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TO BE PRESENTED BY 
 

Mike Hunter, Executive Medical Director 

ACTION REQUIRED 
 

Members are asked to: 

• receive the report; 

• consider any gaps and discuss additional requirements. 
 

OUTCOME 
 

To enable the Trust to triangulate and assess its quality related 
intelligence and to identify any concerns relating to this. 

TIMETABLE FOR 
DECISION 

 

Discussed at March’s Quality Assurance Committee and reported to the 
Board of Directors in April. 

LINKS TO OTHER KEY 
REPORTS / DECISIONS 

 
 

Links to annual Quality Report, Incident Management Reports, Mortality 
Reports, EMSA reports, safeguarding reports, CQC compliance updates 
and monthly Performance Reports. 
Also links to Board Assurance Framework, Corporate Risk Register and 
Care Network Risk Registers. 
 

STRATEGIC AIM 
STRATEGIC OBJECTIVE 

 
BAF RISK NUMBER & 

DESCRIPTION 

Strategic Aim: Quality & Safety 
Strategic Objective: A102 We will deliver safe care at all times. 
BAF Risk Number: A102ii  
Risk Description: Inability to improve the safety of patient care. 

LINKS TO NHS 
CONSTITUTION /OTHER 

RELEVANT FRAMEWORKS, 
RISK, OUTCOMES ETC 

NHS Improvement’s Single Oversight Framework 
CQC Fundamental Standards 
NHS England’s Serious Incident Reporting Framework 

IMPLICATIONS FOR 
SERVICE DELIVERY 

& FINANCIAL IMPACT 
 

Inadequate quality and safety standards could result in an increase in 
harm to service users and staff and loss of staff morale which could 
increase staff absence and ultimately having a financial impact on the 
Trust. There may also be further contractual implications from 
commissioners or regulatory bodies. 
 

CONSIDERATION OF 
LEGAL ISSUES 

 

Inadequate service user safety standards could result in litigation, 
contractual penalties, non-compliance with regulatory body standards 
and could ultimately affect the Trust’s ability to maintain Foundation 
Trust status. 
 

Author of Report Tania Baxter 

Designation Head of Clinical Governance  

Date of Report 1 April 2020 

https://improvement.nhs.uk/documents/400/Single_Oversight_Framework___update_Nov_2017_v2.pdf
http://www.cqc.org.uk/sites/default/files/20150324_guidance_providers_meeting_regulations_01.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/04/serious-incidnt-framwrk-upd.pdf
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Summary Report    
 

1. Purpose 

  

 
For 

approval 
For 

assurance 
For collective 

decision 
To seek 

input 
To report 
progress 

For 
information 

Other 
(Please state) 

 x   x x   

 

 
To enable the Trust to triangulate and assess its quality related intelligence and to identify any 
concerns relating to this, understand the impact of any concerns and receive assurance on the 
actions being taken to address/mitigate any associated risks.  

 

 
 
2. Summary 
 

The attached is the first iteration of a combined quality report, which brings together a number of 
different elements from various reporting streams.  Whilst wherever possible, the most recent 
monthly data has been used, where existing reporting requirements are not monthly, the most 
recent quarterly data has been used. 
 
The report was presented to the Quality Assurance Committee on 30 March 2020.  It was 
acknowledged that this report requires refining and this will be an iterative process going 
forwards.  It is likely that various current reporting mechanisms will be subsumed by this as the 
report develops.  The Quality Assurance Committee asked that benchmarking data was 
included, wherever possible and that the critical issues the Trust is facing were clear within the 
report.  Future iterations should include information on the Single Point of Access (SPA) 
Service, delayed Mental Health Act assessments, waiting lists/caseloads and other areas of 
concern.  The Committee provided some comments about the RAG rating included in the quality 
objectives section of the report and noted that a governance review was underway.  The 
Committee also requested a ‘root and branch’ review of Burbage and Stanage wards to analyse 
and review the issues this report highlights, together with an improvement plan for these areas. 

 
 
3. Next Steps  
 

The Quality Assurance Committee received this first iteration of this report on 30 March 2020.  
Consideration needs to be given for the Trust’s current reporting arrangements, in order to 
remove duplication from this amalgamated report. 

 
 
4. Required Actions 

 
The Board of Directors is asked to: 

• receive the report; 

• consider any gaps and discuss additional requirements. 
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5. Monitoring Arrangements 
 

The different elements within this report are monitored through a variety of routes within the 
Trust.  Patient safety (incidents) is monitored through the Service User Safety and Patient 
Safety Groups.  Safeguarding is monitored through the Safeguarding Group.  Mandatory 
training is monitored through the Education, Training Steering Group, reporting to the Workforce 
and Organisation Development Committee.  Safer Staffing is monitored through the Safer 
Staffing Group.  CQC compliance is currently monitored through CQC workstream sub-groups, 
into the Quality Assurance Committee and Board of Directors.  Quality objectives are overseen 
by the Quality Assurance Committee. 

 
 
6. Contact Details 
 

For further information, please contact:  
 
Andrea Wilson, Director of Quality  
Tel: 0114 226 4248, andrea.wilson@shsc.nhs.uk 
   
Tania Baxter, Head of Clinical Governance,  
Tel:  0114 226 3279, tania.baxter@shsc.nhs.uk 
 
 

  

mailto:andrea.wilson@shsc.nhs.uk
mailto:tania.baxter@shsc.nhs.uk
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All Incidents 
 

 
 
680 incidents were reported in February 2020.  Stanage Ward has seen a large increase in the number 
of incidents reported, increasing 55% from January (82 incidents in January increasing to 127 in 
February 2020.  These incidents are largely down to an increase in restraints (see Restraints graph 
below).  Approximately 50% of all incidents reported across the Trust are from our inpatient areas.  
 
Our current incident reporting rate is 58.32 incidents per 1,000 bed days.  Across the Yorkshire and the 
Humber region, incident reporting rates vary from the lowest (South West Yorkshire 37.08) to the highest 
(Humber 112.34) per 1,000 bed days.  SHSC is slightly higher than the national reporting rate of 57.26 
incidents per 1,000 bed days. 
 
Conclusion: Our incident reporting culture is deemed to be positive and it is comparable with 

national reporting rates.     
 
Serious Incidents 
 

 
 
Five new serious incidents were reported this month.  The details of these are below.  From the five, three 
concise investigations, one Level 2 investigation and one Review of Care is underway. 
  
There is no benchmarking information available regarding serious incidents through the Strategic 
Executive Information System (StEIS), as Trusts can only view their own data.  We will consider whether 
there are alternative ways to do this in future reports.    
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Service User Falls 
 

 
 
49 falls occurred in February 2020.  20 of these were at Birch Avenue, 9 were at Woodland View, 7 were 
on G1, 5 were on Dovedale, 3 were on Stanage and 1 occurred at ATS, North Recovery Team, Forest 
Close, Buckwood View and Endcliffe Ward.  A total of 29 service users fell in February 2020. 
 
1 fall at Woodland View was rated as ‘moderate’ impact and resulted in a service user being admitted to 
hospital for x-rays.  No apparent fracture sustained.  The individual did not have a history of falls and had 
previously been independently mobile.  A fall log and screening tool was completed. 
 
‘Patient accident’ is the highest reported incident classification of patient safety incidents reported by the 
Trust to the NRLS, accounting for 31.5% (n478) of all its incidents (the national average is 12.2% and the 
regional average is 16.2% of all incidents reported).  Of the 31.5% of incidents reported 28.3% of these 
are slip, trip and fall incidents.   
 
Conclusion: Whilst we are a high reporter of falls incidents, compared with the national picture, many 

variances occur within individual trusts regarding the services provided and the 
population served.  Falls causing serious harm are extremely low, this is deemed as 
positive.  

 
 
Self-harm 
 

 
 
30 self-harm incidents were recorded in February 2020.  17 of these occurred on Stanage Ward, 4 
occurred on Burbage Ward and the 136 suite, 3 on Burbage Ward and 1 at Wainwright Crescent, OA 
CMHT and the Decisions Unit. 
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1 ‘moderate’ self-harm incident was recorded in February (OA CMHT) which resulted in a hospital 
admission due to an overdose.  
 
Within SHSC, self-harming behaviour accounts for 11.5% (n175) of all SHSC’s reported incidents to the 
NRLS.  The regional average for this type of incident is 24.5% and the national average is 23.4%. 
 
Conclusion: The Trust appears to be a low reporter of self-harm incidents.  This could indicate a lack 

of reporting, potentially within community services.   
 
 
Missing Patients (Detained) 
 

 
 
16 patients were recorded as AWOL during February 2020.  14 of these patients were under a Section 3, 
2 were under a Section 2.  9 individual patients accounted for the 16 instances of AWOL.  1 person went 
missing twice from each of the Decisions Unit, Stanage Ward, Forest Close and Forest Lodge.  2 service 
users went missing from Maple Ward, 3 from Burbage Ward and 3 from Endcliffe Ward. 
 
6 patients went AWOL during escorted leave, 10 failed to return at their allotted time.  
 
 
Missing Patients (Informal) 
 

 
 
3 informal patients were reported missing in February 2020, 2 from the Decisions Unit, 1 from the 
Community Intensive Support Service (LD). 
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Medication Incidents 
 

 
 
59 medication incidents were reported in February 2020, with no moderate or above incidents recorded.  
Stanage Ward reported the highest number of incidents (11), Maple Ward reported 7, G1 and the 
Pharmacy Department had 5 and 4 were reported from the Decisions Unit, CERT, Endcliffe and Burbage 
Wards.  The highest type of medication error was controlled drug stock discrepancy (16) with 6 
missed/omitted dose and 4 duplicated dose incidents recorded. 
 
As there were only 2 temperature error incidents in February, the additional graph excluding these figures 
has not been provided.  
 
6.9% of all patient safety incidents reported by the Trust to the NRLS are medication incidents, compared 
to 7.5% nationally.   
 
Conclusion: The Trust is comparable nationally with the number of incidents reported and the 

majority of incidents are lower level. 
 
 
Restraints 
 

 
 
February 2020 has seen a sharp increase in the number of patient restraints (134 incidents recorded).  58 
restraints were reported by Stanage Ward, with 22 involving one service user  and 13 involving another.  
Endcliffe Ward reported 19 restraints, which is in keeping with usual patterns.  Burbage Ward also had an 
increase in restraints with 17 reported (5 attributable to one service user). 
 
Conclusion: February 2020 shows a breach of the upper control limit, this was caused by two 

individuals being restrained numerous times, both of whom were receiving care on 
Stanage Ward.   
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Seclusions 
 

 
 
29 seclusions were reported in February 2020, 12 of these were Stanage Ward, 5 Burbage Ward, 4 on G1 
and Endcliffe Ward with Maple Ward (including the 136 suite) reporting 3 and Forest Lodge 1.  16 
individuals were secluded during the month, the highest secluded 4 times (G1 Ward). 
 
Conclusion: Seclusions show a statistical shift upwards, with a number of data points above the 

mean.  Further consideration will be given to this in the next report to ascertain whether 
this shows a real increase, or whether it is based on control limits being set on historical 
data, before data accuracy/reporting was improved. 

 
 
 
Assaults on Service Users 
 

 
 
29 assaults on service users were reported during February 2020.  8 of these were on Stanage Ward, 7 
on Burbage Ward, 4 at Woodland View, 3 at Maple Ward and 2 reported at ATS and Forest Lodge.  1 
incident was reported at Birch Avenue, Endcliffe Ward and G1.  1 moderate incident occurred this month 
on Stanage Ward whereby a service user was verbally aggressive, body cameras being used had no 
effect and resulted in the service user being restrained and secluded.  
 
Disruptive, aggressive behaviour is the second highest reported incident classification reported by the 
Trust to the NRLS, accounting for 30.2% (n459) of all the Trust’s incidents (the national average is 11.6% 
and the regional average is 15%).  This higher than average number may be due to SHSC encouraging all 
incidents of this type of behaviour to be reported, irrespective of the level of harm (emotional or 
psychological) caused.  20.2% of these incidents are physical aggression incidents, with 5% verbal 
aggression.   
 
 
Conclusion: The Trust is a high reporter of service user assaults, compared to the national picture, 

although the majority of these are low level incidents.   
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Assaults on Staff 
 

 
 
77 assaults on staff occurred during February 2020.  24 of these took place on Stanage Ward, 11 at 
Woodland View, 10 at ATS, 9 at Birch Avenue, 6 on Dovedale Ward, Forest Lodge 5, 4 on G1 and 
Burbage Ward and 2 on Endcliffe and Maple Wards. 1 moderate incident was reported on Stanage 
Ward.  This incident involved the same individual as highlighted under the service user assaults data and 
led to the individual being restrained and secluded. 
 
Conclusion: There is no available benchmarking for staff assaults.  Staff are encouraged and 

supported to report incidents to the police when these are not deemed to be due to the 
perpetrator’s mental illness. 

 
 
Non-Physical Assaults/Abuse on Staff 
 

  
 
169 incidents were reported in February 2020.  The highest reporters being Stanage Ward (39), Endcliffe 
Ward (32), Dovedale Ward (23), Burbage Ward (19) and ATS (14). 1 incident was reported as a 
moderate incident and involved the same individual highlighted in the assault data.  The staff member 
was supported to report the incident to the police and has been supported to work on another ward.  A 
zero tolerance letter regarding racial abuse has been issued to the patient.  
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Deaths 
 
42 deaths were reported this month.  All deaths are subject to review at the Mortality Review Group. 
  

Outcome 2017-18 2018-19 2019-20 

Coroners Inquest not yet 
taken place 

31 59 123 

Closed - - 2 

Conclusion - Accidental 4 4 - 

Conclusion - 
Alcohol/Drug Related 

20 11 3 

Conclusion - Industrial 
Disease 

- 
1 

- 

Conclusion - 
Misadventure 

3 2 1 

Conclusion - Narrative 11 10 - 

Conclusion - Natural 
Causes 

5 3 1 

Conclusion - Open 1 - - 

Conclusion - Road 
Traffic Collision 

1 - - 

Conclusion - Suicide 21 17 8 

Natural Causes - No 
Inquest 

218 350 315 

Ongoing* 1 1 - 

Grand Total 316 458 453 

 
 
Infection Control Incidents 

23 infection control related incidents were reported during quarter 3 (September – December 2019. 

 

 

 

 

 

 

 

 

 



 
Board of Directors’ (Open)  page 11 of 17 
8 April 2020 

 
 

   
 
 

 
 

     
      
       
 
 
 
 
      

      
      
 

     
      
      
      
      
      
       

 
 
 
 
 
 
 
Conclusion: The Quality Assurance Committee requested that future iterations of this section 

contains information on Covid-19 and the number of confirmed cases the Trust has.  
 
Sexual Safety Incidents 
 

 
 
There were 37 incidents related to sexual safety reported within the Trust in Q3 (September – 
December 2019).  33 of these occurred on the acute adult wards and PICU: Stanage, Burbage, Maple, 
Endcliffe. No incidents of sexual safety were reported to have occurred on Dovedale for this period. 
 
Based on the National Sexual Safety Collaborative Operational Definitions: 

Top 8 Infections 
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▪ 11 incidents were defined as Sexual Assault (when a person is coerced or physically forced to 

engage in sexual activity against their will); 
 
▪ 18 incidents were defined as Sexual Harassment (characterised by inappropriate sexual remarks 

or gestures or physical advances which are unwanted and make a person feel uncomfortable, 
intimidated or degrade their dignity). 

 
▪ 4 incidents are defined as Other Sexual Incident (where an individual may have witnessed or 

experienced something of a sexual nature that does not fit with the above categories). 
 
 
EMSA Compliance  
 
There have been no EMSA Reportable Breaches following September 2019, Delivering Same-sex 
Accommodation Guidance. 
 
Prior to September, the majority of our EMSA breaches related to patients having to walk through an 
area occupied by patients of the opposite sex to reach toilets or bathrooms.  The recent guidance now 
excludes corridors. 
 
For awareness – a female service user was admitted to a single room in the male area on Dovedale 
Ward in Q3.  This required her having to walk through an area occupied by patients of the opposite sex 
to reach toilets or bathrooms.  The patient was moved to the female area of the ward after one night, 
and she was on constant 1:1 observations during until her move occurred.  This was reported internally 
as an incident, but is not considered a breach using the September 2019 EMSA guidelines. 
      

 
Upon their admission, every service user is informed that the wards are mixed sex and asked if 
they have any concerns around this.  Clinicians can also indicate if they have any concerns, based on 
service user knowledge.  A sample audit of 50% of the ward population is gathered.  The results are below 
for Q3 (1 September to 31 December 2019). 
 

 
 
 
Burbage: The accommodation concerns were not EMSA related 
Maple: These concerns were addressed through enhanced observations 
Endcliffe: For one concern 1:1 support was provided from first presentation on the ward, some 

concerns were not EMSA related 
Dovedale: One service user was given a wrist alarm and placed on intermittent checks, one service 

user was provided with female support when in bedroom area. 
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Safeguarding Training Compliance 
 
The latest training data below shows compliance as at 15 March 2020. 
 

Training Course Level Frequency Compliance 

Safeguarding Children 
2 3 Years 78.01% 

3 3 Years 80.94% 

Safeguarding Adults 2 3 Years 78.80% 

Domestic Abuse 2 3 Years 78.83% 

Prevent WRAP 

 
3 Years 84.67% 

 
PREVENT compliance is now above the national level. 
 
Training compliance is being closely monitored as part of the Section 29A Warning Notice. 
 
 
Safer Staffing 
 
The Trust has previously reported Safer Staffing, in accordance with the national requirements, on a 
monthly basis to the Board of Directors.  This is in fact a quarterly requirement, and gives an overall 
summary of percentage fill rates in line with national guidance, but does not fully support a level of 
assurance about whether the shifts were safe. 
 
Work is required across all bedded areas to determine and agree safe staffing levels, including skill mix.  
In the interim, an agreement has been reached to monitor against a safe minimum of 2 registered nurses 
and 4 health care support workers.  Data will be monitored against this baseline going forward.  
 
The Interim Chief Operating Officer has instructed that e-rostering should be the central database for 
recording of staffing levels and that it is essential that this is kept up to date with contemporaneous, 
accurate information to enable reliable reports to be produced.  Exceptions to the interim safe minimum 
will be reported.  These shifts will be analysed to understand whether the deficit caused any harm.  Our 
SafeCare system will be used to match identified patient need on these shifts (care hour per patient day, 
CHPPD), to see if the available staffing was sufficient to meet patient need.  Incidents occurring on the 
shift will also be included to triangulate all available information sources to establish if patients were kept 
safe in the absence of the required safe minimum.  It is expected that this will give a more detailed 
position to support improved Board assurance. 
 
Utilising the data extracted from SafeCare, shifts meeting the minimum requirement on our acute inpatient 
wards are as below: 
 
Reporting period - 25th to 31st March 2020 
 
Percentage of shifts meeting 2 to 4 staffing ratio: 
 
Early shift 92.9% 
Late shift  92.9% 
Night shift  69.5% 
 
SafeCare data suggests Burbage ward did not meet minimum requirements on the night shifts.  Dovedale 
ward did not meet minimum requirements across early, late and night shifts. 
 
Where staffing levels on night shifts are below minimum requirement, these are supported by the Flow 
Coordinators.  Staffing from the Decision Unit are also allocated into areas with staff shortages.  However, 
these staff movements are not amended on the SafeCare system, therefore still show as shortages on the 
ward minimum staffing levels.  A band 3 support worker is rostered to support the Flow Coordinators, with 
the intention of them being deployed where required at night.  When this individual is allocated to an 
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inpatient area, these shifts are also not allocated to that area on e-roster, hence not showing on their 
staffing allocation. 
 
During the last week of March 2020, a lot of support was provided by community staff, deployed into 
inpatient areas, particularly Dovedale Ward.  However, again this re-allocation of staff may  not have been 
recorded on the e-roster system. 
 
 
 
Quality Objective Progress 
 
The Trust’s quality objectives for 2019/20 are: 
 
 

Quality Objective 1: Improving access to services and treatment 
 
Quality Objective 2: Improving service user and carer experience, involvement and 
  engagement 
 
Quality Objective 3: Improving physical, mental and social wellbeing outcomes for 
 all service users. 

 
 

CQC ‘Good’ Rating (Objective 1,2,3) Rating:  Red 

Following the recent ‘Well-led Inspection’ of the Trust, feedback received thus far does not suggest that 
the Trust will receive a ‘good’ rating.  The Trust has received a Section 29A Warning Notice in respect of 
four significant areas of concern highlighted.     
 
 

Accreditation Schemes (Objective 1,3)  Rating:  Green 

The Early Intervention in Psychosis Service (EIS) has applied for Royal College of Psychiatrists EIPN 
CCQI accreditation, with the next submission due in May 2020.  The Home Treatment Service 
accreditation application with the Royal College of Psychiatrists Home Treatment 
 
Accreditation Standards (HTAS) has been in progress since October 2019. The outcome from this is 
expected in February 2020.  The Older Adults CMHT service has applied for accreditation through the 
Accreditation for Community Mental Health Services (ACOMHS) programme and is currently awaiting 
the outcome from the assessment.  Endcliffe Ward has already applied for accreditation through the 
Royal College of Psychiatrists Quality Network for Psychiatric Intensive Care Units (CCQI QNPICU) and 
has passed 133 out of 155 standards, with additional evidence being submitted in January 2020.  The 
adult Mental Health Recovery Teams (North and South) are working towards accreditation through the 
Accreditation for Community Mental Health Services (ACOMHS) programme. 
 
 

System Governance (Objective 1)  Rating:  Amber 

The Trust has received ‘significant assurance’ following an audit carried out in October 2019 by 360 
Assurance (internal auditors), on the overarching governance and risk management arrangements in 
place within the organisation.  In addition to this ‘significant assurance’ was received following an audit 
carried out in April 2019 by 360 Assurance which looked to establish if the Trust’s Care Network 
governance arrangements were operating effectively.  However, the Section 29A Warning Notice 
received from the CQC requires significant improvements to be made within the Trust’s governance 
systems and processes and a governance review is currently underway. 
 
 

National Access Standards (Objective 1)       Rating:  Green 

The Early Intervention in Psychosis and IAPT Services have achieved and over-achieved their access 
standards for waiting times throughout the year.  EIS has currently achieved a year-to-date position of 
74% against a target of 53% and IAPT has achieved 87% against a target of 75%. 
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Routine Referrals to the Single Point of Access (SPA) (Objective 1) Rating:  Amber 

The number of people routinely referred to the SPA service via the Emotional Wellbeing Service 
accessing treatment within 8 weeks has increased by 23% during Q3, when compared to Q4 18/19.  The 
overall proportion of people accessing treatment within 8 weeks has increased from 18.8% in Q4 18/19 
to 24.4% in Q3 19/20 (showing a 5.6% increase against the 10% target).     

 
 

Restrictive Practice – Post Seclusion Reviews (Objective 2)  Rating:  Amber 

Weekly monitoring of post-seclusion reviews takes place within clinical operations, overseen by a Nurse 
Consultant.  This objective requires every person secluded to have a post incident review completed 
from Q3 19/20 onwards.  During October – November 2019, 75% of patients secluded had had a post 
seclusion review undertaken. 
 
 

Restrictive Practice – Physical Health Monitoring (Objective 2) Rating:  Amber 

Weekly monitoring of seclusion physical health reviews takes place within clinical operations, overseen 
by a Nurse Consultant.  This objective requires every person secluded to have their physical health 
monitored in accordance with the Mental Health Act Code of Practice from Q3 19/20 onwards.  
Performance during October – November 2019 has been 88-91%. 
 
 

Rapid Tranquilisation Physical Health Monitoring (Objective 2)  Rating:  Amber 

Weekly monitoring of physical health checks following rapid tranquilisation takes place within clinical 
operations, overseen by a Nurse Consultant.  This objective requires every person who has received 
rapid tranquilisation to have their physical health monitored in accordance with NICE Guidance from Q3 
19/20 onwards.  Performance during October – November 2019 has been 68%. 
 
 

Reduction in Restrictive Practice (Objective 2) Rating:  Red 

Maple and Endcliffe wards are part of a national collaborative for reducing restrictive practice, facilitated 
by the Royal College of Psychiatrists and the National Collaborative Centre for Mental Health.  This 
collaborative has been an 18-month project, which ends in April 2020.  Although both wards have 
introduced improvement changes using Plan Do Study Act (PDSA) cycles, these have not significantly 
impacted on the number of restrictive interventions taking place.  Comparing seclusions over the 9-
month period (April-December 2018 and April-December 2019, there has been a 6% decrease in the 
number of seclusions recorded across the 2 wards.  
 
However, using the same time period for both wards for restraints, figures indicate a 19% increase in the 
number of restraints recorded.  Neither of these indicate successful attainment of the third reduction by 
the end of 2019/20. 
 
 

Incidents of Violence (Objective 2)  Rating:  Green 

Physical assaults to staff are recorded within the monthly safety dashboards reported to the Quality 
Assurance Committee and the Board of Directors.  However, this covers incidents reported across the 
entire organisation, not solely inpatient areas and also covers any assault, irrespective of whether ‘harm’ 
was caused or not.  Data for the 12 inpatient areas is being extrapolated from Ulysses and will be 
provided as a verbal update to the Committee. 
 
 

Cardio Metabolic Assessments (Objective 2) Rating:  Amber 

A physical health development plan has been in place through the year focussed on delivering 
improvement actions at team level within Early Intervention in Psychosis and Adult Recovery Teams for 
people on CPA.  Current data shows that of the 263 people currently under the care of the EIP service, 
194 (73%) have had a physical health review in the last 12 months.  Of the 1,316 people currently under 
the care of the Adult Mental Health Recovery Service 358 (27%) have had a physical health review in 
the last 12 months. 



 
Board of Directors’ (Open)  page 16 of 17 
8 April 2020 

 
 

 
 

Patient Experience Measures (Objective 3)  Rating:  Amber 

The Engagement & Experience Team has established a number of drop-in sessions at various 
community bases aimed at service users, carers/family members and staff in order to promote the 
Friends and Family Test (FFT) as well as Care Opinion, as methods of providing feedback to the Trust.  
During Q1 2019/20 586 responses were received from the FFT together with 16 Care Opinion 
responses.  During October – November 2019 189 FFT responses were received and 26 Care Opinion 
stories were received during Q3.  This shows positive progress on the increase in Care Opinion stories 
received (61%).  Further work is needed to understand the coverage of the responses and to target 
specific areas where uptake is poor.  Further information on these indicators is provided within the 
quarterly patient experience reports to the Quality Assurance Committee.  
 
 

Patient Outcome Measures (Objective 3) Rating:  Green 

The use of ReQol across the Trust is currently low, but continues to increase.  There are plans to 
increase steadily in a meaningful and useful way for clinicians and service users.  As reported in May 
2019, 87 service users had one or more ReQol completed within their episode of care.  In the latest 
quarterly update provided to the Clinical Effectiveness Group in November 2019, 302 service users had 
one or more ReQol completed within their episode of care.  94 of these have had two or more ReQoL 
measures completed (at which point the tool can begin being used as an outcome measure).   
 
 
Patient Experience – Quality of Experience Survey 
 
 
Overall Feedback by Ward, January 2019 – December 2019 
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Patient Experience – Complaints 
 

 
 

28 complaints were received during quarter 3.  The highest number of complaints received for each 
quadrant is noted as follows:  
 

o Crisis and Emergency Care:  Single Point and Crisis 

➢ SPA - six 
➢ Adult Home Treatment Team - three. 

o Scheduled and Planned Care: Primary Care 
➢ GIS – four 
➢ SPS - two. 

o Scheduled and Planned Care: Secondary Care 
➢ Mental Health Recovery (combined North and South) - nine.  

 
 
The breakdown of complaint categories are as follows: 
 

NHS Improvement Categories Trust Values 
No of 
complaints 

Access To Treatment Or Drugs Fairness 3 

Admissions And Discharges Fairness 2 

Appointments Fairness 0 

Clinical Treatment Fairness 2 

Communications Accountability 7 

Other N/A 0 

Patient Care Fairness 5 

Prescribing Fairness 0 

Privacy And Dignity Compassion 2 

Staff Numbers Fairness 0 

Trust Admin/Policies/Procedures Including 
PRM Accountability 0 

Values And Behaviours Respect 3 

Waiting Times Fairness 4 

  Total 28 

 
 


