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[bookmark: _Toc325357283]Part 1:	Statement on Quality from the Chief Executive
Introduction 
[bookmark: _Toc325357287]
I am pleased to present this annual Quality Report on behalf of Gloucestershire Health and Care NHS Foundation Trust. 

The year 2019-20 was hugely significant for our Trust, in that it marked the merger of our two predecessor Trusts – 2gether NHS Foundation Trust and Gloucestershire Care Services NHS Trust. The merger, which took place on 1 October 2019, provided some additional demands, however the overall aim of the merger and the principle that guided us throughout was improving the lives of people with physical and mental health issues and also supporting people with learning disabilities in our communities. 

With that at the forefront of our mind, the quality of services we delivered over the year and will deliver in the future has been at the heart of everything we have and continue to do.

As you will read in this report, our quality standards for 2019/20 included: 

· Improving the health and wellbeing of our staff, including increasing the uptake of the flu vaccination;
· Improving waiting times for some services;
· Work to reduce suicides among our patient population;
· Supporting our mental health service users to improve their physical health;
· Reducing hospital falls;
· Improving stroke rehabilitation through six month reviews for stroke survivors;
· Improving the safety of those in our mental health and learning disability services;
· Embedding lessons learned following serious incidents;
· Improving the experiences of people who use our services.

Some areas of work we are particularly proud of include:

· Our consistent performance above the national average for the percentage of patients on the Care Programme Approach who were followed up within 72 hours of discharge from psychiatric inpatient care;
· Our above average proportion of admissions to psychiatric inpatient care that were ‘gate kept’ by crisis teams;
· Our achievement of being the only NHS Trust to be classed as ‘better than expected’ for the third consecutive year for patient experience of community mental health services;
· Meeting our target for reducing the number of patients with pressure ulcers;
· Training staff on spotting the signs that patients are deteriorating;
· Significant improvements in personalised discharge care planning;
· Transition planning for children who move into adult services;
· Improved usage of mental capacity assessments in our hospital and community settings to ensure that individuals who lack the ability to make specific decisions are the focus of any decisions made, or actions taken, on their behalf.
Above all, what speaks volumes for the quality of our services are the results of patient and staff surveys. During the 2019 Staff Survey, 73.4% of Trust colleagues (for mental health and learning disability services) responded positively to the question “if a friend or relative needed treatment I would be happy with the standard of care provided by the Organisation.” This is far higher than the national average of 62.3%. 

At the same time 82.1% of Trust colleagues providing physical health services gave a positive response to the question – again higher than the national average for comparable services where the average response rate was 78.3%. 

Feedback from those who use our services is equally encouraging. For example, in our mental health services ‘How did we do?’ surveys, we achieved positive outcomes in three of our four target areas regarding giving help, advice and information on crisis support, taking part in activities and support with physical health needs. 

In the Friends and Family Test for mental health services, 83% of people who responded said they would recommend our service to their friends and family if they needed similar care or treatment in Quarter 4. 

For our physical health services this was even higher with 93% of respondents saying they would recommend our services. 

Quality of services is, of course, not only about the delivery of clinical care. Our buildings and facilities are of paramount importance and we are proud of the results of our PLACE assessments, with cleanliness being particularly highlighted as rating 100% for the majority of our sites. We recognise though the need to improve our overall food rating score for mental health inpatient units and will be focusing upon this element.

Of course, we and our regulators set high standards and we did not, unfortunately, meet all of the targets we either set ourselves or agreed with others. This includes not meeting targets for increasing physical health tests and treatment for mental health and learning disability service users, increasing nutrition and hydration assessments, increasing wound assessments and improving catheter management in community settings. We are also mindful of the impact that Covid-19 has had upon how our services have needed to review and cease some ‘business as usual’ activity.

One thing we are very focussed on is continuous improvement and involving our colleagues in highlighting any areas of concern when it comes to quality and safety. This is why we are so keen to promote a culture of ‘Speaking Up’ which includes the work of our Freedom to Speak Up Guardian, as well as other initiatives such as the Sign up to Safety campaign and the very important principles of the Duty of Candour. 

In the coming year we will maintain our firm focus on Quality, but we will need to establish our quality priorities on the basis of assessing therapeutic need for our local communities post Covid-19. I currently envisage that these will be developed throughout the summer months.

The content of this report has been reviewed by the people who pay for our services (our commissioners), the Health and Care Scrutiny Committees of our local authorities and Healthwatch. Their views on this report are included on page xx. 

This year, due to Covid-19, there was no requirement for an external audit of the Quality Report, or indeed the need to publish our Quality Report. However, we believed that it was important to continue with publication to demonstrate the drive and compassion our staff have to deliver high quality care to our local population, and important too to mark the end of the first year of the new Trust. I also want to take the opportunity to thank our now departed Herefordshire colleagues. The quality achievements for mental health and learning disability services in this report are due in no small part to their work and we are grateful to them for their commitment and dedication to services. 

As Chief Executive, I confirm that to the best of my knowledge the information within this document is accurate. I will work with our Board, Governors, communities and partner organisations to strive for continued quality improvements during 2020/21.
[image: cid:image005.png@01D63800.C78165F0]






Paul Roberts
Chief Executive









































Part 2.1:	Looking ahead to 2020/21
[bookmark: _Toc325357288]Quality Priorities for Improvement 2020/21 


A series of Quality Priorities were agreed in discussion with our clinicians and commissioners prior to the Covid-19 outbreak.  In the current climate, these priorities may no longer meet the needs the population of Gloucestershire which we serve. We will, therefore, be reviewing the clinical and therapeutic needs of our patients, and the configuration of our services to support these needs over the coming months. This will, in turn, inform new quality indicators which will be launched at the appropriate juncture in 2020/21.






































[bookmark: _Toc325357291]Part 2.2:	Statements relating to the Quality of NHS Services Provided
Review of Services
The purpose of this section of the report is to ensure we have considered the quality of care across all our services which we undertake through comprehensive reports on all services to the Quality Committee (a sub-committee of the Board). 

Between April 2019 and September 2019, 2gether NHS Foundation Trust provided and/or sub-contracted the following NHS mental health services:

Gloucestershire 
Our services are delivered through multidisciplinary and specialist teams.  They are:

· One stop teams providing care to adults with mental health problems and those with a learning disability;
· Intermediate Care Mental Health Services (Primary Mental Health Services and Improving Access to Psychological Therapies);
· Specialist services including Early Intervention, Mental Health Acute Response Service, Crisis Resolution and Home Treatment, Assertive Outreach, Managing Memory, Children and Young People Services; Eating Disorders, Intensive Health Outcome Team and the Learning Disability Intensive Support Service;
· Inpatient care. 


Herefordshire 
We provide a comprehensive range of integrated mental health and social care services across the county. Our services include:

· Providing care to adults with mental health problems in Primary Care Mental Health Teams, Recovery Teams and Older People’s Teams;
· Children and Adolescent Mental Health care;
· Specialist services including Early Intervention, Assertive Outreach and Crisis Resolution and Home Treatment;
· Inpatient care;   
· Community Learning Disability Services;
· Improving Access to Psychological Therapies.
On 1 October 2019, 2gether merged with Gloucestershire Care Services NHS Trust. Therefore, between October 2019 and March 2020 the new Trust – Gloucestershire Health and Care NHS Foundation Trust - also provided the following community physical health services in Gloucestershire: 

· Community services in peoples' homes, community clinics, outpatient departments, community hospitals, schools and GP practices;
· In-reach services into acute hospitals, nursing and residential homes and social care settings;
· Seven community hospitals, provide nursing, physiotherapy, reablement and adult social care in community settings;
· Health visiting, school nursing and speech and language therapy services for children; and 
· Other specialist services including sexual health, heart failure, community dentistry, diabetes, intravenous therapy (IV), tissue viability and community equipment.
Gloucestershire Health and Care NHS Foundation Trust has reviewed all the data available to them on the quality of care in all of these relevant health services. 

The income for patient care activities in 2019/20 represents 93.7 % of the total income generated by Gloucestershire Health and Care NHS Foundation Trust for 2019/20.
Participation in Clinical Audits and National Confidential Enquiries

During 2019/20 9 national clinical audits and 3 national confidential enquiries covered mental health services and physical health services that Gloucestershire Health and Care NHS Foundation Trust provides.

During that period, Gloucestershire Health and Care NHS Foundation Trust participated in 100% national clinical audits and 100% of confidential enquiries of the national clinical audits and national confidential enquiries which we were eligible to participate in. 

The national clinical audits and national confidential enquiries that Gloucestershire Health and Care NHS Foundation Trust was eligible and participated in during 2019/20 are as follows:

National Clinical Audits 

Mental Health Services

	
Clinical Audits
	Participated Yes/No
	
Reason for no participation

	
National Clinical Audit of Psychosis (NCAP) Early Intervention in Psychosis

	Yes
	N/A

	National Clinical Audit of Anxiety and Depression (NCAAD) – Spotlight audit on psychological therapies
	Yes
	N/A

	
	
	
	



Physical Health Services

	
Clinical Audits
	Participated Yes/No
	
Reason for no participation

	Sentinel Stroke National Audit Programme (SSNAP)
	Yes
	N/A

	UK Parkinson's Audit
	Yes
	N/A

	National Audit of Inpatient Falls
	Yes
	N/A

	National Audit of Care at the End of Life
	Yes
	N/A

	National Asthma and COPD Audit Programme: Pulmonary Rehabilitation Audit
	Yes
	N/A

	National Diabetes Footcare Audit
	Yes
	N/A

	National Audit of Cardiac Rehabilitation
	Yes
	N/A

	
	
	
	





National Confidential Enquiries 
 
	
National Confidential Enquiries
	Participated Yes/No
	
Reason for no participation

	National Confidential Inquiry into Suicide & Safety in Mental Health

	Yes
	N/A

	Confidential Enquiry into Maternal Deaths
	Yes
	N/A

	National Confidential Enquiry into Patient Outcomes and Death
	Yes
	N/A



Participation 

The national clinical audits and national confidential enquiries that Gloucestershire Health and Care NHS Foundation Trust participated in, and for which data collection was completed during 2019/20 are listed below alongside the number of cases submitted to each audit or enquiry as a percentage of the number of registered cases required by the terms of that audit or enquiry.

Mental Health Services

	Topic
	Trust Participation
	National Participation

	
	Teams
	Submissions
	Teams
	Submissions

	National Clinical Audit of Psychosis (NCAP) Early Intervention in Psychosis
	Early Intervention teams
	Random sample of 87 service users
	Information not available*
	
Information not available*

	National Clinical Audit of Anxiety and Depression (NCAAD) – Spotlight audit on psychological therapies
	All older people’s mental health service 

All working age psychological services in mental health teams
	Random sample of 60 service users
	Information not available*
	
Information not available*


*This information has not been provided by the Royal College of Psychiatrists






Physical Health Services

	Topic
	Trust Participation
	National Participation

	
	Teams
	Submissions
	Teams
	Submissions

	Sentinel Stroke National Audit Programme (SSNAP)
	Vale Stroke Unit
ESD Team
	Not yet available
	Information not available*
	
Information not available*

	UK Parkinson's Audit
	Adult Physiotherapy
Adult Occupational Therapy
Adult Speech and Language Therapy
Parkinson’s Disease Specialist Nursing
	59 patients
	Information not available*
	
Information not available*

	National Audit of Inpatient Falls
	Community Hospital Inpatients
	Ongoing
	Information not available*
	
Information not available*

	National Audit of Care at the End of Life
	Community Hospital Inpatients
	23 patients
	Information not available*
	
Information not available*

	National Asthma and COPD Audit Programme: Pulmonary Rehabilitation Audit
	Pulmonary Respiratory Team
	Not yet available
	Information not available*
	
Information not available*

	National Diabetes Footcare Audit
	Podiatry Service
	Not yet available
	Information not available*
	
Information not available*

	National Audit of Cardiac Rehabilitation
	Cardiac Rehabilitation Team
	Not yet available
	Information not available*
	
Information not available*



The report of this national clinical audit is not yet available and Gloucestershire Health and Care NHS Foundation Trust intends to take action to continue to improve the quality of healthcare provided based upon the information provided.





Participation in National Confidential Enquiries  

	
Confidential Enquiries
	
% cases submitted

	
	Trust
	National Average

	National Confidential Inquiry into Suicide & Safety in Mental Health

	97%
	

	Confidential Enquiry into Maternal Deaths
	Information not available
	Information not available

	National Confidential Enquiry into Patient Outcomes and Death
	Information not available
	Information not available




Local Clinical Audit Activity

	
Clinical Audits
	2gether NHS Foundation Trust 2018/19 audit programme
	Gloucestershire Care Services NHS Trust 2018/19 audit programme
	2019/20 combined audit programme

	Total number of audits on the audit programme  
	160
	132
	325

	Audits completed (at year end)
	94
	84
	198

	Audits that are progressing and will carry forward 
	21
	16
	66

	Audits taken off the programme for specific reasons
	45
	32
	61



The impact of Coronavirus has had a significant impact on clinical audit activity this year in regard to the collection and return of data from clinical teams. Additionally the merger of both 2gether NHS Foundation Trust and Gloucestershire Care Services created a very large clinical audit plan which added to the challenge of completing all clinical audits within year. With this in mind, the number of audits removed from the plan reflects the fact that audits were considered and, where they were duplicated across mental health and physical health services, they have been combined. This process will continue into the next financial year 2020/21 although it should be noted that 60% of audits have been completed despite the challenges faced.

A number of local clinical audits were reviewed by the provider in 2019/20 and Gloucestershire Health and Care NHS Foundation Trust intends to take the following actions to improve the quality of healthcare provided:

· With regard to the ongoing review of key clinical policies, Assessment and Care Management CPA, the Trust has continued to implement and embed these principles into policies and practice.  Following the merger of the two organisations it was apparent, whilst carrying out the process of amalgamating historical Trust audits, that there is a need to review clinical record keeping within physical health services to ensure that it replicates the expectations and standards set within mental health services policies. This review has already begun within the current financial year and will continue into 2020/21 in order to expand the policy across the Trust.

· The Trust continues to consider the recording of outcome measures and including HoNOS to ensure that service user outcomes are improving through their journey within services. With this in mind, and in keeping with national guidance, policies will be adjusted to reflect recording requirements. The Assessment and Care Management policy will be adjusted to reinforce the collection of outcome measures at two points within the service user’s journey and reflect the fact that clinical record keeping systems will be adjusted to include prompts and hyperlinks to assist clinicians to complete outcome measures.

Specific examples of change in practice that have resulted from clinical audits are:

• Learning Disability Clinic Letter re-audit - Good communication is recognised as an important part of patient care. A standardised clinic letter template is used across Learning Disability Services and Consultants have agreed a standardised approach in their PDP group. This aims to provide a consistent standard of information communicated with third parties such as GP’s. Q1 compliance was recorded at 84% as a result of which the following actions were implemented:

1) Continue to distribute letter templates to all new Consultants and rotating trainees
2) The results of the audit would be fed back to medical staff at the next PDP meeting. 
3) The audit tool would be amended to include SpR’s letter prior to the next audit.

Following implementation of these actions, compliance increased to 90% by the end of Q3 2019/20. This was a robust result but it was acknowledged that compliance should be at 100% therefore there would be a continuation of the actions to further reinforce the need to fully populate and share LD clinic letters

· Treatment of Alzheimer’s disease - This audit was conducted as part of the Trust rolling programme of Quality Assurance 2019-2020 in order to assess how the organisation is performing against the NICE guidance TA217 – Donepezil, Galantamine, Rivastigmine and Memantine for the treatment of Alzheimer’s disease. Compliance against this audit was 86% in the preceding audit which required the following actions to be completed:

1) Ensure that all staff are aware that where it is not possible to carry out all aspects of an assessment due to a service users presentation and as such it should be recorded within the clinical record as to why this is the case.
2) The use of a specific tool does not always fit with the assessment process and due to staff familiarity with the assessment process it is not always recorded that this has been used. Staff were asked to record in all cases where the assessment tool had been used to support clinical findings
3) Staff were asked to record within the clinical record why a particular drug was prescribed.

Following implementation of these actions, compliance increased to 95% by the end of Q1 2019/20. This was a robust result and the decision was taken that the audit could now be repeated at a frequency specified by the National Institute for Clinical Excellence to ensure ongoing compliance.

· Occupational Therapists Falls Audit – A pilot audit was completed in 2018 to gain a better understanding of how the Occupational Therapy service within the ICT was responding to patients who have fallen. This was carried out prior to the launch of the new OT falls response service which went live in May 2019. It was identified that current practice was not meeting all of the recommended best practice guidelines. 

It was decided to complete a full audit following the launch of the new service to see if the new service was fulfilling the best practice guidelines as laid out by the Royal College Occupational Therapy. Between the initial pilot audit and the completion of the follow up audit an increase of 39% compliance had been achieved. Actions that assisted in increasing compliance to this level included:

1) Provision of Fear of Falling training 
2) An adjustment of the audit tool so that it was more reflective of services 
3) Specific assessment tools were defined as essential to complete unless there was a clinical reason why this is not appropriate.
4) Inclusion into the clinical record a prompt to remind staff to provide information in relation to falls prevention



Participation in Clinical Research

Research Activity in Gloucestershire Health and Care NHS Foundation Trust in 2019-2020

The number of patients receiving relevant health services provided or subcontracted by Gloucestershire Health and Care NHS Foundation Trust in 2019/20 that were recruited during that period to participate in National Institute for Health Research Portfolio research approved by a research ethics committee was 933 against a target of 546. 

This participation was from across 35 different studies. This level of recruitment is significantly higher than the previous year’s total of 422 participants (from 24 studies), and reflects the increased recruitment potential of the newly merged Trust. 

In 2018/19, the Trust registered and approved 42 studies. Of these studies, 28 were based in mental health services, 3 in dementia services and 10 were in physical health (old GCS services). 1 new study was trust-wide and recruited across both mental health and physical health services. Of the total number of studies 12 were Academic/Student projects, 21 were Non-Commercial Portfolio studies, 2 were Commercially Sponsored Portfolio Study and 7 were Non-Commercial, Non-Portfolio studies. 9 of the studies were Service Evaluations.

Of the reported research activity, 514 participants were recruited via the old 2gether NHS Foundation Trust services (mental health, dementia and LD) while 419 participants were recruited from the old Gloucestershire Care Services areas, specifically Dentistry and Infectious diseases.

More detail of the recruiting studies and the services from which they were recruited is shown in Table 1.

Growing GHC Research

Our research team continues to perform well across the national key performance indicators relating to activities such as opening and setting up research projects and recruiting to time and target (RTT) for open research studies.

As seen above the newly merged organisation has provided an effective expansion of research activity across both Mental and Physical Health. The research team has been successful in bidding for additional funding from the Clinical Research Network, West of England (CRNWoE) to support a full-time, Band 5 Research Nurse to further expand the portfolio of research projects in physical health services.

The loss of Hereford services in 2020-21 may have a negative effect on recruitment for the new reporting year, but targets for 2020-21 have been set accordingly. One Clinical Research Practitioner from the Trust’s Research Team has started a secondment to Worcestershire Acute to support the follow-up of Hereford patients recruited while part of Gloucestershire Health and Care NHS FT and to support the development of their research portfolio. The secondment will last 12 months until the end of the 2020-21 financial year.

Our partnership with Cobalt Health continues to support collaboration on research with people who experience Alzheimer’s disease and dementia. This year Cobalt has continued to fund two Research Nurse posts based at the Fritchie Centre, to exclusively support the development and opening of clinical trials for dementia. Further funding has been agreed to also support the development of Principal Investigators and to secure time for clinicians to support commercially sponsored research. The expansion of the local portfolio in this way will generate income for the Trust that can be reinvested in research that supports the aims of the Trust Research Strategy and the COBALT charity vision.

Budgets for 2020/21 have been announced and Gloucestershire Health and Care NHS Foundation Trust was the only Trust within the CRNWoE to receive the highest possible uplift to our budget; the network applies a cap and collar on increases/decreases to annual budgets to prevent significant changes destabilising any single trust. Successfully recruiting to, and beyond, our target for 2019/20 led to an increase in funding from £210k to £223k in 2020/21.

The Trust merger and subsequent increase in activity meant that Gloucestershire Health and Care NHS FT became eligible for Research Capability Funding for the first time and received an additional £20k of funding from the NIHR to support the development of grant applications and wider research support.

Research Strategy

Our Research Strategy 2016 – 2020 is being rewritten to incorporate plans and actions that reflect the continuing aim to develop the new Trust as a “World Class Centre of practice-based research and development to help make life better’. A new Strategy looking at 2020 and beyond will be published 2020

The Strategy Implementation Plan will updated to recognise achievements to date and to outline plans for meeting further targets over the next 5 years.










Table 1 – Studies Recruiting in Gloucestershire Health and Care NHS Foundation Trust – 2019/20

[image: ]

Use of the Commissioning for Quality & Innovations (CQUIN) framework

A proportion of Gloucestershire Health and Care NHS Foundation Trust’s income in 2019/20 was conditional on achieving quality improvement and innovation goals agreed between Gloucestershire Health and Care NHS Foundation Trust and any person or body they entered into a contract, agreement or arrangement with for the provision of relevant health services, through the Commissioning for Quality and Innovation payment framework. Further details of the agreed goals for 2019/20 and for the following 12 month period are available electronically here.2019/20 CQUIN Goals 
Gloucestershire Mental Health Services	GloucestershireGoal Name 	Description 	Goal weighting	Expected value	Quality Domain 
	CCG 2:  Staff Flu Vaccinations.  
	Improving the uptake of flu vaccinations for front line staff
	.25
	£199000
	Safety

	CCG4: 72 hour follow up Post Discharge : Routine Submission to MHSDS

	72 hour follow up is a key part of the work to support the Suicide Prevention Agenda. The NCE into Suicide and Safety in Mental Health found that the highest number of deaths occurred on day 3 post discharge.
	.25
	£199000
	Safety

	CCG 5 :Mental Health Data Quality: MHSDS 

(a)Data Quality Maturity Index



(b) Mental Health Data Quality Interventions: 
	Accurate data is a key enabler for improvement in MH services The MHSDS DQMI score is an overall assessment of data quality for each provider, based on a list of key MHSDS data items. The MHSDS DQMI score is defined as the mean of all the data item scores for percentage valid & complete multiplied by a coverage score for the MHSDS. 

Achieving 70% of referrals where the second attended contact takes place between Q3-4 with at least one intervention (SNOMED CT procedure code) recorded using between the referral start date and the end of the reporting period.
	.25
	£199000
	Safety

	CCG 6: Use of Anxiety Disorder Specific Measures in IAPT: Routine submission to IAPT Data Set.

	Achieving 65% of referrals with a specific anxiety disorder problem descriptor finishing a course of treatment having paired scores recorded on the specified Anxiety Disorder Specific Measure
	.5
	£398000
	Safety


Low Secure Services   	Low SecureGoal Name 	Description 	Goal weighting	Expected value	Quality Domain 
	Maintenance of healthy weight
	Substantial consequential health benefits and cost savings.
	1.25
	£24592
	Effectiveness


Herefordshire Mental Health Services	HerefordshireGoal Name 	Description 	Goal weighting	Expected value	Quality Domain 
	CCG 2:  Staff Flu Vaccinations.  
	Improving the uptake of flu vaccinations for front line staff
	0.25
	£52800
	Safety

	CCG4: 72 hour follow up Post Discharge : Routine Submission to MHSDS

	72 hour follow up is a key part of the work to support the Suicide Prevention Agenda. The NCE into Suicide and Safety in Mental Health found that the highest number of deaths occurred on day 3 post discharge.
	0.25
	£52800
	Safety

	CCG 5 :Mental Health Data Quality: MHSDS 

(a)Data Quality Maturity Index



(b) Mental Health Data Quality Interventions:
	Accurate data is a key enabler for improvement in MH services The MHSDS DQMI score is an overall assessment of data quality for each provider, based on a list of key MHSDS data items. The MHSDS DQMI score is defined as the mean of all the data item scores for percentage valid & complete multiplied by a coverage score for the MHSDS. 

Achieving 70% of referrals where the second attended contact takes place between Q3-4 with at least one intervention (SNOMED CT procedure code) recorded using between the referral start date and the end of the reporting period.
	0.25
	£52800
	Safety

	CCG 6: Use of Anxiety Disorder Specific Measures in IAPT: Routine submission to IAPT Data Set.

	Achieving 65% of referrals with a specific anxiety disorder problem descriptor finishing a course of treatment having paired scores recorded on the specified Anxiety Disorder Specific Measure
	0.25
	£52800
	Safety

	5.Preventing ill health by risky behaviours – Alcohol and Tobacco
	To offer advice and interventions aimed at reducing risky behaviour in admitted patients
	0.25
	£52800
	Safety




Liaison Diversion 

	Low SecureGoal Name 	Description 	Goal weighting	Expected value	Quality Domain 
	Maintenance of healthy weight
	Substantial consequential health benefits and cost savings.
	1.25
	£24592
	Effectiveness

	
	
	
	
	



Gloucestershire Physical Health Services

	GloucestershireGoal Name 	Description 	Goal weighting	Expected value	Quality Domain 
	CCG 2:  Staff Flu Vaccinations.  
	Improving the uptake of flu vaccinations for front line staff
	.41
	£353643
	Safety

	CCG 7: Three high impact actions to prevent Hospital Falls.
	Using key actions as part of a comprehensive multidisciplinary falls intervention will result in fewer falls bringing length of stay improvements and reduced treatment costs. 
	.41
	£353643
	Safety

	CCG9: Six Month Reviews for Stroke Survivors .
	Improved stroke rehabilitation is a key pillar of the stroke improvement landscape. The six month assessments have been highlighted as the most fundamental [art of that work. 
	.41
	£353643
	Safety




For mental health services the total potential value of the income conditional on reaching the targets within the CQUINs during 2019/20 is £1,010,000 of which £1,010,000 was achieved. 
 
In 2018/19, the total potential value of the income conditional on reaching the targets within the CQUINs was £2,440,000.00 of which £2,440,000.00 was achieved.
 
For community physical health services the total potential value of the income conditional on reaching the targets within the CQUINs during 2019/20 is £1,055,000 of which £1,055,000 was achieved. 
 
In 2018/19, the total potential value of the income conditional on reaching the targets within the CQUINs was £1,966,874 of which £1,966,874 was achieved.
2020/21 CQUIN Goals

The CQUIN goals for 2020/2021 reflect the nationally agreed schemes and are intended to deliver clinical quality improvements and drive transformational change in line with the Five Year Forward View and NHS Mandate. This year we must undertake all applicable initiatives as specified by NHSE .These cover Mental Health and Physical Health initiatives with some schemes being joint.
National CQUINs applicable· Staff Flu Vaccinations;
· Assessment, Diagnosis and Treatment of Lower Leg Wounds;
· Assessment and Documentation of Pressure Ulcer Risk;
· Biopsychosocial assessments by MH Liaison Services;
· Use of Anxiety Disorder Specific Measures in IAPT: Routine submission to IAPT Data Set;
· Cirrhosis tests for alcohol dependent patients;
· Malnutrition Screening;
· Outcome Measurement across specified Mental Health Services.

Low Secure Services

· Evidence of Collaboration.

Liaison and Diversion Services

· Suitable Service users offered women’s pathway;
· Suitable service Users offered peer support;
· Outcomes known for all referrals into external services.

Due to the impact of Covid-19, implementation of the 2020/21 CQUIN goals will be delayed in accordance with national guidance.
[bookmark: _Toc325357296]Statements from the Care Quality Commission

The Care Quality Commission (CQC) is the independent regulator of health and adult social care services in England. From April 2010, all NHS trusts have been legally required to register with the CQC. Registration is the licence to operate and to be registered, providers must, by law, demonstrate compliance with the requirements of the CQC (Registration) Regulations 2009.

Gloucestershire Health and Care NHS Foundation Trust is required to register with the Care Quality Commission and its current registration status is “Good” and covers the following  regulated activities: 
· Assessment or medical treatment to persons detained under the Mental Health act 1983;
· Diagnostic and screening procedures;
· Treatment of disease, disorder or injury.
· Personal Care
· Surgical Procedures
· Family Planning Services
· Termination of Pregnancies

Gloucestershire Health and Care NHS Foundation Trust has no conditions on its registration. 

The CQC has not taken enforcement action against Gloucestershire Health and Care NHS Foundation Trust during 2019/20.

Gloucestershire Health and Care NHS Foundation has not participated in any special reviews or investigations by the CQC during the reporting period.

A full copy of the last Comprehensive Inspection Report can be seen here.

Quality of Data

Business intelligence underpins the effective provision of health and care and is essential to enabling service improvements and creating reliable insight. However using data to augment direct care requires that data is high quality; timely, complete and accurately captured. 

Gloucestershire Health and Care NHS Foundation Trust submitted data during 2019/20 as reported below (based on position as at month 11); 

· The patient’s valid NHS number was: 99.7% for admitted patient care (99.4% national); 100% for outpatient care (99.7% national); 98.9% for Emergency Care in MIIU (97.7% national);

· The patient’s valid General Practitioner Registration Code was: 99.2% for admitted patient care (99.7% national); 99.9% for outpatient care (99.6% national); 98.4% for Emergency Care in MIIU (98.3% national.

Over the last year Gloucestershire Health and Care NHS Foundation Trust has built on its existing clinical data quality arrangements and taken the following actions to progress data quality: 
· We have aligning our performance monitoring tools and data warehousing to facilitate the needs of a progressive, integrated health and care organization;

· Data quality oversight is now provided through a new governance structure which includes the Trust’s Resources Committee, Business Intelligence Management Group (BIMG) and operationally led Performance & Finance meetings (and pre-P&Fs). Collectively these raise the profile of performance and data quality amongst operational leaders and educates them in how to get the most from the Business Intelligence tools and visualisations available;

· Data quality is owned by operational service directors and supported through Business Intelligence (BI) business partnering;

· We have progressed our automated suite of internal data quality reporting tools to support daily monitoring and early warning notifications so operational managers can observe and are alerted to any identified data quality gaps;

· An integrated, single infrastructure platform has been developed that brings many data sources together into one place and has been rolled out to all inpatient and community teams across mental health, learning disability and physical health;

· Patient Tracking Lists have been expanded to provide an overview off all clients within the service detailing waiting times from the referral to treatment and then waiting times between appointments;

· Service level performance scrutiny will continue through focused Service Recovery Action Plans, reviewing all aspects of service performance and data quality focusing on demand, capacity, outcomes and risk.   

Information Governance

Gloucestershire Health and Care NHS Foundation Trust’s (GHC) Data Security and Protection Toolkit (DSPT) overall score was Exceeding Standards, for the 18/19 submission, and was graded as green. NHSX has, recognising the impact of COVID 19 on organisations, extended the DSPT submission date to September 2020. In the interim period organisation’s 18/19 submission will remain extant. Gloucestershire Health and Care NHS Foundation Trust is fully expecting to submit a similar return in September 2020. 

Clinical Coding 

Gloucesteshire Health & Care NHS Foundation Trust was not subject to the Payment by Results clinical coding audit during 2019/2020 by the Audit Commission.
Learning from Deaths
Mental Health Services

During 2019-2020, 789 Gloucester Health and Care NHS Foundation Trust (the Trust) patients died. This comprised the following number of deaths which occurred in each quarter of that reporting period:
221 in the first quarter;
200 in the second quarter;
203 in the third quarter;
165 in the fourth quarter.

34 case record reviews and 14 investigations have been carried out in relation to the 507 deaths of the deaths included in the above.


By 14 April 2020, 36 case record reviews and 17 investigations have been carried out in relation to the 789 deaths included above.

In 1 case, a death was subjected to both a case record review and an investigation. The number of deaths in each quarter for which a case record review or an investigation was carried out was:
28 in the first quarter;
14 in the second quarter;
10 in the third quarter;
1 in the fourth quarter.

0 representing 0.0% of the patient deaths during the reporting period are judged more likely than not to have been due to problems in the care provided to the patient. 
In relation to each quarter, this consisted of:
0 representing 0.0% for the first quarter;
0 representing 0.0% for the second quarter;
0 representing 0.0% for the third quarter;
0 representing 0.0% for the fourth quarter.

These numbers have been estimated using Structured Judgement Review (SJR). For deaths of mental health patients, the RCPsych Mortality Review Tool 2019 is employed. For deaths of people with a learning disability, a similar Trust-developed SJR tool is utilised which pre-dates the RCPsych tool. This approach has been maintained to allow consistency with the Learning Disabilities Premature Mortality Review (LeDeR) programme. All case record reviews are discussed at a Mortality Review Group meeting chaired by Clinical Directors. For any deaths meeting Serious Incident or Clinical Incident criteria, a Comprehensive Investigation is carried out.

The Trust has identified:

· In some cases, escalation plans for informal inpatients taking leave had not been clearly discussed and agreed with the patient or clearly recorded on RiO, (the Trust’s electronic records system);
· Communication with patients’ GPs was not always as up to date as expected in terms of informing with regards to informing of: disengaged patients; patients who had been discharged from community teams;  changes to patient’s risk assessments and care plans; and patients who had been accepted onto a community team caseload, including being allocated a care coordinator;
· During a case of an unexpected death of a formal mental health inpatient, CPR was not instigated as quickly as per Trust policy;
· In some cases, the recording of Risk on RiO was not consistent with Trust policy;
· In one case, following discharge of a patient from an independent, out of area, acute mental health inpatient unit, there was an absence of an appropriately agreed discharge plan, which impacted on the range and timelines of a follow-up service in order to support the patient and reduce the risk of them ending their life;
· In one case, the Trust found that there was patient confusion with regards to the time of an appointment with the Older People’s Community Mental Health Team. The Trust considered that the confusion may have been negated if the patient had received an automatically generated SMS message confirming the appointment time;
· Following an investigation, the Trust noted that staff had not informed a patient as to their entitlement to an assessment under the Social Care Act 2012;
· In one case, the Trust noted gaps in the induction of a recently recruited Consultant Psychiatrist and of a Bank nurse who had not recently worked with the Crisis and Home Treatment Team;
· In some cases, the Trust found a delay in prescribing End of Life medication during out of hours, due to junior doctors on call not being familiar with patients or not feeling confident to prescribe;
· Following review of mental health inpatient deaths, the Trust found that in some cases the cause of death had not been recorded on the electronic records system;
· Following review of several End of Life mental health inpatients suffering with dementia, it would seem there is some anecdotal evidence to suggest that dementia patients require higher doses of End of Life medications than currently stated in the BNF and consequently often advice from Palliative Care needs to be sought in order to make patients comfortable.

In response to the above learning points, the Trust has:

· Put measures in place to ensure that, with regard to informal mental health patients, prior to leave being taken, staff must agree with the patient and document on a case by case basis, what the expected return to the ward time is, and in the event of a patient being late, at what time contact with them/their family will be attempted and escalation process initiated;
· Put measures in place to ensure that GPs are informed if their patient disengages from a community team and Trust community colleagues have been reminded to inform GPs if their patient is accepted onto a community team caseload, if their patient is allocated a care coordinator, changes to care plans and if their patient is discharged from the team, to include re-referral routes where services are not offered following discharge;
· With regards to resuscitation, The Trust has:
i. instigated an urgent review of the Observations Policy to consider the need to provide additional direction with regards to physical wellbeing and mental health observations;
ii. instigated an urgent review of resuscitation training to clarify that causation should be used in identifying Signs of Life Extinct
iii. sought urgent assurance from Medacs agency that all staff employed by them will be aware of the need for commencing CPR in accordance with standard resuscitation guidance.
· Colleagues have been reminded that Risk Assessments should be updated following patient contact with A&E and that reported risk of use of a firearm must be clearly documented in the RiO Risk Assessment and Management Plan;
· The Trust is considering re-establishing a preferred provider relationship for mental health inpatient and acute care services;
· The Trust is considering whether letters or SMS messages should be routinely used to inform and remind patients of appointments that have been booked or rearranged;
· The Trust has put measures in place to ensure that patients are informed that they have the legal tight to have their social care needs assessed under the Social Care Act 2012, plus ongoing delivery of training to ensure on-call support is delivered;
· The Trust has put measures in place to ensure that Bank staff receive an adequate procedural briefing. The Trust is also reviewing preliminary information with regards to risk management, received by a doctor upon starting a new position with the Trust;
· The Trust has put measures in place to ensure that, where indicated, End of Life medication will be written up by responsible consultant beforehand with a clear plan outlined on RiO, so that only approval to begin End of Life medication is sought from a junior medic on call;
· The Trust has put measures in place to ensure that death certifications issued by the Trust should be uploaded to the electronic records system;
· The Trust is looking into the possibility of an audit of doses of End of Life medications in conjunction with Palliative Care. The Trust is further investigating whether medication doses for End of Life patients suffering from dementia could be addressed using a standard operating procedure (SOP) and whether scripts could be checked against the SOP by the junior doctor (if applicable) and the nurse in charge. 

The trust believes that by implementing the above actions, patient safety and quality of care has improved.

The case record review and investigation figures given above do not include current ongoing reviews and investigations. 

As a Trust, we are committed to the National Quality Boards (2017) Learning from Deaths guidance. The Trust ensures that it seeks to actively learn and implement changes in practice identified from reviews of death. The Trust is a an active supporter of the Learning Disabilities Premature Mortality Review programme (LeDeR) in Gloucestershire and Herefordshire

All our staff are required to notify, using the Datix system, the deaths of all Trust patients. This comprises anyone open to a Trust caseload at the time of their death and who dies within 30 days of receiving care from GHC. Deaths recorded on Datix are collated for discussion at the Mortality Review Group meetings chaired by the lead Clinical Directors. All deaths of patients with a learning disability will be also reported through the appropriate LeDeR process, and deaths of people under the age of 18 will be reported through the current child death reporting methodology.

Learning From Death continues to provide vital guidance. As a Trust, we are fully committed to recognising the need to improve services following learning from events both nationally and locally such as Gosport, Mid Staffordshire and the LeDeR programme, alongside our own local serious incidents investigation process.

From 1st January 2017 up until 6th April 2020 in Gloucestershire, 153 LeDeR referrals had been received (Table 1.), 120 have had an initial review completed (78% review completed) and 26 are open (7 remain unable to be allocated due to reviewer capacity).


Table 1. Status of LeDeR reviews in Gloucestershire to 6th April 2020
	
	Closed
	Open
	On hold
	Grand Total
	% completed

	2017
	45
	0
	1
	46
	98%

	2018
	49
	0
	0
	49
	100%

	2019
	26
	15
	5
	46
	57%

	2020
	0
	11
	1
	12
	0%

	Grand Total
	120
	26
	7
	153
	78%



The Trust awaits the end of the 2019-20 Q4 reporting period for the 2019-20 LeDeR annual report containing learning themes. Learning themes identified by the end of the 2018-19 reporting period: 
· Communications and support to access primary care Learning Disability Annual Health Checks;
· Reasonable adjustments made to access to mainstream healthy lifestyles preventative services e.g. smoking cessation, weight management and eating well;
· Suitable reasonable adjustments being put in place in mainstream health services is inconsistent particularly around meeting communication needs;
· Utilisation and documentation of the Mental Capacity Act by mainstream health services is inconsistent;
· Treatment escalation practices particularly in relation to end of life protocols for those individuals who are considered to be frail.

By 14th April 2020, 19 case record reviews and 6 investigations completed after 31st March 2019 related to deaths which took place before the start of the reporting period. 

0 representing 0.0% of the patient deaths before the reporting period are judged to be more likely than not to have been due to problems in the care provided to the patient. 

This number has been estimated using SJR. For deaths of mental health patients, the RCPsych Mortality Review Tool 2019 is employed. For deaths of LD patients a similar Trust-developed SJR tool is utilised which pre-dates the RCPsych tool, which has been maintained to allow consistent approach with the LeDeR programme. All case record reviews are discussed at a mortality review meeting chaired by Clinical Directors. For any deaths meeting Serious Incident or Clinical Incident criteria, a Comprehensive Investigation is carried out. 

0 representing 0.0% of the patient deaths during 2018-2019 are judged to be more likely than not to have been due to problems in the care provided to the patient.
Physical Health Services


During 2019-2020 168 Gloucester Health and Care NHS Foundation Trust (the Trust) patients died. This comprised the following number of deaths which occurred in each quarter of that reporting period:
34 in the first quarter;
61 in the second quarter;
41 in the third quarter;
32 in the fourth quarter.

By 14th April 2020, 15 case record reviews and 0 investigations have been carried out in relation to the 168 deaths included in 27.1.

In 0 cases a death was subjected to both a case record review and an investigation. The number of deaths in each quarter for which a case record review or an investigation was carried out was:
2 in the first quarter;
5 in the second quarter;
8 in the third quarter;
0 the fourth quarter.

0 representing 0.0% of the patient deaths during the reporting period are judged more likely than not to have been due to problems in the care provided to the patient. 
In relation to each quarter, this consisted of:
0 representing 0.0% for the first quarter;
0 representing 0.0% for the second quarter;
0 representing 0.0% for the third quarter;
0 representing 0.0% for the fourth quarter.

These numbers have been estimated using a Structured Judgement Review (SJR) tool developed by the Trust to robustly assess the standard of care provided to patients that die during an inpatient stay at a community hospital. Cases are discussed at a Mortality Review meetings attended by the Trust’s Deputy Medical Director / Clinical Director and the County Medical Examiner.

The Trust has identified:
· a common theme across all community hospitals whereby a significant proportion of patients admitted for rehabilitation have since been identified as being for end of life care soon after their admission;
· that in some cases, patients’ causes of death could discussed with the County Medical Examiner before being formally certified;
· that some medics considered the guidelines as to the circumstances when a form 100A should be completed following a patient death to be unclear.

In response to the above learning points, the Trust has:
· set up the Joint Patient Safety Group with GHNHSFT, which has quarterly meetings, where issues around admissions and transfers between Trusts can be taken for discussion. The Trust will continue to invite SWAST to Physical Health Mortality Review meetings; 
· reminded medical staff at the appropriate community hospitals that cause of death can be discussed with the Medical Examiner;
· discussed with the Medical Examiner who has agreed to draw up new guidance regarding when a 100A form should be completed. 


The trust believes that by implementing the above actions, patient safety and quality of care has improved.

As a Trust, we are committed to the National Quality Boards (2017) Learning from Deaths guidance. The Trust ensures that it seeks to actively learn and implement changes in practice identified from reviews of death. The Trust is an active supporter of the Learning Disabilities Premature Mortality Review programme (LeDeR) in Gloucestershire.

All our staff are required to notify, using the MIDAS system for the reporting year 2019-2020, the deaths of all patients who die whilst receiving inpatient care. Deaths recorded on MIDAS are collated for discussion at Physical Health Mortality Review Group meetings chaired by the Head of Clinical Governance and Compliance and attended by the Medical Examiner. All deaths of patients with a learning disability will be also reported through the appropriate LeDeR process, and deaths of people under the age of 18 will be reported through the current child death reporting methodology. 

In order to align systems and processes as one merged organisation, and to facilitate learning and data collection, from 1st April 2020, deaths of inpatients will be reported using the Datix incident reporting system.  



































Part 2.3:	Mandated Core Indicators 2019/20

There are a number of mandated Quality Indicators which organisations providing mental health services are required to report on, and these are detailed below. The comparisons with the national average and both the lowest and highest performing trusts are benchmarked against other mental health service providers. With the exception of the staff survey and incident reporting rates there were no indentfied indicators for our physical health services.

1. Percentage of patients on CPA who were followed up within 7 days after discharge from psychiatric inpatient care

	
	Quarter 3
2018-19
	Quarter 4
2018-19
	Quarter 1
2019-20
	Quarter 2
2019-20
	Quarter 3
2019-20

	Gloucestershire Health & Care NHS Foundation
	97.7%
	99.1%
	100%
	100%
	97.8%

	National Average
	95.5%
	95.5%
	95.1%
	94.5%
	95.5%

	Lowest Trust
	81.6%
	83.5%
	86.1%
	77.9%
	86.3%

	Highest Trust
	100%
	100%
	100%
	100%
	100%



Gloucestershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:
· During 2015/16 we reviewed our practices and policies associated with both our 7 day and 48 hour follow up of patients discharged from our inpatient services, the changes were introduced in 2016/17.  This has strengthened and continues to support the patient safety aspects of our follow up contacts.

Gloucestershire Health & Care NHS Foundation Trust has taken the following action to improve this percentage, and so the quality of its services, by:
· Clearly documenting follow up arrangements from Day 1 post discharge in RiO;
· Continuing to ensure that service users are followed up within 48 hours of discharge from an inpatient unit whenever possible.

2. Proportion of admissions to psychiatric inpatient care that were gate kept by Crisis Teams
	
	Quarter 3
2018-19
	Quarter 4
2018-19
	Quarter 1
2019-20
	Quarter 2
2019-20
	Quarter 3
2019-20

	Gloucestershire Health & Care NHS Foundation
	99.4%
	98.9%
	99.3%
	100%
	100%

	National Average
	98.4%
	97.8%
	98.1%
	98.2%
	97.1%

	Lowest Trust
	81.4%
	78.8%
	88.2%
	84.0%
	80%

	Highest Trust
	100.00%
	100%
	100%
	100%
	100%



Gloucestershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:
· Staff respond to individual service user need and help to support them at home wherever possible unless admission is clearly indicated.

Gloucestershire Health & Care NHS Foundation Trust has taken the following action to improve this percentage, and so the quality of its services, by:

· Continuing to remind clinicians who input information into the clinical system (RiO) to both complete the ‘Method of Admission’ field with the appropriate option when admissions are made via the Crisis Team and ensure that all clinical interventions are recorded appropriately in RiO within the client diary.


3. The percentage of patients aged 0-15 & 16 and over, readmitted to hospital, which forms part of the Trust, within 28 days of being discharged from a hospital which forms part of the trust, during the reporting period
	
	Quarter
4
2018-19
	Quarter
1
2019-20
	Quarter
2
2019-20
	Quarter
3
2019-20
	Quarter
4
2019-20

	Gloucestershire Health & Care NHS Foundation 0-15
	0%
	0%
	0%
	0%
	0%

	Gloucestershire Health & Care NHS Foundation 16 +
	5.6%
	4.0%
	5.8%
	6.9%
	7.9%



Gloucestershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:
· The Trust does not have child and adolescent inpatient beds;
· Service users with serious mental illness are readmitted hospital to maximize their safety and promote recovery;
· Service users on Community Treatment Orders (CTOs) can recalled to hospital if there is deterioration in their presentation.

Gloucestershire Health & Care NHS Foundation Trust has taken the following action to improve this percentage, and so the quality of its services, by:

· Continuing to promote a recovery model for people in contact with services;
· Supporting people at home wherever possible by the Crisis Resolution and Home Treatment Teams.

4. The percentage of staff employed by, or under contract to, the Trust during the reporting period who responded positively to “ if  a friend or relative needed treatment I would be happy with the standard of care provided by the Organisation”

	
	NHS Staff Survey 2016
	NHS Staff Survey 2017
	NHS Staff Survey 2018
	NHS Staff Survey 2019

	Gloucestershire Health & Care NHS Foundation 
Mental Health Services previously provided by 2gether (2G)
	
72.8%
	
74.5%
	
74.5%
	
73.4%

	National Average Score
	58.6%
	61.3%
	61.5%
	62.3%

	Worst Trust Score
	44%
	41.6%
	37.8%
	38.3%

	Best Trust Score
	82.5%
	86.5%
	81.1%
	75.7%



	
	NHS Staff Survey 2016
	NHS Staff Survey 2017
	NHS Staff Survey 2018
	NHS Staff Survey 2019

	Gloucestershire Health & Care NHS Foundation
Physical Health Services previously provided by Gloucestershire Care Services  (GCS)
	75%
	73%
	76%
	
82.1%


	National Average Score
	73.1%
	73%
	74.8%
	78.3%

	Worst Trust Score
	64.7%
	66.2%
	36.6%
	35.6%

	Best Trust Score
	86.2%
	82.7%
	82.9%
	85.5%




Gloucstershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:

· There were statistically significant improvements for the former GCS and minor and statistically insignificant reductions in the former 2G ratings;
· The former GCS increased in this areas whilst the former 2G showed a small and insignificant change of 2% or less;
· There was a significant increase from former GCS respondents being happy with the standard of care provided, which is 8% above former 2G’s rating.


Gloucstershire Health & Care NHS Foundation Trust has taken the following actions to improve this score and so the quality of its services, by taking steps to:

· Health and wellbeing – a focus on supporting teams, individual resilience, stress and sleep and implementing the Health and Wellbeing strategy and action plan.
· Engagement, response rates and embedding our values and behaviours – focus on improving response rates; acknowledging results and thanking employees for highlighting areas for improvement and how we aim to make changes going forward based on the findings;
· Communications - Responding and acting on feedback from colleagues and people who use our services – wider publication of Freedom to Speak Up activity, patient and staff FFT outcomes, Datix incidents, complaints and compliments;
· Improving our leadership and management skills, behaviours and approaches – implementing our “Leading Better Care Together” leadership development programmes, communicating their development, progress and outcome.

5. “Patient experience of community mental health services” indicator score with regard to a patient’s experience of contact with a health or social care worker during the reporting period. 

	
	NHS Community Mental Health  Survey 2016
	NHS Community Mental Health  Survey 2017
	NHS
Community
Mental Health
Survey 2018
	NHS
Community
Mental Health
Survey 2019

	Gloucestershire Health & Care NHS Foundation
	8.0
	8.0
	7.7
	7.7

	National Average Score
	Not available
	Not available
	Not available
	Not available

	Lowest Score
	6.9
	6.4
	5.9
	6.0

	Highest Score
	8.1
	8.1
	7.7
	7.7




Gloucestershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:

· Only 2 Trusts were classed as ‘better than expected’ in 2019 and our Trust was one of them. We are the only Trust to have received this rating for the third consecutive year;
· The Trust obtained the highest Trust scores in England on 6 of the 28 (n=21%) evaluative questions and on 4 of the 11 domains.

Gloucestershire Health & Care NHS Foundation Trust has taken the following actions to improve this score and so the quality of its services, by:

· Giving people information about getting support from people with experience of the same mental health needs as them;
· Discussing the possible side-effects of medication with people;
· Asking people for their views on the quality of their care.


6. The number and rate* of patient safety incidents reported within the Trust during the reporting period and the number and percentage of such patient safety incidents that resulted in severe harm or death.

	
	1 October 2018 - 31 March 2019
	1 April 2019 - 30 September 2019

	
	Number
	Rate*
	Severe
	Death
	Number
	Rate*
	Severe
	Death

	Gloucestershire Health & Care NHS Foundation

Mental Health Services provided by former 2gether (2G)
	2872
	79.64
	6
	15
	3813
	105.6
	3
	12

	National 
	187,449
	-
	556
	1312
	208,064
	-
	679
	1256

	Lowest Trust
	3
	14.92
	0
	0
	13
	17.2
	0
	0

	Highest Trust
	9058
	118.87
	118
	77
	8568
	130.8
	97
	71


* Rate is the number of incidents reported per 1000 bed days.
	
	
	1 October 2018 - 31 March 2019
	1 April 2019 - 30 September 2019

	
	Number
	Severe
	Death
	Number
	Severe
	Death

	Gloucestershire Health & Care NHS Foundation

Physical Health Services provided by former Gloucestershire Care Services (GCS)
	1233
	6
	1
	1453
	9
	0

	National 
	29293
	129
	107
	29,835
	110
	53

	Lowest Trust
	592
	0
	0
	608
	0
	0

	Highest Trust
	3296
	38
	45
	4236
	37
	24





Gloucestershire Health & Care NHS Foundation Trust considers that this data is as described for the following reasons:
· NRLS data is published 6 months in arrears; therefore data for severe harm and death will not correspond with the serious incident information shown in the Quality Report.
· The increase in rate (mental health services) between the reporting periods relates to a small number of patients and admissions within our learning disability inpatient unit. Current unpublished data suggests that this rate is now reducing due to positive responses to treatment plans;
· There is no reporting rate metric for community physical health services.
Gloucestershire Health & Care NHS Foundation Trust has taken the following action to improve this rate, and so the quality of its services, by:

· Developed a new DatixWeb incident reporting system which went live on 1 April 2020, this provides a single reporting system for the newly merged organisation providing both physical health and mental health services.
· Developing a suite of reports and Dashboards to aid monitoring of incidents on wards and in community services to assist staff in identifying themes and trends and promote learning from incidents.










































Part 3:  Looking Back: A Review of Quality during 2019/20
Introduction
The 2019/20 quality priorities were agreed in May 2019. 

The quality priorities were grouped under the three areas of Effectiveness, User Experience and Safety. 

The table below provides a summary of our progress against these individual priorities. Each are subsequently explained in more detail throughout Part 3.
Summary Report on Mental Health Quality Measures for 2019/20

	
	2017 - 2018
	
2018 - 2019

	
2019- 2020

	Effectiveness
	
	
	

	1.1
	To improve the physical health of patients with a serious mental illness on CPA by a positive cardio metabolic health resource (Lester Tool). 
	Achieved
	Achieved
	
Not achieved


	1.2
	To further improve personalised discharge care planning in adult and older peoples wards, including the provision of discharge information to primary care services within 24hrs of discharge.
	Not achieved
	
Not achieved

	Achieved

	1.3
	To ensure that joint Care Programme Approach reviews occur for all service users who make the transition from children’s to adult services. 
	
Not achieved

	
Achieved

	
Achieved

	User Experience
	

	2.1
	Were you involved as much as you wanted to be in agreeing the care you will receive? > 84%
	Not achieved
	Achieved
	
Not achieved

	2.2
	Have you been given information about who to contact outside of office hours if you have a crisis? > 71%
	Achieved
	Achieved
	Achieved

	2.3
	Have you had help and advice about taking part in activities that are important to you? > 64%
	
Achieved
	Achieved
	Achieved

	2.4
	Have you had help and advice to find support to meet your physical health needs if you needed it? > 73%
	Achieved
	Achieved
	
Achieved

	Safety
	

	3.1
	Reduce the proportion of patients in touch with services who die by suspected suicide when compared with data from previous years. This will be expressed as a rate per 1000 service users on the Trust’s caseload.
	Not achieved

	Achieved

	Achieved

	3.2
	Detained service users who are absent without leave (AWOL) will not come to serious harm or death.

We will report against 3 categories of AWOL as follows; harm as a consequence of:

1. Absconded from escort
2. Failure to return from leave
3. Left the hospital (escaped)
	
Achieved


	

Achieved



	  Achieved
  

	3.3
	To increase the use of supine restraint as an alternative to prone restraint 
	
Not Measured

	Not achieved
	
Achieved

	3.4
	To ensure that 100% of service users within Berkeley House have a bespoke restrictive intervention care plan tailored to their individual need.
	Not measured

	Achieved
	
    Achieved

	3.5
	To further develop a quality improvement led approach to robustly embed lessons learned following serious incidents.
	Not measured
	Not measured
	
Achieved




Easy Read Report on Mental Health Quality Measures fo 2019/20

	Quality Report
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Report_large.png?v=1418572132]
	
This report looks at the quality of 

We agreed with our Commissioners the areas that would be looked at. 

	Physical health
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Run_large.png?v=1417855402]
	
We increased physical health tests and treatment for people using our services. 

We did not meet the target.
	

	Discharge Care Plans
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Care_Plan_large.png?v=1417851735]
	
More people had all parts of their discharge care plan completed at the end of the quarter than previously. There is improvement being made.

We met the target.
	   

	Care (CPA) Review
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Care_Plan2_large.png?v=1417851738]
	
All people moving from children’s to adult services had a care review.

We met the target.
	


	Care Plans
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Interview-One-To-One_large.png?v=1417856355]
	80% of people said they felt involved in their care plan. 

This is less than the target (84%).
We did not meet the target.

	

	Crisis
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Telephone-Interview_large.png?v=1417858848]
	
77% of people said they know who to contact if they have a crisis. 

This is more than the target (71%). 
We met the target.
	

	Activity
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Activities_large.png?v=1417851336]
	
78% of people said they had advice about taking part in activities. 

This is more than the target (64%).
We met the target.
	

	Physical Health
[image: C:\Users\gordonbenson\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Outlook\CEB1FOBG\Blood-Pressure-Arm_compact.png]
	
80% of people said they had advice about their physical health

This is more than the target (73%).
We met the target.

	




	Suicide
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Gravestone_large.png?v=1417857390]
	
There were fewer suicides compared to this time last year.

We met the target
	

	AWOL
[image: ]
	
In patients who were absent without leave did not come to serious harm or death.


We met the target.
	

	Face down restraint
[image: Image result for prone]
	
We have reduced the number of face-down restraints this year but we are still doing more of these than face up restraints.

We met the target.
	
        

	Physical Intervention Care Plans
[image: C:\Users\gordonbenson\Pictures\313_8_Two_Escort.jpg]

	
Everyone at Berkley House has one of these.

We met the target.
	


	Learning from serious incidents

[image: C:\Users\Gordonbenson\Pictures\illustration-serious-incident-text-buffered-white-background-serious-incident-text-buffered-107541075.jpg]

	
We are working hard to learn from serious incidents so that fewer people will come to harm.



We met the target.
	






















Summary Report on Physical Health Quality Measures for 2019/20

Due to the impact of Covid-19, all audits on physical health indicators were suspended during Quarter 4. Therefore, the true year end position is not known, and whilst indicators were showing improvement  the reported outcomes are based on results confirmed at the end of Quarter 3.

	
	
2019- 2020

	Effectiveness
	

	1.4
	Improve the usage of mental capacity assessments in our hospital and community settings to ensure that individuals who lack the ability to make decisions are the focus of any decisions made, or actions taken on their behalf
	
Achieved 

	1.5
	
Develop a programme of personalised care planning to enable patients to manage their long term conditions more effectively
	Not achieved

	1.6
	
To increase the use of nutrition and hydration assessments in all appropriate settings in order for patients to be optimally nourished and hydrated
	
Not achieved

	1.7
	
To increase the quality of wound assessments and management countywide in order to reduce clinical variation and improve wound healing rates
	
Not achieved

	1.8
	To embed End of Life care as ‘business as usual’ with dedicated leadership

	Not achieved

	User Experience
	


	
	The number of respondents who are ‘extremely likely’ or ‘likely to recommend the service > 90%
	Achieved

	Safety

	3.6
	Improved learning from ‘no-harm’ and’low-harm’ medication incidents to enhance patient safety
	Not achieved

	3.7
	Implement a Quality Improvement Programme to improve the management of catheters in community settings
	
Not achieved

	3.8
	Continue to reduce pressure ulcers by working with the NHSI Stop the Pressure Collaborative framework
	Achieved

	3.9
	Continue to train and support front line colleagues to recognise and manage deteriorating patients to  ensure that they are managed quickly and effectively
	Achieved

	3.10
	To embed falls prevention and management as ‘business as usual’ with dedicated leadership.
	
Not achieved



Easy Read Report on Mental Health Quality Measures fo 2019/20

	Quality Report
[image: http://cdn.shopify.com/s/files/1/0606/1553/products/Report_large.png?v=1418572132]
	
This report looks at the quality of 

We agreed with our Commissioners the areas that would be looked at. 

	Mental Capacity Act
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\1.4 (2).png]

	
More people in community hospitals had a Mental Capacity Assessment

We met the target.
	

	Personal Care Plans
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\1.5.png]
	We will support people to manage their long-term conditions. Having their own Care Plan will help with this.

We did not meet the target.

	   

	Eating & Drinking Assessments
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\1.6b.png]
	People in community hospitals to be checked to see if they were eating/drinking enough.

We did not met the target.
	
	


	Wound Care
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\1.7.png]
	People who needed a wound assessment were to have one.

We did not meet the target.

	

	End of Life Care
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\1.8.png]
	We wanted to improve our care for people when they are dying. 

We did not meet the target.


	

	Recommending our Services
[image: \\GLOS\2gUsers\HQ\BensonG2\My Pictures\positive-and-negative-feedback-620x410.jpg]
	
We want more than 90% of people to say they would recommend our services

We met the target (93%)


	

	Drug Errors
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\3.6.png]
	We want to be better at learning from when things go wrong with medication. 

We did not meet the target.

	

	Catheter Care
[image: \\GLOS\2gUsers\HQ\BensonG2\My Pictures\nu106007.jpg]
	We will put a plan in place to improve community management of catheters.

We did not meet the target.


	

	Pressure Ulcers
[image: ]
	We wanted to reduce the number of people who get pressure ulcers.

We met the target.


	

	Deteriorating Patients
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\3.9.png]
	Training staff on spotting the signs that someone is getting unwell.


We met the target
	

	Preventing Falls
[image: C:\Users\gordon.benson\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\YUA03278\3.10.png]
	We wanted to improve how we prevent and manage falls. 

We did not meet the target.
	





Effectiveness 
Mental Health Services

In 2019/20 we remain committed to ensure that our services are as effective as possible for the people that we support. For the second consecutive year we set ourselves 3 targets against the goals of:

· Improving the physical health care for people with schizophrenia and other serious mental illnesses; 
· Ensuring that people are discharged from hospital with personalised care plans;
· Improving transition processes for child and young people who move into adult mental health services.

Target 1.1 To increase the number of service users (all inpatients and all SMI/CPA service users in the community, inclusive of Early Intervention Service, Assertive Outreach and Recovery) with a LESTER tool intervention (a specialist cardio metabolic assessment tool) alongside increased access to physical health treatment


Gloucestershire Health and Care NHS Foundation Trust are committed to offer a full cardio metabolic check to all inpatients and all SMI/CPA service users in the community. Our target for compliance remains at; 75% of community patients and 90% of inpatients and patients within the Early Intervention team, will receive the complete health check and associated interventions if required.

Regular audit continues to ensure all six parameters of the Lester tool are completed, along with the recording of any interventions offered. The Quarter 4 audit showed 78% of community patients, 80% of inpatients, and 85% of the early intervention caseload, have had these checks and interventions in place. We did not, therefore, meet the target for our inpatient ad early intervention services.

There are robust systems in place to ensure existing staff continue to receive refresher training about the importance of the physical health checks and that all new staff receive information on physical health checks on their induction to the Trust. The Health & Lifestyle form on the electronic patient record has been updated to include details of national screening, dental and contraception options available for service users. This addition has meant extra training for staff so that they are aware of the further referral process and options available for service users.

Successful physical health clinics continue to run at Pullman Place and it is planned to roll out similar clinics in other community hubs in 2020. These clinics provide service users in the community access to physical health checks in an environment with staff who are familiar to them. A Physical Health Nurse was employed for one day a week to take a lead on developing the clinics further within Pullman Place, the role has been beneficial to both service users and staff and a review of this role will take place in 6 months.

The Trust has purchased nine ECG machines for the community hubs. These will provide the opportunity for routine ECG screening for possible cardiac anomalies for patients who are at an increased cardio metabolic risk, largely due to medication side effects and lifestyle factors. Training for staff to take ECG’s has been provided by the Physical Health Facilitator, and refresher training for medics to interpret ECG’s will be held internally by the Trust own Medical team.

Alongside this health screening work, Gloucestershire Health and Care NHS Foundation Trust continues to increase access to physical health treatment for service users. Links have been made with the diabetic eye screening service with the hope that we can encourage service users to take up this necessary screening opportunity for those with diabetes.

The Trust merger has offered further opportunities for staff to access community physical health services such as Tissue Viability, Community Diabetes Teams and District Nursing teams. This will only enhance the services and opportunities available for service users and improve the knowledge of physical health our staff.


We did not meet this target.


Target 1.2	To improve personalised discharge care planning in: 
a) Adult inpatient wards and
b) Older people’s wards. 

Discharge from inpatient units to the community can pose a time of increased risk to service users. During 2016/17 we focused on making improvements to discharge care planning to ensure that service users are actively involved in shared decision making for their discharge and the self-management care planning process. Identical criteria are being used in the services across both counties as follows:

1. Has a Risk Summary been completed?
2. Has the Clustering Assessment and Allocation been completed?
3. Has the Pre-Discharge Planning Form been completed?
4. Have the inpatient care plans been closed within 7 days of discharge?
5. Has the patient been discharged from the bed?
6. Has the Nursing Discharge Summary Letter to Client/GP been sent within 24 hours of discharge?
7. Has the 48 hour follow up been completed?

Trust wide compliance for each of the individual criteria assessed is outlined in the table below for the last 2 quarters.  For future audits, services will focus on the criteria scoring an AMBER or RED RAG rating to promote improvement.

	
	Criterion
	Current compliance (Q4 2019-20)
	Direction of travel and previous compliance (Q3 2019-20)

	1

	Has a Risk Summary been completed?
	100%
	 1%

	2

	Has the Clustering Assessment and Allocation been completed?
	96%
	96%

	3

	Has HEF been completed (LD only)?
	N/A
	100%

	4

	Has the Pre-Discharge Planning Form been completed?
	24%
	 4%

	5
	Have the inpatient care plans been closed within 7 days of discharge?
	34%
	 11%

	6

	Has the patient been discharged from bed?
	99%
	1%

	7
	Has the Nursing Discharge Summary Letter to Client/ GP been sent within 24 hours of discharge?
	95%
	 7%

	8
	Has the 48 hour follow up been completed if the Community Team are not doing it?
	87%
	14%





When comparing the year end data from 2019-20 to 2018-19, it is pleasing to see that both Gloucestershire and Herefordshire have seen an improvement over the course of the past 12 months. Gloucestershire year-end compliance is recorded at 75% (a 6% increase on last year) and Herefordshire is recorded at 77% (also a 6% increase in compliance on last years data).

Gloucestershire Services

	Criterion
	Year End 
(2018/19)
	Year End
(2019/20)
	Direction of Travel

	Overall Average Compliance 
	69%
	75%
	

	Chestnut Ward
	84%
	76%
	

	Mulberry Ward
	70%
	73%
	

	Willow Ward
	69%
	69%
	

	Abbey Ward
	70%
	78%
	

	Dean Ward
	71%
	83%
	

	Greyfriars PICU
	58%
	70%
	

	Kingsholm Ward
	72%
	72%
	

	Priory Ward
	76%
	83%
	

	Montpellier Unit
	61%
	63%
	

	Honeybourne 
	64%
	81%
	

	Laurel House
	71%
	79%
	

	Berkeley House
	63%
	75%
	




Herefordshire Services

	Criterion
	Year End 
(2018/19)
	Year End
(2019/20)
	Direction of Travel

	Overall Average Compliance 
	71%
	77%
	

	Cantilupe Ward
	78%
	82%
	

	Jenny Lind Ward
	70%
	72%
	

	Mortimer Ward
	66%
	80%
	

	Oak House
	65%
	74%
	





We have met this target. 


Target 1.3	To ensure that joint Care Programme Approach reviews occur for all service users who make the transition from children’s to adult services.  

The period of transition from children and young people’s services (CYPS) to adult mental health services is often daunting for both the young person involved and their family or carers. We want to ensure that this experience is as positive as it can be by undertaking joint Care Programme Approach (CPA) reviews between children’s and adult services every time a young person transitions to adult services.  

Results from 2018-19 transitions are also included below so that historical comparative information is available.
2018-19 Results

Gloucestershire Services

	Criterion
	Compliance
Quarter 1 (2018/19)
	Compliance
Quarter 2 (2018/19)
	Compliance
Quarter 3 (2018/19)
	Compliance
Quarter 4
(2018/19)

	Joint CPA Review
	100% 
	100%
	100%
	100%



Herefordshire Services

	Criterion
	Compliance
Quarter 1 (2018/19)
	Compliance
Quarter 2 (2018/19)
	Compliance
Quarter 3 (2018/19)
	Compliance
Quarter 4
(2018/19)

	Joint CPA Review
	100%
	Not applicable
	100%
	100%




2019-20 Results

Gloucestershire Services

	Criterion
	Compliance
Quarter 1 (2019/20)
	Compliance
Quarter 2 (2019/20)
	Compliance
Quarter 3 (2019/20)
	Compliance
Quarter 4
(2019/20)

	Joint CPA Review
	100% 
	Not applicable
	100%
	100%



Herefordshire Services

	Criterion
	Compliance
Quarter 1 (2019/20)
	Compliance
Quarter 2 (2019/20)
	Compliance
Quarter 3 (2019/20)
	Compliance
Quarter 4
(2019/20)

	Joint CPA Review
	100%
	100%
	100%
	Not applicable



We are pleased to report that during 2019/20  all young people who transitioned into adult services had a joint CPA review. This is consistent with last year’s performance.

To improve our practice and documentation in relation to this target, a number of measures were developed and implemented during 2018-19 as follows:

· Transition to adult services for any young person will be included as a standard agenda item for teams, to provide the opportunity to discuss transition cases; 
· Transition will be included as a standard agenda item in caseload management to identify emerging cases;
· Teams are encouraged to contact adult mental health services to discuss potential referrals;
· There is a data base which identifies cases for  transition; 
· SharePoint report identifies those young people who are 17.5 years open to teams. Team Managers then monitor those who are coming up to transition discuss them with care coordinators in caseload management to see whether transition is clinically indicated.

These measures will continue to be used to promote good practice into 2019/20.

We have met this target.
Physical Health Services

Due to the impact of Covid-19, all audits on physical health indicators were suspended during Quarter 4. Therefore, the true year end position is not known, and whilst indicators were showing improvement  the reported outcomes are based on results confirmed at the end of Quarter 3.

In 2019/20 we set ourselves 5 targets against the goals of:

· Improving the usage of mental capacity assessments in our hospital and community settings to ensure that individuals who lack the ability to make specific decisions are the focus of any decisions made, or actions taken, on their behalf; 
· Develop a programme of personalised care planning to enable patients to manage their long term conditions more effectively;
· To increase the use of nutrician and hydration assessments in all appropriate settings in order for patients to be optimally nourished and hydrated;
· To increase the quality of wound assessments and management countywide in order to reduce clinical variation and improve wound healing rates;
· To embed End of Life care as ‘business as usual’ with dedicated leadership.

1.4	Improving the usage of mental capacity assessments in our hospital and community settings to ensure that individuals who lack the ability to make specific decisions are the focus of any decisions made, or actions taken, on their behalf.

The philosophy of the Mental Capacity Act 2005 (MCA) is to ensure that individuals who lack the capacity to make specific decisions are the focus of any decisions, or actions taken, on their behalf. It is a legal requirement to carry out an assessment when a person’s capacity is in doubt. Understanding the MCA needs to become a “business as usual” exercise, to ensure that the Trust is compliant with legislation and to achieve optimum benefits to our patients and families. This year, our metrics focused on the completion of the Mental Capacity Act 2 (principle of                     encouraging and supporting people to make decisions themselves, and even if they lack capacity, to be included in the process of making decisions)  and Deprivation of Liberty Safeguards (DoLS) assessments for significant decisions. 

Results
	Metric
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Has an MCA2 been completed for restrained or restricted patients in our community hospitals? (Baseline from March 2019 audit 11%.       
Measured from dip test audit mid quarter)

	Target
	15%
	30%
	60%
	90%

	
	Actual
	33%
	65%
	92%
	Audit Suspended due to Covid-19

	Has a deprivation of Liberty Safeguards application been made for all patients who do not have capacity to consent to being restricted or restrained?
(Baseline 22% from March 2019 audit)

	Target
	25%
	40%
	60%
	90%

	
	Actual
	33%
	55%
	85%
	Audit Suspended due to Covid-19




A review of the audit findings at the end of Quarter 3 shows that 46% of completed MCA2 forms have been saved as the final versions, and the remaining 46% were record but saved for future editing.  There is a plan in place to encourage staff to save all these as final versions. The quality of these forms is variable but it is encouraging that so far we have surpassed our target number, which indicates staff are confident and skilled in completing them.

We have met this target.

1.5	Develop a programme of personalised care planning to enable patients to manage their long term conditions more effectively

Personalised care is a priority in the Long Term Plan, with a stated objective that it should become “business as usual across the health and care system”. In the Intergrated Care System (ICS) workforce strategy the vision is to see this facilitated by a health coaching approach, called “Better Conversations”. It is noted that both the physical health and mental health services contracts for 2019-20 include a commitment to work with the Clinical Commissioning Groups to develop “5 core measurable statements for the ICS personalised care programme that define outcomes for patients and success”. This programme will directly feed in to this growing body of work.
 
The Patient Activation Measure (PAM) will be a key tool in these early stages. Patient “activation” describes the knowledge, skills and confidence a person has in managing their own health and care. The concept of patient activation links to all the principles of person-centred care, and enables the delivery of personalised care that supports people to recognise and develop their own strengths and abilities. Services included will be MacMillan Next Steps, Self Management, Diabetes Education, and part of the ICTs (Complex Care at Home and Berkeley Vale ICT where health coaching training has taken place).
Results

	Better Conversations and Personalised Care Measure
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Number of care planning conversations taking place for the identified cohorts 
	Set by individual teams and based on relevance to patient cohort(s) 
	This is happening, however more work is required to report from SystmOne
	SystmOne reports 7,148 patients with a care plan. Caution is required as definitions are not standard, and some eligible plans are not recorded on SystmOne. 
	Audit Suspended due to Covid-19

	Number of patients completing a Patient Activation Measure (PAM) questionnaire
	 Baseline: 1,500 per annum; target + 30% 
	Numbers are stable rather than rising but this is attributable to specific difficulties within 2 services and these are now resolved/resolving. Expect to recover lost ground 

	Trajectory now back on track. First 3 Quarters of 2018/19 = 552 people had  PAM score; same period 2019/20 = 926 people had a PAM score
	Audit Suspended due to Covid-19

	Number of patients completing a second PAM
	 Baseline:   500 per annum;  target + 30% 
	 
This is increasing in line with target
 
	264 compared to 420 at same point last year (Qtr. 3)
	Audit Suspended due to Covid-19

	The use of PAM data to tailor interventions to further the personalisation agenda
	Narrative reporting  - commenced June 2019 in Complex Care at Home, MacMillan Next Steps
	 
Progressing well. Embedded in 2 services and embryonic in others
 
	 
Progressing well. Embedded in 2 services and embryonic in others
 
	Audit Suspended due to Covid-19

	Delivery of a quarterly qualitative report detailing ongoing developmental activities and examples of good practice, patient stories and shared learning
	Linked to quarterly PAM data; most teams dependent upon CCG feed and Qtr. 1 data; delivery expected during Qtr.2
	Some case studies produced and shared with system partners as well as internally. Increasing anecdotal evidence of successes but failed thus far to produce  “formal” report
	 Case Study report submitted to Clinical Quality Review Group (14 November 2019).  
	Audit Suspended due to Covid-19




Some staff have been able to attend an NHSE/I workshop of evaluating personalised care, and 3 staff have received PAM Trainer traning in how to use PAM, and are currently rolling this out within Integrated Community Teams.

We did not meet this target.


1.6	To increase the use of nutrician and hydration assessments in all appropriate settings in order for patients to be optimally nourished and hydrated.

The Trust is using Quality Improvement methodology to increase the numbers of assessments being offered to patients.  The metrics this include the following:

· Patients will have a baseline Malnutrician Universal Screening Tool (MUST) on admission to wards or clinical caseloads (the maximum time frame is 72 hours for in-patient settings or 2 visits for Integrated Community Teams - ICTs).

· An audit approach to measure performance will be used until more reliable reporting can be assured from SystmOne.

· Qualitative, quarterly reporting will also be included as part of the Quality Improvement approach (using  Plan Do Study Act PDSA cycles). This will focus on reviewing samples of patients where MUST scores have triggered the need for interventions to establish whether patients are being managed appropriately and to a high quality. Included are all aspects of the patient’s care such as food charts, supplements, referrals to dieticians and impacts on other aspects of care such as the prevention or healing of pressure ulcers.


	Service Area
	Baseline
	
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	ICTs
	66%
	Target
	65%
	70%
	75%
	95%

	
	
	Actual
	66%
	65%
	60%
	Audit Suspended due to Covid-19

	Community Hospitals
	80%
	Target
	80%
	85%
	90%
	95%

	
	
	Actual
	91.4%
	76%
	84%
	Audit Suspended due to Covid-19



An electronic audit tool was developed and subsequently tested at Cirencester Hospital where it was found to be user friendly and time efficient. All Community Hospital Matrons have also tested the tool by undertaking a snapshot data capture for each patient.  This important work will continue during 2020/21 as part of implementing the national CQUIN for malnutrician screening.

We did not meet this target.


1.7	To increase the quality of wound assessments and management countywide in order to reduce clinical variation and improve wound healing rates.

This priority builds on the 2017-2019 CQUIN which was put in place nationally following UK studies that identified inconsistencies in the assessment and management of wounds and the opportunities to improve both efficiency of working and patient outcomes.

There are two principle reasons why wound assessment has been targeted:

1. A need to improve the quality and consistency of care delivered.
2. A need to reduce the cost burden of wounds. Clinical practice and wound outcomes should ultimately improve.

The Trust has been working to improve wound care as per the 2017-19 CQUIN, performance from Qtr. 4 of year 2 of the CQUIN is used below as a baseline for the Quality Improvement. 

	Wound Care Metrics
	
	Quarters 1 & 2
	Quarter 3
	Quarter 4

	To increase the number of patients who receive a fully compliant assessment (to the “leading change adding value” clinical assessment domains of the 2017-19 wound assessment CQUIN) on admission to Community Nursing caseloads, Complex Leg wound services, Podiatry Service or Inpatient Settings from baseline.
	Target
	30%
	40%
	60%

	
	Actual
	25%
	25%
	Audit Suspended due to Covid-19

	To increase the number of patients who have received a full wound assessment according to the “leading change adding value” Clinical Assessment domains of the 2017-19 wound assessment CQUIN AND whose wounds have healed within 4 weeks.

	Target
	60%
	65%
	70%

	
	Actual
	22%
	33%
	Audit Suspended due to Covid-19



A revised education offer for all aspects of wound assessment is under development – this includes all areas where wound assessment will be discussed and will be:

· Revised Tissue Viability education offers went live in January 2020;
· We have trialled a new SystmOne wide wound assessment and treatment template for all services – the next step is to appraise this to coding and data extract needs (reference costs);
· Working with the CCG on countywide clinical pathways and resources for all areas to aid clinical decision making, this is developing with multiple clinical pathways in development;
· Revised exceptions reporting form issued (on intranet for countywide use);
· Bespoke Tissue Viability education has been offered into Gloucester City ICT to support novice practitioners in wound assessment, this was identified in a number of reported incidents as required learning;
· Compliance to the revised wound formulary (issued April 19) is relatively good, with the exception of barrier cream use, work underway to reduce this and move patients to formulary advised products;
· A picture clinical decision making tool related to the new formulary has been issued service wide and well received.

This important work will continue during 2020/21 as part of implementing the national CQUIN for assessment, diagnosis and treatment of lower leg wounds

We did not meet this target.

1.8   To embed End of Life care as ‘business as usual’ with dedicated leadership

The Trust aims to ensure that all End of Life care will be delivered with excellence and compassion. This year, the focus has been to report the numbers of all patients on End of Life care within a bespoke template our clinical system, SystmOne. We want to ensure that this template is used consistently.




Results
	End of Life Care
	Baseline
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	% of Community Hospital inpatients
	81
	81.8
	100
	90.9
	83.3
	82.4
	86.7
	75
	77.8
	75
	Audit Suspended due to Covid-19

	% of all Trust patients
	48.
	52.1
	56.6
	55.2
	57.3
	59.2
	60
	55.1
	57.6
	48.3
	Audit Suspended due to Covid-19

	Number of patients

	n/a
	76
	82
	74
	82
	77
	69
	75
	76
	71
	Audit Suspended due to Covid-19

	No. of deaths

	n/a
	146
	145
	134
	143
	130
	115
	136
	132
	147
	Audit Suspended due to Covid-19



· An exemption criteria has now been applied and although the completion rate for the Community Hospitals has improved, The criteria applied is: any unexpected deaths, or deaths within 24 hours of referral/admission, and patients referred to the Physiotherapy and Occupational Therapy services (with the exception of the Palliative Care Occupational Therapists). 

· No significant improvement was seen in community nursing with the exemptions applied. A deep dive of all the patient records without EoL template for October has show that there are a number of deaths that should be excluded from the numbers. Unfortunately due to the way that the information is recorded we are unable to exclude these during the reporting processes. For October, out of 66 patient records 18 patients died in the acute hospital, 4 in a hospice, 5 died unexpectedly (no EoL indication in record) and 13 died in nursing/care home (no EoL indication seen in record)

· ReSPECT launch countywide on 10th October 2019. Document is being used widely across Gloucestershire. Event being held in April to target Nursing/Care homes and GP to complete ReSPECT forms 

· National Audit of Care at End of Life (NACEL): completed the collection of data and the audit is now closed. Poor return response rate, only one completed questionnaire received. This is significantly less than the response rate to local bereavement survey.

Focusing on on End of Life care will continue as a quality indicator in 2020/21 as we aspire to ensure that End of Life care is provided with excellence and compassion

We did not meet this target.


















User Experience 

Mental Health Services

In this domain, we have set ourselves 1 goal of improving service user experience and carer experience with 4 associated targets within our mental health services.

· Improving the experience of service users in key areas. This was measured though defined survey questions for both people in community and inpatient settings.
The Trust’s How did we do? The survey questions combine the NHS Friends and Family Test and our local Quality Survey.  The Quality Survey questions encourage people to provide feedback on key aspects of their care and treatment. 

The two elements of the How did we do? survey will continue to be reported separately as Friends and Family Test and Quality Survey responses by county. A combined total percentage for both counties is also provided to mirror the methodology used by the Care Quality Commission Community Mental Health Survey.


1 April 2019 – 31 March 2020 Results


Target 2.1	Were you involved as much as you wanted to be in agreeing the care you will receive? < 84%

	Question
	County
	Number of responses
	Target Met?

	Were you involved as much as you wanted to be in agreeing the care you receive?
	Gloucestershire
	237 (184 positive)
	80%

TARGET 84%

	
	Herefordshire
	137 (117 positive)
	

	
	Total
	374 (301 positive)
	



We did not meet this target.



Target 2.2	Have you been given information about who to contact outside of office hours if you have a crisis? > 71%

	Question
	County
	Number of responses
	Target Met?

	Have you been given information about who to contact outside of office hours if you have a crisis?
	Gloucestershire
	252 (187 positive)
	77%

TARGET 71%

	
	Herefordshire
	146 (121 positive)
	

	
	Total
	398 (308 positive)
	


We have met this target.





Target 2.3	Have you had help and advice about taking part in activities that are important to you? > 64%

	Question
	County
	Number of responses
	Target Met?

	Have you had help and advice about taking part in activities that are important to you?
	Gloucestershire
	231 (173 positive)
	78%

TARGET 64%

	
	Herefordshire
	139 (114 positive)
	

	
	Total
	370 (287 positive)
	



We have met this target.


Target 2.4	Have you had help and advice to find support for physical health needs if you have needed it? > 73%

	Question
	County
	Number of responses
	Target Met?

	Have you had help and advice to find support for physical health needs if you have needed it?
	Gloucestershire
	230 (181 positive)
	80%

TARGET 73%

	
	Herefordshire
	133 (108 positive)
	

	
	Total
	363 (289 positive)
	



We have met this target.


Feedback from the Quality survey along with the National Community Mental Health survey results helped us to identify the need to increase the involvement of people in the development of their care plans. This is the focus of our work to implement an Always Event as part of the NHS England campaign.

Although response rates for the survey have increased over time the level of response continues to be lower than we would like. During Quarter 4 we have continued to implement a new system to capture survey feedback with aim to increase the number of responses we receive to both aspects of the ‘How did we do?’ survey.

From 1st October 2019 onwards the Patient and Carer Experience Team (PCET) now have a dedicated survey lead and work stream to focus on seeking feedback via differing survey methods with the aim of increasing response rates and obtaining more opinion and meaningful data about the services that we provide.

Friends and Family Test (FFT)

FFT responses and scores for Quarter 4, 2019/20 (for mental health services)

The FFT involves service users being asked “How likely are you to recommend our service to your friends and family if they needed similar care or treatment?”

Our Trust played a key role in the development of an Easy Read version of the FFT. Roll out of this version ensures that everybody is supported to provide feedback.

The table below details the number of combined total responses received by the Trust each month in Quarter 4. The FFT score is the percentage of people who stated that they would be ‘extremely likely’ or ‘likely’ to recommend our services. These figures are submitted for national reporting.

	
	Number of responses
	FFT Score (%)

	January 2020
	228 (177 positive)
	78%

	February 2020
	141 (119 positive)
	84%

	March 2020
	138 (126 positive)
	91%

	Total
	507 (422 positive)
(Q3 = 40)
	83%
(Q3 = 77%)



This quarter’s FFT score for our Trust has improved quarter which is encouraging news following disappointing decreases seen in previous quarters last year.

PCET continue to monitor FFT scores and undertake further analysis of scores to identify any areas that are influencing lower ratings. 

FFT Scores for the mental health services within Gloucestershire Health and Care NHS Foundation Trust for the past year. The following graph shows the FFT Scores for the past rolling year, including this quarter. The Trust generally receives mostly positive feedback.


Friends and Family Test Scores – comparison between GHC Trust and other Mental Health Trusts across England
The chart below shows the FFT scores for November 2019, December 2019, and January 2020 (the most recent data available) compared to other Mental Health Trusts in our region and the national average. Our Trust consistently receives a high percentage of recommendation although we have achieved lower scores than other Trusts in our region in recent quarters. This is a reversal from previous years and does not triangulate with our positive National Survey scores.


GHC – Glos Health and Care NHS Foundation Trust // AWP – Avon and Wiltshire Mental Health Partnership NHS Trust
BERK – Berkshire Healthcare NHS Foundation Trust // OXFORD – Oxford Health NHS Foundation Trust

Physical Health Services

No local  user experience targets were set within this domain, however FFT information for 2019/20 demonstrates a high response rate and high levels of patient satisfaction.

Of the 32,213 responses received, 93% (29,958) of the respondents said they were extremely likely or likely to recommend the service, as illustrated below:

[image: cid:image001.png@01D6133E.2D4A6A40]


The word cloud below shows an overview of feedback from patient across all physical health services, this facility will be available for all Trust services from 1 April 2020.

[image: cid:image008.jpg@01D6133E.2D4A6A40]


Complaints

Between 1st April 2019 and 31st March 2020 the Trust received 76 formal complaints about our mental health services, and 41 relating to our physical health services – a total of 117.  This is the same total number as the previous year, 1st April 2018 and 31st March 2019 (74 formal complaints regarding our mental health services, and 43 about our physical health services) – again a total of 117. 



People who contact our Patient and Carer Experience Team (PCET) should receive a response within three working days. The PCET will seek to resolve any concerns in the most timely and proportionate manner. Those who wish to pursue a formal complaint will have their complaint issues clarified and sent to them in writing for confirmation – this is known as the acknowledgement of complaint process.

Last year, 2018-2019, 97% (72 of 74) of complaints regarding our mental health services were acknowledged within three days. This year, 2019-2020, 88% (67 of 76) of complaints relating to our mental health services were acknowledged within the three day time standard. (These data are not currently available for our physical health services).

Analysis of this information for 2019/20 shows that there has no change in the number of formal complaints (n=117), whilst the number of concerns decreased by 24% (n=620). 

There has been 20% decrease (n=737) in the combined number of complaints and concerns reported to the PCET during 2019/20. It is important to acknowledge that the PCET also record additional contacts made directly with the team and these are categorised as enquires, or requiring advice or signposting and also recorded on Datix.

During 2018/19 there were 393 contacts for advice or signposting recorded for our mental health services, and 53 for our physical health services – a total of 446 additional contacts.

During 2019/20 there were 267 contacts for advice or signposting recorded for our mental health services, and 51 for our physical health services – a total of 318 additional contacts.  This type of contact has decreased by 40% in 2019/20 and does not include compliments.

People are encouraged to seek an independent investigation of their complaint via an external review by the Parliamentary Health Services Ombudsman (PHSO), Local Government Ombudsman (LGO) or the Care Quality Commission (CQC) if they are not satisfied with the outcome of 2gether/GCS and/or after 1st October 2019 GHC’s investigation or if they feel that their concern remains unresolved. 

The table below summarises the contact that external review agencies have had with our Trust throughout 2019/20. 

These data include complaints raised and investigated by our Trust over previous years and due to this the totals do not correlate with the total number of initial requests made in 2019/20 


	
	
PHSO

	LGO
	CQC
	Total

	Number of requests for initial information about individual complaints during 2019/20
	6
	0
	0
	5

	Number of complaints closed following initial review of information with no further action.
	5
	0
	0
	5

	Number of complaints where intention to investigate has been confirmed
	1
	0
	0
	1

	Number of complaints currently under investigation
	1
	0
	0
	1

	Number of complaints closed following investigation
	6
	1
	0
	7

	Number of complaints upheld following investigation
	0
	0
	0
	0



The quarterly PCET report to the Trust Board outlines in detail the themes of complaints, the learning and the actions that have been taken. Learning from complaints, concerns, compliments and comments is essential to the continuous improvement of our services.



























Safety
Mental Health Services

Protecting service users from further harm whilst they are in our care is a fundamental requirement.  We seek to ensure that we assess the safety of those who use our services as well as providing a safe environment for service users, staff and everyone else that comes into contact with us.  In this domain, we have set ourselves 5 goals with 5 associated targets to: 

· Minimise the risk of suicide of people who use our services; 
· Ensure the safety of people detained under the Mental Health Act;
· Reduce the number of prone restraints used in our adult inpatient services;
· Ensure all people who are inpatient at Berkeley House have a bespoke restrictive intervention care plan;
· Embed the learning from our reported serious incidents:

Target 3.1	Reduce the proportion of patients in touch with services who die by suspected suicide when compared with data from previous years. This will be expressed as a rate per 1000 service users on the Trust’s caseload.

We aim to minimise the risk of suicide amongst those with mental disorders through systematic implementation of sound risk management principles. In 2013/14, during which year we reported 22 suspected suicides, we set ourselves a specific quality target for there to be fewer deaths by suicide of patients in contact with teams and we have continued with this important target each year. Sadly the number increased and during 2016/17 we reported 26 suspected suicides and in 2017/18 the number of reported suspected suicides increased to 28.  We are pleased to report that by the end of 2018/19 the number had reduced and that we reported 25 suspected suicides. At the end of 2019/20 18 suspected suicides have been reported during the year as seen below.

[image: cid:image001.png@01D6132B.92E215A0]
Figure 1

What we also know is that we are seeing more and more service users on our caseload year on year, so we measured this important target differently this year. This is also reported as a rate per 1000 service users on the Trust caseload.  The graph overleaf shows this rate from 2014/15 onwards for all Trust services covering Herefordshire and Gloucestershire, and we are aiming to see the median value (green line) get smaller. During 2015/16, 2016/17 and 2017/18 the median value was 0.09. By the end of 2018/19 the median value reduced to 0.06 and at the end of 2019/20 this has reduced further to 0.04.
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We will continue to work hard to identify and support those people experiencing suicidal ideation and aim to establish the interventions that will make the most impact for individuals.  We launched the StayAlive App during 2017/18; this is a pocket suicide prevention resource for both people who are having thoughts of suicide and those who are concerned about someone else who may be considering suicide. This is available on AppStore and Google Play and may have had some role in reducing the suicide numbers seen this year.

In 2020/21 we will continue to work with partners in our ICS and Public health to further improve suicide reduction approaches such as the “Zero Inpatient Suicide initiative”

We have met this target.

[bookmark: _Toc294275462][bookmark: _Toc325357307]

Target 3.2 	Detained service users who are absent without leave (AWOL) will not come to serious harm or death. 

Much work has been done to understand the context in which detained service users are absent without leave (AWOL) via the NHS South of England Patient Safety and Quality Improvement Mental Health Collaborative. AWOL reporting includes those service users who:

1. Abscond from a ward, 
2. Do not return from a period of agreed leave,
3. Abscond from an escort.  

What we want to ensure is that no detained service users who are AWOL come to serious harm or death, so this year we are measuring the level of harm that people come to when absent.

In 2017/18 we reported 170 occurrences of AWOL (142 in Gloucestershire and 28 in Herefordshire detailed in the table below). There are a number of factors which influence this, including open wards, increased numbers of detained patients in our inpatient units, increased acuity, and on occasion, service users who leave the hospital without permission multiple times. 190 occurrences were reported during 2017/18.





At the end of 2017/18 the following occurrences of AWOL were reported
	 
	Absconded from a ward
	Did not return from leave
	Absconded from an escort
	Total

	Gloucestershire
	72
	59
	11
	142

	Herefordshire 
	20
	3
	5
	28

	Total
	92
	62
	16
	170


None of these incidents led to serious harm or death.

At the end of 2018/19 the following occurrences of AWOL were reported.

	
	Absconded from a ward
	Did not return from leave
	Absconded from an escort
	Total

	Gloucestershire
	62
	66
	16
	144

	Herefordshire 
	46
	0
	0
	46

	Total
	108
	66
	16
	190


None of these incidents led to serious harm or death.

At the end 2019/20 the following cumulative occurances were reported.

	 
	Absconded from a ward
	Did not return from leave
	Absconded from an escort
	Total

	Gloucestershire
	88
	65
	18
	172

	Herefordshire 
	52
	4
	2
	58

	Total
	141
	69
	20
	230


None of these incidents led to serious harm or death.


We have met this target.


Target 3.3	To increase the use of supine restraint as an alternative to prone restraint (on all adult wards & PICU) 

The use of prone restraint (face down) is sometimes necessary to manage and contain escalating violent behaviour, however it is also a response that has potential to cause harm to an individual. As a Trust we want to minimise the use of this wherever possible through therapeutic engagement and occupation in the inpatient environment; alongside effective de-escalation techniques and alternatives to prone restraint. 

The Trust has a sub group focused on reducing physical restraint, in line with national guidance, reporting into our Trust Quality Committee. From reviewing our restraint data in detail over the past 3 years, we have seen a reduction in physical restraint and a positive increase in the use of supine restraint as an appropriate and safer alternative to prone restraint.  This is due to active promotion of techniques used.

In 2018/19 our quality aim was to see a continued increase in the use of supine restraint as an alternative to prone restraint. During the year there were 124 prone restraints and 121 supine restraints, a difference of 3 more prone restraints. We, therefore, missed our 2018/19 quality improvement target for prone restraints to be lower than supine restraints, however, clinical staff made good progress in this area and our analysis of the challenge has indicated where clinical exceptions have led to the use of prone restraint over supine. 

In 2019/20 we continued doing further work to  address this including additional work on training staff in alternative injection sites, the development of new approaches to alternatives to prone restraint and, of course, on-going work to reduce all forms of restraint in inpatient services.
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The above figures shows a ward by ward comparision of the use of these techniques during each quarters of 2019/20.  The higher use of prone restraint on Abbey Ward during Q2 was predominantly due to one patient who has specifically requested to be restrained (when such intervention is required) in the prone position. During the year there were 136 prone restraints and 243 supine restraints, we have, therefore, met this year’s target.

The two pie chart below shows the spread of all physical inteventions used on our adult wards and the PICU during 2019/20 and it is reassuring to note that, wherever possible, the least restrictive  practices e.g seated or precautionary holds are used. Supine or prone restraint are only used when a person’s safety becomes compromised. 

[image: ]
We have met this target.



Target 3.4	To ensure that 100% of service users within Berkeley House have a bespoke restrictive intervention care plan tailored to their individual need.


Berkeley House currently has 7 patients all of whom have specific care plans for Positive Behaviour Management (PBM) interventions; these care plans are on RiO and a copy of an accessible care plan is available for the patient.

They also have Positive Behavioural Support (PBS) plans which contain detailed information regarding primary, secondary and tertiary strategies for each person. Within these plans are functional assessments of behaviours that individuals may display. These include what a good day looks like and individualised strategies to manage behaviours when a patient begins to show signs of distress. 

Primary prevention strategies aim to enhance the service users’ quality of life and meet their unique needs thereby reducing the likelihood of behavioural disturbances.

Secondary prevention strategies focus on the recognition of early warning signs of impending behavioural disturbance and how to respond in order to encourage the patient to be calm.

Tertiary strategies guide the responses required to manage behavioural disturbance and acknowledge that the use of proportionate restrictive interventions may be required to minimise harm.

Alongside these strategies patients have activity care plans providing information on preferred activities, likes and dislikes and implementation of these activities for each individual. All patients also have a Health Action Plan and health and wellbeing care plan that gives information on health issues thus minimising possible influences pain may have an individual’s behaviour.

All these plans are written following assessment and advice obtained from PBM trainers about any patient specific interventions (1 staff member at Berkeley House is also a PBM trainer). Also included in these plans are sensory interventions formulated by an occupational therapist which are implemented at associated primary and secondary phases appropriate for each individual. 

All patients have a bespoke PBM assessment and care plan, this is written in conjunction with the Behaviour Support & Training Team, the PBM trainer we have within the staffing establishment at Berkeley House and the wider Multidisciplinary team. These plans include sensory interventions formulated by an occupational therapist. The PBM assessment (Individual Patient Physical Intervention Technique Checklist) clearly identifies techniques to be implemented for each individual as and when proportional to the risk to self and others. 

Patients are physically monitored following all physical interventions to ensure that any concerns of physical harm or distress are acted upon within a timely manner. Where appropriate debriefs would be offered to patients post incident.  

There are staff debriefs after any incidents of intervention, during which they are able to reassess and evaluate interactions and change care plans accordingly to better meet patient needs. Incidents are logged and discussed at MDT each week and interventions reviewed. 


We have met this target.



Target 3.5	To further develop a quality improvement led approach to robustly embed lessons learned following serious incidents.

The Trust Serious Incident Review  Process was reviewed during Quarter 4 2018/19 by Price Waterhouse Coopers (PWC) internal audit team. PWC assessed the effectiveness of the change in the Trust's Serious Incidents Requiring Investigation (reporting mechanisms, examined the processes in place for implementing relevant SIRI action plans and how lessons learned identified are shared across the Trust. 

PWC Conclusion

Overall, the SIRI process has seen significant improvements in terms of timely submissions of SI reports, whilst also maintaining the quality. Investigations are undertaken by the central investigation team with the support of a relevant team manager, which has improved the quality, as the reports are now prepared by dedicated experts. There have been improvements in the process including overall turnaround time in producing reports, consistency in the quality of the reports, and the utilisation of a family liaison officer to support the families impacted, there is further scope to strengthen key areas that impact on the SIRI process and ensure the foundation and outcome of the investigations process is sustainable.

PWC raised 4 recommendations for Trust action

1. There is a robust and effective mechanism to share lessons learned across the Trust, however there is a scope to enhance the implementation in practice, embed the learning and the assurance mechanisms to determine effectiveness. 

2. The incident policy document is not up to date and wholly reflective of the current process around engaging with local CCGs and related reporting mechanisms, elements were identified which would benefit from further clarity and detail matched to current activities and reporting mechanism. 

3. The terms of reference for the SI action plan subcommittee has not been updated since April 2016 when the sub committee was formed there are opportunities to update the TOR and ensure it is reflective of current activities, roles and responsibilities.

4. Recommendations and actions arising from the serious incident reports should be measurable and realistic to ensure full implementation across the Trust a Sample tested found this not to be consistently the case

These recommendations have all been actioned and reported to the Trust Audit Committee. 

The Nursing, Therapies and Quality Team is continuing to explore and develop a sustainable system and process for embedding learning from incidents, complaints and claims. Overleaf is a summary of the key aspects which will underpin the final approach and were presented to the Quality Committee in January 2020. 

A process for teams has been developed to provide evidence that teams  have acted upon the findings from serious incidents and indicate how this has  their changed practice. This work will be directly supported by the Trust Quality Improvement Group. This is now included within the Incident Policy and will be implemented during 2020/2; and will  be subject to auditing. Alongside this, a “lesson learned” annual summary has been commissioned for completion at year end for sharing with teams to promote learning
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We have met this target.

Physical Health Services

Due to the impact of Covid-19, all audits on physical health indicators were suspended during Quarter 4. Therefore, the true year end position is not known, and whilst indicators were showing improvement  the reported outcomes are based on results confirmed at the end of Quarter 3.


In 2019/20 we set ourselves 5 targets against the goals of:

· Improved learning from ‘no-harm’ and’low-harm’ medication incidents to enhance patient safety; 

· Implement a Quality Improvement Programme to improve the management of catheters in community settings;

· Continue to reduce pressure ulcers by working with the NHSI Stop the Pressure Collaborative framework;

· Continue to train and support front line colleagues to recognise and manage deteriorating patients to  ensure that they are managed quickly and effectively;

· To embed falls prevention and management as ‘business as usual’ with dedicated leadership.







Target 3.6	Improved learning from ‘no-harm’ and’low-harm’ medication incidents to enhance patient safety

This priority has been designed to enable the identification and themes of factors contributing to, or causing no and low ‘harm medication incidents, and make recommendations to address any identified themes.

	Improved learning

	
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	



Actions

	
	Establish a baseline of quality of reporting of harm reported medication incidents using quality audits - Completed, see below.
	Quality Improvement working group will establish a training needs analysis on baseline data and agree actions required to improve quality of reporting
	Implementation of actions agreed from Qtr. 2

	A repeat audit of harm reported medication incidents will be performed to determine if the aims of the outcome have been achieved


	Low/no harm incidents have been investigated and closed by end of each quarter

	Target
	
	45%
	60%
	75%

	
	No-harm incidents
	Baseline 32%
	25%
	54%
	Audit Suspended due to Covid-19

	
	Low-harm incidents
	Baseline 29%
	57%
	29%
	Audit Suspended due to Covid-19

	Low/no harm incidents should state the medication  involved

	Target

	
	91%
	95%
	100%

	
	No-harm incidents
	Baseline 87%
	85%
	95%
	Audit Suspended due to Covid-19

	
	Target

	
	80%
	90%
	100%

	
	Low-harm incidents
	Baseline 71%
	57%
	100%
	Audit Suspended due to Covid-19

	Low/no harm incidents should state the indication for the medication involved

	Target

	
	33%
	66%
	100%

	
	No-harm incidents
	Baseline 0%
	30%
	35%
	Audit Suspended due to Covid-19

	
	Low-harm incidents
	Baseline 0%
	0%
	0%
	Audit Suspended due to Covid-19




There were 17 medication incidents within Community Physical Health Services responsibility reported in March 2020 all of which resulted in no harm. A review of this information has shown that the numbers of reported incidents are within normal variation.

Actions
· We will continue to encourage timely investigation of incidents and improved medication detail in reports;

· A Medication Safety Group met for the first time during Quarter 4 2019/20. Actions from the meeting include producing a medication error management policy for GHC and agreeing an RCA template that is fit for purpose to review medication incidents and near misses.

We did not meet this target.



Target 3.7	Implement a Quality Improvement Programme to improve the management of catheters in community settings

Long term catheters whilst beneficial for some patients are also associated with morbidity. Infections (including sepsis) and other complexities which include anxiety over unpredictability of catheter problems (e.g. sudden blockage), difficulties managing away from home (e.g., taking equipment on holiday), sense of physical restraint, limited clothing choices, interruptions to sleep due to discomfort or pulling, and self-identity issues.

It has been identified that some patients appear to have clinically unnecessary urinary catheters in situ; the above risks and problems can therefore impact on the safety, morbidity and quality of life of these cohorts of patients.

	Catheter Management metrics
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Reduce the amount of community nursing contacts to patients between planned routine catheter changes to manage catheter associated problems.

	Target
	95% of Baseline
	90% of Baseline
	85% of Baseline

	
	

Set targets for use in Qtrs. 2 to 4
Baseline: 3,900 Contacts per quarter 
(1,300 per month)

	5% reduction
	9.5% reduction from baseline
(average = 1185/month)
	Audit Suspended due to Covid-19

	Reduce the number of (clinically unnecessary) urinary catheters inserted in the community setting.
	Establish baseline and set targets for use in Qtrs. 2 to 4
Delay due to determining percentage of patients whose first catheter insertions were not on GCS Nurse caseloads, or may have a positive TWOC* outcome

	Delayed data capture continuing through October, report available November
	Data suggests this is up to 15% of catheters in situ at any one time, but clinical appraisal is challenging as the majority of catheters are initiated in GHFT not community – so unable to review records.  (76% in Oct 19 were initiated outside of community setting)
	Audit Suspended due to Covid-19


* TWOC – Trial Without Catheter to determine if clinically indicated.

Actions Completed

An audit of new catheter requests for October in the ICTs demonstrated:

· 85% of all (33) new catheter requests received into ICTs in October were found to be clinically relevant and appropriate

· Of the remaining 15% of people referred in October (5 people) their reasons for catheterisation were: 1 x End of life care – catheter was not inserted / 1 x reduce mobility – was catheterised in GHFT / 1 x post-operative, but not urology surgery – again decision to catheterise was taken outside of GHC / 1 x incontinence + dementia and cancer of the prostate (this may have been inappropriate but insufficient clinical information available to appraise) / 1 x undefined need patient (insufficient assessment information available to appraise)

· 77% of requests were for male patients with clinical need, of those the majority will go on to have surgical intervention as such they would all be clinically appropriate catheterisations.

We have reviewed the draft of the countywide catheter passport and comments have been returned to the lead in Gloucestershire Hospitals NHS Foundation Trust, asserting this needs to be a countywide document under the One Gloucestershire umbrella not.

A practice improvement poster is nearly completed by One Gloucestershire based on GHC work undertaken. This will be disseminated to all clinical areas, care homes and care agencies across the county.

PDSA work is underway for small scale improvement in service areas as follows: 

· Evening & Overnight nursing – production of a standard equipment in the home list and to standardise equipment.

· Complex Care @ Home – catheter education required for all colleagues as not all nurses in team.  

· Community Hospitals - knowledge on trouble shooting guidance e.g. CAUTI and Trial Without Catheter/retention trouble shooting, focus on untrained education (nothing currently available for HCA’s).

· ICTs – Bowel routine recording on clinical SystmOne template.

A countywide continence formulary is in the final stages of development between the Continence Specialist Lead, the CCG and the Head of Community Nursing. This will standardise equipment in use, identify best value for money and reduction in unwarranted variation which will help improve practice. This is now appraised by the Trust and agreed. Delays in this moving forward are not of GHCs causing.

Education offers for bladder and bowel assessment and care are now on ESR.

We did not meet this target.




Target 3.8	Continue to reduce pressure ulcers by working with the NHSI Stop the Pressure Collaborative framework.

The prevention of pressure ulcers remains one of our top priorities with regards to patient safety. Despite great strides in the past 2 years our aim will be to continue to monitor the number and incidence of pressure ulcers and to continue to drive our reduction plans forward. Metrics for measuring performance therefore are:

1. Pressure ulcers will continue to reduce across our patient facing services where our span of influence can have an impact.

2. Quality improvement methodology continues to target areas of high incidence and as a response to incident reports to understand the issues, current focus on Cotswolds, Cheltenham and Forest hospitals to showcase improvement. The PDSA cycle will report quarterly on these areas and will include a qualitative report.
 
Plans also include working collaboratively with Gloucestershire Hospitals NHS Foundation Trust and / or care homes where specific incidences or themes demonstrate the potential for system wide learning. Qualitative reporting will also include case studies where pressure ulcers have been managed and healed, following the patient journey and taking in to account other factors such as nutrition and hydration.

	Pressure Ulcers
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Acquired Pressure Ulcers will continue to reduce across patient facing services where our span of influence can have an impact

	Target  (Number of avoidable acquired pressure ulcers over total pressure ulcers)
	8% 
(2018-19  Q4 baseline 8.9%) 
	7%
	6%
	5%

	
	
Actual


	8.6%
	6.6%
	5.9%
	Audit Suspended due to Covid-19

	
	Number of acquired and avoidable pressure ulcers
	37
	24
	24
	Audit Suspended due to Covid-19

	
	Total number of pressure ulcers in audit

	430
	365
	409
	Audit Suspended due to Covid-19



The quarterly metrics taken from Datix reports continue to evidence that clinicians are reporting and recognising skin integrity damage at earlier stages in patient’s care journey. This is reflected in increased category 1 & 2 Pressure Ulcers and reduced occurrence of avoidable categories 3 & 4. This suggests that the posture and risk management approach to education is improving patient safety.

Monthly deep dive review into all reported category 3 & 4 ulcers commenced in November.

Deep dive into the pressure ulcers for Qtr. 3 that are recorded as developed or worsened under our care and categorised as unavoidable will be reviewed for themes and reported to the Quality committee in February/March

Community Hospitals have completed their quality improvement PDSA cycle across the Forest Community Hospitals and this has rolled out to Tewkesbury and Cirencester hospitals. 

North Cotswolds professional leads in Physiotherapy, Occupational Therapy and Community Nursing have completed 2 workshops focused on risk assessment and posture for AHP’s. This approach is a result of the #stopthepressure PDSA results which highlighted training to reduce avoidable harm should focus on holistic assessment and posture management. Additionally this AHP approach is underway in Cheltenham with cross locality support from North Cotswolds

Compliance with published standards from NHS Improvement (July 2018) and National Reporting and Learning System (NRLS) (March 2019) have been achieved. Definitions of acquired and inherited have been updated on the Datix incident reporting system. This has completed the outstanding actions from the gap analysis report for the Quality and Performance Committee (July 2018): Pressure ulcer developed or worsened during care by this organisation (previously: acquired).  Pressure ulcer present before admission to this organisation (previously: inherited).

Benchmarking: In the ‘Rate of new grade 2,3,4 avoidable pressure ulcers acquired in a Community Hospital setting per 1,000 occupied bed days’ the Trust submitted a figure of 0.89 in November. The benchmarking figure is 1.01 for Community Hospital settings.

We have met this target.





Target 3.9	Continue to train and support front line colleagues to recognise and manage deteriorating patients to  ensure that they are managed quickly and effectively.

The metrics are:

·  All patients admitted onto Trust caseloads (Community and Inpatients) will have their NEWS recorded as a baseline. This will be measured with a snapshot audit which also extracts information about deterioration, recognition of sepsis and appropriate escalation;

· The qualitative data from the snapshot) audits will establish whether rapidly deteriorating patients have been identified and escalated appropriately within the service where their care is being managed (according to the Trust policy action cards).
 
For some patients this will include looking to assess whether there were any challenges evident to colleagues identifying early enough that the patient was deteriorating and at risk of sepsis and to identify key issues that may be used to develop further measures for improvement. For example, this may be clinical practice such as the frequency of observations once a NEWS has raised above a certain threshold for a patient – or around ensuring the NEWS scale 2 is used is for patients who have COPD with a clinically diagnosed oxygen (O2) deficit and therefore need prescribed oxygen (O2) at an lower rate (88-92).

	NEWS Recording Targets 2019/20 (performance from audit data)

	Service Area
	Baseline
	
	Quarter 1
	Quarter 2
	Quarter 3
	Quarter 4

	Community Hospital In-patients
	March 2019 audit 89%
	Target
	89%
	91%
	93%
	95%

	
	
	Actual
	92%
	98%
	98%
	Audit Suspended due to Covid-19

	ICTs
	March 2019 audit 33%
	Target
	33%
	40%
	50%
	60%

	
	
	Actual
	54%
	31%
	70%
	Audit Suspended due to Covid-19



Results for Qtr. 3  snapshot audit results from NEWS in the ICT’s show an encouraging improvement.

Community Hospitals removed from the risk register due to their percentage compliance with NEWS assessments.
Quality Improvement work with Community Nurses took place on 3 December 2019 reviewing data and developed an informative process map and plan to address compliance. A follow up workshop is scheduled for January.

A review of each locality’s results to be shared with operational colleagues and a focus on areas that need support will commence in February/March.

We have met this target.


3.10 To embed falls prevention and management as ‘business as usual’ with dedicated leadership

The Trust aims to prevent as many falls as possible and has participated in the national CQUIN associated with falls. This CQUIN identifies three key actions that should be completed as part of a comprehensive multidisciplinary falls intervention and result in fewer falls, bringing length of stay improvements and reduced treatment costs. The three key actions which must all be completed are:
· Lying and standing blood pressure recorded.
· No hypnotics or anxiolytics prescribed, or rationale documented.
· Mobility assessment completed or walking aid provided within 24 hours.
Results

	Falls Prevention
	Target
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	% of patients meeting all 3 criterion shown below
	80%
	28.4%
	43.8%
	49.9%
	

	Lying & standing blood pressure recorded at least once+
	80%
	55.6%
	51.3%
	53.3%
	60.8%
	60.3%
	67.3%
	69.9%
	63.9%
	75.5%
	Audit Suspended due to Covid-19

	No hypnotics, antipsychotics or anxiolytics prescribed or rationale for prescribgin documented

	80%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	Audit Suspended due to Covid-19

	Mobility Assessments completed within 24 hours or walking aid provided within 24 hours-

	80%
	41.5%
	38.8%
	50.3%
	72.3%
	60.3%
	61.9%
	67.1%
	61.7%
	61.2%
	Audit Suspended due to Covid-19



Colleagues have been reminded to ensure lying and standing blood pressure is recorded on SystmOne at least once during their admission (observations are usually recorded on the paper NEWS chart). We have added a box to SystmOne to enable ‘not appropriate’ to be selected, e.g. if patient hoisted or unwell/end of life. Suggestion to check that this has been completed before discharging a patient.

There will be a focussed education programme throughout January to ensure colleagues are fully aware of all the components of and the rationale for the CQUIN – this will include a reminder that the initial mobility assessment must be completed within 6 hours of admission and that this can be completed by any registered professional – does not have to be a physiotherapist.

We did not meet this target.


















Serious Incidents reported during 2019/20

Mental Health Services


By the end of 2019/20 31 serious incidents were reported by the Trust; the types of these incidents reported are seen below.   




All serious incidents were investigated by a dedicated resource of clinicians, all of whom have been trained in root cause analysis techniques.  

Wherever possible, we include service users and their families/carers to ensure that their views are central to the investigation, we then provide feedback to them on conclusion and copies of our investigation reports. During 2018/19 we continued to develop processes to provide improved support to people bereaved by suicide and in May 2018 18 staff were trained in Postvention techniques by the charity Suicide Bereavement UK. These trained staff now act voluntarily as Family Liaison Officers (FLOs) and are allocated to support families of service users on our caseload who have died by suspected suicide. 

The Trust also shares copies of our investigation reports regarding “suspected suicides” with the Coroners in both Herefordshire and Gloucestershire to assist with the Coronial investigations.

There have been no Department of Health defined “Never Events” reported within the Trust. Never Events are serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented.










Physical Health Services


For 2019/20 the Trust reported 18 Serious Incidents Requiring Investigation (SIRI); the types of these incidents reported are seen below.   




All the SIRIs declared were investigated by a dedicated resource of clinicians, all have been trained in root cause analysis techniques.  

There have been four pressure ulcers cases that met the criteria for a SIRI due to the wound deteriorating whilst the patient’s were under the Trust’s care.There was one incident of an attempted suicide within the Sexual Assault Referral Centre (SARC) and three incidents of suboptimal assessment, diagnosis and aftercare from the Sexual Health Service. Two fall and fracture incidents (wrist and fingers) within 2 separate community hospital settings were escalated. There were three incidents of sub-optimal care being delivered to a deteriorating patient by the Wheelchair Service. One of these cases caused a pressure ulcer.   

There were two incidents which were stood down within the agreed timeframe following comprehensive investigations. In both cases there was no evidence of harm caused to either patient as a result of the care provided by the Trust. One involved a delay in treatment and one a surgical procedure.

A child had an adult tooth extracted instead of a baby tooth (wrong tooth extraction). This incident was reported as a Never Event. Never Events are serious, largely preventable patient safety incidents that should not occur if the available preventative measures have been implemented.


Duty of Candour

The Duty of Candour is a statutory regulation to ensure that providers of healthcare are open and honest with services users when things go wrong with their care and treatment. The Duty of Candour was one of the recommendations made by Robert Francis to help ensure that NHS organisations report and investigate incidents (that have led to moderate harm or death) properly and ensure that service users are told about this.

The Duty of Candour is considered in all our serious incident investigations, and as indicated in our section above regarding serious incidents, we include patients and their families/carers in this process to ensure their perspective is taken into account, and we provide feedback to them on conclusion of an investigation. Additionally, we review all reported incidents in our Datix System (incident reporting system) to ensure that any incidents of moderate harm or death are identified,  appropriately investigated and that patients and their families are informed. The Patient Safety Team handle all incidents graded moderate or above.

Freedom To Speak Up – 

The Trust is committed to delivering high quality services and in conducting its business with honesty, openness, candour and integrity promoting a culture of openness in which all colleagues are encouraged to raise concerns without fear of suffering detriment.  

The Trust has fully integrated the need for workers (All Trust employees, agency staff, contractors, trainees and volunteers) to speak up in line with the recommendations and in response to the independent ‘Freedom to Speak Up’ review 2015, led by Sir Robert Francis QC, and highlights the Trust’s commitment to fostering a culture of safety and learning in which all colleagues feel safe and supported to raise a concern. These have been integrated into the Trusts ‘Freedom to Speak Up policy’ which describes the various routes that colleagues can employ in order to raise concerns. The following information outlines the current provision within the Trust in regard to how workers can raise concerns freely and without suffering detriment from doing so.

The Trust has also appointed and invested in, the Ambassador for Cultural Change, a unique role which incorporates the Freedom to Speak Up Guardian. She operates independently, impartially and objectively on all matters relating to concerns raised in the workplace, taking a highly visible leadership role in promoting the processes through which these concerns can be raised (including trust and confidence in the processes themselves).  The wider role remit plays a key role in promoting a culture of transparency and service user safety.

The appointed Freedom to Speak up Guardian role is to help:
· protect patient safety and the quality of care
· improve the experience of workers
· promote learning and improvement
The Freedom to Speak up Guardian does this by ensuring that colleagues are supported in speaking up and that barriers to speaking up are addressed. They also help to ensure that a positive culture of speaking up is fostered and that any issues raised are used as opportunities for learning and improvement. To enhance the role and support further visibility and diversity throughout the Trust, Freedom to Speak Up Advocates have also been appointed who assist workers to consider the available options to speak up and to identify appropriate routes to do so. Developing the advocate role was a joint initiative pre the merger of our Trusts.

The Trusts ‘Freedom to Speak Up Policy’ clearly states that colleagues should feel safe to raise concerns.   If they raise a genuine concern under this policy, they will not be at risk of losing their job or suffer any form of reprisal as a result. The Trust will not tolerate the harassment or victimisation of anyone raising a concern. Nor will they tolerate any attempt to bully a worker into not raising any such concern. Any such behaviour is a breach of our values as an organisation. 

Throughout this year (insert number tbc) concerns were raised by colleagues through the Freedom to Speak Up Guardian.

Other options available to colleagues within the Trust include:

Dignity at Work Officers – A Dignity at Work officer provides support and guidance to anyone who feels that they are a victim of harassment or bullying in the workplace. They will provide unbiased and confidential independent advice as to the options available and try to help you gain an insight into what can be done about a situation. 

They also support the Freedom to Speak Up Guardian and this role alongside Freedom to Speak Up Advocates will be reviewed as one role as Speak Up Advocates moving forward following feedback from colleagues to have a consistent approach under the ‘Speaking Up’ agenda to;

•	promote the Freedom to Speak Up agenda
•	provide immediate support and signposting


Speak in Confidence – ‘Speak in Confidence’ is available as a safe, anonymous and confidential web-hosted system on our intranet page or directly via a portal to enable colleagues to enter into a conversation to obtain further advice and support. 

A highlight relating to speaking up include a new Freedom to Speak Up (FTSU) index (2019) ,which monitors speaking up culture based on four questions from the annual NHS staff survey. 

Gloucestershire Care Services NHS Trust (GCSNHT) out of 220 Trusts, were in the top 10 for most improved of all Trusts nationally from 2015-18.

Both GCSNHST and 2gether NHS Foundation Trust rated very well on the overall table of Trusts and this is a great position moving ahead.

Additionally, the Trust is reviewing ‘Speaking Up’ support moving forwards to ensure that is clearer to understand and access, further supportive, confidential and offers a safe space for all colleagues.

Sign up to Safety Campaign – Listen, Learn and Act (SUP2S)

The Trust has continued to build on the work previously reported under the umbrella of “Sign up to Safety”.  Sign up to Safety has evolved since its launch in 2014 and over time has narrowed its mission to focus on safety culture.   The Patient Safety and Quality improvement initiatives are ongoing and some embedded as part of the way we do things here, demonstrating how a safety culture is in development.  Monitoring is ongoing but reported every 6 months via the Trust Quality Committee.  An example of this is the Trust’s ongoing commitment to the South of England Mental Health Collaborative and the work developing around sharing the learning from deaths in mental health where an expert by experience is working in partnership with clinicians to understand ligature risks and ultimately learn together to improve safety. 

Staffing in Adult and Older Adult Community Mental Health Services

This year, providers of mental health services were asked to include a statement on their progress in bolstering staffing in their adult and older adult community mental health services, following additional investment from CCGs baseline funding ( NHS Mental Health Implementation Plan 2019/20 -2023/24).  In this regard, the Trust submitted a plan to Gloucestershire CCG for an enhanced service for people diagnosed with a personality disorder, this plan was agreed and represents at £450k investment in additional services.

Additionally, there are links to the wider suicide prevention plans for the county regarding the proposals which the STP has submitted to NHS England as part of the Wave 3 Suicide Prevention Transformation Funding. Subject to approval of the proposals, the county has been provisionally allocated £125k per annum for suicide prevention over a three year period.  Of that figure £49k has been allocated for the Recruitment of a Care Navigator/Link Worker (employed by the Trust) to provide support and advice to VCSE professionals (and other front line staff in non-statutory services) working with individuals in emotional distress and/or at risk of suicide and self-harm; and improve connectivity between mental health and third sector services.
NHSI Indicators 2019/2020

The following table shows the NHSI mental health metrics that were monitored by the Trust during 2019/20.  

	
	
	National
Threshold
	2017-2018
Actual
	2018-2019
Actual
	2019-2020
Actual

	1
	Early Intervention in psychosis EIP: people experiencing a first episode of psychosis treated with a NICE-approved care package within two weeks of referral
	50%
	70%
	

72%

	

69%


	

	2
	Ensure that cardio-metabolic assessment & treatment for people with psychosis is delivered routinely in the following service areas:
-inpatient wards
-early intervention in psychosis services
-community mental health services (people on CPA)
	
	


95%
92%
90%
	


90%
92%
78%

	


80%
85%
78%

	

	3
	Improving access to psychological therapies (IAPT):
Proportion or people completing treatment who move to recovery ( from IAPT database)
	50%
	50%
	
52%
	
50.4%

	
	Waiting time to begin treatment ( from IAPT minimum dataset
	
	
	
	

	
	- treated within 6 weeks of referral
	75%
	67%
	96%
	99%

	
	- treated within 18 weeks of referral
	95%
	85%
	96%
	99%


	

	4
	Admissions to adult facilities of patients under 16 years old.
	
	1
	0
	2

	


  
5       Inappropriate out-of area placements for adult mental health services
	Month
	Apr-19
	May-19
	Jun-19
	Jul-19
	Aug-19
	Sep-19
	Oct-19
	Nov-19
	Dec-19
	Jan-20
	Feb-20
	Mar-20
	Year

	Total Bed Days
	126
	140
	106
	132
	109
	245
	258
	199
	232
	187
	197
	101
	2032

	N. of out-of-area in period
	6
	9
	5
	8
	6
	11
	14
	12
	10
	10
	10
	7
	108

	Average Bed Days
	21
	16
	21
	17
	18
	22
	18
	17
	23
	19
	20
	14
	19



Community Survey 2019

The Care Quality Commission (CQC) requires that all providers of NHS mental health services in England undertake an annual survey of patient feedback. For the 2019 survey, 2gether NHS Foundation Trust was the named provider of these services, prior to the creation of Gloucestershire Health and Care NHS Foundation Trust. As has been the case for several years, the Trust commissioned Quality Health to undertake this work.

The 2019 survey of people who use community mental health services involved 56 providers in England, including combined mental health and social care trusts, Foundation Trusts and community healthcare social enterprises that provide NHS mental health services.The data collection was undertaken between February and June 2019 using a standard postal survey method. The sample was generated at random using the agreed national protocol for all clients on the CPA and Non-CPA Register seen between 1st September and 30th November 2018.

Full details of this survey questions and results can be found on the following website: 
https://nhssurveys.org/wp-content/surveys/05-community-mental-health/05-benchmarks-reports/2019/2gether%20NHS%20Foundation%20Trust.pdf   

The CQC results for the 2019 survey of people who use community mental health services were published on the 26th November 2019[footnoteRef:1]. The Trust’s overall results are summarised in Table 1 below. Only 2 Trusts were classed as ‘better than expected’ in 2019 and our Trust was one of them. We are the only Trust to have received this rating for the third consecutive year. The Trust obtained the highest Trust scores in England on 6 of the 28 (n=21%) evaluative questions and on 4 of the 11 domains. [1:  https://www.cqc.org.uk/provider/RTQ/survey/6
] 



	Score 
(out of 10)
	Domain of questions
	How the score relates to other trusts

	7.7
	Health and social care workers
	Better than others

	8.8
	Organising Care
	Better than others 

	7.5
	Planning care
	Better than others

	8.0
	Reviewing care
	Same as others

	6.9
	Crisis care
	Same as others

	7.4
	Medicines
	Same as others

	8.4
	NHS Therapies
	Better than others

	5.5
	Support and Wellbeing
	Better than others

	2.1
	Feedback
	Same as others

	7.8
	Overall view of care and services
	Better than others

	7.4
	Overall experience
	Better than others




Adult community mental health services provided by Gloucestershire Health and Care NHS Trust (GHC) scored well this year overall, being classed as ‘better than expected’ for the third consecutive year. However, there continue to be areas where further development and continued effort would enhance the experience of people in contact with our services. For example, the results in the feedback domain suggest that further work is required in this area.

The 2019 survey scores and information from a range of other service experience information (reported to Board quarterly) suggest that actions being taken to enhance service experience over recent years are having a positive impact and that learning from feedback is being embedded into practice.  

Next Steps

These results represent a further improvement when compared to our results from last years’ service user feedback in the same survey. The results are a testament to the expert and dedicated effort that colleagues are making to understand need, involve and respond well to people who use our services and their carers.

There is a need to sustain the effort made to develop practice in the areas identified in previous years.Where other organisations have scored well in particular areas we will collaborate and seek ideas to further develop local practice, particularly in relation to seeking feedback.


The following areas for further practice development have been identified:
· Giving people information about getting support from people with experience of the same mental health needs as them
· Discussing the possible side-effects of medication with people
· Asking people for their views on the quality of their care

An action plan has been co-developed with senior operational and clinical leaders and will be monitored via the Locality Updates regularly brought to the Quality Assurance Group. 

The 2019 results have been provided for all colleagues through a global email which celebrates our successes and thanks them for their dedication. The results will be cascaded to senior leaders for sharing with teams and for generating ideas for continued practice development. An infographic has been developed to share the results in a more accessible format.

[bookmark: _Toc325357310]Staff Survey 2019
[bookmark: _Toc325357321]
The Trust participates in the annual NHS Staff Survey alongside quarterly Staff Friends and Family Tests (FFT). While staff also have a wide variety of other ways to feed back their views and experiences of work, such as the Staff Forum, focus groups, Your Voice surveys, and Work In Confidence, the Staff Survey provides the most in-depth and comprehensive analysis of how staff view the Trust as an employer and as a provider of care.

The responses to each of the questions asked are now grouped into 11 “Themes”, progress against which can be measured year on year. These Themes and the questions within the survey are set nationally and cover the following areas:

· Equality, diversity and inclusion
· Health and wellbeing
· Immediate managers
· Morale
· Quality of appraisals
· Quality of care
· Safe environment – Bullying and harassment
· Safe environment – Violence
· Safety Culture
· Staff engagement
· Team Working

The national office required the Trust to carry out two separate surveys despite the planned merger on 1st October 2019. 

In terms of summary headlines:

· The survey shows performance to be proud of given the context of merger;
· Gloucestershire Care Services (GCS) showed some marked & sustained improvements;
· 2gether services (2G)  largely maintained position with a few exceptions & remained in the top half of Mental Health trusts in England;
· GCS, was the 3rd best Community Trust for colleagues recommending the Trust as a place to receive care;
· 2G, was the 4th best MH/LD Trust for colleagues recommending Trust both as (A) a place to receive care and (B) an organisation to work for;
· For 2G 6/11 Themes were above benchmark cluster average
· For GCS 8/11 Themes improved;
· The staff engagement rating for GCS improved to 7.1, the highest score in 5 years, while 2G remained at 7.2, in top half of MH/LD Trusts;

Tables 1 (GCS) and 2 (2G) have been extracted from the benchmark reports and show the 
11 Themes with the latest scores compared with the 2018 surveys. 












Table 1 - GCS
[image: ]


Table 2 – 2G
[image: ]


The Theme of ‘Morale’ was new for 2018 and the colleague ratings in 2019 showed a statistically insignificant improvement for GCS and a statistically significant deteriorating for 2G colleagues. 

Tables 3 (GCS) and 4 (2G) below highlight the overall results of each Theme benchmarked against the best, worst and average scores from the comparator group.



Table 3 – GCS
[image: ]



Table 4 – 2G
[image: ]
	
Of the 11 GCS colleague rated Themes:
· GCS was average in 4 and below average in 7;
· The 3 Themes where the Trust scored highest in were “Equality, Diversity & Inclusion”, “Safe Environment – Violence”  “Safe environment - Bullying & Harassment”;
· The 3 lowest scoring Themes were “Health and well-being”, “Morale” and “Quality of Appraisals” although colleague rating improved over both 2017 and 2018’s rating for appraisals;
· One Theme, “Teamworking” scored the lowest in the community Trust benchmarking class;
· Staff engagement rating improved to 7.1, the highest score in 5 years.

Of the GCS survey Themes:

· 8 had improved over 2018 (73%);
· 2 remained the same as 2018 (18%);
· 1 had reduced over 2018 (9%).

Of the GCS survey questions circa 40% showed improvement, 52% maintained and 8% deteriorated.

Of the 2G 11 Themes:

· 2G was better than average in 6, average in 1 and below average in 4;
· As with GCS, the 3 Themes where the Trust scored highest in were “Equality, Diversity & Inclusion”, “Safe Environment – Violence”  “Safe environment - Bullying & Harassment”, with all three being close to the best in class;
· The lowest scoring 3 Themes were, as with GCS, “Health and Well-being”, “Moral” and the “Quality of Appraisals” although again on the latter, colleague rating improved over last year;
· There were no Themes were the Trust was rated in the lowest score amongst MH/LD benchmarking trusts;
· Staff engagement received a just below top quartile score of 7.2, against a best in class score of 7.5.

Of the 2G survey Themes:

· 2 had improved over 2018 (18%);
· 3 remained the same as 2018 (27%);
· 6 had reduced over 2018 (55%).

Of the 2G survey questions circa 5% showed improvement, 64% maintained and 31% deteriorated.
  	
For the Workforce Race Equality Standard (WRES):

· The former 2G was rated above average on all 4 questions;
· The former GCS was rated above average for 2 questions and below for 2 (experiencing harassment, bullying, abuse from staff and provision of equal opportunities for career development and promotion).

For the Workforce Disability Equality Standard (WDES):

· The former 2G was rated above average on 6 out of 9 questions (67%). The 3 questions it scored below average in were reporting incidents, provision of equal opportunities for career development and promotion, and, feeling pressure from managers to come to work when unwell;
· The former GCS was rated below average on all 9 questions (100%).

The Staff Friends and Family ratings from both former organisations are shown in Table 5 below. There were statistically significant improvements for the former GCS and minor and statistically insignificant reductions in the former 2G ratings:





Table 5

	Question
	GCS 2018 
	GCS
2019 
	²g 2018 
	²g 2019 

	I would recommend my organisation as a place to work
	56%
	62% 
	72%
	70% 

	If a friend or relative needed treatment, respondents being happy with the standard of care provided by the organisation
	76%
	82% 
	75%
	74% 









GCS increased in both these areas whilst 2G showed a small and insignificant change of 2% or less. As a new Trust it is promising that former GCS responses have increased regarding recommending the Trust as a place to work, inching closer to former 2G in this respect, although former 2G are still significantly ahead.  There was also a significant increase from former GCS respondents being happy with the standard of care provided, which is 8% above former 2g’s rating.

Following internal reviews and discussions of the findings, the Trust will focus on the following four focus areas:

· Health and wellbeing – a focus on supporting teams, individual resilience, stress and sleep and implementing the Health and Wellbeing strategy and action plan. Communicating the health and wellbeing elements of the new Staff Benefits offer alongside existing offers such as our web resources, counselling and self-referral musculo-skeletal physiotherapy services.

· Engagement, response rates and embedding our values and behaviours – focus on improving response rates; acknowledging results and thanking employees for highlighting areas for improvement and how we aim to make changes going forward based on the findings; celebrating the good; involving colleagues in coming up with ideas and solutions (e.g. launching our new monthly Your Voice survey; embedding values and behaviours. Revised Staff Forum, new Executive Director Walkabout programme.  

· Communications - Responding and acting on feedback from colleagues and people who use our services – wider publication of Freedom to Speak Up activity, patient and staff FFT outcomes, Datix incidents, complaints and compliments. More related news stories, Team Talk topics, blogs and social media on this. Make an explicit expectation that local managers refer to the surveys and feedback in team meetings. We may wish to do a short video to colleagues about the outcomes of the survey and next steps. An easy-read graphical communication on the survey will be circulated.

· Improving our leadership and management skills, behaviours and approaches – implementing our “Leading Better Care Together” leadership development programmes, communicating their development, progress and outcome. Team working will play a key component in this. Improving the quality of appraisals and supervision with our new paperwork and the roll out of Totara. Using the recent OD investment as one of a number of “You Said, We Did” communications example.









PLACE Assessment 2019

The National PLACE collection 2019 was carried out between 16th September - 22nd November 2019 following a full review of the questions and criteria. The aim was to make sure the collection of data was still relevant and fit for purpose. 

The principles of the process remained the same: patient led; focused on the environment; run voluntarily by Trusts and results to inform and drive improvements.

The review of the process was undertaken by NHS England & NHS Improvement and involved all key stakeholders. There were changes made to the paperwork to help the assessments flow better. There were over 400 changes made to questions with some being deleted, new ones added and some reworded. The guidance paperwork was revised and made clearer along with the timetable for the collection of data being altered as mentioned above.

As the collection started in September the data was collected under the two former organisations, Gloucestershire Care Services NHS Trust (GCS) and 2gether NHS Foundation Trust (2G) 

The results were published 31st January 2020 and each Hospital created an action plan based on their exception reports. Although not directly comparable to last year’s results the outcome for both Trusts was positive:

Key Highlights GCS

· Six out of seven sites scored 100% for cleanliness
· The Trust was above the national average in six of the eight domains
· Over a quarter of site results were in the upper quartile
[image: ]
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Key Highlights 2G

· Six out of seven sites scored 100% for cleanliness
· A third of all site results were in the upper quartile
· Over half of all site scores were above the national average 
Both Trusts have maintained high scores under the new criteria. Estates and Facilities teams along with colleagues will use the data collected to make improvements where possible to enhance the patient environment. Where some sites remain in the lower quartile across some of the domains, action plans have already been established and teams will continue to work on these and review throughout the year. Notably we want to improve the food scores within our mental health inpatient units and there is a dedicated focus on this.

Planning will soon begin to prepare teams for the next round of data collection which are planned to commence in September 2020. 
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Annex 1:	Statements from our partners on the Quality Report
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May 2020


NHS Gloucestershire Clinical Commissioning Group’s (GCCG) response to Gloucestershire Health and Care NHS Foundation Trust’s Quality Accounts 2019/20. 

GCCG is pleased to have the opportunity to pass comment on Gloucestershire Health and Care NHS Foundation Trust’s first Quality Account following the merger in October 2019 of 2gether NHS Foundation Trust and Gloucestershire Care Services NHS Trust. The CCG recognises that this year, due to Covid-19, there was no requirement for an external audit of the Trusts Quality Report, or the need for the Trust to publish a Quality Report. The CCG therefore welcomes the commitment shown by Gloucestershire Health and Care Trust we to continue with publication of the report. 

The 2019/20 Quality Account is easy to read and understandable given that it has to be considered by a range of stakeholders with varying levels of understanding. In addition GCCG recognises that the quality account has brought together the work of two separate organisations and demonstrated how it remains committed to improving both the physical and mental health of the Gloucestershire population. 

The report clearly identifies how both Trusts performed against their respective agreed quality priorities for improvement for 2019/20 but recognises that due to the impact of Covid- 19 all audits were suspended during Quarter 4. Therefore, the true year end position is not known, and whilst the CCG recognises that indicators were showing improvement the reported outcomes are based on results confirmed at the end of Quarter 3. It is acknowledged however that improvement in Mental Health Quality Priorities appears to be greater than the improvements made within Physical Health and the CCG look forward to working with Gloucestershire Health and Care NHS Foundation Trust to understand this perceived variance in more detail during the coming year.

Of note is the full achievement of all aspects relating to the improved safety of Mental Health patients, particularly in relation to increasing the use of supine restraint as an alternative to prone restraint as this had not been achieved previously. The CCG acknowledges the significant work programme that has been undertaken by the Trust to achieve this, recognising the leadership demonstrated across a number of levels within the organisation.
 
The CCG are pleased to see that the Trust continue to perform above the national average for the percentage of patients on the Care Programme Approach who were followed up within 72 hours of discharge from psychiatric inpatient care and congratulate the organisation on being the only NHS Trust to be classed as ‘better than expected’ for the third consecutive year for patient experience of community mental health services. 

The CCG welcome the transparency with which the Trust have described the areas that they need to continue to improve upon. It is disappointing to see that the Trust did not achieve the measures in relating to improving the physical health of patients with a serious mental illness on CPA, particularly as they have achieved this for the previous two years.  However, the CCG are confident that the Trust have reflected upon this and are adopting a robust approach to improvement within this area.

 



The CCG is pleased to see the Trust has achieved improved usage of mental capacity assessments in their physical health hospital and community settings as this has historically been a challenge for GCS NHS Trust. 

It is acknowledged that the Trust do not appear to have met a number of the physical health quality priorities although the final position has not been able to be assessed due to the impact of Covid-19. However, the CCG will continue to work with the organisation to encourage the quality improvement approach that has been adopted and welcomed by staff and anticipate rapid improvement particularly within Nutrition, hydration, wound management and End of Life Care.

The results of the 2019 Staff Survey are particularly pleasing to read and the CCG welcome the continued focus and commitment to enabling all staff to work within a transparent and welcoming culture that promotes both patient and staff safety and wellbeing. 

The CCG congratulate the Trust on the results of their PLACE assessments, with cleanliness being particularly highlighted as rating 100% for the majority of their sites.  However the CCG  note the areas of improvement, particularly the overall  food rating score for mental health inpatient units and are confident that this will be addressed and opportunities  taken to work with patients and their families to embed improvements will be adopted.
.
The CCG recognises that a series of Quality Priorities were agreed with the Trust prior to the Covid-19 outbreak and acknowledge that in the current climate, these priorities may no longer meet the needs the population of Gloucestershire. The CCG are therefore supportive of the Trusts proposal to review the clinical and therapeutic needs of their patients, and the configuration of their services to support those needs over the coming months resulting in new quality indicators which will be launched at agreed time in 2020/21. 

Gloucestershire CCG wishes to confirm that to the best of our knowledge we consider that the Quality Account contains accurate information in relation to the quality of services provided by Gloucestershire Health and Care Foundation NHS Trust during 2019/20. 


[image: ]

Dr Marion Andrews-Evans
Executive Nurse and Quality Lead
NHS Gloucestershire CCG 
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Healthwatch Gloucestershire’s Response to Gloucestershire Health and Care Foundation Trust’s Quality Report’s 2019/2020

Healthwatch Gloucestershire welcomes the opportunity to comment on Gloucestershire Health and Care Foundation Trust’s quality report for 2019/20.  Healthwatch Gloucestershire exists to promote the voice of patients and the wider public with respect to health and social care services.  We know that the Trust does not need to publish its Quality Report under emergency measures in the context of Covid-19 and we are pleased there is still this focus on public accountability.  

During a year of transformation and the emergence of the new Gloucestershire Health and Care Foundation Trust, we are pleased to note that continuous improvement is a priority.  Healthwatch Gloucestershire participated in the Better Care Together process which involved stakeholders across our communities in order to set key priorities as the new Trust evolves.  We were also pleased to be able to focus our engagement on Mental Health services during 2019/20, publishing reports and making recommendations that the Trust can carry forward.  

Looking ahead, whilst we know that Covid-19 may prevent some service development whilst emergency measures are in place, we hope that the trust will still hold the user experience as a key indicator of good quality health and care services.  Healthwatch Gloucestershire is collating people’s experiences throughout the Covid-19 pandemic and is happy to be able to share this anonymously with the Trust.  

During these exceptional and challenging times, we would like to stress the importance of ensuring that robust services, especially Mental Health services, are in place to deal with the impact on the public and staff as a result of COVID 19.  As social distancing continues, we will also be looking for clear assessments on how any different ways of working have had an impact on patients and service users; it is essential to make sure that nobody falls through the net and also that effective innovations in service delivery form a part of the continuous improvement ethos of the Trust. 

We welcome the culture of ‘Speaking Up’ for staff and hope that this may be extended to patients and service users.  Personalised Care and Involvement in Care Planning have been identified as areas for improvement.  Measures of experience outside of the Friends and Family Test are invaluable and Healthwatch Gloucestershire would be pleased to advise and/or collaborate with Gloucestershire Health and Care Foundation Trust on this as the Covid-19 situation allows. 

Healthwatch Gloucestershire looks forward to working with the new Gloucestershire Health and Care Trust over the coming year and into the future to ensure that the experiences of patients, their families and unpaid carers are heard and taken seriously. 


Helen Webb
Manager










Gloucestershire Health and Care Overview and Scrutiny Committee


On behalf of the Health Overview and Scrutiny Committee I welcome the opportunity to comment on the Gloucestershire Health and Care NHS Foundation Trust Quality Report for 2019/20.

This has been a significant year with the merger of the 2gether NHS Foundation Trust and Gloucestershire Care Services. Members understand that there was no requirement to produce the report but that in doing so provides the public and partners with an opportunity to consider the end of the first year of the new trust.

The Committee wishes to congratulate the new Trust on the areas of strong performance within the report, particularly during a time of change and new challenges. Members’ note that the overall aim throughout has been on improving the lives of people with physical and mental health issues and supporting those in communities with learning disabilities.

The report details that significant improvements have been made in personalised discharge care planning which was an area identified in the Committee’s response in the previous year.

Members recognise that there are areas where improvement is needed, particularly around physical health tests and the treatment for mental health and learning disability service users. The Committee understands that there has also been the impact of Covid-19 on all services and this will impact on the direction of the Trust going forward. Members look forward to further information on the new quality indicators that will be launched in 2020/21.

Members support the focus on quality and the dedication and hard work carried out by colleagues to improve services and face the challenges ahead. The Committee will act as a critical friend in helping the Trust in its commitment to safe and high quality care for service users and carers. 


I would particularly like to thank the Trust for its work with the committee, in particular
Ingrid Barker and Paul Roberts 






Cllr Brian Robinson
Chair
Health and Care Scrutiny Committee 
















Herefordshire Health and Care Overview and Scrutiny Committee


The Chairperson and the Vice-Chairperson of Herefordshire Council’s Adults and Wellbeing Scrutiny Committee note the Quality Report for 2019/20 and thank the Trust for making it available.  The scrutiny committee is likely to consider mental health and learning disability services in Herefordshire during the 2020/21 municipal year and would welcome any observations in due course about the recent transfer of services from Gloucestershire Health and Care NHS Foundation Trust to Worcestershire Health and Care NHS Trust.


Cllr Swinglehurst









































Annex 2:	Statement of Directors’ Responsibilities in respect of the Quality Report

The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts) Regulations to prepare Quality Accounts for each financial year. 

NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual quality reports (which incorporate the above legal requirements) and on the arrangements that NHS foundation trust boards should put in place to support the data quality for the preparation of the quality report. 

In preparing the quality report, directors are required to take steps to satisfy themselves that:
 
· the content of the quality report meets the requirements set out in the NHS foundation trust annual reporting manual 2019/20 and supporting guidance Detailed requirements for quality reports 2019/20 
· the content of the quality report is not inconsistent with internal and external sources of information including: 
· board minutes and papers for the period April 2019 to 17 June 2020
· papers relating to quality reported to the board over the period April 2019 17 June 2020
· feedback from commissioners dated May 2020 
· feedback from governors dated 19 March 2020 
· feedback from local Healthwatch organisations dated May 2020 
· feedback from overview and scrutiny committees dated June 2020 
· the trust’s complaints report published under Regulation 18 of the Local Authority Social Services and NHS Complaints Regulations 2009, dated May 2020 
· the 2019 national patient survey dated 26 November 2020
· the 2019 national staff survey dated 18 February 2020
· the Head of Internal Audit’s annual opinion of the trust’s control environment dated May 2020 
· CQC inspection report dated 1 June 2018 

· the quality report presents a balanced picture of the NHS foundation trust’s performance over the period covered 
· the performance information reported in the quality report is reliable and accurate 
· there are proper internal controls over the collection and reporting of the measures of performance included in the quality report, and these controls are subject to review to confirm that they are working effectively in practice 
· the data underpinning the measures of performance reported in the quality report is robust and reliable, conforms to specified data quality standards and prescribed definitions, is subject to appropriate scrutiny and review 
· the quality report has been prepared in accordance with NHS Improvement’s annual reporting manual and supporting guidance (which incorporates the quality accounts regulations) as well as the standards to support data quality for the preparation of the quality report. 

The directors confirm to the best of their knowledge and belief they have complied with the above requirements in preparing the quality report. 

By order of the board 
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Chairman: 					Date:	09 July 2020
Ingrid Barker
[image: cid:image005.png@01D63800.C78165F0]


Chief Executive				Date:	09 July 2020
Paul Roberts
































Annex 3: 	Glossary 

	
	

	
BMI

	
Body Mass Index

	CCG
	Clinical Commissioning Group


	CPA
	Care Programme Approach: a system of delivering community service to those with mental illness


	CQC
	Care Quality Commission – the Government body that regulates the quality of services from all providers of NHS care.


	CQUIN


	Commissioning for Quality & Innovation: this is a way of incentivising NHS organisations by making part of their payments dependent on achieving specific quality goals and targets

	CYPS

	Children and Young Peoples Service

	DATIX
	This is the risk management software the Trust uses to report and analyse incidents, complaints and claims as well as documenting the risk register.


	ECG
	An electrocardiogram (ECG) is a test that is used to check the heart’s rhythm and electrical activity.

	GriP
	Gloucestershire Recovery in Psychosis (GriP) is 2gether’s specialist early intervention team working with people aged 14-35 who have first episode psychosis.


	HoNOS
	Health of the Nation Outcome Scales – this is the most widely used routine 
Measure of clinical outcome used by English mental health services.


	ICS
	Integrated Care System.  NHS Partnerships with local councils and others which take collective responsibility for managing resources, delivering NHS standards and improving the health of the population they serve.

	IAPT
	Improving Access to Psychological Therapies


	Information Governance (IG) Toolkit
	The IG Toolkit is an online system that allows NHS organisations and partners to assess themselves against a list of 45 Department of Health Information Governance policies and standards.

	
LeDer
	
Learning Disabilities Mortality Review. It is a national programme aimed at making improvements to the lives of people with learning disabilities

	
MCA
	
Mental Capacity Act


	MHMDS
	The Mental Health Minimum Data Set is a series of key personal information that should be recorded on the records of every service user


	NHSI
	NHSI is the independent regulator of NHS foundation trusts.
They are independent of central government and directly accountable to Parliament.


	MRSA



	Methicillin-resistant Staphylococcus aureus (MRSA) is a bacterium responsible for several difficult-to-treat infections in humans. It is also called multidrug-resistant

	
MUST
	
The Malnutrition Universal Screening Tool is a five-step screening tool to identify adults, who are malnourished, at risk of malnutrition (undernutrition), or obese. It also includes management guidelines which can be used to develop a care plan.


	NHS
	The National Health Service refers to one or more of the four publicly funded healthcare systems within the United Kingdom. The systems are primarily funded through general taxation rather than requiring private insurance payments. The services provide a comprehensive range of health services, the vast majority of which are free at the point of use for residents of the United Kingdom.

	NICE
	The National Institute for Health and Care Excellence (previously National Institute for Health and Clinical Excellence) is an independent organisation responsible for providing national guidance on promoting good health and preventing and treating ill health. 

	NIHR
	The National Institute for Health Research supports a health research system in which the NHS supports outstanding individuals, working in world class facilities, conducting leading edge research focused on the needs of patients and the public.


	NPSA


	The National Patient Safety Agency is a body that leads and contributes to improved, safe patient care by informing, supporting and influencing the health sector.

	PAM
	Patient Activation Measure: This is a tool to measure a patient’s skill, knowledge and confidence to manage their long term conditions.

	
PBM

	
Positive Behaviour Management


	
PHSO

	
Parliamentary Health Service Ombudsman


	PICU

PLACE

PROM


PMVA

	Psychiatric Intensive Care Unit

Patient-Led Assessments of the Care Environment

Patient Reported Outcome Measures (PROMs) assess the quality of care delivered to NHS patients from the patient perspective. 

Prevention and Management of Violence and Aggression

	ReSPECT
	This is a plan created through a conversation between a patient and a healthcare professional which includes their personal priorities for care, particularly for those people who are likely to be nearing the end of their lives.

	RiO


ROMs
	This is the name of the electronic system for recording service user care notes and related information within the Trust’s mental health services.  

Routine Outcome Monitoring (ROMs)


	SIRI






SMI
	Serious Incident Requiring Investigation, previously known as a “Serious Untoward Incident”. A serious incident is essentially an incident that occurred resulting in serious harm, avoidable death, abuse or serious damage to the reputation of the trust or NHS.  In the context of the Quality Report, we use the standard definition of a Serious Incident given by the NPSA

Serious mental illness

	SJR
	Structured judgement reviews. A process to effectively review the care received by patients who have died

	SystmOne
	This is the name of the electronic system for recording service user care notes and related information within the Trust’s physical health services.  


	VTE
	Venous thromboembolism is a potentially fatal condition caused when a blood clot (thrombus) forms in a vein.  In certain circumstances it is known as Deep Vein Thrombosis.




































[bookmark: _Toc325357322]Annex 4:	How to Contact Us
[bookmark: _Toc325357323]About this report

If you have any questions or comments concerning the contents of this report or have any other questions about the Trust and how it operates, please write to:

Paul Roberts
Chief Executive 
Gloucestershire Health & Care NHS Foundation Trust
Edward Jenner Court
1010 Pioneer Avenue
Gloucester Business Park
Brockworth
Gloucester
GL3 4AW


Telephone: 0300 421 8100		Email: GHCComms@ghc.nhs.uk

[bookmark: _Toc325357324]Other Comments, Concerns, Complaints and Compliments 
Your views and suggestions are important us. They help us to improve the services we provide. 
You can give us feedback about our services by:
· Speaking to a member of staff directly;
· Telephoning us on 0300 421 8313;
· Completing our Online Feedback Form at www.ghc.nhs.uk 
· Completing our Comment, Concern, Complaint, Compliment Leaflet, available from any of our Trust sites;
· Using one of the feedback screens at selected Trust sites
· Contacting the Patient & Carer Experience Team at experience@ghc.nhs.uk 
· Writing to the appropriate service manager or the Trust’s Chief Executive

[bookmark: _Toc325357325]Alternative Formats

If you would like a copy of this report in large print, Braille, audio cassette tape or another language, please telephone us on 0300 421 7146.
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