participated in 100% of the national clinical audits and 
national confidential inquiries that it was eligible to participate in. 
 
Local clinical audits 
 
There were 26 local clinical audits undertaken during 2021/22 with 2 reports outstanding and 2 audits still in 
progress. The reports of 22 clinical audits were reviewed by the provider in 2021/22 and the Tavistock & 
Portman NHS Foundation Trust has taken or intends to take the following actions to improve the quality of 
healthcare provided:  
 

1. Audit of Electronic Patient Records 

Multiple case notes audits have taken place during the year across all directorates focusing particularly 
on completion of assessment and risk summaries, crisis plans and care plans. Separate audits of trainee 
cases notes were also undertaken during the year. The context of the audits was significantly related to 
remote working during the pandemic and ensuring that case notes were completed according to the 
standards expected.  Areas for improvement were identified and re-audits completed. This work will 
continue in 2022/23. 
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2 Prescribing Audit of Controlled Drugs 
 
Two prescribing audits were carried out (Q1 & Q4).  The purpose of these audits was to review 
controlled drugs prescribed at the Tavistock and Portman NHS Trust and to ensure adherence to the 
‘Prescribing & Administration of Medication Procedure’.  There were no significant concerns, but the 
Trust should again consider adding e-prescribing to the electronic patient record. 

3 Incidents audits/reviews 

Thematic reviews of incidents with learning being disseminated to services/teams highlighting any 
concerns, lessons learned including good practice regarding patient safety and experience sharing and 
changes to practice.   

 

 

4 Safeguarding Audits 

Quarterly audits of completion of safeguarding supervision in relation to children and young people 
subject to Child Protection Plans. Learning lessons event on safeguarding supervision took place during 
Q4 2021/22.  During Q1 2022/23 the Trust intends to review safeguarding supervision structures and 
processes.  

5 Demographics Audits to review completeness of demographic data recorded on electronic patient 
record. Services have reviewed their processes for obtaining this information and made changes to 
support improvement.  

6 Referral Received Date Audits (Quarterly) 

Audits to monitor the logging of referral dates and accuracy of the process within intake/administration.  

Summary of actions taken/to be taken to improve the quality of health care provided: 

1. Re-auditing electronic patient records to ensure completion of sections on risk. Feedback to relevant 

service lines. There is an ongoing programme of case notes audits which can be targeted depending on 

findings. 

2. Virtual training on clinical audit methodology will continue to be provided.  

3. Improved access to virtual desktop infrastructure (VDI) during pandemic and to support home working. 

4. Reviewing Trust wide structures and processes for safeguarding supervision.  

5. Work is ongoing to integrate clinical audit and QI and to consider how QI and clinical audit work best 

together at a local level. 

6. Improvements made to clinical audit processes in particular the use of the Trust electronic audit template 

as standard and recording of audits and action plans on Trust Quality Portal.   

7. Planning for 2022/23 - consider how clinical audit can be integrated and strengthened within the new 
Patient Safety Incident Response Framework (PSIRF). 

8. Continue to use audit methodology as a framework for learning from incidents. 
9. Enhance processes needed to evidence improvement from audit.  

 

Participation in clinical research 
The Trust is one of the leading mental health Trusts across the country for research, and its performance across 
key research domains are highlighted below. 
  
Between the beginning of April 2021 and the end of March 2022, 100 participants have been recruited to 4 
research studies in the Trust.  
 
The top recruiting studies for the trust during the 2021-22 financial year were as follows: 
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Recruiting Study Name IRAS 
Recruitment 

Numbers 

Longitudinal Outcomes of Gender Identity in Children (LOGIC) 260379 94 

Gender Dysphoria and Autism 262518 3 

Early Evaluation of the CYP Mental Health Trailblazers 270760 2 

The Use of Locum Doctors in the NHS 278888 1 

 

In addition to the studies listed above we have recently had the following successful funding applications for 
studies that will open in the coming months:  
 
Recently awarded grants hosted by Tavistock and Portman NHS Foundation Trust 
 

 NIHR Research for Patient Benefit scheme. ‘A feasibility trial of remotely delivered Video Interaction 
Guidance [VIG] for families of children with a learning disability referred to specialist mental health 
services.’  

 

 What Works for Children’s Social Care. ‘Watch me Play: a Randomised Controlled effectiveness Trial of 
a remotely-delivered intervention to promote mental health resilience versus treatment as usual for 
children (age 0-8) across UK early years and children’s services.’   

 
Recently awarded grants in collaboration with Tavistock and Portman NHS Foundation Trust 
 

 NIHR Invention for Innovation (i4i) scheme. ‘OliTool: a ‘smart’ system to support primary school children 

develop social and emotional literacy and self-regulation skills for mental health and wellbeing’.  

 

 UKRI ESRC (Economic and Social Research Council).  ‘Markers of Autism and Gender Incongruence in 
Children (MAGIC): Cognition in Autistic and Non-autistic Gender-incongruent Children and Their 
Families.’  

 

Goals agreed with commissioners for 2020/21  
The use of the Commissioning for Quality and Innovation (CQUIN) payment framework; The Tavistock and 

Portman NHS FT income in 2021/22 was not conditional on achieving quality improvement and innovation goals 

through the Commissioning for Quality and Innovation payment framework due to the guidance set out by NHSE 

on CQUINs in 2021/22. 

 

Regulatory compliance – Care Quality Commission (CQC)  
The Tavistock and Portman NHS Foundation Trust is required to register with the Care Quality Commission and 

its current registration status is full registration with conditions, for a single regulated activity "treatment of 

disease, disorder or injury”. 

The Trust has continued its comprehensive action plans in relation to recommendations issued by the CQC, both 

in relation to the Trust-wide inspection and the focused inspection of the Gender Identity Development Service 

(GIDS) in October 2020.   

The full reports for both inspections are available on the CQC website, www.cqc.org.uk.  

The CQC’s assessment of the overall Trust has remained as Good since November 2018, with the individual 

domain ratings as below.  
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The CQC’s assessment of the Gender Identity Development Service (GIDS) from October 2020 is detailed as 

below.  

 

The GIDS team, as part of the service’s transformation programme, continues to undertake an extensive piece 

of work in response to the CQC inspection and consequent recommendations. The following points are key 

areas of improvement undertaken; 

Improvements in service delivery  
 New governance arrangements have been put in place to oversee service delivery and the strategic 

direction of the service (eg GIDS Oversight Committee, Interim Management Board, Senior Management 
Group, and ongoing staff involvement in the Transformation programme).  

 As part of implementation of the Waiting List Action Plan, and the Recovery Plan, key metrics have 
started to be measured. Caseload Cleansing Principles are the in process of being agreed; and a 
new Harm Review panel, chaired by NHSEI, has been established. 

 GIDs Audit Matrix, fully aligned to the Trust Audits and reporting requirements, is near finalisation. 
Focused audits on areas identified by the CQC continue to be carried out; alongside dissemination of 
learning from Audits and Action Learning as identified. 

 GIDS staff have confirmed their understanding of the updated Safeguarding SOP, including 
escalation process, and roles and responsibilities around Safeguarding of children and young people. 
GIDS now has one of the Trusts highest completion rates for Safeguarding training (Adults and 
Children). 

 Monthly Gender QI Forum (GIDS & GIC) that will help identify and support existing projects has been 
reinstated 

 PPI Stakeholder group has been re-established allowing young people to contribute to service 
development. 

 Staff receive regular updates, and opportunities to feedback via the weekly newsletter update including 
articles with evidence-based best practice, drop-in sessions, team Briefs and the updated 
Supervision schedule and profoma to ensure compliance and quality.  

 
New Endocrine Pathway and Consent SOP 

 New Endocrine Pathway has been developed, piloted, and implemented and will be embedded as 
business as usual in July 2022. This supports quality of patient safety via the MPRG process. 

 Quality of Consent in GIDS, supported by dissemination activity, has been improved as part 
of ensuring that assessments of capacity, competency and consent are recorded for all patients referred 
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for medical treatment. Gaps in training needs around consent have been identified and a training 
programme is being formulated. 

 
Ongoing data improvements  

 A new monitoring dashboard has been developed and implemented to support GIDS Senior 
Management Team decision making. 

 Improved communication between Trust compliance and governance Teams to ensure service-level 
compliance with Trust reporting requirements going forward. 

 
Plans for clinical and operational realignment as part of the Strategic Review  

 Ongoing recruitment processes including the introduction of rolling advertisements for posts that are 
difficult to recruit to and the development of a nursing workforce strategy. 

 Access to NCL wellbeing offer as a standing item in the weekly newsletter 
 

Other CQC Reviews 

During the Summer of 2021, clinicians from the Tavistock and Portman NHS Foundation Trust took part in the 

CQC’s Provider Collaboration Review (PCR) of CAMHS services across North Central London. The CQC’s 

provider collaboration reviews (PCRs) look at how health and social care providers are working together in local 

areas and aim to help providers learn from each other's experience of responding to the COVID-19 pandemic. 

This was a review of how providers collaborated and not an inspection of individual services and therefore there 

were no recommendations issued to any of the participating organisations and services.  

 

Data security and quality 
The Tavistock and Portman NHS Foundation Trust did not submit records during 2021/22 to the Secondary 

Uses service for inclusion in the Hospital Episode Statistics which are included in the latest published data. This 

is because The Tavistock and Portman NHS Foundation Trust is not a consultant-led, nor an in-patient service.  

The last Data Security & Protection Toolkit submission was made in June 2021. The resulting status following 
that submission was ‘Standards Not Met’, with an amended status (on approval of the Data Security 
Improvement Plan’) is ‘Approaching Standards’. The next Data Security & Protection Toolkit submission is due in 
June 2022.  

 
The Tavistock and Portman NHS Foundation Trust was not subject to the Payment by Results clinical coding 

audit during 2021/22. 

 

Data Quality Maturity Index (DQMI) 
The Data Quality Maturity Index (DQMI) is a monthly publication from NHS Digital about data quality in the NHS 

and is intended to raise the profile and significance of such matters. It is based on the completion of agreed data 

items which include NHS number, date of birth, gender, postcode, specialty and consultant. 

DQMI – Data Quality 
Maturity Index 

Q1 
2021/22 

Q2 
2021/22 

Q3 
2021/22 

January 
2022 

Tavistock and Portman 
NHS FT 

96.4% 97.0% 97.0% 
Not 

available yet 

National Average 81.9% 81.1% 80.7% 
Not 

available yet 

N.B. At time of publishing, January 2021’s official DQMI scores were the most recently published scores 
 

The importance of having high quality data on which to base decisions, whether clinical, managerial, or financial, 

is recognised by the Trust. An ongoing focus on having robust systems, processes, data definitions and systems 

of validation helps assure us of our data quality.  Whilst the Trust has key processes in place for assuring the 

quality of data it recognises that further work is required, particularly in respect of timely data submissions by 

staff, and further improving data validation and completeness.  
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Trust Developments - Infrastructure and Results 
 

Significant work has been undertaken over the last twelve months to improve data validation and completeness 

across the Trust, continuing and developing internal and interrelated processes to support high levels of data 

quality.  This has included changes to Carenotes and the updating of protocols and data collection tools in order 

to support communication and information requirements of staff and service users.  

One of the areas of focus during 2021/22 has been improving governance processes around the completion of 

Assessment and Review Summary forms. We have established new monitoring processes for flagging up 

incomplete and missing forms in a fast and convenient way. These newly established reports are very simple 

and quick to run which allows local teams to access and manage their own data with a focus on contemporary 

cases. The idea is that this is a sustainable process that can be maintained in the long term, steadily increasing 

our completion rates and data quality over time.  

We have also spent time improving the electronic Assessment Summary and Reviews forms with clinical input, 

ensuring that the content of the forms flows in a more logical and meaningful manner and ensuring that there is 

minimal duplication and overlap between sections. As the Assessment and Review Summary forms are directly 

linked to the completion of both Care Plans and Crisis Plans, we hope that improving the usability of the 

Assessment and Review Summary forms will have positive consequential positive effects to other areas of 

compliance.  

The ongoing work with Assessment and Review Summary forms will also allow us to simplify the administration 

process associated with the creation of Initial and Review Care Plans, so we are expecting to see an 

improvement over the next financial year.    

 2019/20 2020/21 2021/22 

Initial Care Plans  47% 52% 52% 

Review Care Plans  24% 38% 25% 

 

Over the 2021/22 financial year a strategy to improve the completion rates of Crisis Plans has also been 

developed, which has resulted in significantly improved compliance rates.  

A decision has been made to reinstate a Quality Priority from last year which focuses on embedding the 

meaningful use of Outcome Measures across the Trust as we recognise there’s still an amount of work to do in 

relation to improving rates. Continuing this valuable project will allow conversations to continue around how best 

to capture data that will evidence the positive outcomes that patients are experiencing following care with our 

Trust.  

Our services use a variety of Mental Health Outcome Measures in order to measure the effect on a person’s 
mental health as a result of health care intervention. However the two main measures are: 
 

 Clinical Outcomes in Routine Evaluation – Outcome Measure (CORE OM) is the main outcome 
measure in our Adults directorate. Last year we developed a new report to better measure and 
understand service performance with regards to the collection of CORE OM data. We have continued to 
build and develop on this reporting tool and we now routinely monitor improvement rates of all 
discharged patients with two or more CORE OM forms completed, providing a wider understanding of 
the impact of our services.  This year we introduced the use an electronic data collection service 
(Qualtrics) to support data collection in an automated and patient-friendly way. This has had a positive 
effect on completion rates, and as the system becomes further embedded into our working practices we 
hope to see sustained improvement.  
 

 Goal Based Measure (GBM) is one of our main Outcome Measures, used primarily in our children’s 

services. The higher the completion rates, the better understanding we have of our service users and 

services. Last year we identified several areas for improvement, including making the interface form 

more user-friendly and producing a more flexible reminder system. This has now been implemented and 
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rolled out across the Trust. We have also recently piloted a new report which produces a more effective 

reminder list of missing forms, which we expect will have a positive effect over the coming year.   

In terms of technological developments, we have some exciting projects being developed that are due for 
implementation over the next financial year:  
 

 A planned move over to a new version of Carenotes clinical software 

 Continued improvement to the way Carenotes is used to ensure that all key clinical and demographic 
information is recorded at the appropriate points during patient pathways 

 A number of targeted and automated reports have been set up to allow teams to have real-time access 
to their own data on a number of metrics 

 Development of a set of Power BI dashboards which will provide a wide range of interactive data on 
various measures to service leads on a monthly basis 

 

Overall Oversight 

 The Quality Assurance Board quarterly meetings have continued this year. The group is chaired by the 

Medical Director and is made up of clinical, performance and operational management representatives. It 

meets quarterly and is responsible for providing overarching governance of data quality including review 

and sign off for the Trust Board quarterly quality dashboard. 

Quality assurance work 

 Quality Assurance Group meetings have continued this year, consisting of clinicians, lead administrators, 
data leads and contracting leads. These meetings ensure all teams are being routinely and reliably 
linked in with ongoing data quality issues and are kept up to date on the Trusts data quality progress 

 In addition, the Quality Assurance team maintain a presence at Clinical Governance meetings across the 
Trust to ensure that data quality and reporting considerations are factored into conversations where 
appropriate  

 Ongoing work by a service level data project group to support improvements in the Gender Identity 

Development Service (GIDS) 

 The validation of data and checks on the completeness and accuracy of data as outlined in the Trust’s 

Clinical Data Quality Management Procedure 

 The use of standard operating procedures (SOPs) for data collection, validation and reporting to support 

the quality of data by the Quality Assurance Team and services 

 Review of key performance target reports at clinical governance meetings on a monthly basis 

Training and Education 

 Mandatory training on our electronic patient administration system (Carenotes) and outcome monitoring 

has been a success and continues with recently updated training slides available to all teams. This is 

essential to ensure good quality data is entered to enable robust reporting.  

 An updated set of Outcome Measure training tools designed and incorporated into new starters induction 
schedules 

 The informatics department shares with all Care Notes users ‘Top Tips’ on how best to use the system 

on a regular basis. 

 Ongoing support of services by the Quality Assurance Team to deliver improvements in relation to 

CQUINs, KPIs, locally agreed targets and where data quality issues are identified. This includes the 

provision of monthly team reports on missing data in order to improve data completeness for reporting 

purposes. 

 

Patient safety incidents resulting in severe harm or death  
In respect of patient safety incidents, the Trust does not report enough incidents to be included in the national 
report.  Trust information over time is reported below. The Trust is exempt from the National Patient Experience 
Survey for community mental health services but undertakes a similar internal survey which is reported below. 

 

Patient Safety Incidents (PSIs) 
The number and rate of patient safety incidents reported within the Trust during 2021/22 are below.   
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During the past year we submitted 48 incidents to the National Reporting and Learning System (NRLS) that 
caused severe harm or death.  

 
 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Total reported 
incidents 

401 449 401 511 469 298 379 

Patient Safety 
Incidents 

34 114 82 40 37 38 48 

 Source: Quality Portal (QP), PSIs reported 1 April 2021 to 31 March 2022 

 
 
Patient safety incidents are uploaded to the National Reporting and Learning System (NRLS) for further 
monitoring and inter-Trust comparisons which promote understanding and learning.  Currently there is no 
nationally established and regulated approach to the reporting and categorising of patient safety incidents, so 
different trusts may choose to apply different approaches and guidance when reporting, categorising and 
validating these.   
 
The Tavistock and Portman NHS Foundation Trust considers that this data is as described for the following 
reasons:  
 

 The organisation provides outpatient psychological therapy services only and no physical interventions 
 

 The majority of patient safety incidents reported resulted in no harm 
 

 Deaths of all Gender patients, even if on a waiting list / not yet seen, or not discharged are reviewed 
 

 The importance of incident reporting and learning is promoted across the trust in order to support the 
management, monitoring and learning from all types of incidents.  Staff are reminded at induction and 
mandatory training events and lessons are shared using a variety of methods 
 

 Data for this indicator is derived from the Quality Portal, our internal electronic patient safety software 
 

 All clinical incidents are reviewed, and action taken if required by the Patient Safety Lead (Associate 
Medical Director 
 

 The Trust Integrated Governance Committee receives information on significant incidents from relevant 
reporting groups on a quarterly basis 
 

 There is a monthly Incident Panel chaired by the Medical Director where all serious clinical and non-clinical 
incidents are shared and discussed 
 

 A ‘learning lessons’ event is convened at least quarterly by the Medical Director and open to all staff.  
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Learning from Deaths 
An incident form is completed for all patient deaths at the Trust and recorded on the Incidents/Serious Incidents 
section of the Trust Quality Portal. All deaths are subject to review at the monthly Incident Panel chaired by the 
Medical Director. Deaths will be investigated as a serious incident and/or through a concise report or a mortality 
review report, dependent on the circumstances of the death plus a consideration of where the patient was on 
their pathway. 
 

The Trust also reviews deaths of former patients within six months of discharge. Deaths outside of this time 
frame may be logged on the Quality Portal for information rather than investigation. 
 

The Trust contractual Duty of Candour obligations are fulfilled with careful consideration of the needs of family 
members, particularly when suicide is the suspected cause of death.  The Trust ensures that the deceased 
person’s GP is aware of the death. In addition, the death is reported to other relevant organisations that may 
have an interest. 
 

Serious Incidents: Serious incidents are investigated according to the Trust Procedure for the Investigation of 
Serious Incidents and are reported on the Strategic Executive Information System (STEIS, NHSI). This system 
facilitates the reporting of serious incidents and the monitoring of investigations between NHS providers and 
commissioners. 
 

Concise reports: These are internal reports required following the unexplained and/or untimely death of a 
patient.  Such reports are also requested for any incidents that should be reviewed but where the Trust is not 
required to lead a serious incident review. Concise reports may also be uploaded to the Strategic Executive 
Information System (StEIS) (NHSI). The report includes details of the most recent risk assessment, any 
safeguarding concerns, details of the incident if known and of any relevant antecedents. The clinician must give 
an account of actions taken, any support offered to the family and to staff. Duty of Candour is applied where 
appropriate. An action plan is completed. 
 

Initial learning from incidents is documented to prompt the team/service line to consider if there are actions that 
should be applied immediately. It is anticipated that any learning will be augmented through further discussion at 
the monthly Incident Panel meeting and at any subsequent learning lessons events.   
 
The key questions being addressed in a concise report and in a serious incident investigation are the following: 
 

 Was the death predictable and if so, were any indicators not identified and/or not acted upon? 

 Was the clinical care that was delivered appropriate and was the incident preventable? 

 Was the clinical care given by an appropriate person (s)? 

 Would the clinical staff have done anything differently as a result of participating in the analysis? 

 What lessons have the clinical staff taken from the incident? 
 

 

Mortality Reviews: These are brief reports requested when the death of a patient seems likely to be from 
natural/medical causes not related to care. These reports have basic details about what was known about the 
patient and seek an opinion from the clinician on preventability and/or predictability. 
 

The Trust works jointly with other health care providers to review the care provided to people who are current or 
recent past patients. 
 

During 2021/22 the Trust was notified of 68 patients’ deaths (patients 
known/previously known to the Trust). This comprised the following 
number of deaths which occurred in each quarter of the reporting 
period:   

Quarter 1 4 * 

Quarter 2 8* 

Quarter 3 12* 

Quarter 4 44* 

 
The figures in the table above represent the number of patient deaths the Trust came to know about in each 
quarter rather than accounting only for the number of deaths that occurred in each quarter.  

 
Due to an issue with Care Notes (EPR) reporting there was a period of several months during 2021  
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when the Trust could not run the automated report showing any changes to patient details such as Name, NHS 

Number, Date of Birth, Deceased Date etc. When the issue was resolved processes were put in place for 

checking patient details on Care Notes against the NHS SPINE (DBS- Demographics Batch Service) and for 

recording deceased patients on Care Notes.  

 

The Trust came to know about patient deaths which had occurred during and for several years prior to 2021.As a 

result of the informatics issue all relevant deaths previously not discussed at Incident Panel were then subject to 

mortality reviews or concise reviews, and were if appropriate logged on StEIS, in line with the circumstances of 

the death plus a consideration of where the patient was on their pathway. 

 

62 of the deaths were of patients previously known to or on waiting list for adult gender services. Deaths came to 

be known through the retrospective data collection exercise undertaken by the Trust once the issue with Care 

Notes reporting was rectified. For the majority, details of the cause of death were unknown. The service have 

attempted to contact GPs for further information. 

 

By 31 March 2022, 15 concise reports and 30 mortality reviews were discussed at the 
incident panel. The number of deaths in each quarter for which a case record review or an 
investigation was carried out was: 

Quarter 1 2 x concise reports and 1 x mortality review and 1 x serious incident 
investigation (StEIS logged) 

Quarter 2 4 x concise reports and 2 x mortality reviews and 1 x serious incident 
investigation (StEIS logged) 

Quarter 3 3 x concise reports and 8 x mortality reviews  

Quarter 4 6 x concise reports and 19 x mortality reviews and 1 x internal serious incident 
investigation (StEIS logged) 

 
Several reports from Q4 are awaited and will come for discussion at Incident Panels during Q1 2022/23.  
 
Inquests that took place:  The Trust may not necessarily know that an inquest has taken place and clinicians 
may not have been requested to provide witness statements to the Coroner. Trust clinicians have not given 
evidence as witnesses at any inquests during 2021/22. An inquest pertaining to a patient known to the Trust 
which had been due to take place was postponed. 
 
0 cases representing 0 % of the patient deaths during the reporting period are judged to be more likely than not 
to have been due to problems in the care provided to the patient.    
 
During 2021/22, 3 deaths were recorded on the Strategic Executive Information System (StEIS).   
 
Actions taken in the reporting period: 
 

 An incident panel is convened monthly, chaired by the Medical Director. All deaths are discussed, and 
any reports reviewed.  Action plans are brought back for review and updating  

 There is a programme of learning lessons events during the year some of which pertain to learning from 
deaths 

 New processes were put in place for checking patient details against the NHS SPINE (DBS- 
Demographics Batch Service) and for recording deceased patients on Care Notes (Electronic Patient 
Record) 

 Action plans put in place as required rather than for all reviews 
 Expectation that recommendations from action plans are discussed at CG forums/ team meetings 

 

Improving the physical health of patients 
The Living Well Service provides evidence-based treatment for smoking, drinking, substance use, healthy weight 

and sleep for all patients aged 13 years and above on an active caseload within our Trust. 

It is widely recognised that people with mental health conditions are likely to die an average of 10-25 years 

younger than the general population within the United Kingdom.  This is not because of the mental health 

condition itself but is largely down to preventable healthcare behaviours within this population, such as an 

increased level of smoking, alcohol and substance misuse, poor diet and poor sleep. 
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This programme of work is led by the Physical Health Specialist Practitioner (PHSP) and a Lead Administrator 

who processes the referrals. Unfortunately, the PHSP role has been vacant since Q1 2021 due to the team 

member moving on and it has proved difficult to recruit to the role on a substantive basis since then. As we 

remain in the process of recruiting to the role, internal referrals to the Living Well Service continue and the 

waiting list remains under active review to ensure it is contemporaneous and accurate. Signposting advice for 

available local services is also provided to referring clinicians to pass onto patients. 

Despite the vacancy, and since the inception of the programme, work has continued to be undertaken to improve 

awareness and use of the physical health service across the Trust for all patients aged 13 years and above in 

order to support the delivery of holistic care to patients. Referrals are made to the PHSP for an appropriate 

assessment and, if required, one to one or group treatment or, if appropriate, onward referral into existing 

community services.   

 

 

Reporting against core indicators 
We are required to report performance against a core set of indicators using data made available to the trust by 

NHS Digital. In respect of patient safety incidents, the Trust does not report enough incidents to be included in 

the national report for comparison but provides information over time. The Trust is exempt from the National 

Patient Experience Survey for community mental health services but undertakes a similar internal survey which 

is reported below.   

Patient experience 
In 2020/21, 95% of patients reported positive feelings about their experience of care/treatment  

 
 
 
 
 
 
 
Numerator = ‘Good + ‘OK’ Denominator = ‘Good’ + ‘OK+ ’Not Good’ + ‘Don’t Know’. 
Source: Quality Team, Data received and calculated: 13/04/2022 

 

The Tavistock and Portman NHS Foundation Trust considers this data is as described for the following reasons: 

the questions included in the Trust Experience of Service Questionnaire (ESQ) are completed by patients seen 

 2021/22 

 Q1 Q2 Q3 Q4 

Positive responses 
relating to experience of 

care/treatment 
94% 96% 96% 94% 
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in the Trust to obtain feedback on their experience of our services. This information cannot be directly compared 

with the questions derived from the National Patient Experience Survey for community mental health services 

however, we would score very positively for patient experience when compared to other mental health trusts.  

 

 

Yearly Averages 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Positive responses 
relating to experience 

of care/treatment 
92% 94% 93% 99% 98% 97% 98% 95% 

 
 
 
Roll-out of Updated Experience of Service Questionnaire 
 
The newer shortened version of our Experience of Service Questionnaire form is now being implemented across 
the Trust. Themes fed back via this form continue to include waiting lists, length of treatments and moving to 
remote working for the majority of patients during the pandemic. Recent feedback from younger people in one 
CYAF team has been that they have appreciated the opportunity to meet remotely. The picture is more mixed 
across the trust; this may be due to decreased social restrictions more recently leading to opportunities to meet 
in person. 
 
Co-design and Delivery with Patients 
 
The Patient and Public Involvement (PPI) Team have continued to work closely with patients, family members 
and ex-service users to continue to embed the PPI strategy which has also been updated over 2020 -2022. The 
most recent strategy is in draft form and is in the process of authorisation. It will be reviewed again following the 
implementation of the Trustwide Strategic Review. The strategy is key to embedding meaningful PPI activity at 
service and local team level as well as supporting service user co-designed and delivered workshops, 
information sessions and training. 
 
Other projects co-designed and delivered with service users over the year include:  
 

 Regular interview panel training, in order to support our patients to be a part of or interview process for 
new staff recruitment 

 A quarterly trust wide forum, co-chaired by the PPI team Manager and co-chaired by a service user 

 A primary care psychotherapy service PPI group has reformed over the past year 

 A monthly adult trauma service PPI group has been established with good attendance and clinical input 
from the service 

 A PPI training programme for the Department of Education and Training has been developed by PPI 
coordinators; the programme aims to support staff with training in how to incorporate service-user 
involvement and PPI values into teaching sessions. This is to be launched as part of CPD training in 
DET this year. 

 The repository for PPI work in teaching is being updated on Moodle 

 Service user lecturers continue to teach on social work courses and this year the Educational 
Psychology Course was supported with employing a service user lecturer 

 A bid for a child psychotherapy training course includes involvement work and our DET link coordinator 
is supporting with this 

 The Gender Identity Clinic (GIC) has an active patient forum which is developing helpful feedback 
mechanisms for service pathways and improving access to information on the website. Two GIC service 
users are joining the Trust Wide Forum 

 GIDS have developed a PPI team, in collaboration with the main PPI team, to plan and implement work 
including an art project for LGBTQI month, the GIDS stakeholder group, induction training for new GIDS 
staff co -produced and co delivered with service users 

 A past GIDS service user who has worked with the PPI team in various capacities, has been supported 
by our PPI Project assistant to a successful application to become a Trust Governor, they have now 
taken up this role. A successful event co- developed and presented with a current GIC service user took 
place at the London Metropolitan Police Headquarters in London in early 2022 
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 PPI are collaborating with our Communications colleagues on projects including developing membership 
involvement in the Trust, also updating PPI website and intranet information, and considering the ways in 
which service users want to be contacted for involvement work  

 
Several team level projects are underway to improve service delivery within the CYAF directorate supported by 
PPI coordinators and involving patients. These include I-Thrive grids review project, NCL partners co production 
work and lived experience workers. The CYAF lead joins the Clinical Governance meeting to provide updates on 
projects and supports recruitment to involvement activity. In the AFS directorate the manager joins the clinical 
governance meeting with the same stated aims. Quality Improvement projects have begun in both AFS and 
CYAF to consult on waiting lists. 
 
Pan London Forum/ Payments 
 
Throughout the pandemic the PPI team have continued to host a Pan London Involvement forum, this is a space 
for other involvement professionals from mental health services in London to come together to share 
experiences and best practice. As a result of consultation with the forum the trust has updated service user 
payment policies and procedures.  

 

Single Oversight Framework Indicators  
The Trust has a range of NHS Improvement (NHSI) targets on which we report throughout the year and which 

form part of the Single Oversight Framework (SOF), used by NHSI to detect possible governance issues and 

identify potential support needs.  Such information, including Mental Health Services Data Set (MHSDS), and 

operational performance information is presented quarterly to the Board alongside formal complaints, staff 

Friends and Family Test (FFT) findings and actions and patient safety incidents.  

MHSDS Single Oversight 
Framework Indicators 

Target % Q1 Q2 Q3 Q4 

Valid NHS Number 95% 99.50% 99.26% 99.30% 99.24% 

Valid Postcode 95% 99.64% 99.65% 99.67% 99.64% 

Valid Date of Birth 95% 99.98% 100% 100% 100% 

Valid Organisation Code of Commissioner 95% 99.04% 99.13% 98.88% 98.94% 

Valid Organisation Code GP Practice 95% 99.09% 99.03% 99.01% 99.12% 

Valid Gender 95% 99.95% 99.96% 99.98% 100% 

Ethnicity 85% 88.88% 90.94% 91.07% 91.19% 

Employment Status (for adults) 85% 63.64% 66.44% 67.57% 68.44% 

Accommodation Status (for adults) - 63.31% 65.70% 67.01% 67.66% 

Primary Reason for Referral - 100% 100% 100% Not available yet 

Ex-British Armed Forces Indicator - 100% 100% 100% Not available yet 

MHSDS Data is published monthly.  Quarterly data is represented by April, July, October and January figures.  
*Please note the figures for primary reason for referral and ex-British armed forces indicator for Q4 (January 2021) are only provisional at the time of 
reporting.  

 

Ethnicity compliance rates has been one of the most challenging MHSDS and DQMI data indicators as the target 
has increased to 95%. Thanks to the hard work of clinical and support services over the last year, the majority of 
our services are meeting the 95% ethnicity rate requirements. The services where we are experiencing 
difficulties are the Gender Services and Adult Complex Needs. A significant factor in not reaching the target is 
the large number of patients open to these teams who have are yet to been seen. The Quality Assurance Team 
(QAT) continue to work with teams in the Quality Assurance Group (QAG), raising awareness of the situation in 
order to improve this data further.  
 
Adults Complex Needs has implemented the use of an acceptance letter which is sent before any appointment is 
offered. This includes a NHS monitoring form where demographic data is requested. The service is continuing to 
explore new ways to improve the rate of missing demographic data, communicating directly with the clinicians 
and reviewing the referrals data inputting process. GIDS has improved the situation gradually and we hope to 
see further improvement over the next quarter. GIC and GIDS started a similar project to A.C.N; sending the 
‘patients detail forms’ with their acceptance letters. This is starting to show improvement on collection rates.  
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Part 3: Review of quality performance 

Quality of care overview: performance against selected indicators 
This section contains information on the quality of services provided by the Tavistock and Portman NHS 

Foundation Trust during 2021/22, describing the Trust’s progress against indicators selected by the Trust Board 

in consultation with service users. 

This includes an overview of the quality of care offered by the Trust based on our performance in 2021/22 on a 

number of quality indicators selected by the Board in consultation with internal and external stakeholders. At 

least three indicators for each of the three quality domains of patient safety, clinical effectiveness and patient 

experience are included. Where possible, we have included historical data demonstrating how we have 

performed at different times and also, where available, included benchmark data so we can show how we have 

performed in relation to other trusts. Indicators include those reported in the past three years.  

The Trust Board, the Integrated Governance Committee, along with North Central London CCG and our clinical 

commissioners from other boroughs have played a key role in monitoring our performance on these key quality 

indicators during 2021/22. Monitoring has also been undertaken through our divisional quality review monitoring, 

operational clinical governance and quality improvement processes.  

 

Quality Improvement (QI) 
The Trust’s quality strategy is in the process of being reviewed to cover the period 2022-24. In the meantime we 

have continued to work to the previous version of the strategy which covers the period 2017-2021.  

Quality Improvement (QI) at the Trust is focused on improving patient outcomes, system performance and 

professional development. At the heart of our approach is our strong commitment to improving patient 

experience and outcomes, and our belief that quality improvement is about both relationships and the effective 

use of proven methodology. We therefore seek to engage with, and respect the views of, staff and patients, as 

well as using well evidenced and structured tools and methods. QI support structures are actively in place to 

enable staff to become actively involved in this approach and for it to become part of everyday work.   

The Trust is committed to continually improving the quality and experience of care for patients and staff by fully 

embedding quality improvement (QI) in all its work. The Director of Quality and the QI Group do this by 

supporting and encouraging teams and clinicians to use QI methodologies to identify improvement needs and 

address challenges and issues. The Trust QI work continues to be overseen by the QI Board and operationally 

by the QI Group. 

Quality Improvement draws on a wide variety of methodologies, approaches and tools but the Trust primarily 

advocates the use of the IHI Model of Improvement with its Plan, Do, Study, Act (PDSA) approach of small scale 

testing and change. This approach is supported by the Director of Quality and the QI Operational Group.  

In line with the strategy, our QI objectives for 2021/22 continued to be: 

 

- Train Staff and patients are trained in Quality Improvement methodology  

- Embed Quality Improvement is built into Trust Infrastructures  

- Engage Calendar of events keeps everyone aware of QI developments 

- Support Staff have places to take their ongoing development needs  

 

http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
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With an ever-changing health and social care landscape this approach has been helping us to develop high 

quality clinical services which are tailored to our patients’ needs. 

There have been continuing improvements and growth in delivering quality improvement (QI) across the Trust 

over the past year. Progress has been made in all areas including the areas listed below: 

 Each of our clinical divisions has a QI lead/ associate lead supported by an associate director for clinical 

governance and QI. We have reviewed the need for QI staff across our proposals through the strategic 

review 

 The Quality Improvement (QI) Group meets fortnightly and oversees the QI work across the Trust 

 A QI Board involving directors has been established and meets quarterly for strategic oversight 

 Internal introductory QI training has been in place since 2020. The next session is scheduled to take 

place in April 2022 

 Relaunch of the QI intranet page which includes a staff QI handbook and completed QI projects with 

learning  

 QI Events programme information has been collated and published on QI pages on the intranet for 

heightening engagement  

We have also been embedding the use of both quantitative and qualitative methods of analysis and 

measurement of improvement, which will remain priorities for QI in the Trust. There has been continuing 

improvement of our skills and confidence in the use of quantitative and qualitative data through training and 

support from the Quality Improvement Group. We are continuing to present patient data over time in order to 

help better identify trends, understand where there are areas requiring improvement and recognise when this 

has occurred. Such data continues to be used at various quality assurance meetings and informs Board 

discussions and decisions.  

Our QI objectives are currently under review in light of the Strategic Review and the changes in our executive 

leadership team. As we seek to build further on the work to date, examples of where we will focus our efforts in 

the coming year are; 

 Increase and embed staff engagement in QI 

 Use QI methodology to support the implementation of the Strategic Review 

 Use QI methodology to improve Equality, Diversity & Inclusion across the Trust, in line with the Race 

Equality Strategy 

 

Patient safety  

Patient Safety Incidents (PSIs) 
This information is included on page 18 of this document. 

 

Safeguarding 
 

 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Child Safeguarding 
Alerts 

71 111 239 377 86 66 60 

Adult Safeguarding 
Alerts 

7 6 6 9 22 29 16 

Source: Clinical Governance Report 
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Children safeguarding  

The 2021/22 children’s safeguarding data shows a further slight drop in referrals compared to 2020/21 and 

2019/20. Data will need to be reconfirmed and analysed as referral numbers seem lower than expected. The 

explanation may partly relate to the pandemic but this is not yet clear. There are likely to be several factors 

which need to be understood and monitored. 

 

Adult safeguarding 

The previous increase in recording adult safeguarding concerns during 2020/21 has not been maintained during 

2021/22, which is surprising in that as we continue to emerge from lockdown an increase due to previously hidden 

concerns would have been expected.   

There have been seven sessions of Safeguarding Adults Level 3 training delivered during 2021/22.  The work 

undertaken by the Adult Safeguarding Lead and the Patient Safety Officer to raise awareness on the importance 

of recording concerns has continued. 

Mandatory Training 2021/22  
 

 
2018/19 
Overall 
Figures 

2019/20 
Overall 
Figures 

2020/21 
Overall 
Figures 

Quarter 1 
(Apr – Jun 

21) 

Quarter 2 
(Jul – Sep 

21) 

Quarter 3  
(Oct – Dec 

21) 

Quarter 4 
(Jan – Mar 

22) 

2021/22 
Overall 
Figures 

Core Subject 
Mandatory 
Training 

Compliance 

94% 85% 70% 73% 70% 81% 75% 75% 

Local 
Induction 
Checklists 
Completed 

98% 97% 89%     84% 

Source: Electronic Staff Record 
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Every member of staff employed by the Trust is required to be compliant with a range of mandatory and statutory 

training requirements. The organisation has a consistent approach and has adopted the requirements and 

curriculum for each topic area in line with our partner Trusts in north central London. The Trust has continued to 

accept training delivered at other NHS organisations for the purpose of consistency. The Trust, along with many 

other Trusts, has changed the method of training delivered from face-to-face (classroom based) to online e-

learning modules through the Oracle Learning Management (OLM) module of the Electronic Staff Record (ESR). 

The staff member’s personal ESR self-service account also provides data including current compliance rate and 

completion / expiry dates of modules. This approach has enabled staff members to complete training as and 

when required at their own pace and within the comfort of their own homes.  

Compliance throughout the year had been lower than expected and this was a reflection on the difficult year the 

nation had due to the global pandemic.    

 

Disclosure and Barring Service (DBS) compliance 2021/22 

  
2018/19 
Overall 
Figures 

2019/20 
Overall 
Figures 

2020/21 
Overall 
Figures 

Quarter 1 
(Apr – Jun 

21) 

Quarter 2  
(Jul – Sep 

21) 

Quarter 3 
(Oct – Dec 

21) 

Quarter 4 
(Jan – Mar 

22) 

2021/22 
Overall 
Figures 

 

DBS 
Compliance 

Checks 
Completed  

98% 99%  95% 92% 91% 89% 90% 92%  

Source: Electronic Staff Record, 09/04/2021 

The Disclosure and Barring Service (DBS) helps employees make safer recruitment decisions. The DBS is an 

executive non-departmental public body of the Home Office.   

The Trust continued to maintain a high level of compliance to the required standards. For the purpose of 

transparency staff that are on maternity leave or a prolonged absence are included in the denominator for this 

metric which accounts for the 5% who do not currently have an up-to-date check in place.  

The Trust’s recruitment and selection procedure requires that all staff that conduct regulated activity should 

undergo a disclosure check before commencing with the organisation. The Trust ensures that all staff are 

rechecked every three years. The Trust accepts DBS compliance from any staff member or potential candidate 

who is part of the update service which is an online subscription that allows the staff member to keep their 

certificate up to date on an annual basis.  We have also taken the necessary precautions by implementing ESR 

notifications as part of our internal messaging / workflow systems within ESR. The workflow notifications relating 

to DBS compliance enables the team to respond and act on this information.  Role-based notifications support 

internal processes and helps maintain the ESR system and its data. 
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Patient Experience  

Formal complaints received 
 

 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Formal 
Complaints 
Received 

27 39 154 156 157 112 
 

135 

Source: Quality Portal 04/04/2021 

 

A formal complaint is defined as any written complaint received from a patient or a representative of the patient. 

A verbal complaint may be treated as a formal complaint if the complainant wishes their concerns to be treated 

formally; in these cases a written record must be made by the recipient of the complaint and sent to the 

complainant with an invitation for it to be signed for accuracy and returned to the Complaints Manager. The Trust 

has a Complaints Policy and Procedure in place that meets the requirements of the Local Authority and NHS 

Complaints (England) 2009 Regulations. Complaints rose between 2016/17 to 2017/2018 due to the Trust’s 

acquisition of the Charing Cross Gender Identity Clinic but have decreased in the past two years. For 2021/22 

we received 135 complaints of which 78 related to the Gender Identity Clinic. The two services receiving the next 

largest number of complaints were the Gender Identity Development Service for those under 18 years of age 

which received 25 complaints and the Adult Complex Needs Service which received 20 complaints.  

Complaint Category No. of Complaints 

Clinical 33 

Waiting Times 27 

Communications 22 

Access to Treatment or Drugs 27 

Trust Administration 10 
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Other 1 

Values & Behaviours 6 

Appointments 1 

Information Governance 8 

 
Since the COVID-19 pandemic and the pause in the complaints process the response times to complaints has 

increased.  There is currently a backlog of complaints which are being responded to as soon as they can, but 

considerable delays remain due to both internal and external pressures on staff.  A review of the complaints 

process is being undertaken and it is expected that staff in the departments will be more involved in managing 

complaints to improve the response times. 

Each complaint was investigated under the Trust’s complaints procedure and a letter of response was sent by 

the Chief Executive to each complainant. During 2021/22 information was requested by the Health Service 

Ombudsman on four complaints.  This has been supplied but no further action has been taken. No complaints 

referred to the Health Service Ombudsman have been upheld within the year. 

We endeavour to learn from each and every complaint, regardless of whether it is upheld or not. In particular, 

each complaint gives us some better understanding of the experience of our services for service users, to 

ensure that improvements to our services are made we have instigated a more robust system of actions plans 

following upheld complaints. Action plans following complaints are reported to the Patient Experience and Care 

Quality subcommittee and quarterly reports are provided to service leads to share with teams.  

Due to COVID-19, as it was not possible to give complaints presentations at Induction and INSET days, videos 

of the complaint’s presentation were made available to staff.  Team meetings both within CYAF and AFS were 

attended via Zoom to talk to staff about the complaints procedure and how to advise patients who wish to make 

a complaint. We have also ensured that information on how to raise a complaint is in all patient waiting areas. 

 

Experience of survey questionnaire: friends and family test 
The Trust takes part in the Friends and Family Test and reports as part of our Key Performance Indicator 

schedule on a quarterly basis. This allows us to see how many of our patients would recommend our service to a 

friend or family member if they required similar treatment. 

 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

% of Patients who would recommend the 
Tavistock and Portman to a friend or family 
member if they required similar treatment 

94% 93% 98% 97% 94% 91% 88% 

 

Breakdown of 2021/22 Responses 
 

 
Source: Quality Team, Data received and calculated: 13/04/2022 
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The Trust received a reliably positive response to the FFT questions over the course of 2021/22, with 88% of 

patients answering ‘Very Likely or ‘Likely to the FFT prompt and only 35 negative responses returned over the 

course of the year. 

Patient satisfaction 
This information is included under reporting against core indicators covered on page 22. 
 

Clinical Effectiveness 

National Staff Survey 2021/22  

There were 422 questionnaires completed by the Tavistock and Portman staff, a 58% response rate which is 

down from the level of participants the previous year (63% in 2020). The Trust is above average for the Mental 

Health and Learning Disability and Community Trusts which stands at 52%.    

 

The staff survey participation rate has been declining over the past few years; these results further highlight the 
low morale and the difficulties the staff are facing. The staff survey results reflect the feeling in the organisation 
and has highlighted the key areas that the organisation needs to prioritise and develop initiatives to ensure the 
organisation addresses the issues raised. The information pulled from the staff survey indicates 7 priorities which 
need to be addressed, as outlined below.  
 
The table below has highlighted that staff engagement and Morale which was a theme from last year’s survey 
(2020) has had a lower rate therefore the feedback identifies no improvement has been achieved for staff 
engagement or morale in the Trust.   
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1. Appraisal and Development Planning 
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2. Equality, Diversity and Inclusion 
 

 
 

 
3. Service Improvement and Quality Development  

 

 



32 
 

 
4. Speaking up and Psychological Safety  

 

 
 

5. Training and Development  
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6. Team Working and Functioning  

 
 

7. Supplies, Materials, Resources and Equipment to do the job  
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Outcome monitoring data 
 

Goal Based Measure (GBM) outcome data for child and adolescent mental health service 

(CAMHS) 
 

For our Camden Child and Adolescent Mental Health Services (CAMHS), we use the Goal-Based Measure (GBM) 

to enable us to know what the service user wants to achieve (their goal or aim) and to focus on what is important 

to them. This helps us to make adjustments to the way we work with the individual.  

Time 1 (T1) refers to the first time the patient agrees goals with their clinician. This is expected to be completed 

within one month of the patients second attended appointment. The GBM goals are agreed jointly between the 

clinician and the patient and reviewed after three months, or earlier if clinically appropriate.  This is known as Time 

2 (T2) and is expected to be completed 3 months after T1 but is deemed as completed ‘on time’ if recorded within 

4 months of T1.  

Over the last year we have developed a new report that has improved our data accuracy and our internal reminder 

system. We hope that implementing this new reminder protocol will help us improve our data compliance rates. 

Our new data set also allows us to assess which forms were recorded on time or late. This new layer of information 

increases our knowledge of current practices and it challenges.  

Below we show the completion rates for open patients with a due GBM T1 and T2: 

TIME 1 2020/21 2021/22  TIME 2 2020/21 2021/22 

Time 1 Forms Due 623 668 Time 2 Forms Due 270 461 

Time 1 Forms Completed 321 373 Time 2 Forms Completed 163 230 

% Due Forms Completed 52% 56% % Due Forms Completed 60% 50% 

Forms Completed on Time 150 214 Forms Completed on Time 82 129 

Forms Completed Late 171 159 Forms Completed Late 81 101 

% Due Forms Completed on Time 24% 32% % Due Forms Completed on Time 30% 28% 
 

                

The above graph shows an improvement in T1 completion rates compared with last year.  T1 achieved 56% 

compliance rates, with 32% being completed on time. T2 achieved a 50% completion rate, with 28% of the forms 

completed on time.  

Targeted work will be undertaken during the 2022/23 financial year to improve our reminder system for missing 

forms, not only for T1 and T2 but also for subsequent missing forms.  

  2020/21 2021/22 

% Qualifying Camden CAMHS patients who reported an improvement in 
their GBM scores from first to last completed form 

36.6% 50.0% 
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The improvement rates are taken from the first form (T1) to last completed form (TL) - this allows us to evaluate 

the whole patient’s pathway. We can then determine if there has been an improvement in score based on the 

following definition:  

 Positive change in goal progress ->       +2.45 or more 

 No change in goal progress ->               -2.44 to +2.44 

 Negative change in goal progress ->     -2.45 or less 
 

Adult services: Clinical Outcomes for Routine Evaluation (CORE) outcome monitoring for adult 

services 
 

The main outcome measure used across all adult services (patients over 18 years old) is the CORE. This is 

designed to provide a routine outcome measuring system for psychological therapies covering four dimensions: 

subjective well-being, problems/symptoms, life functioning and risk/harm.  

Over the course of 2021/22 we successfully tested an online collection method (Qualtrics); we expect that the 

planned wider use of this system will help increase the number of patients we can reach and subsequently will 

improve our return rates. 

The services are also working on improving the reminder system and collection processes in order to ensure that 

CORE OM forms are collected regularly throughout the pathway of the patient, including an end of treatment 

form.  

Below we show the completion rates for open patients with a due CORE T1 and T2: 

 2020/21 2021/22   2020/21 2021/22 

Time 1 Forms Due 680 619 Time 2 Forms Due 513 407 

Time 1 Forms Completed 461 413 Time 2 Forms Completed 262 178 

% Due Forms Completed 68% 67% % Due Forms Completed 51% 44% 

Forms Completed on Time 364 356 Forms Completed on Time 119 108 

Forms Completed Late 97 57 Forms Completed Late 143 70 

% Due Forms Completed on Time 54% 58% % Due Forms Completed on Time 23% 27%   

                      
 

Having patients complete multiple instances of the same OM form means that we are able to directly compare 

changes in score between their first and last completed form, which gives us good insight into the outcome of 

their treatment. Annual data for 2021/22 showed that 66% of patients who attended at least 2 appointments, and 

had at least 2 CORE OM forms completed at discharge experienced an improvement in their CORE score, 

which suggests good clinical outcomes for the majority of patients.   
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% of Discharged patients who reported an improvement in CORE 
score from first to last completed form 

69% 66% 

 

In order to align our working practices with the upcoming CQUIN, we are planning to closely monitor the number 

of patients discharged with a minimum of 2 completed CORE OM forms and plan to work closely with teams to 

ensure that an increasing number of patients have at least 2 forms completed prior to discharge. 

 

Did not attend (DNA) rates 

The National target is for DNA rates to be below 10%, with the Trust once again coming in below this for 

subsequent appointments – which make up the vast majority of the Trusts appointment activity. The DNA rate for 

first appointments has just breached the 10% target at 10.3% - which, for context, is still the second lowest DNA 

rate for first appointments in the last 6 financial years.  

The outcome of all patient appointments is monitored to improve the engagement of patients, and where 

possible to minimise wasted NHS resources. The Trust continues to offer choice concerning the times and 

location of appointments; emailing patients and sending them text reminders for their appointment, or phoning 

patients ahead of appointments as required. The Trust continues to work with clinical and administrative teams, 

support services and Quality Improvement groups to identify methods of further reducing DNAs. Since the start 

of the pandemic, the Trust has also mobilised quickly and effectively to offer patients remote video appointments 

which have enabled patients to access care in situations where a face-to-face appointment hasn’t been a 

possibility.   
 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Trustwide Total 

First Attendance DNA % 11.4% 12.2% 12.3% 10.4% 8.8% 10.3% 

Subsequent Appointments DNA % 8.9% 9.7% 8.8% 8.8% 8.4% 8.7% 

Adolescents & Young Adult 

First Attendance DNA % 19.9% 12.1% 13.0% 14.5% 14.0% 11.4% 

Subsequent Appointments DNA % 10.3% 10.5% 9.5% 9.0% 10.8% 11.1% 

Adult Complex Needs 

First Attendance DNA % 17.9% 20.7% 23.2% 18.2% 19.7% 25.8% 

Subsequent Appointments DNA % 7.9% 9.4% 8.4% 8.0% 7.3% 8.0% 

Camden Child and Adolescent Mental Health Service (Camden CAMHS) 

First Attendance DNA % 8.9% 8.7% 8.9% 5.6% 5.3% 5.0% 

Subsequent Appointments DNA % 8.4% 8.6% 8.4% 8.5% 7.3% 6.9% 

City & Hackney Primary Care Psychological Services (PCPCS) 

First Attendance DNA % 15.6% 18.6% 19.5% 21.3% 12.6% 19.1% 

Subsequent Appointments DNA % 12.8% 11.1% 8.9% 9.5% 10.0% 10.2% 

Gender Identity Clinic (GIC) 

First Attendance DNA % 10.0% 12.3% 11.5% 8.3% 11.8% 15.2% 

Subsequent Appointments DNA % 14.4% 14.7% 12.6% 12.8% 14.3% 11.5% 

Gender Identity Development Service (GIDS) 

First Attendance DNA % 12.8% 11.5% 13.4% 12.6% 6.2% 6.1% 

Subsequent Appointments DNA % 8.7% 10.2% 9.8% 10.2% 9.7% 10.0% 

Other CAMHS 

First Attendance DNA % 7.5% 12.4% 7.2% 7.4% 10.4% 15.9% 

Subsequent Appointments DNA % 6.8% 8.0% 6.7% 5.4% 6.2% 7.8% 

Portman 

First Attendance DNA % 6.3% 5.6% 8.7% 7.4% 6.4% 6.7% 

Subsequent Appointments DNA % 8.5% 9.4% 7.9% 10.5% 8.8% 12.4% 

 

There was a slight increase in the number of first appointments attended across the Trust during 2021/22, with 

services eager to ensure patients aren’t left on waiting lists for longer than is necessary. The increased number 

of first appointments also came with a higher number of DNA’d appointments and a corresponding increase in 

the overall DNA rate for first appointments from 8.8% last year to 10.3% this year.  
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There was a slight decrease in the number of subsequent appointments across the Trust during 2021/22, with 

the available capacity for subsequent appointments reduced by the increase in first appointments offered. The 

slight reduction in attended subsequent appointments coincided with a slight increase in DNA’d subsequent 

appointments and so the overall DNA rate for subsequent appointments increased from 8.4% last year to 8.7% 

this year – still well within the 10% target.   

  

   

     
Definitions used for DNA’s for percentages are as follows: 
1st DNA(%) = Total 1st DNA / (Total First Attended + Total 1st DNA appointments) 
Subsequent DNA (%) = Total sub DNA / (Total subsequent attended + Total subsequent DNA appointments 
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Waiting Times - Compliance with Waiting Time Targets for 1st Appointments 
 

Five out of the Trust’s eight clinical service areas increased compliance with waiting time targets for first 

appointments over the 2021/22 financial year. The greatest challenges continue to be in our gender services, 

attributable to the increasing number of referrals. The Trust is currently undertaking a Quality Priority project that 

is focused on reviewing Waiting Times across Trust services to better understand waiting times between teams 

and intake procedures. This Quality Priority will continue and be strengthened into 22/23. There is also a parallel 

piece of work specifically looking at demand, capacity and wait list management within the Gender Services.  

Waiting time compliance (percentages) is shared with service leads on a monthly basis, along with specific data 

on waiting time breaches. This has helped clinical leads remain engaged with waiting time performance and has 

led to an increased understanding of internal factors that result in us not seeing service users within agreed 

waiting time targets.  

   2017/18 2018/19 2019/20 2020/21 2021/22 

 Waiting Time Target for 1st 
Appts 

% Patients 
Seen for 
1st Appt 
within 
Target 

% Patients 
Seen for 
1st Appt 
within 
Target 

% Patients 
Seen for 
1st Appt 
within 
Target 

% Patients 
Seen for 
1st Appt 
within 
Target 

% Patients 
Seen for 
1st Appt 
within 
Target 

Adult Complex 
Needs 

< 11 Weeks 
1st Appts 311 255 252 285 190 

% On Time 88.1% 73.7% 44.4% 31.6% 47.9% 

City & Hackney 
PCPCS 

< 18 Weeks 
1st Appts 342 356 409 256 347 

% On Time 97.7% 98.6% 98.3% 96.5% 94.8% 

Portman  < 11 Weeks 
1st Appts 102 96 88 44 70 

% On Time 99.0% 85.4% 94.3% 93.2% 72.9% 

  

Adolescents  
(Under 18's) 

< 8 Weeks 
1st Appts 31 16 36 12 17 

% On Time 74.2% 50.0% 52.8% 83.3% 100.0% 

Adolescents  
(Over 18's) 

< 11 Weeks 
1st Appts 123 212 246 142 106 

% On Time 86.2% 82.1% 73.6% 82.4% 99.1% 

Adolescents Total 
1st Appts 154 228 282 154 123 

% On Time 83.8% 79.8% 70.9% 82.5% 99.2% 

Camden CAMHS < 8 Weeks 
1st Appts 1277 1140 1535 1330 1666 

% On Time 96.6% 94.1% 95.7% 94.1% 94.5% 

Other CAMHS < 8 Weeks 
1st Appts 441 424 466 409 480 

% On Time 76.2% 72.4% 77.9% 75.3% 79.2% 

  

GIC < 18 Weeks 
1st Appts 1553 1139 1213 471 486 

% On Time 5.0% 6.1% 5.9% 8.7% 8.8% 

GIDS < 18 Weeks 
1st Appts 1011 903 1089 1246 896 

% On Time 21.3% 12.4% 12.7% 6.7% 6.4% 

Source CareNotes.14/04/2022 
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Notes on Waiting Time & Waiting List Calculations 

Waiting Time Breaches (Trust wide) – Target dependent on service. Number (%) of patients attending a first appointment 4, 6, 8, 11 or 18 

weeks after receipt of referral.  

The Trust monitors waiting times on an on-going basis, seeking to reduce the length of time that patients have to wait. To calculate the 

year-end indicator, the numerator and denominator at the end of each quarter, are added together, to arrive at year-end figure. The 

definition is as follows: 

The numerator for the quarterly calculations is the sum of: 

 Number (n) of referred patients who had attended a first appointment more than either 6, 8, 11 or 18 weeks (dependant on 

service) after referral received; 

The denominator for the quarterly calculations of the indicator is the sum of: 

 Number (n) of patients who attended a first appointment during the quarter 

Waiting lists are calculated as Number of patients with an accepted referral who have yet to attend an appointment 
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Reported raising of concerns: Whistleblowing 
 

The Trust takes the issue of staff being able to raise concerns by speaking up, or ‘whistleblowing’, very seriously. 
The Trust continues to support and promote the Freedom to Speak up Guardian to ensure staff are supported 
when concerns need to be raised.  
 
Having analysed the NHS Staff Survey for 2021 it is apparent there is more work to be done to support staff in 
raising concerns. From those that had participated in the Survey when asked ‘I would feel secure raising 
concerns about unsafe clinical practice’ the response rate for the Trust was 66.5% which is a decrease in 
comparison to last year’s figures of 69.2% (2020). When benchmarking against other Trusts the average score is 
79.6% with the top organisation scoring 86.1%.  
 
From those that participated in the NHS staff survey 2021 were asked ‘I am confident that my organisation would 
address my concern’ the figures show a significant drop from 57.9% in (2020) to 48.0% in 2021. From 2017 
there has been a year-on-year decline in the figures 2017 being the highest rate at 68.5%. When benchmarking 
against other Trusts the average score sits at 64.2% with the top organisation scoring 79.4%. 
 
Further analysis from the NHS staff survey data, when staff were asked ‘I feel safe to speak up about anything 

that concerns me in the organisation’ the figures show 47.9% of staff agree with this. When compared to the 

survey from last year (2020) there has been a decline from 60.3%. When benchmarking against other Trusts the 

average score was 66.8% with the top organisation scoring 78.1%  

When staff were asked ‘if I spoke up about something that concerned me I am confident my organisation would 

address my concern’ only 34.3% agreed. When benchmarking against other Trusts the average score was 

55.1% with the top organisation scoring 71.3%. However like with the question above the most declined 

response and therefore the lowest performing organisation was the Tavistock and Portman. The table below 

supports the findings.  

 

These results are very disheartening as the Trust promotes a culture where people can feel they are able to 

speak up about any concerns, however this is a clear indication that much more has to be done to tackling the 

reason for this feeling in the organisation.   

It is important to highlight the Trust has newly appointed an Associate Director for Equality, Diversity and 

Inclusion and an EDI Manager who will no doubt add value and support to the organisation and FTSG in tackling 

any barriers to raise concerns.  

 

Staff Rota Information  
 

The Trust has a dedicated Guardian of Safe Working Hours who supports the safe working of junior doctors 
including the coordination of collating exception reports and facilitates payments of fines.  
 
The Trust has appointed to all trainee positions and is fully completed therfore there is no vacancies or staff gaps 
on the Rota.  
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Part 4: Annexes 

Statements from North Central London (NCL) Clinical Commissioning Group 

(CCG), Camden Healthwatch, Camden Local Authority Health and Adult Social 

Care Scrutiny Committee and Governors and response from Trust  

 

Statement from North Central London (NCL) CCG 
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Camden Local Authority Health and Adult Social Care Scrutiny Committee 

Disclaimer: The Health and Adult Social Care (HASC) Scrutiny Committee did not sit between the receipt of the 
draft quality report and the due date for comments. They could not therefore provide comments on the named 
quality report. The following statement was provided solely by the Chair of the HASC Scrutiny Committee, Cllr 
Larraine Revah, and they should not be understood as a response on behalf of the Committee.    

Firstly, I would like to congratulate the Trust in continuing to provide excellent care for Camden residents while 
still faced with the continued pressures resulting from the Covid-19 pandemic.   

The report is well structured, and clearly sets out how the Trust performed against priorities in 2021/22. The 
report demonstrates the Trust acknowledges areas requiring improvement, and sets out plans to improve areas 
of concern. 

The following observations were made in accordance with a set of core governance principles, which guide the 
scrutiny of health and social care in Camden.   

Putting patients at the centre of all you do.  

It is concerning that patient safety incidents rose from 38 in 2020/21 to 48 in 2021/22. It is positive that the Trust 
promote incident reporting and learning, and that a learning event is held quarterly.  

It is commendable that the Trust works hard to improve the physical health of patients through the ‘Living Well’ 
service. Despite the Physical Health Specialist Practitioner position being vacant, the Trust managed to continue 
to raise awareness of the service, including providing signposting advice for available local services to referring 
clinicians to pass onto patients. 

2) Focussing on a common purpose, setting objectives, planning. 

It is concerning that the Trust’s performance on the friends and family test continues to decline. The results of 
the staff survey are also concerning, showing the Trust is the worst performing in the country on several of the 
indicators. It is crucial that the Trust seeks to understand the reasons for these results and takes urgent action to 
improve these outcomes.  

Part 2.2 of the report that sets out the priorities for the coming year is clear.  

3) Working collaboratively.  

Despite the percent of patients reporting positive responses relating to experiences of care and treatment 
declining since last year, the proportion who are positive is still very high at 95%. The report is full of interesting 
examples of working positively with patients. In particular the section on co-design and delivery with patients lists 
several projects detailing how the Patient Public Involvement (PPI) team have continued to work closely with 
patients, family members and ex-service users to continue to embed the PPI strategy which has been updated 
over 2020 -2022. 

4) Acting in an open, transparent and accountable way - using inclusive language, understandable to all - in 
everything it does  

It is promising that the Trust made significant progress within the priority to improve the collection of race and 
equality data. I look forward to reviewing how areas of improvement are identified from the improved data 
collection, as this remains a priority for 2022/23. For 2022/23 the Trust will also seek to understand barriers 
within the local community to accessing treatment and develop a quality improvement project that will seek to 
address these barriers, I look forward to reviewing progress against this priority next year.  

Kind regards 

Councillor Larraine Revah 

Chair of Camden Health and Adult Social Care Scrutiny Committee 

 

Healthwatch Camden 

Confirmation that Healthwatch Camden will not be commenting on the Quality Accounts this year. 
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Statement from our Governors 

The Council of Governors recognises the work and commitment of staff at all levels to listen, understand and 
work to improve the quality of services, including teaching, and outcomes.  We appreciate having plenty of time 
to read and comment on the report. 

We welcome the improvement and use of information; the priorities and alignment to other reviews, for example 
the equalities, diversity and inclusion review, and support, for example to improve waiting times for services. 

Not losing sight of patient experience and service quality is vital in ensuring the Trust responds robustly to the 
Cass Review and the CQC service ratings.  It is good to see an overview of the patient and public involvement 
programme of work. 

The staff survey has raised concerns, and we welcome the recognition that there is more work to do to respond. 

Looking forward the refreshed Board group (Quality and Performance) and greater collaborative work will bring 
opportunities to learn with the Board and to ensure quality is given the focus it deserves. 
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Statement of directors’ responsibilities for the quality report  
 

Organisations are required under the Health Act 2009 and subsequent Health and Social Care Act 2012 to 

produce Quality Accounts if they deliver services under an NHS Standard Contract, have staff numbers over 50 

and NHS income greater than £130k per annum.  

Guidance issued to organisations that meet the thresholds above dictates to Boards on the form and content of 

Quality Accounts. In preparing the Quality Account, directors are required to take steps to satisfy themselves that 

the content of the Quality Account is not inconsistent with internal and external sources of information including 

and in respect of: 

 board minutes and papers for the period 1 April 2021 to 31 March 2022 

 papers relating to quality reported to the board over the period 1 April 2021 to 31 March 2022 

 feedback from external stakeholders with whom the draft Quality Account was shared, as noted in Part 4: 

Annexes of this Account 

 the 2021 national staff survey published for the Tavistock and Portman NHS Foundation Trust 

 CQC inspection report dated November 2018 (Trust-wide) and January 2021 (Gender) 

 the Quality Account presenting a balanced picture of the NHS foundation trust’s performance over the 

period covered 

 the performance information reported in the Quality Account is reliable and accurate 

 there are proper internal controls over the collection and reporting of the measures of performance 

included in the Quality Account, and these controls are subject to review to confirm that they are working 

effectively in practice 

 the data underpinning the measures of performance reported in the Quality Account is robust and 

reliable, conforms to specified data quality standards and prescribed definitions, is subject to appropriate 

scrutiny and review 

 the Quality Account has been prepared in accordance with the NHS’s annual reporting manual and 

supporting guidance (which incorporates the Quality Accounts regulations) as well as the standards to 

support data quality for the preparation of the Quality Account 

 

The directors confirm to the best of their knowledge and belief they have complied with the above requirements 

in preparing the Quality Account. 

By order of the Board, via delegated responsibility to the Audit Committee.  

   

Paul Jenkins       

Chief Executive      

15 June 2022       
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Independent audit report to the council of governors of The 

Tavistock & Portman NHS Foundation Trust on the Quality 

Account 
 

Updated guidance published by NHS England Improvement in January 2022 stated that there is no national 

mandated requirement for NHS trusts to obtain external auditor assurance on their quality account.  
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Appendix – Glossary of Key Data Items 
 

AFS – Adult and Forensic Services. 

Black and Minority Ethnic (BAME) Groups Engagement – We plan to improve our engagement with local 

black and minority ethnic groups, by establishing contact with Voluntary Action Camden and other black and 

minority ethnic community groups based in Camden. 

CAMHS – Child and Adolescent Mental Health Services 

CCG (Clinical Commissioning Group) – CCGs were created under the Health and Social Care Act 2012. They 

are independent statutory bodies, governed by members who are the GP practices in their area. A CCG has 

control of the local health care budget and 'buys' local healthcare services on behalf of the local population. 

Some of the functions a CCG carries out replace those of Primary Care Trusts that were officially abolished on 

31 March 2013, such as the commissioning of community and secondary care. Responsibilities for 

commissioning primary care transferred to the newly established organisation, NHS England along with the 

commissioning of specialist and national services. 

Care Quality Commission – This is the independent regulator of health and social care in England. It registers, 

and will license, providers of care services, requiring they meet essential standards of quality and safety, and 

monitors these providers to ensure they continue to meet these standards. 

CareNotes – This is the patient administration system using, which is a ‘live system’ for storing information 

electronically from patient records. 

City and Hackney Primary Care Psychotherapy Consultation Service (PCPCS) – The City and Hackney 

Primary Care Psychotherapy Consultation Service offers talking therapies to adults aged 18 or over living in the 

City of London or London Borough of Hackney. Clinicians typically see patients who are experiencing problems 

such as depression, anxiety, stress, panic, and isolation, loss of sleep or persistent physical pain or disability. It 

is an inclusive service, seeing people from a diverse range of backgrounds. Depending on the individual needs 

clinicians will work with the individual, a couple, and a family or in a group of 8-12 others. 

Clinical Governance Meetings – Established for AFS, CYAF and Gender Divisions to support the delivery of 

high quality and safe services. They provided a mechanism for robust review, oversight and action. The 

Fundamental Standards of Care Regulations form the basis of topics and issues covered.  

Clinical Outcome Monitoring – In “talking therapies” is used as a way of evaluating the effectiveness of the 

therapeutic intervention and to demonstrate clinical effectiveness. 

Clinical Outcomes for Routine Evaluation – The 34 items of the measure covers four dimensions, subjective 

well-being, problems/symptoms, life functioning and risk/harm. 

Commission for Health Improvement Experience of Service Questionnaire – This captures patient views 

related to their experience of service. 

CQUIN (Commissioning for Quality and Innovation payment framework) – This enables commissioners to 

reward excellence by linking a proportion of the Trust’s income to the achievement of local quality improvement 

goals. 

CGAS – Children’s Global Assessment Scale 

CYAF – Children, Young Adults and Families services. 

CORE – Clinical Outcomes in Routine Evaluation 

Did Not Attend (DNA) Rates – The DNA rate is measured for the first appointment offered to a patient and then 

for all subsequent appointments. There is a 10% upper limit in place for the Trust, which is the quality standard 

outlined in our patient services contract. 

The DNA Rate is based on the individual appointments attended. For example, if a family of three is due to 

attend an appointment but two, rather than three, family members attend, the appointment will still be marked as 

attended. However, for Group Therapy the attendance of each individual will be noted as they are counted as 

individual appointments. 
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DNA rates are important to the Trust as they can be regarded as a proxy indicator of patient’s satisfaction with 

their care. 

Data Security and Protection Toolkit (replacing the Information Governance Toolkit) – It is an online self-

assessment tool that allows organisations to measure their performance against the National Data Guardians’ 10 

data security standards.  All organisations that have access to NHS patient data and systems must use this 

toolkit to provide assurance that they are practicing good data security and that personal information is handled 

correctly. It also draws together legal rules and central guidance included in the various Acts (GDPR, DPA18) 

and presents them in one place as a set of data security and protection assertions. 

EMT – Executive Management Team 

EPRS – Electronic Patient Record System 

ESQ – Experience of Service Questionnaire. An internal experience measurement tool used to obtain feedback 

from patients. 

ESR – Electronic Staff Record 

Francis Report – The Francis Inquiry report was published on 6 February 2013 and examined the causes of the 

failings in care at Mid Staffordshire NHS Foundation Trust between 2005 and 2009. The report makes 290 

recommendations, including: openness, transparency and candour throughout the health care system (including 

a statutory duty of candour), fundamental standards for health care providers and improved support for 

compassionate caring and committed care and stronger health care leadership. 

The appointment of Freedom to Speak Up Guardians across the NHS was in line with the recommendations.  

Fundamental Standards of Care Regulations – The standards which health providers are required to meet. 

They came into force for all health and adult social care services on 1 April 2015. (Health and Social Care Act 

2008 (Regulated Activities) Regulations 2014 (amended)) 

Goal-Based Measure – These are the goals identified by the child/young person/family/carers in conjunction 

with the clinician, where they enable the child/carer etc. to compare how far they feel that they have moved 

towards achieving a goal from the beginning (Time 1) to the End of Treatment (either at Time 2 at 3 months, or 

at a later point in time). 

Infection Control – This refers to the steps taken to maintain high standards of cleanliness in all parts of the 

building, and to reduce the risk of infections. 

Information Governance – Is the way organisations ‘process’ or handle information. It covers personal 

information, for example relating to patients/service users and employees, and corporate information, for 

example financial and accounting records. 

Information Governance provides a way for employees to deal consistently with the many different rules about 

how information is handled, for example those included in The Data Protection Act 1998, The Confidentiality 

NHS Code of Practice and The Freedom of Information Act 2000. 

Information Governance Assessment Report – The Trust is required to carry out a self-assessment of their 

compliance against the Information Governance requirements. 

The purpose of the assessment is to enable organisations to measure their compliance against the central 

guidance and to see whether information is handled correctly and protected from unauthorized access, loss, 

damage and destruction. 

Where partial or non-compliance is revealed, organisations must take appropriate measures, (for example, 

assign responsibility, put in place policies, procedures, processes and guidance for staff), with the aim of making 

cultural changes and raising information governance standards through year on year improvements. 

The ultimate aim is to demonstrate that the organisation can be trusted to maintain the confidentiality and 

security of personal information. This in-turn increases public confidence that ‘the NHS’ and its partners can be 

trusted with personal data. 

http://www.midstaffspublicinquiry.com/report
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INSET (In-Service Education and Training/Mandatory Training) – The Trust recognises that it has an 

obligation to ensure delivery of adequate and appropriate training to all staff groups, that will satisfy statutory 

requirements and requirements set out by the NHS bodies, in particular NHS Resolution and the Care Quality 

Commission Standards for Better Health. It is a requirement for staff to either attend this training once every 2 

years or to complete training using the staff electronic training system, as offered by the Trust.  

Integrated Governance Committee (IGC) – the IGC is a standing committee of the Trust’s Board of Directors. 

It was established to enable the Board to obtain assurance that high standards of care are provided by the Trust 

and, in particular, that adequate and appropriate governance structures, processes and controls are in place 

throughout the Trust.  

iTHRIVE - The National i-THRIVE Programme is a national programme of innovation and improvement in child 

and adolescent mental health that is being implemented in sites across the country. i-THRIVE was selected as 

an NHS Innovation Accelerator in 2016 and is now endorsed in the NHS Long Term Plan. 

Key Performance Indicators (KPIs) – service indicators set either by commissioners or internally by the Trust 

Board. 

Level Up Project – A Youth Endowment Fund programme called Level Up – Safe Steps to Secondary School. A 

clinical team made up of psychologists and nursing staff have created an online platform that can seamlessly 

connect with parents and children to support children who are at risk of having a difficult transition from primary 

to secondary school. 

LGBT – Lesbian, Gay, Bisexual, and Transgender community. 

Local Induction – It is the responsibility of the line manager to ensure that new members of staff (including 

those transferring to new employment within the Trust, and staff on fixed-term contracts and secondments) have 

an effective induction within their new department. The Trust has prepared a Guidance and checklist of topics 

that the line manager must cover with the new staff member. 

Looked After Children - A child who has been in the care of their local authority for more than 24 hours is 

known as a ‘looked after child’. 

MAST – Mandatory and Statutory Training 

Monitoring of Adult Safeguards – This refers to the safeguarding of vulnerable adults (over the age of 16), by 

identifying and reporting those adults who might be at risk of physical or psychological abuse or exploitation. 

The abuse, unnecessary harm or distress can be physical, sexual, psychological, financial or as the result of 

neglect. It may be intentional or unintentional and can be a single act, temporary or occur over a period of time. 

National Clinical Audits – Are designed to improve patient care and outcomes across a wide range of medical, 

surgical and mental health conditions. Its purpose is to engage all healthcare professionals across England and 

Wales in systematic evaluation of their clinical practice against standards and to support and encourage 

improvement and deliver better outcomes in the quality of treatment and care. 

National Confidential Enquiries – Are designed to detect areas of deficiency in clinical practice and devise 

recommendations to resolve these. Enquiries can also propose areas for future research programmes. Most 

confidential enquiries to date are related to investigating deaths and to establish whether anything could have 

been done to prevent the deaths through better clinical care. 

The confidential enquiry process goes beyond an audit, where the details of each death or incident are critically 

reviewed by a team of experts to establish whether clinical standards were met (similar to the audit process), but 

also to ascertain whether the right clinical decisions were made in the circumstances. 

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

overall findings are published. 

The process of conducting a national confidential enquiry process usually includes a National Advisory Body 

appointed by ministers, guiding, overseeing and coordinating the Enquiry, as well as receiving, reporting and 

disseminating the findings along with recommendations for action. 

NCL – North Central London 
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NHS Improvement (NHSI) – NHS Improvement is responsible for overseeing NHS foundation trusts, NHS trusts 

and independent providers, helping them give patients consistently safe, high quality, compassionate care within 

local health systems that are financially sustainable. The organisation works with the Department of Health and 

Social Care.  

NHS Resolution (formally the NHS Litigation Authority (NHSLA)) – The NHSLA changed its name to NHS 

Resolution in April 2017 but is still legally the ‘NHSLA’.  It is a not-for-profit part of the NHS. They manage 

negligence and other claims against the NHS in England on behalf of member organisations. They help resolve 

disputes fairly; share learning about risks and standards in the NHS and help improve safety for patients and 

staff. They are also responsible for advising the NHS on human rights case law and handling equal pay claims. 

OM – Outcome Measure. 

OLM - Oracle Learning Management module of the Electronic Staff Record (ESR). 

Participation in Clinical Research – The number of patients receiving NHS services provided or sub- 

contracted by the Trust that were recruited during the year to participate in research approved by a research 

ethics committee. 

Patient Feedback – The Trust does not participate in the NHS Patients Survey but conducts its own survey 

annually, as it has been exempted by the Care Quality Commission from using the NHS Patient Survey, with the 

recognition that the nature of the services provided by the Trust differ to other mental health Trusts. 

There are various other methods used to obtain feedback from patients, including surveys and audits, 

suggestions boxes, feedback to the PALS officer and informal feedback to clinicians and administrators. 

Patient Forums/Discussion Groups – These meetings aim to increase the opportunities for patients, members 

and the public to obtain information, and to engage in discussions about topics, such as therapy - how it can 

help, and issues such as confidentiality. In turn, the feedback to the Trust generated by these meetings is used 

to improve the quality of our clinical services. 

Patient Safety Incident – A patient safety incident is any unintended or unexpected incident which could have 

or did lead to harm for one or more patients receiving NHS care. Such incidents are reportable to the National 

Reporting and Learning System (NRLS).  

Percentage Attendance – The number of staff members who have attended the training or completed the 

inductions (Trust-wide and Local) as a percentage of those staff required to attend training or complete the 

inductions. Human Resources (Staff Training) record attendance at all mandatory training events and inductions 

using the Electronic Staff Record. 

Periodic/Special Reviews – The Care Quality Commission conducts special reviews and surveys, which can 

take the form of unplanned visits to the Trust, to assess the safety and quality of mental health care that people 

receive and to identify where and how improvements can be made. 

Personal Development Plans – Through appraisal and the agreement of a Personal Development Plan for 

each member of staff we aim to support our staff to maintain and develop their skills. A Personal Development 

Plan also provides evidence that an appraisal has taken place. 

PPI – Patient & Public Involvement 

Protected characteristics – These are defined in Equality Act 2010 as: age; disability; gender reassignment; 

marriage and civil partnership; pregnancy and maternity; race; religion or belief; sex; sexual orientation. 

PTSD – Post Traumatic Stress Disorder 

QI – Quality Improvement 

Quality Improvement – Quality improvement (QI) is about improving patient (and population) outcomes, system 

performance and professional development. The Institute of Healthcare Improvement (IHI) Model for 

improvement (MFI) is one type of quality improvement (QI) methodology. More than a methodology, QI is about 

a change in behaviours, working together, change coming from bottom up, creative thinking and fundamentally, 

using measurement to guide improvement.  The MFI consists of three questions which guide the course of a 

project namely: (i) What are we trying to accomplish? This guides the setting of the project aim and plan. (ii) How 
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will we know that a change is an improvement? This concerns regular real time measurement, and (iii) What 

changes can we make that will result in improvement? This concerns the development of ideas to make 

improvement, and testing these.  

Rapid Transfer Incidents – When a patient becomes acutely unwell they should be rapidly transferred from the 

Trust to a suitable healthcare setting for assessment and treatment; this will usually be by a local Accident and 

Emergency department. 

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

number of questionnaires distributed. 

Standard Operating Procedures – A standard operating procedure (SOP) is a set of step-by-step instructions 

to help workers carry out complex routine operations. SOPs aim to achieve efficiency, quality output and 

uniformity of performance, while reducing miscommunication and failure to comply agreed processes. 

Safeguarding of Children Level 3 – The Trust has made it mandatory for all clinical staff working in child and 

adolescent services and other clinical services working predominantly with children, young people and parents to 

be trained in Safeguarding of Children Level 3, where staff are required to attend Level 3 training every 3 years. 

(In addition, all other Trust staff regularly attend Safeguarding of Children Training, including Level 1 and 2 

training.) 

The training ensures that Trust staff working with children and young people are competent and confident in 

carrying out their responsibilities for safeguarding and promoting children’s and young people’s welfare, such as 

the roles and functions of agencies; the responsibilities associated with protecting children/young people and 

good practice in working with parents. The Level 3 training is modelled on the core competencies as outlined in 

the 'Safeguarding Children and Young People: Roles and Competencies for Health Care Staff' (Intercollegiate 

Document 2010); Working Together to Safeguard Children, 2010; the London Child Protection Procedures 4th 

Ed, 2010; NICE Clinical Guidance 2009: 'When to Suspect Child Maltreatment'. 

Sleep hygiene – Sleep hygiene is a variety of different practices and habits that are necessary to have good 

night time sleep quality and full daytime alertness. 

Specific Treatment Modalities Leaflets – These leaflets provide patients with detailed information on the 

different treatment modalities offered by the Trust, to facilitate patients making informed choices and decisions 

about their treatment. 

StEIS - Strategic Executive Information System 

STP – Sustainability and Transformation Plan 

Strategic Executive Information System (STEIS) – The national serious incident reporting system. All Trusts 

are required to report serious incidents that meet a specific definition to STEIS. 

TEL – Technology Enhanced Learning 

THRIVE – A model of care which offers a radical shift in the way that child and adolescent mental health 

services (CAMHS) are thought about and potentially delivered. The developing model responds to and offers 

solutions to the current context for mental health services; recognising the rising need for provision in certain 

groups, clinical outcomes, budgetary constraints and a shift and step change in policy in this area. 

Time 1 – Typically, patients are asked to complete a questionnaire during the initial stages of assessment and 

treatment, or prior to their first appointment. 

Time 2 – Patients are again asked to complete a questionnaire at the end of assessment and treatment. The 

therapist will also complete a questionnaire at Time 2 of the assessment and/or treatment stage. 

Our goal is to improve our Time 2 return rates, which will enable us to begin to evaluate pre- and post- 

assessment/treatment changes, and provide the necessary information for us to determine our clinical 

effectiveness. 

Trust Forum Meetings – These include consultation meetings with stakeholders including patients, 

commissioners, Non-Executive Directors, a Governor and Quality and PPI representatives. The purpose of these 
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meetings is to contribute to the process of setting and reviewing quality priorities and indicators and to help 

improve other aspects of quality within the Trust. 

Trust-wide Induction –The face-to-face induction programme has been phased out over the past 2 years in line 

with a similar approach adopted by other trusts in North Central London (NCL) in order to align our common 

mandatory and statutory training requirements (MAST).  New staff are offered the opportunity of becoming 

compliant with MAST via the Electronic Staff Records (ESR) Oracle Learning Management (OLM) solution and 

are required to complete a local induction checklist within two weeks of commencing.  A virtual corporate 

induction programme is to be developed during 2021/22. 

Trust Membership – As a Foundation Trust we are accountable to the people we serve. Our membership is 

made up of our patients and their families, our students, our staff and our local communities. Members have a 

say in how we do things, getting involved in a variety of ways and letting us know their views. Our members elect 

Governors to represent their views at independent Boards where decisions about what we do and how we do it 

are made. This way we can respond to the needs of the people we serve. 

Waiting Times – The Trust has a policy that patients should not wait longer than an agreed time for an 

appointment from the date the referral letter is received by the Trust to the date of the first appointment attended 

by the patient. This varies from 8 – 18 weeks depending on contract requirements. However, if the patient has 

been offered an appointment but then cancelled or did not attend, the date of this appointment is then used as 

the starting point until first attended appointment. 

The Trust monitors waiting times on an on-going basis, seeking to reduce the length of time that patients have to 

wait, especially beyond eleven weeks. A list of breached first appointments is issued at the end of each quarter 

for each service, together with reasons for the long wait and, if appropriate, the actions to be taken to prevent 

recurrence. 


