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AGENDA

BOARD OF DIRECTORS - PART ONE
MEETING HELD IN PUBLIC
TUESDAY, 30th JULY 2019, 2.00pm - 4.15pm
LECTURE THEATRE. THE TAVISTOCK CENTRE, 120 BELSIZE LANE LONDON, NW3 5BA

1 Administrative Matters

Presenter

Timing

Paper No

1.1

Chair’s opening remarks and
apologies

Deputy Chair

1.2 Board members’ declarations Deputy Chair
of interests

1.3 Minutes of the meeting held Deputy Chair
on 28th May 2019

1.4 Action log and matters arising | Deputy Chair

2.00pm

Verbal

Verbal

Verbal

3 Items
3.1

4 |tems
4.1

5 Items

Report

for decision or approval
Raising Concerns Review
Report

for discussion

for information

Director of Finance

Director of HR & Corporate
Governance

Director of HR & Corporate
Governance

2.1 Chair and Non-Executives’ Deputy Chair and Non- 2.10pm Verbal
Reports Executive Directors

2.2 Chief Executive’s Report Chief Executive 2.20pm 2

2.3 Quality Dashboard (Q1) Medical Director 2.30pm 3

2.4 Finance and Performance Deputy Chief Executive / 2.40pm 4

2.45pm

3.00pm

Report (Q1)

5.1 Board Assurance Framework Chief Executive 3.15pm 7

5.2 Quality and Performance Medical Director 3.20pm 8
Reviews

5.3 Serious Incidents Quarterly Medical Director 3.25pm 9
Report (Q1)

5.4 Guardian of Safe Working Medical Director 3.30pm 10
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Presenter Timing ‘ Paper No %

5.5 Responsible Officer’s Medical Director 3.35pm 11 o
Revalidation Annual Report <DE

5.6 Operational Risk Register Associate Director of 3.40pm 12 P
Quality & Governance ICHD

5.7 Complaints and Complaints Manager 3.45pm 13 <

Whistleblowing Register

6 Board Committee Reports

6.1 Audit Committee Committee Chair 3.50pm 14

6.2 Equality, Diversity & Inclusion | Committee Chair 3.55pm 15
Committee

6.3 Training and Education Committee Chair 4.00pm 16
Committee

6.4 Strategic and Commercial Committee Chair 4.05pm Verbal
Committee

6.5 Clinical Quality, Safety and Committee Chair 4.10pm 17

Governance Committee
8 Any other business

9 Date of Next Meeting
24th September 2019 - 1330 - 1700 - The Lecture Theatre, Tavistock Centre,
Belsize Lane, London, NW3 5BA




Board of Directors Meeting Minutes (Part 1)

28" May 2019, 1.30pm — 4.50pm

NHS|

The Tavistock and Portman
NHS Foundation Trust

Present:

Prof Paul Burstow
Chair

Prof Dinesh Bhugra
Vice Chair / Non-
Executive Director

Mr David Holt
Senior Independent
Director / Non-
Executive Director

Dr Deborah Colson
Non-Executive
Director

Mr Paul Jenkins
Chief Executive

Mr Terry Noys
Deputy Chief
Executive / Finance
Director

Mr Brian Rock
Director of Education
and Training / Dean of
Postgraduate Studies

Dr Sally Hodges
Director of Children,
Young Adults and
Family Services

Dr Julian Stern
Director of Adult and
Forensic Services

Ms Louise Lyon
Director of Quality and
Patient Experience

Dr Chris Caldwell
Director of Nursing

Dr Dinesh Sinha
Medical Director

Attendees:

Fiona Fernandes

Craig de Sousa

Gill Rusbridger

Jessica Anglin

Business Manager Director of HR & Freedom to Speak Up | d’Christian
Corporate Governance | Corporate Governance | Guardian (Item 1.1) Governor
(notes)
Julia Wall
Governor
Apologies:
Helen Farrow
Non-Executive
Director
Actions
AP | Item Action to be taken Resp By
1 2.3.1 Minor amendments to the minutes FF Immed
2 3.2.10 | Trust Professional Group Forum dates to be DS Immed
circulated to the board
3 54.3 Work related stress and staff well-being results from CdS/DB | Immed
Staff Survey
1. Patient Experience Stories and Service Reports
1.1 Service Line Report — Freedom to Speak Up Guardian
1.1.1 Ms Rusbridger presented the report and highlighted:
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= She has been in post for 4 years and that the role had been very well supported by
the Trust, and has been working well.

= The role is voluntary and has to be neutral, independent, impartial and is a
confidential service available to anyone in the Trust. Itis not an easy role and there
is a real need to respect and welcome concerns being raised by staff even if they
want to remain anonymous, this should be accommodated.
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112

113

114

115

1.1.6

1.1.7

1.1.8

11.9

21

211

21.2

2.2

221

» The thematic concerns raised have been around bullying, anxiety, not being listened
to, and since the last report some of the concerns raised that have been are around
patient safety within TAP and GIDS.

» |t is commendable that staff do speak out however it is really important that if they
speak out and raise issues that these are dealt without repercussions and that they
feel valued. It is about finding a balance with this as it can be very uncomfortable
for staff therefore making them very anxious and angry.

Responding to a question from Dr Colson, Ms Rusbridger explained that there is
ongoing work being done training for middle management. Ms Rusbridger adding that
she meets with Mr Jenkins and Mr de Sousa on a regular basis.

Responding to the query from Mr Holt, Ms Rusbridger stated that the main support for
Freedom to Speak up Guardians is via the National Guardians office, however within
the Trust there is also support for staff from other people like the Mental Health First
Aiders and the Staff Consultation Line. It would be beneficial to strengthen the Freedom
to Speak up Guardian role with a NED.

Dr Colson wanted to know how a NED could be more visible. Ms Rusbridger noted that
Ms Farrow has been visiting the teams and services. It would be beneficial to make the
Mental Health First Aiders more prominent as well.

Responding to Dr Sinha, Ms Rusbridger noted that the statistics are low compared to
other smaller Trusts, however across the country the concerns raised are the same
where staff feel that they are not being listened to or issues of bullying and harassment
not being dealt with.

Reflecting on the question from Mr Holt, Mr Rusbridger commented that if there are
recurring themes, these would be raised with Mr de Sousa and Mr Jenkins. It would
also be raised at director level or with the Union representative.

Ms Rusbridger noted that it is very important that staff need to feel that they are being
heard and responded to swiftly and that things are followed up either verbally or in
writing as with complaints. Management also need to be respectful and open.

Mr Jenkins thanked Ms Rusbridger for her thoughtful analysis in her role. To ensure
that staff feel listened to, posters will be put around.

The board of directors thanked Ms Rusbridger and noted the report.
Administrative Matters

Chair’s Opening Remarks

Prof Burstow welcomed all of those in attendance.

Apologies were noted, as above.

Declarations of Interest

There were no interests declared for items noted on the agenda.
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23

231

24

241

242

3.1

3.1.1

3.1.2

3.1.3

3.14

3.1.5

3.1.6

3.1.7

3.2

3.2.1

3.2.2

3.2.3

Minutes of the Previous Meeting

The minutes of the previous meeting were agreed as an accurate and true record,
subject to minor amendments AP1.

Action Log and Matters Arising

All of the actions on the log were noted as completed.

There were no matters arising.

Operational Iltems

Chair and Non-Executive Reports

Dr Colson informed the board that on 15 May 2019 she had visited TAP and met with
the user group and that there was a representative from MIND. The team were very

welcoming and were interested in the role of the board and what it did.

The user group was very engaged and there was a strong sense of involvement, and
their input was very useful. Ellie Cavalli will be producing a video for the board.

Dr Colson noted the board that the contract was due for review in March 2020 and that
negotiations are key.

A discussion was held around DNAs as they were quite high. It was thought that this
was potentially due to an error in EMIS where if there is no outcome inputted, then this
converts to DNA. This is being looked into.

Prof Bhugra noted that he had attended a BAME network and it was informative. The
BAME Champion Ms Henderson facilitates these meetings. There were interesting
discussions about concerns and solutions and this will be raised at the EDI committee
and will report back to the board.

Prof Burstow informed the board that he was concluding the NED appraisals and has
had some very good meetings with colleagues.

The Board of Directors noted the report.
Chief Executive’s Report

Mr Jenkins noted that this was Ms Lyon’s last board meeting after a very long and
distinguished career. He thanked Ms Lyon for her principled thoughtful contributions to
the board that has spanned over 11 years.

Ms Lyon was key to the work with the CQC as well as championing equalities issues.
Ms Lyon’s passion and perseverance for LBGT and race equality is commendable. Mr
Jenkins added that her presence will be missed at the board.

Prof Burstow wanted it noted and thanked Mr Lyon for being present at the meeting
today following a family bereavement. Prof Burstow thanked Ms Lyon for the 11 years
of service and reminisced about his application process for Trust Chair and the meeting
he had with Ms Lyon and the insight she gave.
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3.2.4

3.25

3.2.6

3.2.7

3.2.8

3.2.9

3.2.10

3.2.11

3.2.12

3.2.13

3.2.14

3.2.15

3.3

3.3.1

The Ms Lyon acknowledged the vote of thanks and mentioned that although she would
be leaving her role, she will still be involved in the centenary celebrations as well as
working on the consolidation of the Tavistock charities.

Mr Jenkins informed the board that following an email that he had sent to all staff, he
wanted to confirm the senior management changes. Ms Hodges will be the Chief
Clinical Operating Officer who will be supported by three Divisional Directors — Gender
Services, Adult and Forensic Services and Children and Young Adults and Families.
The Divisional Directors will report to the Board in their own rights.

Dr Sinha will take on a wider brief for quality working in conjunction with Ms Caldwell,
who will also be responsibility for patient engagement and involvement.

Mr de Sousa will take over the executive lead for equalities and diversity as well as work
on the race equality strategy.

Ms Surtees will attend the Board in her role as Director of Strategy.

Mr Jenkins informed the board that the first meeting of the Trust Professional Group
Forum was held. This group was established to address how we can create a forum to
challenge aspects of clinical work to allow learning from each other.

The meeting was well attended by clinicians from different parts of the Trust and was
inspiring especially sharing of knowledge and having an understanding of each other’s
work. Dr Sinha will be arranging future dates. It would be beneficial to have NEDs and
some of the board attending. Dr Sinha to provide the dates. AP2

Ms Yakeley and Mr Blumenthal presented an anti-social video which was very
informative.

Ms Hodges commented that there was very good attendance and discussions and was
pleased to see a mix from the Trust’s non-patient facing roles.

Mr Jenkins informed the board that in April the Trustees from both charities met and
agreed to recommend to their respective boards the merger of the two charities by
creating a new entity. Work will commence on this and the aim is to align the launch of
the new charity to mark the centenary of the Tavistock Clinic.

The board as Trustees of the Charitable Funds are being asked to accept and endorse
the proposal formally. Mr Noys added that both charities have agreed to take this
forward.

The board of directors noted the report and the recommendation for the merger of both
charities was accepted.

Finance and Performance Report
Mr Noys presented the finance and performance report and particularly highlighted:
e The income for the year was £56m and the Trust had achieved a year to date
surplus of £2.7m PSF money and a control total of an additional £1.5m PSF

money.

e Income for 2018/19 was £54m with a net surplus of £500k and £159k profit.
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3.3.2

3.4

34.1

3.4.2

3.4.3

3.4.4

3.4.5

3.4.6

3.4.7

3.4.8

41

41.1

4.1.2

e The increase in income £3m is driven by GIDS, FCAMHS and Trailblazers.

e Expenditure increased by £3m based on pay reflecting agenda for change and
the Trust breached the agency cap by 20% and NHSi are aware of this.

The board of directors noted the report.
Quality Dashboard (Q4)
Ms Lyon presented the quality dashboard report and particularly highlighted:

e Referral rates remain high in both GIDS and GIC and the increase in patients is
linked to the increase in waiting times.

e Waiting times - work is being undertaken to bring the number down by getting
better information from the referrers.

e Overview of the CQUINS although it is a good overall picture to year end, there
are some disappointing areas (staff wellbeing).

Prof Burstow noted that he was struck by the wait times figures relating to adult complex
needs and the Portman on page 52 and enquired when a breach is not a breach. Dr
Stern inquired whether exceptions were accepted on the system and whether it started
from the date the referral was received at the Portman.

Ms Lyon commented that the electronic referral system is being implemented to make
referring easier. Discussions were had at CQSG and CQRG about this and this was
work in progress to alleviate the issues.

In response to Prof Burstow’s query about seeing more complexity in the patient seen
and whether there was any sense in the data collected if a level of need changes over
time. Dr Hodges responded that it was a high complex patient and that with Camden
there is a bit more variation as they use the Thrive model. The cases that come to us
are more complex. There is a measure called the current view that looks at the
complexity and the long term plan is for early intervention.

Ms Lyon noted that we can look at more complexity as there is the data available and
that there was retrospective data as well.

Dr Sinha suggested that it would be useful to share the outcome measures with other
mental health trusts however we would need to increase the base rate.

Mr Jenkins noted that the current expectation of the commissioners is increasing and
Dr Hodges added that the gold base measure were the most significant patient rating.

The board once again thanked Ms Lyon for her contributions and noted the report.
Items for Decision or Approval

NHS Improvement Licence Self Certification

Mr de Sousa noted that this was an annual declaration that the Trust have to make.
This will be reported to the Governors and consulted with Mr Noys confirming that there
is nothing adverse to declare. Once we have approval of the licence conditions it will

then be published on the website.

The board of directors approved and noted the report.
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5.1

51.1

51.2

51.3

5.2

521

Items for Discussion

Board Assurance Framework

Mr Jenkins presented the framework highlighting the following:

Two risks rated 16 (4 & 12) these increased from 12. Risk 4 increased from 12
to 16 and risk 12 from 8 to 16. Both these ratings were more around treatment
of the relocation expenditure of the auditors.

Four risks rated 12 (2, 7, 9 & 10).

Two risks had reduced in score (1 & 5) where risk 5 reduced from 12 to 8 and
risk 1 reduced from 12 to 6.

Mr Jenkins noted that the board are asked to given a view that relocation was probable
to the auditors and to agree the change of wording to ‘probable’.

The board of directors noted the revised positions of risk 4 & 12 and the changes of the
wording in the board assurance framework.

Serious Incidents — Quarterly Update

Dr Sinha presented the update report and highlighted:

There were 26 clinical incidents logged.

There were 4 deaths reported in the last three weeks and reported externally to
STEIS. These cases are all subject to an internal concise report which allows
the incident panel to determine the type of investigation to be undertaken.

Looked at processes regarding deaths and serious incidents and the monthly
incident panel that had been constituted has oversight of this.

Incidents of patient aggression towards staff has increased and is being reported
more frequently across trust services. Associate Medical Director has been
asked to setup a group to look at the issues and make recommendations to ratify
this and, to add to the guidance in already in place around managing difficult
behaviours. Staff need to be trained in breakaway training and how to link the
concerns as there is no security on site. A clearer plan will be brought to the next
board.

One inquest was held in relation to a death in 2016 and a specific panel looked
at the Gloucester House incidents and will also focus on which incidents bring
up risk for students and staff.

IG incidents continue to occur predominately letters being sent to the wrong
address. One incident in Q4 pertained to a patient file which was requested by
the patient contained information relating to another patient. Recommendations
are being made to have an IG incident category or a clinical incident with 1G
element on CareNotes.
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522

5.3

531

5.3.2

5.3.3
534

5.3.5

5.4

541

e There was a non-formal complaint where a person’s confidentiality was
breached and this was reported to the ICO. ICO confirmed that this matter was
deal with appropriately and no further action was taken by them.

In response to Prof Burstow’s question, Dr Sinha responded that the increase in patient
aggression could be the ebb and flow of clinical practice and it has exposed a gap in
how we think about safety in the organisation. More work needs to be done in this area.
Prof Burstow suggested that this could be discussed as an item at the Board Seminar.
The board of directors noted the report.
Guardian of Safe Working — Quarterly Update
Dr Sinha presented the update report and highlighted:

e The number of incidents is increasing (breaches in the rota, fines being paid,

claims being asked for and plans on the development of the junior doctors

servicing the rotas).

e A meeting was held with the junior doctors and the vacancy factor is not as high
as initially thought however it is still high.

e System level changes have been made.

e A nurse led service has commenced and she will be in contact with the trainers
to support the junior doctors.

In response to a query from Dr Stern, Dr Sinha noted that although the vacancies are
training post, they do have a clinical aspect to the role. Sheva Habel has taken up an
additional role and there is no conflict of interest.

Responding to Ms Caldwell, Mr de Sousa commented that the contract for junior doctors
changed two years ago to encourage them to do the right thing, and that there were
rules/procedures that have been implemented.

The board of directors noted the report.
People Strategy Report

Mr de Sousa presented the report and highlighted:

e Mapping clinical roles — this is in the final phase of check pointing and all of the
roles will be evaluated through the trust’s job grading process.

e Staff Survey — supplement work is being done to get under the skin and to draw
out proposals and recommendations. It highlighted that middle management
will need further training and development and will be aimed at existing and new
management.

e A new contract for occupational health and wellbeing services has been
completed. The Trust has awarded a three year contract to Team Prevent Ltd
who will take over from the current providers in September this year.
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54.2

5.4.3

544

5.4.5

5.5

551

55.2

6.1

6.1.1

6.1.2

e HR continue to engage with the STP streamlining programme and has now
aligned its mandatory and statutory training to the footprint framework.

e The workforce matrix shows signs of decrease in staff turnover and an increase
in sickness absence. The sickness absence is related to small cases of long
term sickness. Sickness absence reporting has improved.

e There is good compliance in statutory training and it was recently agreed at
CQSG to remove the clinical training which as agreed with commissioners.

e Data is being migrated into the HR Learning solution.

Responding to Mr Holt’'s question about the initial actions on the staff survey 360
feedback, Mr de Sousa noted that this existed to clinical staff in the existing process
and that we did not do developmental 360s. Middle management programme will need
more work done.

Prof Bhugra enquired if in the staff survey whether there were any questions related to
staff well-being which can be shared, as the rates of burnout were incredibly high. We
need to support staff and be well placed to offer services. In response Mr de Sousa
stated that the details were in the full report and that work related stress had increased.
Mr de Sousa and Prof Bhugra to meet to discuss this. AP3
In response to Dr Colson’s question, Mr de Sousa commented that the two red ratings
under career pathways relate to a rotational program across the STP and we will be
looking at internal career pathways in lieu of this. Regarding the red ratings on page
131, we are changing the approach of how to deliver the training and recording.
The board of directors noted the report.
Annual Operational Plan — Review of outcome 2018/19
Mr Noys presented the report and highlighted:

e It was areasonable achievement for the year.

e Of the 19 actions 7 were fully met, 10 were partially met, 1 was not met and 1
was ‘in train’.

Mr Holt commented that it was a fair summary of an ambitious organisation
achieving a lot in the year. There is an honesty which underpins what has been
done. Mr Holt congratulated colleagues as the trust is in a better positions and it is
a positive story.

The board of directors noted the report.

Committee Reports

Audit Committee

Mr Holt reported that the agenda was mainly around the year end accounts. Internal

audit have been very positive and moved up in the rating band. The quality is better

than it has been in the past years.

The board of directors noted the report.
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6.2

6.2.1

6.2.2

6.2.3

6.2.4

6.3

6.3.1

6.3.2

7.1.1

Equality, Diversity and Inclusion Committee
Prof Bhugra presented the report from the committee.

A vote of thanks was conveyed to Ms Lyon for her tremendous contribution made to the
committee and the hard work that she has done.

Disability access survey has been completed and the BAME network came forward with
solutions.

The board of directors noted the report.

Education and Training Committee

Mr Rock noted that there will be a Chinese delegation visiting on a four day programme.
The board of directors noted the report.

Any Other Business

There was no other business raised.

Page 9 of 164

|_
LL
<
0
O
0
o
>
=
=
(0))
i
o
>
©
>
—i
ol
“




INHS |

The Tavistock and Portman
NHS Foundation Trust

Report to

Board of Directors 30 July 2019

Chief Executive’s Report

Executive Summary
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This report provides a summary of key issues affecting the Trust. 9

Recommendation to the [Board / Committee]

The board of directors is asked to note / discuss this report

Trust strategic objectives supported by this paper

All Trust strategic objectives

Author Responsible Executive Director

Chief Executive Chief Executive

Page 1 of 6
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1.1

2.1

2.2

2.3

3.1

3.2

INHS |

The Tavistock and Portman
NHS Foundation Trust

Chief Executive’s Report

Julian Stern

As previously announced, this will be Julian Stern's last Board as Director of
Adult and Forensic Services. | would like to put on record my appreciation of
Julian's role in leading these services and his contribution to both EMT and
Board discussions.

While reducing his commitments, Julian will be continuing his clinical work. In
addition, | am very pleased that he will be maintaining a leadership role in the
Trust as Chair of both the Professional and Clinical Advisory Group (PCAG) and
Scientific Meetings Committee.

Divisional Directors

Following the announcement of the new management structure for Clinical
Services we have completed the recruitment to the three Divisional Director
posts.

Following a robust external and internal process we have made the following
appointments:

AFS Tim Kent
CYAF Rachel James
Gender Ailsa Swarbrick

The new Divisional Directors will take up their posts over the next couple of
months and, as agreed, will begin to attend meetings of the Board.

Violent incidents

The Trust’s incident panel has become an important forum for gathering of
various clinical governance activities such as reporting of and exploration of
incidents. It has encouraged us to develop a culture of active learning through
discussion of reviews, including concise reviews, mortality reports and SIRs and
finally enabled the sharing and dissemination of learning. One of its activities has
been to note and respond to any themes in emerging incidents.

A recent theme has been the emergence of a number of incidents that suggest

a possible higher profile of risk in our clinical settings and an associated pattern
of aggression. There were a number of incidents from the Portman Clinic,
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3.3

3.4

4.1

5.1

INHS |

The Tavistock and Portman
NHS Foundation Trust

incidents of threats and aggression from the Gloucester House and GIDS and
others, which prompted this thematic exploration. In each case, the incident was
discussed at the incident panel along with additional information being
requested, if needed. This led to various actions, to immediately contain the
heightened risk and its consequences on services, such as in the case of the
Portman (including measures to improve environmental security) and a
subgroup was set up to consider aggression within our clinical settings.

The findings and recommendations of the subgroup were discussed at the
Incident panel and they were along three broad themes.

Environmental Security
Management of the incident of risk
Post incident support

The Medical Director has undertaken to discuss the recommendations further in
other forums before we agree any actions, as there are important decisions
needed to respond to the possible changing picture of risk while maintaining the
conditions for safe practice to allow our unique clinical interventions

STP
There are a number of current developments across the STP:

We are starting work on producing the mental health chapter for the STP
response to the Long-Term Plan. This will focus on how we deliver the key
targets in plan while also giving some opportunity to reflect local priorities.
The key issue will be transparency about funding.

More widely work is progressing in developing a medium-term financial
strategy for the STP which will support a return to financial balance. This will
focus on a number of key priorities. | will provide a further briefing on the
strategy in due course, including an analysis of the impact for the Trust.

There has been progress towards moving towards the new integrated
structures set out in the Long-term Plan. In particular we are now meeting
with other organisations in Camden around the development of an
Integrated Care Partnership for the borough.

BAME Network

On 9th July Paul Burstow and | attended the monthly meeting of the Trust's
BAME Network, chaired by Irene Henderson, the Trust's Race Equality
Champion.
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5.2

53

6.1

6.2

INHS |

The Tavistock and Portman
NHS Foundation Trust

The meeting was well attended and there was a constructive discussion of the
progress made to date in progressing these issues as well as challenge on what
we need to do to go further.

A short note is attached of the key issues which have been raised. These
proposals are being considered by EMT and further report on action taken will
be made at the September Board meeting.

Registration with the Officed for Students

At its July meeting, Education & Training Committee approved a recommendation to
proceed with the application for direct registration with the Office for Students
(OfS).

The OfS has been formed following the dissolution of the Higher Education
Funding Council England (HEFCE). The strategic drivers are very clear for this,
which include the retention of our Tier 4 licence needed to continue to recruit
international students. We have the support from our main university partner,
the University of Essex, and are in close discussion with them and with the OfS
to understand the various options available to us. Our application will be
submitted by 1 August and it is likely to take a period of months before we
know the outcome. We are exploring the best options to mitigate any risks
associated with the outcome of the application.

Paul Jenkins
Chief Executive
24t July 2019

Page 4 of 6

Page 13 of 164

—
@
o
)
o3
)
@
O
L
@)
o




INHS |

The Tavistock and Portman
NHS Foundation Trust

Annex A
Meeting with BAME Network — 9t July
Introduction

1. Paul Burstow and | attended the BAME Network at its July meeting.
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2. The meeting, chaired by Irene Henderson, our Race Diversity Champion, was
well attended and there was a lively discussion.

3. There was a recognition from the group that the Trust is trying to address this
agenda, but we acknowledged there was more we could do to demonstrate
change.

4. A number of issues were raised which Paul and | agreed we would take back
to EMT and the Board to see whether there was more we could do to address
them.

Key issues
Communications

5. There was a discussion of what we could do to communicate more visibly
that this was an organisation which welcomed staff from diverse
backgrounds. There was a recognition that some of the Trust’s external
communications highlighted diversity but this more lacking in internal
communications.

6. A number of ideas were suggested:

e Considering how we might use the video display in reception to communicate
welcoming messages about diversity

e Using In Mind and other communication channels to cover stories about the

experiences of BAME staff in the organisation including those who had bene
more successful in rising to more senior positions.

Management Training
7. There was a recognition of the importance of strengthening management

training in the Trust, with a particular focus on rew managers, new to
management roles. This was relevant to the diversity agenda but had wider

Page 14 of 164
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implications across the organisation. This is something we see as a priority
and Craig de Sousa is researching options on how we might take this forward.

Mentoring and development opportunities

8. There was a discussion of the scope of extending opportunities for mentoring
opportunities for BAME staff. As part of this there was a discussion of the
benefits of introducing reverse mentoring with the aim of helping more
senior staff be fully aware of the experience of BAME backgrounds.
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9. There was also a call for looking at communication about courses and
development opportunities and how opportunities might be better
signposted by managers and the organisation to BAME staff.

Training and education

10. There was some recognition of the steps which had been taken to give focus
to race equality within DET. There was a proposal to encourage a more
systematic approach to getting portfolios and courses consider how issues of
equality, including race became an integral part of their programmes rather
than being perceived as an “add on” session to exiting programmes.

11. In addition, there was a view it would be helpful to target attention on those
courses with the lowest participation students from a BAME background and
that, using data, develop action plans on how this might be addressed.

Thinking Space

12. There was a request to continue and extend the programme of Thinking
Space events with the scope to target a broader range of staff. Craig de
Sousa already has this under review.

Page 6 of 6
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Board of Directors July 2019

2019-20 cover sheet

Quality Dashboard and Commentary

Executive Summary

The attached report provides a summary and narrative for quarter 1 quality
metrics for the Trust. The Commentary section provides service updates on
waiting times and ‘DNAs’, and updates on the current position of Trust Quality
Priorities and CQUINs. Please note the data in this report is for Trust wide, with
the exception of CQUINS that apply to London Contracting or NHSE contracts only.
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e The order of the report information has been amended to present details under
the headings of: Access; Care; Outcomes and Well-led. The usual CQC KLOE
headings have also been retained.

e A review of patients seen across the Trust shows that numbers have reduced
compared to Q1 2018/19. The issue of reduced activity was discussed at EMT with
input from our contracts team. Following this, the CCOO and other operational
Directors are in the process of producing a plan for mitigation of the issues
identified.

e Some reporting issues were identified with the waiting time target for under 18
year olds from referral to 2" appointment. This had previously been 18 weeks
and had not been updated to 8 weeks. Information is provided in a table on page
3 and graphical information will be backdated for next quarter.

e Mental Health Service Data Set (MHSDS) data is presented on page 6 and shows
an improvement in three areas where we have been showing consistently poor
data — ethnicity; employment status (adults) and accommodation status (adults).
These are included this year in a national CQUIN dataset.

e Goal Based Measure Outcome information has been updated to reflect changes in
KPI parameters for 2019/20. An increased sample has led to greater visibility of
OM compliance but has shown a drop in rates. See page 11.

e An update of the Trust communications position specific to media particularly
highlights the impact of the recent GIDS related coverage.

e The student survey opened 24" April 2019

Page 1 of 2
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Patients seen

Q1 2019/20: Trust Reach — Access
The ‘number of patients seen’ has been historically represented in a ‘year to date’
format (YDT). In the run charts this makes the data look as if numbers of patients

TOTAL PATIENTS SEEN YTD CYAF Seen Patients YTD . o L
ALL CONTRACTS - EXCL. EIS+MOSAIC seen are plummeting, but this is only due to the fact that we reporting in one
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2500 quarter. We are planning to change the format of this information for quarter 2, to

14000 show it quarterly for two years. This will make it easier to identify trends and

12000 2000 changes as the year progresses.

10000 1500 The data we are able to compare is Q1 18/19 last year and this Q1 19/20 — we
8000 1000 have identified a clear drop on number of patients seen — see breakdown below:
6000 11985 12337 <00 Adults Complex needs: comparing the last Q1 we have seen a drop in patients
4000 6576 8515 seen of 11%. Q1 18/19 had 555 seen patients and 19/20 had 493
2000 5560 5756 0

0 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 Portman: comparing the last Q1 we have seen a drop in patients seen of 8%. Q1
18/19 had 204 seen patients and 19/20 had 187
2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 Adolescent Camden CAMHS
Total Other CAMHS a— \Vestminster Service C&H PCPS : again comparing the last Q1 we have seen a drop in patients seen of
11%. Q1 18/19 had 555 seen patients and 19/20 had 493
. . . TAP: unfortunately we don’t have information for 19/20 to be able to compare.
AFS Seen Patients YTD Gender Services Seen Patients YDT We do know they saw 417 in Q1 19/10

1400 5000

1200 4500 Adolescent : comparing last year’s Q1 and this year we have seen a drop of 13%

1000 4000 on seen patients. Q1 18/19 had 202 seen patients and 19/20 had 176.

3500
800 /‘ . 2000 Camden CAMHS: we had a very slight reduction of 4% patients comparing both
600 — 2500 Qls. Q1 18/19 had 1211 seen patients and 19/20 had 1159
400 2000
1500 Other CAMHS: similarly we noticed another drop of 15% patients. Q1 18/19 had
200 1000 567 seen patients and 19/20 had 482
0 500
2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 0 FAS (Westminster service) this team actually experienced a increase of 21%
e A Ul Portman 2014-15 2015-16 2016-17 2017-18 2018-19 2019-20 patients seen. Q1 18/19 had 24 seen patients and 19/20 had 29
= City and Hackney TAP Adult Gender Identity Clinic GIDS: again comparing the last Q1 we have seen a drop in patients seen of 7%. Q1
e FCAMHS Gender Identity Development Service 18/19 had 1766 seen patients and 19/20 had 1554
Data source: Data warehouse, informatics team 11/07/2019 GIC: again comparing the last Q1 we have seen a drop in patients seen of 7%. Q1
Note: Telephone appointments are listed as an appointment where there is significant work done with the patient 18/19 had 1533 seen patients and 19/20 had 1554
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Q1 2019/20: Quality Responsive — Access

AFS WT

Referral Received First Appointment Q1 2019-20
100.00%

————

80.00%

60.00% \__, —

40.00%

20.00%

0.00%
Q2 Q3 Q4 Ql Q2 Q3 Q4 Q1

2018/19 2019/20

e— AdUlts Portman e C&H tap == e» e» Target

AFS WT

Referral to Second Appointment Q1 2019-20
100%

v \/

60%
40%
20%

0%
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1

2017/18 2018/19 2019/20

e— AdUlts Portman e C&H tap == e= e» Target

Data run and validated: 09/07/19
Data source: SRRS (Internal Reporting System) Reported by the Quality Team

100%

80%

60%

40%

20%

18 wks +

W11<18wks

m8<11wks
4 <8wks
2<4wks
0<2wks

100%

80%

60%

40%

20%

0%

W18 wks +

W 11218 wks

8 <11 wks

45 8 wks

W2 <4 wks

W <=2 wks

AFS Waiting Times Week Bands %
Referral Received First Appointment Q1 2019-20

Adult Complex City and Hackney

Portman

Needs PCPCS
AFS
7 1 0
16 0 3
8 2 17
3 10 49
6 4 8
14 1 18

AFS Waiting Times Week Bands %
Referral Received — Second Appointment Q1 2019-20

Adult Complex Needs Portman
AFS
19 2 5
21 1 17
4 8 20
8 3 24
8 0 7
2 0 2
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Camden TAP

21

18

City and Hackney PCPCS

AFS Waiting Times : in Q4 2018/19 AFS saw 78.96% of patients
within the contractual waiting times for first appointment. In Q1 this
compliance has significantly decreased to 72% - due mainly to TAP. With
regards to the waiting time from referral to second appointment: in Q4 AFS
had 79% compliance and in Q1 we increased to 83%.

Adult Complex Needs

Referral to 15t appointment — in Q4 this service had an unusually low
compliance of 55% but in Q1 they experienced a slight increase achieving
57%. AFS are experiencing staffing issues but they hope to continue with the
increase into next quarter.

Referral to 2" appointment - 66% of the patients had an second
appointment within time. They also experienced a slight improvement on Q1
reaching 69% compliance.
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Portman

Referral to 15t appointment — has consistently improved for three
consecutive quarters, in Q4 they saw 76% of patients on time and in Q1 this
figure increased again to 94% reaching the target.

Referral to 2" appointment — in Q4 76% of the patients had an
appointment on time, in Q1 this figure increased to 86% , unfortunately they
did not reach the target but they are substantially closer.

C&H PCPS

Referral to 15t appointment — the target is been consistently met for the last
two years. Both Q4 and Q1 had 100% compliance.

Referral to 2"! appointment — this parameter is also met consistently for the
last year. Q4 had 94% and in Q1 they achieved 93% compliance.

TAP

Referral to 1% appointment — they experienced a significant drop in
performance likely to be due to staffing issues and availability of rooms in
the GP surgeries.

Referral to 2" appointment — this service does not report on second
appointment as their system is not able to provide the data.

For further comments from service leads please see the commentary part
of the report Page 17



Q1 2019/20: Quality Responsive — Access
CYAF Waiting Times : in Q4 last financial year CYAF saw 75.6%
CYAF WT CYAF Waiting Times Week Bands % of patients within the contractual waiting times for first appointment. In
Referral Received First Appointment Q1 2019-20 Referral Received First Appointment Q1 2019-20 '

Q1 this compliance has significantly increased to 82%.
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100.00%
- 100% —_—
80.00% 20% - Adolescent services
60% Referral to 15t appointment — in Q4 this service had an unusually low
60.00% 0% compliance butin Q1 they experienced a significant increase in their
) performance. They still have a low compliance rate for Q1 at 66% which
40.00% 20% - is due to a combination of increased referrals and a reduction in staff
0 .
o 0% Camden Other Adolescents Adolescents sessions.
20.00% CAMHS CAMHS under 18 over 18 Referral to 2" appointment - 44% of the patients had an appointment
e within 8 weeks. Unfortunately we do not have Q4 data with the agreed
o
0.00% =18 wks+ 1 0 0 8 timeframes.
Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql m11<18wks 5 2 1 14
8<11 wks 8 5 0 5
Adolescent e Camden CAMHS 2018/19 Other CAMHgow/zo PPV - 7 o " Camden CAMHS.
e Westminster - o= - o Target Referral to 15t appointment — has consistently done well since 2017/18
m2<4wks 79 17 2 5 .
W0 <2wks 169 12 1 7 into 2018/19
Referral to 2"! appointment — 67% of the patients had an appointment
CYAF Waiting Times Week Bands % CYAF Waiting Times Week Bands % within 8 weeks. Unfortunately we do not have Q4 data with the agreed
Referral Received Second Appointment Q1 2019-20 Referral Received Second Appointment Q1 2019-20 timeframes.

9
Service Lines <= 2 wks|2 < 4 wks| 4< 8 wks | 8 <11 wks |11<18 wks| 18 wks + |  Total %

compliance 100%
- Other CAMHS
CamdencamHs| 43 | 53 71 36 34 13 250 | 67% o Referral to 15t appointment - had experienced a rise in compliance in
60% Q4 with 82% of patients seen within expected times, and in Q1 achieved

Axis Title

89%. It is important to mention that their performance has improved

Other CAMHS | 1 3 16 19 10 16 65 31% a0
consecutively since Q2 2018/19.
Ad°fsci’;‘5 1 0 0 0 1 0 2 50% 20% Referral to 2" appointment - 31% of the patients had an appointment
unaer
o — within 8 weeks. Unfortunately we do not have Q4 data with the agreed
Ad°|e5c1esnt5 over: 2 3 5 a 16 7 37 38% Camden CAMHS Other CAMHS Ado\escelngts under Ado\esclesnts over timeframes.
CYAF
W18 wks + 13 16 0 7 FA W . . F I A S o FAS N
This quarter we learnt that the waiting times target for under 18 year 11918 wie 34 0 N 1 FAS (Westminster service) Family Assessment ervice ( ! ) is separate
olds was 8 weeks for referral to second appointment. We previously 8 <11 wks 36 19 0 4 fronlq the CCG and MHS contracts and the usual waiting time targets
we had 18 weeks, Above you have the data for Q1 19/20. The graph s 8wks 71 16 0 5 don’tapply.
will be backdated for the next quarter. m2sdwks 5 3 0 ? )
m<=2wks 23 1 1 2 For further comments from service leads please see the commentary

Data run and validated: 09/07/19 part of the report Page 19
Data source: SRRS (Internal Reporting System) Reported by the Quality Team
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Q1 2019/20: Quality Responsive — Access

Gender Services WT
Referral Received First Appointment Q1 2019-20
100.00%

80.00%

60.00%

40.00%

20.00%

0.00%
Q3 Q4 Q1 Q2 Q3 Q4 Q1

2018/19
GIC GIDS e e e Target

2019/20

Gender Services WT
10000%  Referralto Second Appointment Q1 2019-20

80.00%
60.00%
40.00%
20.00%

0.00%
Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql

2018/19 2019/20

GIDS GIC e == Target

Data run and validated: 09/07/19
Data source: SRRS (Internal Reporting System) Reported by the Quality Team

Gender Services Waiting Times Week Bands %
100D/Referral Received to 1st Appoiontment Q1 2019/20

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

W66+ wks

W60 to 66 wks
W54 to 60 wks
W48 to 54 wks

5
3
5
W42 to 48 wks 5 64
30 to 36 wks 2
24 to 30 wks 1
18 to 24 wks 1
11to 18 wks 5

m<=11wks 25 11

Gender Services Waiting Times Week Bands %
Referral Received to 2" Appointment Q1 2019/20

100%
80%
60%
40%
20%
0%
GIDS GIC
M <11 Weeks 11<18 Weeks = 18<24 Weeks M 24<32 Weeks
W 32<38 Weeks 1 38<44 Weeks M 44<50 Weeks M 50<56 Weeks
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Gender Services Waiting Times :

For first appointment in Q4 they achieved 8.81% compliance increasing to
11% in Q1. With regards to waiting times from referral to 2nd
appointment: Q4 had 2.22% compliance and in Q1 we increased to 5%.
Gender services have an unusual and challenging demand, they have
action plans in place and liaise closely with commissioners.

GIDS

Referral to 1%t appointment — Q4 compliance was 10.60% and Q1 achieved
18.7%. This increase could be linked to the implementation of a DNA and
Cancellation policy update across the team.

Referral to 2"® appointment —in Q4 none of the patients had a second
appointment within time. This was unchanged in Q1.

The Data Quality Team (DQT) will carry on meeting regularly with GIDS in
order to support the review of waiting time issues amongst other KPIs.
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GIC

Referral to 15t appointment — Q4 compliance was 7.2% which dropped to
4.5% in Q1. The number of people on the waiting list is at an all time high
and there are groups working on this issue nationally.

Referral to 2"! appointment —in Q4 4% of the patients had a second
appointment within time increasing to 9% in Q1. GIC reported in Q4 they
were working on a project to make the gap between appointments
clinically safe. The increase in compliance is likely to be linked to this work.
The Data Quality Team (DQT) will carry on meeting regularly with GIC in
order to support the review of waiting time issues amongst other KPls.

For further comments from service leads please see the commentary part
of the report Page 19



Q1 2019/20: Quality Effective — Access

DNA Trustwide

30%
20%
10% —rrccccc e 10%
9.30% 10.00% 8.02% 8-60% 9.43%
0%
Ql Q2 Q3 Q4 Ql
2018/19 2019/20
=== Target Performance
AFS DNA Rates
30.0%
25.0%
20.0%
15.0%
10.0% -— =
5.0%
0.0%
ok} Q2 Q3 Q4 Q1
2018/19 2019/20
Adult Portman

e City and Hackney s Camden Tap

= = = TARGET

Data run and validated: 8t July 2019 : SRRS (Internal Reporting System) Reported by the Quality Team

30.0%
25.0%
20.0%
15.0%
10.0%

5.0%

0.0%

30.0%

25.0%

20.0%

15.0%

10.0%

5.0%

0.0%

CYAF DNA Rates

?"‘-"\-“'---"’;‘
Ql Q2 Q3 Q4 Q1

FAS 18/19 e Camden CAMHS 19/20

Other CAMHS Adolescent

= = = TARGET

Gender Services DNA Rates

Ql Q2 Q3 Q4 Ql
18/19 19/20

GIDS GIC o= e= e TARGET

The definition used for DNA figures is Numerator: Total DNA / Denominator: Total Appointments (Total Attended + Total DNA appointments
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Did Not Attend (DNA)

DNA rates are expected to be no higher than 10%. The current rate is 9.43%
which it is still within the target but close to our contractual target. This will
be assessed in the next Clinical Data Quality Review Group (CDQRG).

Adults Complex Needs have maintained a good performance with 8.7% in
Q4 and a slight increase to 9.3% in Q1.

Portman saw an increase from 8.8% in Q4 to 10.8 % in Q1.

C&H PCPS had an unusual rise of DNAs from 10% in Q4 to 14% in Q1. This
was due to the implementation of groups for patients difficult to engage
(chronic pain & many physical symptoms), C&H are liaising with facilitators.

TAP carried out a successful QI on DNAs and have managed to reduce the
rates from 20% in Q4 to 13% in Q1. This is still above our target but
significantly closer to it.

Adolescence had a DNA rate of 6.8% in Q4 and 10% in Q1.

Camden CAMHS Similarly in Q4 had a rate of 8.1% and in Q1 increased to
9.5% - but again it is still within the target.

Other CAMHS continue to consolidate a great rate sustained over the last
year with 4.5% in Q4 had 4.5% and 5.3% in Q1.

FAS (Westminster) saw an increase from 13% in Q4 to 14.4% in Q1.
GIC saw a decrease from around 13% over the last two years to 11% in Q1.
This is likely to be the result of the increase of SMS reminders consent

collection.

GIDS also saw a decrease in DNAs possibly linked to a recent review of the
department DNA policy from 9.9% in Q4 to 9.6% in Q1.

o3
=
I
o)
o
e
(7))
S
()
—
@4
o
™

Commentary Board Report




Q1 2019/20: Single Oversight Framework — Access

NHS Improvement’s (NHSI) Single Oversight Framework provides the framework for overseeing providers, with the indicators acting as a trigger to detect possible governance issues and identify potential support
needs. The framework looks at five themes. MHSDS data is viewed alongside other quality of care information e.g. formal complaints, staff FFT, patient safety incidents (reported externally), and operational
performance. The other four include Finance and use of resources (covered separately), Operational performance, Strategic change and Leadership and improvement capability (well-led)

Mental Health Service Data Set (MHSDS) Data and Data Quality Maturity Index (DQMI) Dataset Score
The DQMI was introduced into reporting in April 2018, with new data sets added in April 2019 and is in line with the Single Oversight Framework. This is a score collated from overall compliance against
completeness of data items within the mental health dataset.

-Single Oversight Framework: 1 (the best of the four possible ratings, no identified support needs)
-DQMI - to be published 22 July 2019. this will inform the SOF.

The Data Quality Team uses the Data Warehouse Information, which is used for external reporting, to identify gaps in reporting. In order to improve on DQMI and MHSDS completion the Trust reports internally at
the CDQRG meeting on a monthly basis to see where demographics of patients have been collected appropriately and where they need to be improved. The CDQRG has been defining and implementing operational
changes in all service lines to accommodate the new requirements: increased percentage expected for Ethnicity, Primary reason for Referral, Care Professional Service or Team Type Association and the Ex-British
armed forces indicator. Then new indicators will be included on Q2 report as this data is not yet available for Q1. The CDQRG has been working on the dataset for 6 months and it has already seen some
improvement on performance on the last reports. We are working towards 90% compliance before the end of the year, as this is a CQUIN for 2019/20.

Torge () | orin L | venine | Mot | wonitio | romth L |Mer M| ctper | iy porizoroa

2018/19 (%) | 2018/19 (%) (%)
Valid NHS number 95% 96.20% 96.20% 99.10% 98.60% 98.60% 98.70% 98.90% 98.90% 99.00%
Valid Postcode 95% 99.80% 99.80% 99.80% 99.70% 99.80% 99.80% 99.80% 99.80% 99.70%
Valid Date of Birth 95% 100% 100% 100% 100% 100% 100% 100% 100% 100%
\VValid Organisation code of Commissioner 95% 99.50% 99.50% 99.50% 99.10% 99.00% 99.20% 99.00% 99.00% 99.20%
Valid Organisation code GP Practice 95% 99.10% 99.20% 99.20% 98.20% 97.80% 98.00% 98.10% 98.20% 98.90%
Valid Gender 95% 99.80% 99.80% 99.80% 99.80% 99.80% 99.70% 99.40% 99.40% 99.40%
Ethnicity 85% 83% 83.10% 79.60% 78.40% 77.30% 76.00% 75.80% 76.10% 80.60%
Employment Status (for adults) 85% 26.30% 26.30% 36.90% 43.40% 49.10% 50.50% 51.60% 54.00% 59.30%
Accommodation status (for adults) 85% 26.10% 26.10% 36.60% 42.90% 48.50% 49.90% 51.00% 53.20% 58.30%
ICD10 coding 85% NA N/A NA NA NA NA N/A N/A N/A
Data source: Data warehouse, informatics team.
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Q1 2019/20: Single Oversight Framework — Access o)
O S
Ethnicity Rates E g
v 00
Ethnicity completion rates are one of the most challenging MHSDS data indicators, so we have been closely analysing this data. As you can see during Q1 we have increased the rates preparing our data (qv) >
for the target of 95% which is expected from Q2. The Data Quality Team continue to work with teams in the CDQRG meeting to improve this data further. (@) E
— =
The team with the most noticeable improvement are: FAS (Westminster service) Portman and GIDS. The only service line with a slight decrease is Adults Complex Needs. OJ GC.)
o €
. . . . : . . ™ £
CYAF Ethnicity Compliance AFS Ethnicity Compliance Gl Services Ethnicity Compliance o
100% 100% 100% O
90% 90% \/\ 90%
—
80% 80% 80%
70%
70% 70%
60%
60% 60%
50%
50% 50%
40%
40% 40%
30%
ai Q2 as Q4 a1 30% 30%
2018/19 2019/20 Q1 Q2 Q3 Q4 Q1 Q1 Q2 Q3 Q4 Qi
Adolescent Camden CAMHS 2018/19 2019/20 2018/19 2019/20
Other CAMHS e \\/estminster Service e AdUlts Portman e City & Hackney GIC GIDS

Data source: 8/07/19 SRRS (Internal Reporting System) Reported by the Quality Team
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4
1 160
i 140
120
100 1 2
80
Q1 Q2 Q3 Q4 Q1 60
40 3
18/19 2019/20
20
B Gloucester house ®CYAF ™ AFS 0 -
Q2 Q3 Q4 Q1

Patient safety incidents are those reported externally to the National Reporting and Learning Qi m Children m Adults
System (NRLS). The risk level of most incidents is very low. 2018/19 2019/20
. . * Some cases have more than one type of concern and were counted as one for accurate
Incidents Reported by Risk Level | 2018/19 | 2018/19 | 2018/19 | 2018/19 | 2019/20

reporting.

** There is a significant change in under 18 alerts in Q1 compared to previous quarters.
Previously, when one would complete a new form, the form used to pull the data filled in the
most recent form. The staff member would change only the parts of the form that needed
20 12 35 22 28 changing. Recently we have changed the form so that this particular section of the form,
recording an alert, would not pull over anymore and a clinician would only complete this

rust wide Q1 Q2 Q3 Q4 Q1

75 81 119 82 101

-12 6 7 3 10 3 section if they needed to record a concern/ alert. There is a possibility that previously the
clinician would leave unchanged this section of the form rather than delete which would in turn
0 0 1 0 0 : - ; . . o
affect our reporting values. Finally, since this is a changed form there is also a possibility that a
otal 101 130 158 115 132 clinician would not know where to record this information. Training and support is being
offered to all who require it and this change has been communicated to staff.
Data source: Quality Portal — Incidents 08/07/2019 8
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226 ° Access to treatment 18/19 19/20 No Directorate
Q2 L4 Communications e NO. Of Complaints === Average No days to Final Response a1 33 42 40
.

pus
8
3 @
o

Q1 2019/20: Quality Responsive - Care ) ) 18/19 18/19 18/19 18/19 19/20
No. of Complaints Received & Q. a Q3 4 a 8 j<
Average No. of Days to Final Response . QO g
o Adult and Forensic e o
Total PALS enquiries 01/04/2019 to 30/06/2019 [iCY Services (A&F) c‘@ =

-’\ .

Quarter  Total 0 T ~— — Children, Young a G
20 Adult and Families — =
18/19 (CYAF) oS
a1 190 Top PALS enquiries for Q1 0 e b)
2019/20 remain unchanged at Q2 3 ad at Q E
18/19 m E
@)
@)

18/19 Appointments
Q3 175
Complaints Commentary: During quarter 1 a total 37 complaints were received, 32 from Children Young Adults and Families, 4 from Adult and
18/19 GIC, Adult Complex Needs, CYAF Forensic and 1 from Corporate Services. This is a decrease of three complaints received compared to the previous quarter. The themes of
221 and GIDS continue to be the complaints include: long waiting list to first appointment; use of a previous name in correspondence; confusion over appointments; ending of
4
Q services receiving most treatment; late cancellation of appointments; unsatisfactory clinical care and experience of clinical appointment which was distressing to the
19/20 .. patient. In addition to formal complaints that require a full investigation and response from the Chief Executive we have also received several
167 enquiries. (approximately 8-10) informal complaints. These have been resolved to the satisfaction of the patient and subsequently they have not become
Q1 formal complaints. All complaints which are upheld fully or in part have agreed action plans.
ESQ 2018/19 2019/20
Patient Satisfaction Target Q1 Q2 Q3 Q4 Q1
Q,4 from ESQ - guallty Responswe. 99% 99% 99% 99% 99%
Views and worries were taken seriously
Q6 from ESQ - Quality Effective o o o o ® o
'The information | received about the trust before | first attended was helpful' 75% 96% 94% 95% 88% 90%
Q11 from ESQ - Quality Effective o o o o ® ®
'If a friend or family member needed this sort of help, | would suggest to them to come here' 80% 98% 97% 98% 98% 98%
Q13 from ESQ - Quality Responsive o 5 ® ®
Involved in important decisions about my care 97.00% 98.00% 97 97% 95%
Q15 from ESQ - Quality Effective 0 o o o ® o
'The overall help | received here is good' 100% 99% 97% 99% 98% 100%
9

Page 26 of 164



Q1 2019/20: Media — Care

Print Media Articles

70
60
50
13
32
40
3
30
20
10
0
Ql Q2 Q3 Q4 Ql

2018/2019

M Positive or neutral articles M Negative articles

This is a higher volume of overall coverage compared to Q4, a
much higher proportion of GIDS related coverage, and a
significant decrease in sentiment: 52% positive or neutral
coverage, compared to 89% positive or neutral in Q4 and 76% in
Q3.

Data source: Communications department

Social media
6000 0.018
0.016
5000
= 0.014
o
& 2000 /: 0012 o
c 2
o e
@ 001 £
] 7]
@ 3000 g
3 0.008 8;0
@ &
g 2000 0.006 &
1)
e 0.004
1000
N 0.002
0 0

Q32017/18 Q42017/18 Q12018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q12019/20

= taviandport twitter followers = tavitraining twitter followers
e fO|lOwers of our Facebook e tavitraining tweets seen per day
= taviandport tweets seen per day e taviandport engagement rate

e tavitraining engagement rate

Traffic to our website and number of visitors were both higher this year than last year.

Our social audiences are increasing in size. The amount of tweeting we are doing is lower due to the
contested field of work and time pressures on the communications team.

About half of all website traffic goes to our course pages, half goes to the whole of the rest of the site
combined. Stories around GIDs are our most popular news items.

10
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90% — 86%

e 83% 80% 60%
80% . 76% . 60% 35% 40% 35%
7o 71% 71% 40% 25% ° 22%
70% 2 9 20%
= = [l 7 ]
60% 0% 0%
2018/19 Q4 2019/20 Q1 2018/19 Q4 2019/20 Q1
50%
’ GBM T1 GBMT1 GBM T2 GBM T2
40%
B Compliance  e==Target mmm Compliance === Target
30%
20% CGAS T1 completion rates CGAS T2 completion rates
) for Getting Help & getting more help for Getting help & Getting more help witha T1
10% with minimum 2 appointments completed and where a T2 due date has passed
0%
Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4

o

=

Q1 2019/20: Quality Effective — Outcomes ®
CYAF (@)

AFS @)

GBM T1 completion rates GBM T2 completion rates %

CORE Improvement Rates for Over 18s for Getting help & Getting more help for Getting help & Getting more help with a T1 o]

100% with minimum 2 appointments completed and where a T2 due date has passed (A
89% 100% 80% —

®)

™

B
o
Q
12
S
5
o
0
-
IS
c
Q
S
S
o
O

a 100% 80%
80% S 60% 52%
2017/18 2017/18 2017/18 2017/18 2018/19 2018/19 2018/19 2018/19 2010/20 56%
60% 35%
36% 40%
B [mprovement —esTarget 40%
20% - 20%
0% 0%
To calculate the CORE improvement rates we compare patients with a T1 (pre 2018/19 Q4 2019/20 Q1 2018/19 Q4 2019/20 Q1
assessment) and a EOT (end of treatment ). The number of cases within these
CGAST1 CGAST1 CGAST1 CGAST1

parameters are very low. The DQT is liaising with the newly appointed Clinical
Governance Lead for AFS to assess the situation and to develop a plan to monitor BN Compliance == Target BN Compliance =——Target
and improve both completion and improvement rates.

—In Q4 18/19 we had 6 CORE T1 and EOT to be able to compare improvement

rates — out of those 6 patients 5 showed improvement. The KPI parameters changed for 2019-20. We are now including ALL patients who were seen two or more times, where

—In Q1 19/20 we had 5 patients and out of those 3 had an improved score. previously we only included patients with a minimum of 6 appointments. We are now also including everyone with a due OM

Services like Portman and Adults Complex Needs find difficult to complete and (Outcome Measure) rather than only patients open for 6 months or longer. By increasing the sample we are analysing a wider

CORE EOT, due to the nature of their service. range of patients. Unfortunately the rates have dropped, but with greater visibility of our OM compliance we will be in a better
place to improve performance. Please note data presented shows quarterly compliance rather than been presented YTD. Only
London Contracts in this figures. 11

Data source: SRRS (Internal Reporting System) Reported by the Quality Team 08/07/19
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Q1 2019/20: Quality Well-Led TS o
Staff Sickness (%) Staff Appraised (%) Immediate Manager Support (%) 0 (0]
4% 4% 100% 99% 95% 95% 95% 5% 1% < m
9 9 9 2.1% " 7))
1.3% 1.3% 1.7% 1.7% 80%
2% ., 44% 80% y ®
60% 78% >
40% 73% ape
0% 20% . 75% o
a1 Q2 a3 a4 a1 0% 0% 2% — =
/ y ai Q@ a3 a4 a1 72% 0% 72% O (e
18/19 19/20 9
18/19 19/20 65% b)
mm NHS Bench Mark s Trust Performance 60% é E
2014/15 2015/16 2016/17 2017/18 2018/19 ™ E
e=@== \H Trust average @@= Trust Score O
Staff Motivation Quality Of Appraisals
*Note - 2018/19 i a new scoring B 53 5.5 55 55 57 55 < )
10 48 47 Communication between senior management and staff
62 63 4
5 391 59, 391 549 391 37 391 594 ,
60% 26% 5% 54%
6 48%
0 I I I I I I I I 0 S0% - 43% — "
40%
Year 14/15 Year 15/16 Year 16/17 Year 17/18 Year 18/19 2015/16 2016/17 2017/18 2018/19 o o
30% 36% 36% 2%
M MH Trust Average (16/17) M Trust score B MH Trust Average W Trust Score 20% 32% 32% -
10%
.. 0%
Staff FFT - Recommend as a Place to Work Mandatory Training (%) 2014/15 2015/16 2016/17 2017/18 2018/19
100% 5% 100%
80% 71% 72% 72% 71% 3% mmmmm MH Trust average e Trust Percentage
” 95% 95% 95%
60% 61% 96% 3 : : 94% 94%
40%
9 94% =S} .
22: 9% Recognition and value of staff by manager and
a1 Q2 a3 Q4 a1 90% organisation
18/19 19/20 a1 Q2 a3 Q4 a1 80% .
W Trust Percentage s NHS Average 18/19 19/20 64% 65% 61% 67%
60%

59% 9
. ) . 55% T 58% ° C
DBS Compliance Support to receive training 40% o
65%
98% 97% 98% 98% 99% ’ 60% o 20%
100% N N . , 59%
60% 57% 58% 57%
80% 57% 56% 0%
60% 55% s1% 2014/15 2015/16 2016/17 2017/18 2018/19
3
40%
20‘7: 0% . mmmmm MH Trust average e Trust Score
45%
Q1 Q2 Q3 Q4

0%
Q1 2015/16 2016/17 2017/18 2018/19
18/19 19/20 B MH Trust average W Trust Score *Data source: Human Resource Department 08/07/19
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Q1 2019/20: Directorate of Education and Training (DET) — Access

Y1 Students Enrolled

(Excl. Associate Centres)

700 —
600 -

500 -

A00 -
300 -
o =
] =
100 -
07 T T T T T T

2012/13  2013/14  2014/15  2015/16  2016/17  2017/18  2018/19
W Enrolled

Data source: DET There are five students on PRV status (Provisional) i.e. not yet fully
enrolled. The Trust has also seen a slight decrease in 2018/19 academic year (October
2018 to August 2019) in the number of students enrolled on its courses owing to some
students withdrawing since the start of enrolment.

Recruitment Activity for 2019/20
as at 30/06/2019

Awaiting Processing
Awaiting Interview/outcome of interview 152
Rejected/Withdrawn 130

Offers made

0 50 100 150 200 250 300 350 400

H Total Accepted M Holding Offer Deferred M Declined

A slight increase (0.1%) as at snapshot date, compared to the total number of
applications submitted for Academic Year 2018/19 was 701, which resulted in a final Y1
intake of 538. M6, M4 and M80 are now closed to application but other courses

remain open and it is expected that the number of applications submitted will continue
to increase prior to recruitment closing. The number of offers accepted, as at this point
in the last academic year, was 235 and there have already been 272 accepted offers for
2019/20. Note: The 'Offers made' block is accumulative; made up of the sub-set of
offers accepted, holding, deferred and declined. The total is 349. 13
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Q1 2019/20: Directorate of Education and Training (DET) — Access

Identified Income to Date

Year 13-14 FY Actual | 14-15 FY Actual |15/16 FY Actual | 16/17 FY Actual 17/18 FY Actual 18/19 FY Actual
£ CPD Portfolio 45 58 70 94 93 100
E Bespoke work 14 18 10 38 45 33
2
[} . e
g Visitors !’rogramme / 23 14
o international
|9)
HEE additional in year
. 6
funding
Students Attendee/Student Nos 2079 2738 2063 2279 2300 2193
Income 501,917 556,261 493,090 £692,710 £854,710 £1,271,641
g h
s fncome growth on 35% 16% 11% 40% 23% 49%
2 previous year
Contribution 160,769 158,104 123,616 £197,122 £527,123 £645,292

17-18 contribution based on
income-direct costs (16-17

included indirect costs
therefore reduced
contribution
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Activity and student numbers will
continue to increase as new courses
are scheduled and recruitment
continues for all courses for AY 2019-
20
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Q1 2019/20: Directorate of Education and Training (DET) - Outcomes

The last academic
year the response
rate to the Trust’s
student survey to
59% increased. This
gives a greater
measure of
confidence that the
results are truly
indicative of the
student experience.
The inclusion of
further branching
questions gives
further granularity
and credibility to the
data. This provides
us with a better
opportunity to
respondin a
dedicated and
effective way. DET
is working on the
question set for this
year’s survey
particularly looking
at broadening the
student support
questions to
incorporate student
mental health.

Directorate of Education and Training (DET)

The next annual Student Survey (2019) commenced on 24th April 2019.

Student Experience and Outcomes

Satisfaction: (Change Personal Development /Prepared: Change Effectiveness Change
"Overall, | am satisfied with the quality from "l feel better prepared for my future from. "1 have been able to apply my learning on from.
of the course" PIEVICES career" DS the course to my job" PICyCs
ear lyear lvear
Benchmark [Favistock Benchmark [Favistock Benchmark [Favistock
2014 87.0% 93.0% 2014 77.9%) 86.2% 2014 77.0% 81.3%
2015 83.0% 94.0% 2015 81.0% 91.0% 2015 78.0% 87.0%
016 86.0% 90.0%V 2016 82.0% 89.0%V 2016 80.0% 96.0%
017 84.0% 81.0%4\W 017 78.0%) 86.0%4\V 017 81.0% 87.0%\V
2018 83.0% 83.0% 2018 78.0%] 84.0%\ 2018 80.0% 86.0%\W
Notes for 2018:

Benchmark data from National Student
Survey (2018)

Overall on a par with Benchmark
statistics for England. Small
improvement on last year

University Partner ratings:-
University of Essex 87%
University of East London 85%

Student experience
This has improved since the
implementation of a new student record
system in 2017 and improved access for
students to their student record via their
MyTAP portal. The adjustments to the
course administration team have been
successful and resulted in a positive
impact on student experience.

Benchmark data from Higher Education
Academy Postgraduate Taught Experience
Survey (2018)

Better than the national benchmark but a
decline from last year

University Partner ratings:-
There is no comparison data split by
University, other than the overall satisfaction|
rating.
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Benchmark Question
From NSS 2018 results: "My course has
provided me with opportunities to apply
what | have learnt"

Overall higher score than Benchmark
statistics for England but lower than the
previous year's score for the Trust

University Partner ratings:-
There is no comparison data split by
University, other than the overall satisfaction
rating.

On the whole there
is not much shift in
the measures from
the student survey.
In the identified KPls
the decreasing
trend for overall
satisfaction has
reversed with a
slight increase in the
last year.

DET continues to
focus on areas
showing most
dissatisfaction and
specific actions have
been drawn up by
faculty and key
supporting
committees.

There was a marked
increase in
satisfaction around
Equalities and
Student Support
which are areas
where DET and the
Trust have been
focusing efforts
recently.
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Quarterly Quality Report Commentary Q1 2019/20

Introduction

As requested by the Board of Directors the following paper provides a additional commentary and narrative from the Q1 Quarterly Quality Report. This report specifically covers those
commentaries form Service Leads on Waiting Times and DNAs which covers the reporting period and plans for the following quarter.
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Quality Priorities and CQUINs are also covered, this year we are also providing a quarterly update for all CQUINS including commentary that is not due for the CCG.
Please note the data in this report is mainly for Trust wide, with the exception of CQUINS that apply to London Contracting or NHSE contracts only.

Commentary Board Report

This part of the report contains some commentary one WT DNAs and updates on QP and CQUINS

The following metrics are summarised below:

1. Waiting times page 17
2. Did Not Attend (DNAs) page 20
3. Quality Priorities page 23
4. CQUINS page 29

16
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1.1 Waiting Times —Commentary and planned actions - AFS

Service line

Waiting Times feedback and action plan from Service Leads — AFS Services

Commentary Q1

Objective / plan for next Quarter

Lead

Adult Complex
Needs

Adult Complex continues to experience lack of clinical capacity. This is due to rotated ST4s (2) not having yet
been replaced. Some long term sick leave, and maternity leaves have also had an impact.

We hope to have new ST4s by Autumn term. We are also
in the throes of advertising new clinical sessions and we
anticipate that this will have a positive impact in reducing
the waiting times, although it may take time for new staff
to get their bearings.

Samia Anfu, Adult
Department
Manager

Portman:

The waiting time data for Quarter 1 of 2019-20 shows that there has been an improvement in waiting times
overall, as compared to the previous 2 quarters. We have adequate staff within the department to provide
the first assessment consultation within the accepted timeline, and the work of the intake team, which
allocates assessments to clinicians has meant that there has been close monitoring of any issues that arise
between the point of acceptance of referral to allocation to the assessing clinician.

We will continue to ensure that the current system
continues to function in a way that enables our current
level of adherence to the required timeline to continue.

Dr Andrew
Williams,
Consultant

City and
Hackney PCPS

PCPCS are pleased with our waiting times figures in Q4 and Q1. A majority of patients were seen within 8
weeks, and none waited longer than 18 weeks, meaning patients and referrers received support from the
service in good time. Referral numbers increased from Q3 to Q4, and from Q4 to Q1, and staffing was
reduced, so it is especially satisfying to see that the service was able to adapt to these changes adequately,
without disruption to patients. Seeing patients within an appropriate timescale, particularly within a primary
care setting, can reduce risk, mean less mental pressure on staff, and encourage GPs that they can expect
their patients to be seen by the service quickly.

Continue the expedient processing of referrals, intake,
and initial appointment booking. With new staff now in
place, PCPCS hope to produce similar outcomes again.

Chris Newlove

Horton, Service

Administration
Manager

TAP

TAP is in a new contract phase with the service sitting under a C&I contract for 19-20. The new contract does
not disaggregate TAP data from the overall PCMH- Network so our data is effectively subsumed into a much
larger patient group i.e. the TAP data is a relatively small cohort. The overall CCG contract has an aim of 3
weeks for patients to be seen for a 1st appointment and this remains unrealistic for most of our patients. This
new expectation has focussed our minds on capturing the best possible data hence we are now seeking ways
in which we can maximise our KPIs . One example is to make sure all clinicians record substantial phone
conversations as a recorded intervention. We have just presented a plan to PCMH partners for a new Ql
project around waiting times reduction (e.g. texts rather than letters).

Having successfully completed a DNA QI project in June
our governance and quality group are meeting again in
July to instigate a waiting times QI project with the aim of
improving our data for 1st contact within 3 weeks from
referral. We have a number of clinical, operational &
technical innovations to put into action.

Tim Kent with help
from Danae, Ellie,
Gabriella and
Sonia Cunha.
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1.2  Waiting Times —Commentary and planned actions - CYAF © ©
S s
®) o
Waiting Times feedback and action plan fi Service Leads — CYAF Services % m

o - ® >
Service line Commentary Q1 Objective / plan for next Quarter Lead D c
]
Reduce psychotherapy assessment from 4 to — "E
Waiting times within AYAS remain a high priority and a concern: We continue to feel the effects of a combination of increases in 3 sessions where possible. -Self referring Dr Sheva O Ieb)
Adol i referrals to the service and a reduction in staff sessions, there will be no increase in staff sessions until the end of Q2. (Staff patients to be offered a psychiatric Habel . E

;;&fsen recruited to fill vacancies will start in mid-September). However there has been some improvement since Q4 due to the action assessment on acceptance. -Referrals AYAS Service @]
plan of reducing the length of psychotherapy assessments which continues to be implemented and reviewed. It has not been reviewed and psychiatric assessments Manager (49) E
possible for 100% of assessments over this period to be three sessions, additional action has been required. offered to patients with specific (@)
vulnerabilities or social isolation. Q
. . . X . . L . . . As part of the 4WW programme we have
0,
Camden Regarding compliance with the First Appointment within 8 weeks of referral the service is performing well with 96% of patients invited the Intensive Support Team from

CAMHS receiving a first appointment during this time. The target is 90%. To achieve the desired 2 appointments within 4 weeks we are
aiming to have the first appointment within 2 weeks. We are currently achieving this with 48% of our referrals.

Andy Wiener,

NHSEI to review our service and systems to Service Lead

help us shorten out wait times further

Liaise with localities to try to improve

The waiting times across the teams have improved over Q1. There have been some breaches as a result of complexity of information provided at the point of referral.
. . . . X . L . . . . R Rachel James,
Other CAMHS referral, and needing to gain additional information prior to being in a position to offer an appointment, along with staff Review and improve CYAF referral form to Service Lead
turnover in some teams reducing team capacity to offer appointments. support this process.

Recruitment for vacant posts is underway to
increase team capacity as appropriate.

Waiting times at FAS service are a complex picture and the variables are not all within our control: - Referrals of families can be ~ We are in constant on-going discussions with Sf"e N
forced to wait if the statutory social worker in the local, - the referrer might not supply all the required information to us atthe ~ the commissioners and referring teams to Bambroug
FAS R . R . . . . . . . R . Clinical
Westminster point of referral - the referred cases are often in court proceedings and have hearings timetabled/listed which can be altered devise solutions to these issues, including Services
without our input or knowledge. These can impact on starting dates for assessments and lead to delays. The number of referrals better referral gatekeeping by the service Director
can exceed our capacity and this can mean that cases have had to wait for clinicians to become available to carry out the work. leads in the children’s services.
18
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Waiting Times feedback and action plan from Service Leads — Gender Services CUU) >
Service line Commentary Q1 Objective / plan for next Quarter Lead D E
— =
The future plan for Quarter 2 is to work on O) GC.)
the actions from the Task and Finish group f
The waiting times for the Gender Clinics in the UK are at an all time high, and that includes the London clinic. We are working  around communication to external Frances o) E
Glc internally at the Trust Executive level to come up with ways to communicate with this population who are waiting. Externally, stakeholders. Further waiting list initiatives _EGZ::ZZ ™ E
we are hoping that with the arrival of procurement, there may be a national approach to tackling the waiting times for these  are being considered as we have officially (@)
Manager
patients and review ways of working across the services to support patient demand and need. reduced the number of first appointments Q
we are offering in order to bring down the
gap between appointments.
Numbers of patients who have hit the target waiting time have increased in quarter (from 10.8 to 18.3%) which may be due We will continue work on the
to the revision of DNA and cancellation policies which emphasises the prompt rebooking of non-attended appointments. DNA/cancellation policy and take measures Kathleen
GIDS to ensure it is used effectively i.e. audits, Hughes,
increased communication to the team. service
Manager
19
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2.1 DNA-Commentary and planned actions - AFS

DNAs feedback and action plan from Service Leads — AFS Services

Service line Commentary Q1 2019-20 Objective / plan for next Quarter Lead
Whilst not happy about the DNA rate, we continue to work to try and get hcps to tighten up This mav require a clinical culture change. and is somethin
Adult Complex their response when patients appear to drop out of treatment (i.e. persistent absence); for HCPs to be ytha[: new head of service will fa ’ le with J Samia Anfu, Adult
Needs quicker in this regard to discharge patients, rather than awaiting response from their supervisors —i.e. grapp ’ Department
stricter adherence to Trust policy of maximum 3 consecutive DNAs. manager
The DNA rate has increased this quarter from 8.8% in Q3 to 10.8% in Q4. However, the fluctuations in DNA As al ivel d h h
rates over the year may not be significant, and the average DNA rate for last year was 8.05% which is s w.ays we actl\./e.y pr.om.ote atvten' ancet roug Jessica Yakeley,
. . . e . R . understanding of the difficulties in patient's attending, as well ) )
Portman consistent with the trust average. In general, many of our patients have difficulties that interferes with their . . . Associate Director
. X : : . X . X . o as phoning those who have given us permission to do so when L
ability to engage in therapy, including lack of trust in others including professionals, feeling suicidal, and they miss sessions for Portman Clinic
feeling too anxious to leave their home and fears of travelling on public transport. ’
After looking at a breakdown of the DNA in Q1, we have realised that the majority of DNAs come from
Group appointments. In Q1, PCPCS has launched an English speaking Medically Unexplained Symptom
up appo . a, . . Y glish speaxing ‘caty xplal .y P . PCPCS Clinical Operations Manager will meet with the group .
(MUS) group, alongside the Turkish speaking MUS group. Both of these groups target people with chronic . K . Chris Newlove
. . R . K R facilitators to think around what can be done to increase
i pain and many physical symptoms who have a history of not being able to engage with services. PCPCS . . . Horton,
City and Hackney . o . . . engagement and avoid DNAs in a group setting. As these new .
support GPs with difficult to engage patients, and as a result we feel the Q1 rate is reflective of that, as we . h . Service
PCPS . . T . . groups are now up and running, we hope Q2’s DNA rate will L .
continue with our attempts to engage these individuals in groups therapy. Nevertheless, following these be more in line with what we expect Administration
results, we will have a discussion with the group facilitators to think around what can be done to increase pect. Manager
engagement and avoid DNAs, particularly in the early stages of a group. We are satisfied with our DNA rates
for assessments and individual treatments, which taken on their own fall below the Trust’s 10% target.
TAP carried out a Ql project in order to look into DNA rates. We looked into the reliability of the data
(An understanding amongst clinicians of what constitutes a DNA, An understanding amongst clinicians
about trust policy re: cancellations/ DNAs, Having a process that ensures that all appointments are D Kokorik
TAP routinely outcome, Having a system that reliably reports on unattended appts). Some changes have Continue to monitor DNA rates and data validity and an‘:\isi:ta‘;r; oy
been made as a result both on Emis automated outcomes and from the clinicians and admin team. reliability. Psychologist
These changes took effect in June which means that the improvement in DNA rates in this quarter is 4 9
because of the changes.
20
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2.2

DNA-Commentary and planned actions - CYAF

DNAs Feedback and action plan from Service Leads — CYAF Services

St:ir:;ce Commentary Q1 2019-20 Objective / plan for next Quarter Lead
The DNA rate has increased since Q4 from a very low rate of 6.8 to 10%. The number of DNA’s increased
slightly in the first 2 months and were much higher in June. The most likely explanation to this was the We are working with Admin to ensure that the text message
discontinuation in mid-June of the text messaging service we had used to good effect to address DNA service we use in AYAS meets the needs of the service and a
rates in AYAS and a lack of clarity prior to this whether the new system could meet the needs of the change has been made to facilitate this. Clinicians will continue Sheva Habel,
Adolescent service. This resulted in clinician’s being unsure as how best to communicate with patients and relyingon 4 \work hard to engage individual patients who do not contact Consultant
IAYAS the automated text messaging system and emails. It is also possible a proportion of the increase in DNA’S 1o carvice when they are unable to attend and review data to Psychiatrist in
could be understood by patients replying to the automated text or new text system to cancel see if there is any improvements in upcoming months. AYA, CAMHS
appointments but this not being linked up to IT within the trust and so being lost in the system. It may
also be due to the pressures on the age group of young people that we see facing public examinations
over the summer months.
DNA rates in Camden are consistently low reflecting the teams continued efforts to engage patients. The Fiona Hartnett
Camden system for automated text reminders was implemented on Q1 which we hope will continue to support To monitor the automated text reminder stem CYAF Service
CAMHS high rates of attendance Manager
Other The DNA rate has remained low in quarter 1, which reflects the hard work across the teams in ensuring Ongoing monitoring of automated text reminder system to Rachel James,
CAMHS the rate remains low. ensure that DNA rates remain low Service Lead
The patlent§ asisessed by the Family Asses§ment Service are typically referr.ed by the Children Services and Over the last quarter, we have systematised our efforts to
the vast majority of the work undertaken is instructed by the Court. There is an expected number of cases . .
FAS where the main factor accounting for the lack of engagement by the families relates to complex nature of reduce the number of DNA by sending appointment letters to Alexandra

Westminster

their difficulties (complex mental health issues, trauma, substance misuse, domestic violence), the chronic
nature of their involvement with Children Services and our service’s significant impact on the decision
making on placement for the children.

the patients, emailing Lead Solicitors and the Local Authorities’
teams whilst continuing to work flexibly across different sites to
maximise the engagement of patients.

Marinou, Family
Health Worker
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2.3

DNA-Commentary and planned actions — Gender Services

DNAs Feedback and action plan from Service Leads — Gender Services

s‘:;:;ce Commentary Q1 2019-20 Objective / plan for next Quarter Lead
The GIC has experienced a consistent 13% DNA rate for the last 2 years. This has now dropped to 11% The clinic is still on track to go live with the new appointments  Frances Endres,
GIC which may be a result of collecting consent to SMS and the SMS reminders being sent out reaching the system in 2019-20 and it is anticipated that this will further GIC Service
patients who started to share and consent to these new procedures one year ago. reduce DNAs for the clinic. Manager
We are pleased that DNAs have dropped slightly, which we hope is due in part to a revised DNA policy
and should continue. We are also pleased that cancellations by Trust have dropped, which is usually a We will continue to target an acknowledged higher Kathleen
GIDS reflection of sickness rates. rate of DNAs in first appointments in the service. Hughes, GIDS
We notice cancellations by clients have increased slightly, and this might be due to patients receiving Service Manager
clearer DNA and cancellation guidance.
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3. Quality Priorities

3.1 Quality Priority 1

Quality Priority

Named Lead

Key Workstreams

Establish a “train the trainers” risk assessment
and management toolkit and deliver the
training to identified clinicians across the
Trust.

1. Improve identification and management of high-risk patients

Caroline McKenna

. Supportin
Quarter 1 Narrative Updates pI;,ocs & RAG Rating

A clinical risk assessment and risk management presentation covering core skills will be available for all clinicians via
the Electronic Staff Record by end of July 2019. An additional presentation with more detailed information will also
be available for those who wish to enhance their knowledge.

Clinical Risk Assessment workshops will continue to run quarterly. This is face to face teaching and learning from
clinical cases.

In addition risk assessment/risk management is usually incorporated into the presentation and discussion at the
quarterly learning lessons event (next one scheduled for 17 September 2019).

Ensure all CYAF crisis plans have been
regularly reviewed and updated. The
frequency will need to be decided on a case by
case basis but minimally once every 3 months.

This area of clinical practice will need to be audited. This can be undertaken during Q2.

Continue to audit recording of clinical risk
assessments and actions taken

Audit of clinical risk has recently been completed and findings will be presented internally at Clinical Governance
meetings and reported in September 2019 to the CQRG.
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