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About our Quality Accounts 2016/17 

Our Quality Account is our annual report to the public about the quality of healthcare services we deliver and 

is an opportunity for the Trust to offer its approach to quality up for scrutiny, debate and reflection by the 

public.  

Each year our Quality Accounts are both retrospective and forward looking.  We look back at the year just 

passed and present a summary of our key quality improvement achievements and challenges.  We look 

forward and set out our quality priorities for the year ahead, ensuring that we maintain a balanced focus on 

the three key domains of quality: 

ω Patient Safety 

ω Clinical Effectiveness 

ω Patient Experience 

Our quality priorities are chosen following a process of review of current services, consultation with our key 

stakeholders and most importantly through listening to the views of our service users and carers.   

Some of the content of the Quality Accounts is mandated by NHS Improvement and /or by The NHS (Quality 

Accounts) Amendment Regulations 2012, however other parts are determined locally and shaped through the 

feedback we receive.  

The Quality Accounts are split into three main parts: 

Part 1 

tǊƻǾƛŘŜǎ ŀ ǎǘŀǘŜƳŜƴǘ ǎǳƳƳŀǊƛǎƛƴƎ ǘƘŜ ¢ǊǳǎǘΩǎ ǾƛŜǿ ƻŦ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ƻǊ ǎǳō-
contracted during 2015/16. 
 

Part 2 

Provides a review of performance against the priorities for improvement as identified in our 2015/16 
Quality Accounts 
 
Sets out our quality priorities for this year (2017/18) 
 
Provides a series of prescribed statements of assurance from the Trust Board  
 
Provides a report on performance against a set of core indicators using data made available by the NHS 
Digital Indicator Portal. 
 

Part 3 

This section is used to present an overview of the quality of care delivered by the Trust against a number 
of local indicators as well as performancŜ ŀƎŀƛƴǎǘ ǊŜƭŜǾŀƴǘ ƛƴŘƛŎŀǘƻǊǎ ǎŜǘ ƻǳǘ ƛƴ aƻƴƛǘƻǊΩǎ wƛǎƪ 
Assessment Framework (2015) / NHS Improvement Single Oversight Framework (2016). 
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Statement on Quality from our Chief Executive 

On behalf of the Board of Directors, the Council of Governors and colleagues of South 

Staffordshire and Shropshire Healthcare NHS Foundation Trust I am delighted to welcome you 

to our eighth annual Quality Account. This document gives us the opportunity to demonstrate 

to you our continued commitment to strive for excellence in order to deliver care of the highest quality.   

These Quality Accounts will share with you a wealth of information about our quality journey throughout 

2016/17. This will include progress against our key quality improvement indicators, local quality indicators and 

core nationally mandated indicators. It also enables us to share with you our plans for delivering further 

improvement over the next twelve months. 

Some of the key quality achievements over the last twelve months have been: 

× In March 2016 we welcomed the Care Quality Commission (CQC) who conducted their comprehensive 

ƛƴǎǇŜŎǘƛƻƴ ƻŦ ƻǳǊ ŎƻǊŜ ǎŜǊǾƛŎŜǎΦ ²Ŝ ǿŜǊŜ ǾŜǊȅ ǇƭŜŀǎŜŘ ǿƛǘƘ ǘƘŜ ƻǾŜǊŀƭƭ άƎƻƻŘέ ǊŀǘƛƴƎ ǿŜ ǊŜŎŜƛǾŜŘ ŦǊƻƳ 

the CQC. This is a testament to the commitment of our staff, and demonstrates that they are truly 

living and delivering the vision, values and aims of the Trust. 

× The Trust celebrated its 2016 NHS Staff Survey scores. Based on review and analysis of the 32 key 

findings by Optimise Limited our Trust was the top performing mental health and learning disability 

Trust. 

× In June 2016 the Trust held its service user and carer celebration day. The event brought together over 

120 people from across Staffordshire, Shropshire and as far afield as Cambridgeshire, to share in a 

celebration of the excellent contributions made by service users, carers and volunteers through their 

involvement with the Trust. 

× Congratulations to our Inclusion Services who won the prestigious Health Service Journal Patient 

Safety Award for their Naloxone project ς άƛƴŎǊŜŀǎƛƴƎ ŀǿŀǊŜƴŜǎǎΣ ǎŀǾƛƴƎ ƭƛǾŜǎέΦ 

× Our 2016 CQC Community Mental Health Survey results showed that we scored better than other 

Trusts in seven key areas. These included listening carefully and giving service users enough time to 

talk; involving services users in agreeing the care they would receive; involving service users in 

discussing how care was working and being involved in decisions about medication 

As Chief Executive of South Staffordshire and Shropshire Healthcare NHS Foundation Trust  I am proud of this 

ȅŜŀǊΩǎ  ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ  ŀŎƘƛŜǾŜƳŜƴǘǎ  ŀƴŘ ŎƻƴŦƛǊƳ ǘƘŀǘ ǘƻ ǘƘŜ ōŜǎǘ ƻŦ Ƴȅ ƪƴƻǿƭŜŘƎŜ ǘƘŜ ƛƴŦƻǊmation 

provided within this 2016/17 Quality Accounts document is accurate. 

 

Thank you for taking the time to read this report 

 
 

Neil Carr, Chief Executive 
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About our Trust 

Our Trust  Services 

hǳǊ ¢Ǌǳǎǘ ǇǊƻǾƛŘŜǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘΣ ƭŜŀǊƴƛƴƎ Řƛǎŀōƛƭƛǘȅ ŀƴŘ ǎǇŜŎƛŀƭƛǎǘ ŎƘƛƭŘǊŜƴΩǎ ǎŜǊǾƛŎŜǎ ŀŎǊƻǎǎ {ƻǳǘƘ 

Staffordshire, Shropshire and Telford & Wrekin. We also provide services on a wider regional, or national basis, 

including perinatal, eating disorder and forensic services.  ¢ƘŜ ¢ǊǳǎǘΩǎ LƴŎƭǳǎƛƻƴǎ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǎ ǇǎȅŎƘƻƭƻƎƛŎŀƭ 

and drug and alcohol services and has contracts across the country.  We are now also providers of 

genitourinary medicine services in South Staffordshire, Shropshire and Telford & Wrekin 

We serve a population of 1.1 million, over a core geography of 2,200 square miles, with around 3,500 
staff.  Our turnover will be around £186 million. 
 
South Staffordshire Healthcare became a Trust in 2001 and achieved NHS Foundation Trust status in May 2006 

under the Health and Social Care (Community Health and Standards) Act 2003, securing certain freedoms to 

develop and improve services and offer more choice to service users.  The integration of services from 

Shropshire was approved by Monitor on 1 June 2007. 

 

Our Trust Strategy  

The Trust has a five year strategy that aligns its aspirations through five 

aims, three values and one vision.  This strategy has been aligned to the 

NHS Mandate and other external drivers ŀƴŘ ǊŜŦƭŜŎǘǎ ǘƘŜ ¢ǊǳǎǘΩǎ ŀƳōƛǘƛƻƴ 

to be positively different and take pride in all that we do.  

In partnership with our service users, carers and staff we have also 

identified a set of behaviours which support the delivery of our objectives. 

Our vision, values, aims and behaviours are presented here in the pyramid 

diagram. 

 

Our Quality Framework   

To further enable us to deliver on this first strategic 

aim the Trust has in place a Quality Framework.  The 

framework considers eight enabling components to 

help achieve its quality aim. 

As you can see Quality Accounts is a key component 

of our Quality Framework as it is an 

opportunity for the Trust to offer its 

approach to quality up for scrutiny, 

debate and reflection from the public.  

Provide high 
quality 

recovery 
focused 
services 

Service Users 
and Carers 

Involvement 
Strategy 

Clinical 
Strategy 

Learning the 
Lessons 

Framework 

Risk Strategy 

Quality 
Accounts 

CQC's 
fundamental 

standards 

Quality 
Improvement 
Framework 

Recovery 
Framework 
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Service User Experience 

During 2016/17, the Trust has continued to explore and expand approaches to and sources of 
service user and carer feedback. 
 
Quality Standard Assurance Visits provide opportunities for service users to give feedback 
directly to the visiting teams which comprise senior staff, Trust governor members and commissioners.  The 
visits serve as an important source of evidence that feedback is actively used to drive service improvement and 
learning and the visit reports and action plans provide clear evidence of direct responses and action taken 
following service user feedback. 
 
Good quality complaints handling is vital to ensuring continuous improvement in the quality and safety of care 
we provide. It is therefore essential that we listen to what service users, carers and families tell us about our 
services, particularly when they feel they have had a poor experience, or when things have gone wrong. It is 
essential as care providers that we recognise the humanity and individuality of the people raising concerns or 
complaints and respond to them with sensitivity, compassion and professionalism. The Trust is committed to 
improving peoples experiences by identifying mistakes, putting them right quickly, apologising, promoting a 
culture of openness and actively encouraging feedback and sharing of learning.  Greater emphasis now is 
placed on the swift resolution of straightforward complaints at source and every member of staff is 
responsible for supporting people who wish to give feedback or raise concerns about the services they receive.  
 
The 2016 community mental health survey reflected a reduced response rate from the 2015 survey at 32%, 
but remained above the national response rate of 28%.  The survey showed the Trust to be better in seven 
measures within the survey compaǊŜŘ ǿƛǘƘ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ƻǘƘŜǊ ¢Ǌǳǎǘǎ ŀƴŘ Ψŀōƻǳǘ ǘƘŜ ǎŀƳŜΩ ƛƴ ŀƭƭ ǘƘŜ ƻǘƘŜǊ 
ƳŜŀǎǳǊŜǎΦ  bƻ ƳŜŀǎǳǊŜǎ ǿŜǊŜ ƛƴ ǘƘŜ ΨǿƻǊǎŜΩ ŎŀǘŜƎƻǊȅΦ  ¢ƘŜ ŀǊŜŀǎ ǿƘŜǊŜ ǘƘŜ ¢Ǌǳǎǘ ǇŜǊŦƻǊƳŜŘ ōŜǘǘŜǊ ǘƘŀƴ Ƴƻǎǘ 
included questions about the service users being listened to, being given time to talk, being involved in 
decisions about their care and treatment and being treated with dignity and respect. 
 
Work has also continued to ensure carer engagement using the Triangle of Care.  As a result of the self-
assessment process the need was identified to provide carer awareness training and this has been taken 
forward with the production of a series of short films based on the Triangle of Care standards. 
 
The Trust Board continues to receive regular stories from service user and carers.  It is important that people 
who tell their stories to the Board are able to do so in ways they feel most comfortable with and that they are 
supported before, during and afterwards.  During the course of the year, the Board heard stories from the wife 
of a service user who had died as a result of self-harm and her experience of the serious incident investigation 
ǇǊƻŎŜǎǎΤ ŦǊƻƳ ŀ ǎŜǊǾƛŎŜ ǳǎŜǊ ǿƘƻǎŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǿŀǎ ŎƻƳǇƻǳƴŘŜŘ ōȅ ǇƻƻǊ ǇƘȅǎƛŎŀƭ ƘŜŀƭǘƘ ŀƴŘ Ƙƛǎ ǿƛŦŜΩǎ 
cancer diagnosis; and from a service user who had benefited from engaging in service user involvement 
activities to support her recovery from serious mental health problems.  All the stories received provided 
ŎŀǳǘƛƻƴŀǊȅ ǘŀƭŜǎ ŦƻǊ ǘƘŜ .ƻŀǊŘ ŀƴŘ ƭŜǎǎƻƴǎ ƻƴ ƘƻǿΣ ŜǾŜƴ ǿƛǘƘ ǘƘŜ ΨǎǳŎŎŜǎǎ ǎǘƻǊƛŜǎΩ ǘƘŜǊŜ ǿŀǎ ƻŦǘŜn still so much 
that could have been done better. 
 
The Trust submits monthly reports to NHS England with respect to the Friends and Family Test and 
consistently reports scores around 94% of people who are extremely likely or likely to recommend the Trust to 
friends or family.  Knowing that service users are reporting high levels of satisfaction demonstrates that teams 
are getting it right as far as patient experience is concerned and is encouraging and motivating for staff. 
 
During 2016/17, the Trust used Meridian, which is a patient experience system to provide clinical teams with 
feedback from service users in real time and has consistently shown satisfaction levels above 90% over the 
course of the year.  The system has also been configured to align questiƻƴǎ ǿƛǘƘƛƴ ǘƘŜ ǎǳǊǾŜȅ ǘƻ ǘƘŜ ¢ǊǳǎǘΩǎ ŦƛǾŜ 
key values as an illustration of the extent to which service users and carers believe that staff are behaving in 
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practice and provide a valuable insight into the service user and carer experience, which is monitored on a 
ǉǳŀǊǘŜǊƭȅ ōŀǎƛǎ ǘƘǊƻǳƎƘ ǊŜǇƻǊǘǎ ǘƻ ǘƘŜ ¢ǊǳǎǘΩǎ vǳŀƭƛǘȅ DƻǾŜǊƴŀƴŎŜ /ƻƳƳƛǘǘŜŜ ŀƴŘ .ƻŀǊŘΦ 
 
In July 2016, the first appointment was made to a Service Development and Improvement Support Worker 
post, which was a pilot to assist the Involvement and Experience Lead in providing peer support for service 
users and carers who take part in involvement activities within the Trust.  The success of this appointment has 
paved the way for creation of additional posts during 2017/18 to expand the role and create opportunities to 
deliver real service improvement and development based on service user and carer feedback and experience. 

 

Duty of Candour  

Our Trust believes that communicating honestly and openly with services users and their families when things 

go wrong is a vital component in dealing effectively with and learning from errors and mistakes.  Even before 

the Health and Social Care Act Statutory Duty of Candour came into force in November 2014 we expected our 

staff, through their professional and ethical duties, to be open with services users and their carers when things 

had gone wrong and/or harm had been caused. 

Sir Robert Francis following the Mid Staffs enquiry defined Duty of Candour as ά¢ƘŜ ǾƻƭǳƴǘŜŜǊƛƴƎ ƻŦ ŀƭƭ ǊŜƭŜǾŀƴǘ 

information to persons who have or may have been harmed by the provision of services, whether or not the 

information has been requested and whether or not a complaint or a report about that provision has been 

madeΦέ 

We expect all staff to report any patient safety incident or near-miss immediately through our electronic 

reporting system Safeguard. When such an incident has resulted in moderate harm or greater, then staff apply 

the Statutory Duty of Candour as follows: 

 

 

¶ Notify the service user / carer within 10 working days of the incident being reported 

¶ Contact the service user / carer to provide all the facts known about the incident and  a way that 

they can understand 

¶ Speak to the service user / carer in a place and at a time when they are best able to understand 

and retain information 

¶ Offering a personalised apology  

¶ Ensure that the service user / carer knows who to contact to raise further questions or concerns 

¶ Agree and carry out any further investigation which may need to take place 

¶ Fully record the details of the apology / discussion in the service users records  

¶ Followed up with a written notification  
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Learning the Lessons Framework  

In October 2014 the Trust Board approved the Trust wide framework for learning lessons. The 

diagram below summarises the main opportunities for learning implemented by the Trust that 

includes leaning from national evidence and benchmarking to directorate level learning from serious incident 

investigations. 

 

We are particularly pleased with the steady growth in the positive culture in the Trust, as evidenced by our 

staff survey.  Our risk management team began producing simple team level safety dashboards over a year ago 

and not only have we seen their continued use by managers including them in team meetings, but our quality 

improvement team has also been able to help teams build them into daily practice alongside other metrics, 

service user feedback and team defined objectives.  It is becoming the norm that teams own the data that 

allows them to manage safety and to improve quality at the same time.  This has led to the Trust being 

ǎƘƻǊǘƭƛǎǘŜŘ ŦƻǊ ǘƘŜ Ψ/ƘŀƴƎƛƴƎ /ǳƭǘǳǊŜΩ ŎŀǘŜƎƻǊȅ ƛƴ bŀǘƛƻƴŀƭ tŀǘƛŜƴǘ {ŀŦŜǘȅ !ǿŀǊŘǎ ƛƴ Wǳƭȅ нлмтΦ   !ǎ ǿƛǘƘ ŀƭƭ ƻǳǊ 

quality developments, the framework will be reviewed using the Plan-Do-Study-Act cycle later this year. 

 

National evidence and benchmarking  

(Board level learning) 

A. Best 
practice 

benchmark 
reviews 
against 

evidence, 
including 
national 
reports 

B. Annual 
report/s on 

Serious 
Incidents, 

including data 
from all 

embedded 
activities 

C. "Sign up for 
Safety" 

Themes from SI's and safety data  

(QGC/Trust level learning) 

D. Thematic 
reviews, 

supported by 
literature 
searches 

E. Annual safety 
culture 

assessments 
(MaPSaF) 

F. Cluster analysis 

G. Trust-wide 
"share & spread" 

and other 
learning events 

Serious incident 
investigations (directorate 
level learning) 

H. Root 
cause 

analysis 
(RCA) 

I. 
Significant 

event 
analysis 
(SEA) 

J. Guided 
team level 

feedback and 
Serious 
Incident 

improvement 
planning 

K. Whole 
team Kaizen 

events, linked 
to Quality 

Improvement 
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2) CONTINUALLY LEARN  
Make their organisations more resilient to risks, 

by acting on the feedback from patients and by 

constantly measuring and monitoring how safe 

their services are.  We have: 

¶ sustained a response time of 2 weeks to 

scoping requests from the National 

Confidential Inquiry (NCI).  We have also used 

evidence from research to underpin findings 

from our Annual Reports.   

¶ shared a learning lessons bulletin at least 

quarterly across the organisation. 

¶ Developed a Trust Safety Dashboard and 

publish this monthly to ensure we are 

monitoring our safety performance. 

 

 

3) HONESTY  
Be transparent with people about their progress to tackle patient safety issues and support staff to be candid 

with patients and their families if something goes wrong. We have: 

¶ 9ƳōŜŘŘŜŘ ά.ŜƛƴƎ hǇŜƴέ ŀƴŘ 5ǳǘȅ ƻŦ /ŀƴŘƻǳǊ ƛƴ ƻǳǊ ƛƴŎƛŘŜƴǘ ǊŜǇƻǊǘƛƴƎ ǇǊƻŎŜǎǎΦ 

¶ Actively involved our commissioners and member governors in Quality Assurance visits. 

¶ Embedded the process for sharing the findings of our serious incident investigations with our service users, 

their families and our commissioners. 

¶ Engaged service users and carers in our Rapid Process Improvement Workshops (RPIW). 

 

 

1) PUT SAFETY FIRST 
Commit to reduce avoidable harm in the NHS by 

half and make public the goals and plans 

developed locally. We have: 

¶ Embedded a standardised validated risk 

assessment tool (FACE) across services 

¶ Worked in partnership with service users who 

are in crisis to develop robust crisis and 

contingency plans (CCP). 

¶ Achieved a mean of 90% harm free care using 

the Mental Health Safety Thermometer. 

¶ Less than 5% of falls have resulted in harm. 

 

 

Sign up to Safety 

Lƴ WǳƴŜ нлмп bI{ 9ƴƎƭŀƴŘ ƭŀǳƴŎƘŜŘ ά{ƛƎƴ ǳǇ ǘƻ ǎŀŦŜǘȅέΦ This campaign was designed 
to help realise the ambition of making the NHS the safest healthcare system in the 
world by creating a system devoted to continuous learning and improvement. This 

ambition is bigger than any individual or organisation, and achieving it requires us all to unite behind this 
common purpose. We need to give patients confidence that we are doing all we can to ensure that the care 
they receive will be safe and effective at all times. 

The five Sign up to Safety pledges 
 
Organisations and individuals who sign up to the campaign commit to setting out actions they will undertake 
in response to five key pledges. As a Trust we have committed to the following actions: 
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4) COLLABORATE 
Take a leading role in supporting local collaborative learning, so that improvements 

are made across all of the local services that patients use. We have: 

¶ Signed up to the Local Serious Incident network and also the National Learning 

network for Serious Incidents. 

¶ Developed processes for sharing learning with partners have been developed such 

as MDSO  network and SI network. 

¶ Engaged with regional and national forums such as Safeguarding and Prevent. 

 

5) SUPPORT  
Help people understand why things go wrong and how to put them right.  Give staff the time and support to 

improve and celebrate the progress. We have: 

¶ Developed the incident reporting system to encourage staff to report incidents and enable team leaders to 

better support them following incidents. 

¶ Held another very successful Staff Awards event. 

¶ We have facilitated reviews with teams whenever there is a serious  incident in order that they can learn what 

works well and improve on any issues identified 

 

 

 

 

 

 

 

 

 

Staff Survey Results 
In 2016 all our staff were invited to take part again in the Staff survey.  The annual survey covers a significant 
number of key areas including:  

¶ Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months and 

¶ Percentage believing that the Trust provides equal opportunities for career progression or promotion  
 
The Trust results, benchmarked against the national average for mental health / learning disability Trusts and 
our previous staff survey results, are as follows: 
 

Percentage of staff experiencing harassment, bullying or abuse from staff in the last 12 months 
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Trust response to these results 

This key finding is our top ranking score in terms of benchmarking with other mental health / learning 

disability Trusts. The average Trust has nearly a third greater number of incidents of harassment, bullying or 

abuse from staff than the our Trust. We have improved considerably compared to our result from last year and 

now have the joint best score in the mental health / learning disability comparator group of 17%.  

 

We have put robust policies in place to support staff and managers in dealing with harassment, bullying or 

abuse. This result demonstrates that this issue is taken very seriously at our Trust and the processes put in 

place to tackle these incidents have been effective.  

 

The Trust vocalises clear expectations to all staff. The Trust values are embedded across the organisation and 

this was noted in our most recent CQC report. Our organisational approach to this cultural change is known as 

ά[ƛǾƛƴƎ hǳǊ ±ŀƭǳŜǎέ and is supported by a Charter and Behaviour framework to outline how all staff at our 

Trust are expected to operate, regardless of role.  

 

¢ƘŜ ά[ƛǾƛƴƎ hǳǊ ±ŀƭǳŜǎέ ŀǇǇǊƻŀŎƘ ƛǎ now the basis of our Trust Strategy, appraisal process, Human Resources 

policies and procedures, Learning & Development programmes, Trust contracts, Staff Awards and the 

recruitment process.  

 

Percentage believing that the Trust provides equal opportunities for career progression or promotion  

 

 
 

Trust response to these results 

We are pleased to have scored above the national average for this finding. It is important to view these results in 

context: our Trust was going through a period of significant management of change throughout the staff survey 

period and staff may have perceived career development opportunities as being more limited during these 

challenging months. We will continue to strengthen our approaches to carer progression and/or promotion 

through a robust equal opportunities culture.  
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CQC Ratings 

Following our comprehensive CQC inspection the week of 21st March 2016, the Trust was rated 

as good overall, and good against each of the questions Safe, Effective, Caring, Responsive and 

Well-led.  

One core service was rated as outstanding (Community based mental health services for older people). 

The remaining 10 core services were rated as good overall, as shown in the table below. 

The Trust 

developed an 

action plan to 

address all 5 

mandated 

regulatory actions 

and completed 

these in December 

2016. The 

associated 

evidence of 

compliance was 

submitted to the 

CQC for 

consideration in 

December 2016. 

The Trust 

developed an 

action plan to 

address all 44 

additional 

improvement 

actions and we 

intend to have fully 

delivered these by 

May 2017.  As at 

31
st
 March 96% of 

our plan was 

complete. 

 

 

 
The full action plan can be found at: 

http://www.sssft.nhs.uk/images/Corporate/Quality/20161223_Final_High_Level_Action_Plan_-

_Update_and_Evidence.pdf

http://www.sssft.nhs.uk/images/Corporate/Quality/20161223_Final_High_Level_Action_Plan_-_Update_and_Evidence.pdf
http://www.sssft.nhs.uk/images/Corporate/Quality/20161223_Final_High_Level_Action_Plan_-_Update_and_Evidence.pdf
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Priorities for Improvement 2016/17 

In this section of the report we review the priorities for quality improvement that we identified in last 

ȅŜŀǊΩǎ vǳŀƭƛǘȅ !ŎŎƻǳƴǘǎΦ ¢ƘŜ ǘƘǊŜŜ ǉǳŀƭƛǘȅ ǇǊƛƻǊƛǘƛŜǎ ǿŜ ǎŜǘ ŀǊŜ ŀƭƭ ƛƳǇƻǊǘŀƴǘ ǘƻ ǘƘŜ ǎŀŦŜ ŀƴŘ ŜŦŦŜŎǘƛǾŜ 

delivery of care and are aligned to our Commissioning for Quality and Innovation (CQUIN) schemes. The 

priorities were chosen following a process of reviewing our current services, consulting with our key 

stakeholders and listening to the views of our service users and carers. All three priorities were new 

indicators and therefore performance from previous years and national benchmarking data is not 

available.  

Priority 1 - Safely reducing avoidable repeat detentions under the 

Mental Health Act  
 

Why did we choose this improvement area? 

Detention under the Mental Health Act occurs when the service user is assessed as requiring inpatient care 

but is unable or unwilling to give consent.  The aim of this priority area is to safely reduce the level of 

repeat detentions made under the Mental Health Act (MHA) 1983. 

 

Our target: 

We aimed to implement governance arrangements and protocols to enable better understanding of 

demographics of those subject to repeat detentions, and the reasons for those repeat detentions. In doing 

so we would be better placed to respond to the issues identified and thus reduce repeated detentions. 

 

Progress during 2016/17: 

¶ The quarter 1 audit for this improvement priority positively demonstrated that the Trust did not 

have any individuals who had been detained more than 6 times in the two year period. Therefore 

the Trust and commissioners jointly revised the improvement requirements to enable work to be 

undertaken that was relevant to the available data and that added value to the patient group. The 

root cause analysis undertaken of patients identified who were detained 4-6 times during a two 

year period, identified that only 8 patients meet this criteria, each patient being detained 4 times 

during the two year period. 

¶ We undertook a Root Cause Analysis Retrospective review of the 8 patients who had been 

frequently detained in the last 2 years. The themes emerging from this review were: 

 

 

 

 

 

 

¶ That physical health issues were linked to mental health deterioration and 

subsequent detention 

¶ Lack of compliance with medication led to relapse and subsequent detention 

¶ That a comprehensive crisis contingency plan was not available on discharge from 

hospital 

¶ Limited family involvement in discharge planning 

¶ Complex diagnosis with rapid deterioration 

¶ That services users had similar presentation prior to each admission 
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¶ We carried out an enhanced care review with the service users who had been 

repeatedly detained to assess and plan safe feasible alternatives to prevent avoidable 

detentions. The themes from the semi- structured interviews with these service users 

were:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The recommendations made by the service users were: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Next Steps: 

The findings from both the structured interviews and the root cause analysis review have underpinned 

a two year improvement plan 2016 - 2018. Some of the key areas of improvement are highlighted 

below: 

 

άCƻǊ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǘƻ ƭƛǎǘŜƴ ƳƻǊŜ ǘƻ ǎŜǊǾƛŎŜ ǳǎŜǊǎ ǾƛŜǿǎέ  

ά9ȄǘǊŀ ƘŜƭǇ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǎƘƻǳƭŘ ōŜ ŀǾŀƛƭŀōƭŜ ς when on the ward there is help all 

ǘƘŜ ǘƛƳŜ ŀƴŘ ǘƘŜƴ ȅƻǳ ǎǳŘŘŜƴƭȅ Ǝƻ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ƛǘ ƛǎƴΩǘ ŀǎ ǊŜŀŘƛƭȅ ŀǾŀƛƭŀōƭŜέ 

ά! ƘŜƭǇ ƭƛƴŜέ  

άaƻǊŜ ƘŜƭǇ ǿƛǘƘ ƘƻǳǎƛƴƎέ  

άaƻǊŜ ŦǊŜǉǳŜƴǘ Ǿƛǎƛǘǎ ŦǊƻƳ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǘŜŀƳέ 

άaƻǊŜ ŎƘƻƛŎŜ ŀǊƻǳƴŘ ƻǊƎŀƴƛŎ-ōŀǎŜŘ ƳŜŘƛŎŀǘƛƻƴǎέ  

ά[ƛǎǘŜƴƛƴƎ ǘƻ ǿƘŜƴ ǘƘŜ ǎŜǊǾƛŎŜ ǳǎŜǊ ǿŀƴǘǎ ǘƻ ōŜ ŀŘƳƛǘǘŜŘ ƴƻǘ Ƨǳǎǘ ŀ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ 

ŘŜŎƛǎƛƻƴέ 

 

¶ That increase in stress was a trigger to their mental health deterioration 

¶ Things that helped prior to admission were: 

o Distraction techniques 

o Relaxation techniques taught by CMHT 

o Family contact 

o CRHT contact 

o Calling the hospital & getting help from the ward 

o Getting advise from CMHT regarding medication and treatment 

o Medication review 

o Talking therapies 

¶ Getting admitted to the inpatient unit was seen as positive and the right course of 

action 
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We will report back further progress against this improvement priority within our 2017/18 Quality 

Accounts. 

 

 

Some of the key areas of improvement during 2016/17 have been: 

¶ Improvement in physical health care assessment and management by mental health professionals, 

both in  community and inpatient settings 

¶ A Rapid Process Improvement Workshop lead to significant improvement to the inpatient discharge 

planning process, which included 

o Greater involvement of families / carers in discharge planning 

o Multi -disciplinary input into discharge plans (including crisis and relapse plans) 

o More structured involvement of the community team during inpatient stays 

o 9ŀǊƭƛŜǊ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ DtΩǎ ƻƴ ŘƛǎŎƘŀǊƎŜ ǊŜƎŀǊŘƛƴƎ ƳŜŘƛŎŀǘƛƻƴ ŀƴŘ ŎƻƳƳǳƴƛǘȅ Ŧƻƭƭƻǿ 

up arrangements 

The key focus for delivery during 2017/18 is: 

¶ The role out of the new clinical pathway driven community teams. The key aspects of this redesigned 

model will be:   

o Establishment of an access team that will provide a single point of referral for all our adult 

services, providing advice and guidance to individuals, carers and partners, and the ability 

to book straight into one of our improved pathway teams to minimise duplication and 

ensure individuals are supported by the right person at the right time at the right place 

o Restructuring of the Community Mental HŜŀƭǘƘ ¢ŜŀƳǎ ό/aI¢ǎύ ƛƴǘƻ ΨtŀǘƘǿŀȅ ¢ŜŀƳǎΩ 

where people will receive evidenced based interventions in line with NICE guidance and with 

clear outcomes and goals identified with the individual  

o 5ŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀ ƴŜǿ ǎŜǊǾƛŎŜ ƻŦŦŜǊ ΨLƴǘŜƴǎƛǾŜ [ƛŦŜ {ƪƛƭƭǎ tŀǘƘǿŀȅΩ ŦƻǊ ǇŜƻǇƭŜ ǿƛǘƘ ǊŜƭŀǘƛƻƴŀƭ 

difficulties who often challenge the traditional approach to community mental health 

services.  
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Priority 2 - Reducing Restrictive Practices within  

Adult Secure Services 
 
Why did we choose this improvement area? 
Adult secure services are committed to ensuring that least restrictive practice is observed at all 

times.  A number of important national documents have recommendations associated with this 

issue: e.g. ǘƘŜ aLb5 ǊŜǇƻǊǘ άwŜǎǘǊŀƛƴǘ ƛƴ /Ǌƛǎƛǎέ όнлмоύΤ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ƎǳƛŘŀƴŎŜΥ tƻǎƛǘƛǾŜ ŀƴŘ 

Proactive Care: reducing the need for physical interventions (2014), the revised Mental Health Act Code of 

Practice (2015) and recent NICE guidance (NG10) Violence and Aggression: short term management in 

mental health, health and community settings (2015) have highlighted the need for services to reduce 

restrictive practices in services. 

 

Our target: 

The overall aim was to develop an ethos in which people with mental health problems are able to fully 

participate in formulating plans for well-being, risk management and care in a collaborative manner.  As a 

consequence more positive and collaborative service cultures develop reducing the need for restrictive 

interventions. In order to achieve this we aimed to develop a framework to reduce restrictive practices 

which would, in turn: 

¶ Reduce episodes of physical restraint 

¶ Reduce episodes of supportive observations 

¶ Reduce seclusion and long term segregation 

¶ Reduce episodes of medication-led restraint 

¶ Increase the percentage of service users that show positive outcomes in outcome ςfocussed 
CPA. 
 

Progress during 2016/17: 

 

¶ ²Ŝ ǇƛƭƻǘŜŘ ƻǳǊ ƴŜǿ ΨƭŜŀǎǘ ǊŜǎǘǊƛŎǘƛƻƴ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ŦǊŀƳŜǿƻǊƪΩ ƛƴ v пΦ ¢ƘŜ ŦǊŀƳŜǿƻǊƪ 
operated successfully with both staff and service users giving positive feedback. We will 
continue to roll the framework out and embed in our practice during 2017.  

¶ ²Ŝ ƘŀǾŜ ŘŜǾŜƭƻǇŜŘ ŀ ǎǘǊŀǘŜƎȅ ŦƻǊ ΨtŜǊǎƻƴŀƭ {ǳǇǇƻǊǘ {ŜǎǎƛƻƴǎΩ ŦƻǊ ǎŜǊǾƛŎŜ ǳǎŜǊǎ ǳƴŘŜǊ 
restrictions. 

¶ There was a significant progress in relation to service users having an advance statement 
in place. 100% of service users in Newport, Norton, Radford, Yew and Willow have been 
offered the opportunity to have advance statements as part of their DMI care plan. All the 
patients who consented now have an advance statement in place. Staff will continue to 
seek the consent of the remaining patients and will draft advance statements as soon as 
they give the consent.  

¶ All qualified staff have received training on rapid tranquilisation and seclusion awareness. 
More than 80% of staff to date have also received training on the awareness of least 
restrictive practices.  

¶ There is a regular attendance of service users at the least restrictive practice forums and 
carers are attending the least restrictive forums in low secure services.  

¶ Least restrictive practice is a standing agenda item for discussion at all meetings. 
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Next Steps: 

We will continue to roll out and embed the new least restrictive practice framework during 2017, and 
monitor the impact this has on the need to use physical restraint, supportive observations, seclusion, 
long term segregation and medication-led restraint.  We will report back further progress against this 
improvement priority within our 2017/18 Quality Accounts. 
 
 

 
 

Priority 3 - Clinical Outcomes and Personal Goals for Service Users 

within Community Services  

 
Why did we choose this improvement area? 

The Trust shall develop outcome measures to understand the effectiveness of treatment and the benefit it has 

for individual service users.  It aligns to the Recovery Model ensuring Trust staff and service users are working 

towards shared goals. 

 

Our target: 

The Trust will agree which outcome measures should be used and embed the use of clinical outcomes 

within relevant pathways to support service users and clinicians to provide the essential qualitative 

information about the patients journey and success of treatment. 
 

¶ Agree a range of clinical outcome measures to be used for each pathway/care cluster 

¶ Develop and implement a clinical pathway to ensure the use of outcome measures to support 

service users and clinicians 

¶ Report agreed clinical and personal outcome measures across all agreed commissioned 

pathways / care clusters and the impact it has had on the service users and the service and the 

outcomes/ achievements. 
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Progress during 2016/17: 

¶ The Mental Health Division has undertaken a transformation programme of its 

community services which has strengthened the use of care delivered in accordance 

with clinical pathways, with outcome measures embedded within the pathways. The 

outcome measures include both Patient Rated Outcome Measures (PROM) and 

Clinician Rated Outcome Measures (CROM).  The pathway for people experiencing 

organic mental illness incorporates the NICE recommended Quality Standards.   

¶ The outcome measures implemented by the Trust as part of this service transformation are 
ǊŜŎƻƎƴƛǎŜŘ ƛƴ ǘƘŜ ƴŀǘƛƻƴŀƭ ƎǳƛŘŀƴŎŜ άŘŜƭƛǾŜǊƛƴƎ ǘƘŜ р ȅŜŀǊ ŦƻǊǿŀǊŘ ǾƛŜǿ ŦƻǊ ƳŜƴǘŀƭ ƘŜŀƭǘƘέ, and 
are: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Health of the Nation Outcome Scale (HONOS) now used across both 
the psychosis and non-psychosis clinical pathway as a consistent Clinician 

Rated Outcome Measure (CROM). 
 

Goal Attainment Scale (GAS) an individualised measure, based upon what each 
person wishes to achieve with the support of our services. It supports the focus 
ƻƴ ƴŜƎƻǘƛŀǘƛƴƎ ŎŀǊŜ ǘƘŀǘ ƛǎ ōŀǎŜŘ ŀǊƻǳƴŘ ǘƘŜ ǇŜǊǎƻƴΩǎ ƻǿƴ wŜŎƻǾŜǊȅ ƎƻŀƭǎΦ ¢Ƙƛǎ 
is now being used across both the psychosis and non-psychosis clinical 
pathways. 
 

The Short Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS) is a Patient Rated 
Outcome Measure (PROM).  Service users have been involved in selecting nationally 
recommended PROMs and overwhelmingly chose SWEMWBS as part of the Mental 
Health Quality and Outcome Metrics group. This has been introduced within the non- 
psychosis pathway. 
 

DIALOG is one of the recommended Patient Rated Outcome 
Measures (PROM). This has been introduced across the psychosis 

pathway. 
 

In Dementia care NICE produced a set of 10 Quality Standards, in order to ensure that this 
group of people and their carers were experiencing a quality service. Due to the nature of 
Dementia it is challenging to utilise outcome measures and therefore we have focused on the 
implementation of Quality Statement 5: Decision making; and in particular the use of advance 
statements. 
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¶ Below are a couple of case studies that help demonstrate the impact of the introduction of the 
outcome measures on the service users. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Next Steps: 

 

There is still some way to go until the new models of working are fully embed and the associated 

outcome measures are routinely used to enhance care delivery. This improvement area will 

therefore remain a key focus for the Trust during 2017/18 and we will report back within our 

2017/18 Quality Accounts.  

SERVICE USER B 

This lady has a long standing Bi Polar disorder.  She had been discharged from services but returned with some signs 

of relapse that were largely related to life stresses. 

Her HONOS score identified her housing needs as following the death of her partner she is facing eviction and 

homelessness. As a result her care plan was developed to address these needs, particularly engaging a support 

worker to work with her on her housing needs. 

The inclusion of a support worker has enabled the patient to access a range of community resources to support her 

to address her housing and financial needs, and engaging in a practical and goal focused intervention programme has 

reduced the risk of her elated mood escalating due anxiety and worry. 

She has a dog and her plan of care has been to support and to advocate on her behalf for her to access social housing 

where she can continue to have her dog with her as he is a great source of comfort and companionship. 

 

SERVICE USER A 

A man admitted to Brocton was admitted post release from prison with a diagnosis of paranoid schizophrenia. He 

presented as acutely psychotic, very confused and disorientated and therefore it was impossible for him to 

complete the DIALOG on admission. However, this was discussed and completed with the patient once his mental 

health had stabilised and the patient demonstrated insight and awareness into his illness, allowing him to have 

conversations with staff regarding what support he required whilst in hospital. Through the completion of the 

DIALOG, the patient identified that he would like support with his medication, physical health, accommodation, 

leisure activities and the involvement of his family and partner in his care. Throughout his admission the patients 

support needs were met by regular reviews with the medical team to discuss medication and treatment options. He 

discussed his physical health concerns with the junior doctor who provided psychoeducation around his illness. The 

patient was discharged from his section which enabled him to spend time with his family and partner and to pursue 

his hobbies and interests, as this is something he had not done since being released from prison. The patient 

utilised the ward pharmacist to discuss his medication and ongoing compliance on discharge, which allowed him to 

talk about possible side effects and long term efficacy of the medication. The patient received support from his 

social worker from the CMHT to ensure his housing and social needs were addressed. Overall, the patient had a 

positive experience during his inpatient stay and allowed the patient to highlight his support needs which were 

addressed by a multidisciplinary approach to his care. He completed a further DIALOG at the point of discharge 

from the ward which illustrated the positive change in his needs and issues. 
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Priorities for Improvement 2017/18 

Our three improvement priorities for 2017/18 were chosen following a review of our current 

services, consulting with our key stakeholders and listening to the views of our service users. 

The three key priorities for improvement identified are: 

¶ Improving staff health and wellbeing 

¶ Preventing ill health by risky behaviours ς tobacco screening for inpatients  

¶ Recovery college for medium and low secure patients. 

In addition to linking our priorities to the three domains of quality; patient safety, clinical effectiveness 

and service user experience, we have also chosen to align our priorities to the Commissioning for Quality 

and Innovation (CQUIN) scheme as agreed with our commissioners. 

 Progress against these improvement initiatives will be monitored routinely and in partnership with our 

commissioners. The Trust Board will receive a quarterly report on progress and achievement and this will 

be published on the Trust website under the Board Meeting Papers Section. This progress report is a 

component of a Trust Wide Assurance Report which not only provides an update on these three priority 

indicators but on all quality and clinical performance; alongside Trust finance, business, medical, human 

resources and operational performance. 

 Key to the achievement of these quality priorities is the capability and capacity of clinical staff. Through 

leadership from our operational directors and clinical leads we will ensure that clinical staff are provided 

with the right information, training and clinical supervision to put these initiatives into practice.  

The details of our three key priorities for improvement are: 

Quality 
Domain 

Priority Area Why have we chosen this 
area? 

What are we aiming to 
achieve? 

Our measures of 
success. 

Clinical 
Effectiveness 

Improving 
staff health 
and 
wellbeing 

Estimates from Public 
Health England put the 
cost to the NHS of staff 
absence due to poor 
health at £2.4bn a year 
(around £1 in every £40 of 
the total budget). This 
figure excludes the cost of 
agency staff to fill the 
gaps, as well as the cost of 
treatment. As well as the 
economic benefits that 
could be achieved, 
evidence from the staff 
survey and elsewhere 
shows that improving staff 
health and wellbeing will 
lead to higher staff 
engagement, better staff 
retention and better 
clinical outcomes for 
patients / service users. 

To give staff the 
opportunity to access 
schemes and initiatives 
that promote physical 
activity, provide them with 
mental health support and 
rapid access to 
physiotherapy where 
required.  
A Board and clinical leaders 
that create an environment 
where health and wellbeing 
of staff is actively 
promoted and encouraged.  

A 5% point 
improvement in two of 
the three questions in 
the NHS staff survey 
results: 

¶ Does your 
organisation take 
positive action on 
health and well-
being? 

¶ In the last 12 
months have you 
experienced 
musculoskeletal 
problems as a 
result of work 
activities? 

¶ During the last 12 
months have you 
felt unwell as a 
result of work 
related stress? 
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Quality 
Domain 

Priority Area Why have we chosen this 
area? 

What are we aiming to 
achieve? 

Our measures of 
success. 

Safety Preventing 
ill health by 
risky 
behaviours ς 
tobacco 
screening 
for 
inpatients 

Smoking is estimated to 
cost £13.8bn to society ς 
including £2bn on the NHS 
through hospital 
admissions, £7.5bn 
through lost productivity, 
£1.1bn in social care. 
{ƳƻƪƛƴƎ ƛǎ 9ƴƎƭŀƴŘΩǎ 
biggest killer, causing 
nearly 80,000 premature 
deaths a year and a heavy 
toll of illness, 33% of 
tobacco is consumed by 
people with mental health 
problems. Smoking is the 
single largest cause of 
health inequalities. 

To ensure systems are in 
place to record tobacco 
screening 
To provide training to our 
staff in tobacco screening 
and brief intervention 
To ensure tobacco 
screening is undertaken as 
part of inpatient admission 
assessment 

RiO clinical electronic 
record developed to 
enable recording of 
tobacco screening 
% of staff trained in 
tobacco screening & 
brief intervention 
Improvement in % from 
baseline data on 
recording of tobacco 
screening 

Service user / 
carer 
experience 

Recovery 
college for 
medium and 
low secure 
patients 

In mental health the term 
recovery is used to 
describe the personal lived 
experiences and journeys 
of people as they work 
towards living a 
meaningful and satisfying 
life. Recovery does not 
only equate to cure or to 
clinical recovery, which is 
defined by the absence of 
symptoms. Recovery 
principles focus on the 
whole person in the 
context of their life, 
considering what makes 
that person thrive. 
Positive relationships, a 
sense of achievement and 
ŎƻƴǘǊƻƭ ƻǾŜǊ ƻƴŜΩǎ ƭƛŦŜΣ 
feeling valued, and having 
hope for the future are 
some of the factors we 
know contribute to 
personal wellbeing. 

The establishment of co-
developed and co-delivered 
programmes of education 
and training to 
complement other 
treatment approaches in 
adult secure services. This 
approach supports 
transformation and is 
central to driving recovery 
focused change across 
these services. 

¶ Evidence of 
engagement of 
staff and patients in 
developing the 
recovery college 

¶ A course 
prospectus 

¶ Agreed 
standardised 
measures of 
intervention to 
allow evaluation of 
impact 

¶ % of patients who 
are participating in 
courses 
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Statements of Assurance from the Board 

Review of Services 

During 2016/17 South Staffordshire and Shropshire Healthcare NHS Foundation Trust 

provided and /or sub-contracted 64 relevant health services. 

The South Staffordshire and Shropshire Healthcare NHS Foundation Trust has reviewed all the data 

available to them on the quality of care in 64 of these relevant health services. 

The income generated by the relevant health services reviewed in 2016/17 represents 100% of the total 

income generated from the provision of relevant health services by South Staffordshire and Shropshire 

Healthcare NHS Foundation Trust for 2016/17. 

Clinical Audit / Confidential Enquiries     

During 2016/17, 4 national clinical audits and 1 national confidential enquiry covered relevant health 

services that South Staffordshire and Shropshire Healthcare NHS Foundation Trust provides. 

During that period South Staffordshire and Shropshire Healthcare NHS Foundation Trust participated in 

100% national clinical audits and 100% national confidential enquiries of the national clinical audits and 

national confidential enquiries which it was eligible to participate in. 

The national clinical audits and national confidential enquiries that South Staffordshire and Shropshire 

Healthcare NHS Foundation Trust was eligible to participate in during 2016/17 are as follows:  

 
The national clinical audits and national confidential enquiries that South Staffordshire and Shropshire Healthcare 

NHS Foundation Trust participated in during 2016/17 are as follows: 

Prescribing Observatory for Mental Health 

¶ Topic 11c:   Prescribing antipsychotic medication for people with dementia 

¶ Topic 7e:  Monitoring of patients prescribed lithium 

¶ Topic 16a:  Rapid Tranquilisation 

¶ Topic 1g & 3d Prescribing high dose and combined antipsychotics 

National Audit 

¶ None 

National Confidential Enquiries 

¶ National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 

Prescribing Observatory for Mental Health 

¶ Topic 11c:   Prescribing antipsychotic medication for people with dementia 

¶ Topic 7e:  Monitoring of patients prescribed lithium 

¶ Topic 16a:  Rapid Tranquilisation 

¶ Topic 1g & 3d Prescribing high dose and combined antipsychotics 

National Audit 

¶ None 

National Confidential Enquiries 

¶ National Confidential Inquiry into Suicide and Homicide by People with Mental Illness 
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The national clinical audits and national confidential enquiries that South Staffordshire and Shropshire 

Healthcare NHS Foundation Trust participated in, and for which data collection was completed during 

2016/17, 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. 

 

*Please note reports relating to these audits have not yet been released by the Prescribing Observatory for 

Mental Health, therefore no actions have been agreed 

 

The reports of 3 national clinical audits were reviewed by the provider in 2016/17 and South Staffordshire 

and Shropshire Healthcare NHS Foundation Trust intends to take the following actions to improve the 

quality of healthcare provided: 

 

 

Prescribing Observatory for Mental Health 

Audit Title % cases submitted 

¶ Topic 11c:   Prescribing antipsychotic medication 
for people with dementia 

100% 
8/8 eligible teams 

¶ Topic 7e:  Monitoring of patients prescribed 
lithium 

77% 
10/13 eligible teams 

¶ Topic 16a:  Rapid Tranquilisation *  79% 
46/58 

¶ Topic 1g & 3d Prescribing high dose and 
combined antipsychotics *  

92% 
12/13 eligible teams 

National Audit 

Audit Title % cases submitted 

None  

National Confidential Enquiries 

Enquiry Title % cases submitted 

National Confidential  Inquiry into Suicide and 
Homicide by People with Mental Illness 

 
100% 

¶ For antipsychotic monitoring in dementia to be included as part of induction training for doctors  

¶ For antipsychotic monitoring to be routinely discussed in clinical supervision sessions for 

dementia patients that are prescribed antipsychotics  

¶ A review of the Early Intervention assessment process in line with new NICE guidance 

¶ The creation of a checklist to support appropriate referral to Early Intervention 

¶ To introduce a dedicated phone number, staffed by an Early Intervention Assessment 

Practitioner to support internal referrals 

¶ To create new Early Intervention care plan guidance based on the new NICE guidance 

¶ For the Child and Adolescent Mental Health Service ADHD medication checklist to be modified 

and added to the paediatric dataset on RiO (clinical electronic record) 

¶ To develop a parent / carers information  pack that will be offered to all new ADHD diagnoses 

¶ The development of a new joint Child and Adolescent Mental Health and paediatric ADHD 

pathway 
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The reports of 34 local clinical audits were reviewed by the provider in 2016/17 and South 

Staffordshire and Shropshire Healthcare NHS Foundation Trust intends to take the following 

actions to improve the quality of healthcare provided: 

¶ Nurses to have urine collection equipment available and provide instructions to 
parents on how to obtain samples if seeing children with fever 

¶ Training in Care Aims to be provided to new Allied Health Professional staff 

¶ To include details of the dental and oral health care assessment in the Care 
Programme Approach checklist 

¶ Ensure information regarding smoking is included in carer information packs 

¶ Smoking pharmacological interventions to be added to ward rounds, pharmacy checks and 
physical health checks Multi-Disciplinary Team Reviews 

¶ For learning disability services patient confidentiality leaflet to be produced in an easy read 
leaflet 

¶ To add an  alert to RiO for service users who require a review of their 117 entitlement 

¶ Agree and implement a standard process for the recording of 25hrs Activity for Forensic 
inpatient wards 

¶ To include FACE Tool, formulation and Positive Behavioural Support in mandatory Clinical Risk 
Training 

¶ All Trust Wards to produce an individual action plans to address Privacy & Dignity  

¶ To aŘƻǇǘ ŀƴŘ ǊŀƛǎŜ ŀǿŀǊŜƴŜǎǎ ƻŦ ǘƘŜ ǳǎŜ ƻŦ ǘƘŜ Ψ!ŘŀǇǘŜŘ [ŜǎǘŜǊ ǘƻƻƭΩ ǘƻ ǎǳǇǇƻǊǘ ǇƘȅǎƛŎŀƭ 
health screening across mental health wards and community teams 

¶ To update the Child and Adolescent Mental Health / Adult Mental Health Transition policy in-
ƭƛƴŜ ǿƛǘƘ ǘƘŜ Ψ/ŀǊŜ !ŎǘΩΦ 

¶ Multi-agency referral forms to be updated to include a specific quesǘƛƻƴ ǊŜƎŀǊŘƛƴƎ ΨƴŜŜŘǎ ƻŦ 
ŎƘƛƭŘΩ 

¶ To produce a carer engagement card and disseminate across all in-patient units and 
community teams 

¶ To standardise ΨƛƴǘŀƪŜ ǇŀǇŜǊǿƻǊƪΩ ŀŎǊƻǎǎ ŀƭƭ [earning Disability teams   

¶ To develop and deliver training for nursing staff regarding controlled drugs, with targeted 
support from pharmacy team (for wards falling below 100% compliance target) 

 

Clinical Research  

The number of patients receiving relevant health services provided or sub-contracted by South 

Staffordshire and Shropshire Healthcare NHS Foundation Trust in 2016/17 that were recruited during that 

period to participate in research approved by a research ethics committee was 723. 

Commissioning for Quality and Innovation  

A proportion of South Staffordshire and Shropshire Healthcare NHS Foundation Trust income in 2016/17 

was conditional on achieving quality improvement and innovation goals agreed between South 

Staffordshire and Shropshire Healthcare 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 2016/17 and for the following 12 month period are available 

electronically at:  

http://www.sssft.nhs.uk/about/quality/commissioning-for-quality-and-innovation 

http://www.sssft.nhs.uk/about/quality/commissioning-for-quality-and-innovation
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The monetary total for income in 2016/17 conditional upon achieving quality improvement and 

innovation goals was £3m and the monetary total for the associated payment in 2015/16 was £3m.  

Registration with the Care Quality Commission  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust is required to register with the Care 

Quality Commission and its current registration status is registered with no conditions. 

The Care Quality Commission has not taken enforcement action against South Staffordshire and 

Shropshire Healthcare NHS Foundation Trust during 2016/17.  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust has participated in special 
reviews or investigations by the Care Quality Commission relating to the following areas during 
2016/17.   

¶ During April 2016 (Staffordshire) September 2016 (Telford) the CQC undertook a themed 
safeguarding and looked after Children Inspection 

¶ HMP/YOI Foston Hall, June 2016  

¶ HMP/YOI Drake Hall, July 2016  

¶ HMP Hewell, August 2016 

¶ HMP Featherstone, October 2016  

¶ HMP/YOI Swinfen Hall, October / November 2016 

¶ HMYOI Werrington, March 2017 
 

Please note that all of the reviews listed above were system wide reviews and therefore the Trust is only reporting 
on actions relevant to the elements of the service that we provide.   
 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust intends to take the following action 

to address the conclusions or requirements reported by the Care Quality Commission:  

 

Safeguarding Themed Review: 

¶ Audit compliance with recording children in adult patient records  

¶ Review the Trusts safeguarding systems to ensure continued compliance 

¶ Continue to promote the need to assess the welfare of children in adult records  

¶ Work with partner agencies to ensure robust processes for assessing risk and sharing 
information. 

HMP/YOI Foston Hall:  

¶ No compliance issues were identified. 
 
HMP/YOI Drake Hall:  

¶ No compliance issues were identified. 
 
HMP Hewell:  

¶ To ensure prisoners should have timely access to a full range of mental health support from an 
appropriately trained multidisciplinary team, including clinical psychology and group therapies 
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In our 2015/16 Quality Account made reference to an inspection visit to our prison service in HMP 
Stafford in February 2016, at that time we had not received notice of any compliance issues identified for 
our services and we can confirm that the published inspection report did not identify any compliance 
issues. 
 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust has made the following progress by 

31st March 2017 in taking such action: 

 

Safeguarding Themed Review 

¶ Promoted the need to record children in adult patient records and started 6 month audit cycle 

¶ The Trusts safeguarding systems have been reviewed and believed to be robust; this has been 
reviewed by the designated nurse for safeguarding children  

¶ Promotion of the need to consider the welfare of children by adult practitioners, improvements 
to training, supervision and Trust communications made 

¶ Continue to work with partner agencies via the safeguarding children boards to promote multi 
agency working and ensure that the adult workforce is appropriately represented. 

 
HMP Hewell: 

¶ An action plan to address these issues has been implemented and completed 
 
HMP Featherstone: 

¶ An action plan to address these issues has been implemented and completed 
 
HMP/YOI Swinfen Hall: 

¶ An action plan to address these issues has been implemented and completed 
 

  

 
 
HMP Featherstone: 

¶ Ensure that the integrated mental health and substance misuse team are sufficiently staffed to 
meet patients' mental health needs  

¶ That all staff have access to regular structured managerial supervision and undertake 
mandatory training to support their role. 
 

HMP/YOI Swinfen Hall: 

¶ Ensure that the integrated mental health service should have sufficient staffing to ensure a full 
range of support for prisoners with mild to moderate mental health problems. 

 
HMYOI Werrington:  

¶ To date we have not received notice of any compliance issues. 
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Quality of Data  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust submitted records during 2016/17 
to the Secondary Uses Service for inclusion in the Hospital Episodes Statistics which are included in latest 
published data. 

The percentage of records in the published data: 

Which included the patiŜƴǘΩǎ ǾŀƭƛŘ bI{ ƴǳƳōŜǊ ǿŀǎΥ 

¶ 99.9 % for admitted patient care; 

¶ 100% for out-patient care. 

²ƘƛŎƘ ƛƴŎƭǳŘŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǾŀƭƛŘ DŜƴŜǊŀƭ aŜŘƛŎŀƭ tǊŀŎǘƛŎŜ /ƻŘŜ ǿŀǎΥ   

¶ 100% for admitted patient care; 

¶ 100% for out-patient care. 

 
South Staffordshire and Shropshire Healthcare NHS Foundation Trust Information Governance 
Assessment Report overall score for 2016/17 was 94% and was graded Green.  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust was not subject to the Payment by 

Results clinical coding audit during the reporting period by the Audit Commission. 

 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust will be taking the following actions 

to improve data quality. 

¶ Continue and promote clinical coding audit throughout the Trust with an aim to increase 

accuracy and continue with the training programme. 
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Reporting Against Core Indicators 

The NHS (Quality Accounts) Amendment Regulation 2012 sets out a core set of quality 

indicators, which Trusts are required to report against in their Quality Accounts. The inclusion of 

these mandated indicators enables the Trust to provide data that is benchmarked against the 

national average performance of other mental health trusts. We have reviewed these indicators 

and are pleased to provide you with our position against all relevant indicators for the last two 

reporting periods (years). 

*Please note that the CPA 7 day follow up and delayed transfer of care figures for quarter 4 2015/16 differ 

from those published in our 2015/16 Quality Accounts. This is due to a refresh in data published by the 

Health and Social Care Information Centre. 

CPA 7 day follow-up  

 

  

2015/16 

Timeframe Bench-mark Total number of 
patients on CPA 
discharged from 
psychiatric inpatient 
care 

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

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

1
st
 Apr 2015 ς 30

th
 Jun 2015 Trust 277 260 93.86% 

England 15,633 15,164 97% 

Highest reporting 
Trust 

85 85 100% 

Lowest reporting 
Trust 

131 123 93.9% 

1
st
 Jul 2015 ς 30

th
 Sept 2015 Trust 344 336 97.67% 

England 16,449 15,922 96.8% 

Highest reporting 
Trust 

201 201 100% 

Lowest reporting 
Trust 

610 509 83.4% 

1
st
 Oct 2015 ς 31

st
 Dec 2015 Trust 305 292 97.69% 

England 15,737 15,250 96.9% 

Highest reporting 
Trust 

123 123 100% 

Lowest reporting 
Trust 

6 3 50% 

1
st
 Jan 2016 ς 31

st
 Mar 2016 Trust 335 326 97.3% 

England 15,368 14,942 97.2% 

Highest reporting 
Trust 

288 288 100% 

Lowest reporting 
Trust 

5 4 80% 

The data made available to the Trust by the NHS Digital Indicator Portal with regard to the percentage of 

patients on Care Programme Approach who were followed up within 7 days after discharge from 

psychiatric in-patient care during the reporting period. The data presented is as per the standard 

national definition which can be found within the Standard Definitions section of this report on page 54. 
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*National benchmarking data for the period 1
st
 January 2017 to 31

st
 March 2017 is yet to be released by the NHS 

Digital Indicator Portal.  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust considers that this data is as 

described for the following reasons. 

¶ Our staff understand the clinical evidence underpinning this target and are committed to 

maintaining a high level of compliance 

¶ We have well established mechanisms in place for monitoring and validating data quality relating 

to CPA.  

South Staffordshire and Shropshire Healthcare NHS Foundation Trust has taken the following actions to 

improve this percentage, and so the quality of its services, by: 

 

2016/17 

Timeframe Bench-mark Total number of 
patients on CPA 
discharged from 
psychiatric inpatient 
care 

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

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

1
st
 Apr 2016 ς 30

th
 Jun 2016 Trust 397 383 96.5% 

England 16,197 15,582 98.1% 

Highest reporting 
Trust 

122 122 100% 

Lowest reporting 
Trust 

14 4 28.6% 

1
st
 Jul 2016 ς 30

th
 Sept 2016 Trust 355 343 96.6% 

England 16,449 15,922 96.8% 

Highest reporting 
Trust 

251 251 100% 

Lowest reporting 
Trust 

610 509 83.4% 

1
st
 Oct 2016 ς 31

st
 Dec 2016 Trust 327 323 98.8% 

England 15.688 15,174 96.7% 

Highest reporting 
Trust 

51 51 100% 

Lowest reporting 
Trust 

15 11 73.3% 

1
st
 Jan 2017 ς 31

st
 Mar 2017 Trust 313 306 97.8% 

England *   NA 

Highest reporting 
Trust 

*   NA 

Lowest reporting 
Trust 

*   NA 

¶ Continuing to raise awareness with clinical staff regarding their responsibility for providing 

7 day follow-up 

¶ Conducting clinical audits to identify areas that require targeted improvement.  
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Admission to Acute Wards via Crisis Resolution Home 

Treatment  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust considers that this data is as 

described for the following reasons:-  

¶ Our staff understand the clinical evidence underpinning this target and are committed to 

maintaining a high level of compliance 

Timeframe Bench-mark Proportion of admissions to 
acute wards that were gate 
kept by the CRHT teams 

1
st
 Apr 2015 ς 30

th
 Jun 2015 Trust 100% 

England 96.3% 

Highest reporting Trust 100% 

Lowest reporting Trust 18.3% 

1
st
 Jul 2015 ς 30

th
 Sept 2015 Trust 98.6% 

England 97% 

Highest reporting Trust 100% 

Lowest reporting Trust 48.5% 

1
st
 Oct 2015 ς 31

st
 Dec 2015 Trust 100% 

England 97.4% 

Highest reporting Trust 100% 

Lowest reporting Trust 61.9% 

1
st
 Jan 2016 ς 31

st
 Mar 2016 Trust 100% 

England 98.2% 

Highest reporting Trust 100% 

Lowest reporting Trust 94% 

1
st
 Apr 2016 ς 30

th
 Jun 2016 Trust 100% 

England 98.1% 

Highest reporting Trust 100% 

Lowest reporting Trust 78.9% 

1
st
 Jul 2016 ς 30

th
 Sept 2016 Trust 100% 

England 97.0% 

Highest reporting Trust 100% 

Lowest reporting Trust 91.9% 

1
st
 Oct 2016 ς 31

st
 Dec 2016 Trust 99.4% 

England 98.7% 

Highest reporting Trust 100% 

Lowest reporting Trust 88.3% 

1
st
 Jan 2017 ς 31

st
 Mar 2017 Trust 100% 

England *  

Highest reporting Trust *  

Lowest reporting Trust *  
*National benchmarking data for the period 1

st
 January 2017 to 31

st
 March 2017 is yet to be released by 

the NHS Digital Indicator Portal 

The data made available to the Trust by the NHS Digital Indicator Portal with regard to the 

percentage of admissions to acute wards for which Crisis Resolution Home Treatment Team 

acted as a gatekeeper during the reporting period. The data presented is as per the standard 

national definition which can be found within the Standard Definitions section of this report 

on page 54. 
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South Staffordshire and Shropshire Healthcare NHS Foundation Trust has taken the following actions to 

improve this percentage, and so the quality of its services, by 

¶ Continuing to reinforce to clinical staff the importance of gatekeeping admissions to hospital 
 

Readmission to Hospital within 28 Days of Discharge  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust considers that this data is as 

described for the following reasons:-  

 

 

Timeframe Bench-mark % of patients aged 16 and 
over readmitted to hospital 
within 28 days of discharge 

1
st
 Apr 2015 ς 30

th
 Jun 2015 

Trust 20.9% 

1
st
 Jul 2015ς 30

th
 Sept 2015 

Trust 20.2% 

1
st
 Oct 2015ς 31

st
 Dec 2015 

Trust 21.5% 

1
st
 Jan 2016 ς 31

st
 Mar 2016 

Trust 20.5% 

1
st
 Apr 2016 ς 30

th
 Jun 2016 

Trust 21.2% 

1
st
 Jul 2016ς 30

th
 Sept 2016 

Trust 17.1% 

1
st
 Oct 2016 ς 31

st
 Dec 2016 

Trust 18.7% 

1
st
 Jan 2017 ς 31

st
 Mar 2017 

Trust 17.9% 

¶ We have well established mechanisms for following up people who are discharged from 

inpatient services 

¶ We have well established mechanisms in place for monitoring and validating data quality 
relating to 28 day readmission rates 

The percentage of patients aged 16 and over readmitted to a 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.  

Please note that this data in not made available to the NHS Digital Indicator Portal as it is not a 

requirement for mental health trusts. The data to support this indicator has been taken from RiO the Trust 

clinical electronic record system. Therefore no national benchmarking data is available.  
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South Staffordshire and Shropshire Healthcare NHS Foundation Trust has taken the following 

actions to improve this percentage, and so the quality of its services, by 

¶ Continuing to reinforce to clinical staff the importance of timely and appropriate 

follow up 

¶ Continuing to monitor and validate data in line with Standard Operating 

Procedures 

¶ Continue to roll out our improvement actions from our 2016/17 work to reduce repeated 

detention under the Mental Health Act 

 

Patient Experience of Community Mental Health Services  

 

 

 

 

To determine our performance against this indicator we have referred to the section score (mean score) 

for Health and Social Care Workers section of the CQC Community Mental Health Survey. This section is 

made up of three areas as follows: 

¶ Listening: for the person or people seen most recently listening carefully to them 

¶ Time: being given enough time to discuss their needs and treatment 

¶ Understanding: for the person or people seen most recently understanding how their mental 

health needs affect other areas of their life 

 

Performance Experience of Care 

 2015 Survey 2016 Survey 

South Staffordshire & Shropshire Healthcare NHS 

Foundation Trust 

7.5 8.1 

Lowest  Reporting Trust Score  7.0 6.9 

Highest Reporting Trust Score 8.1 8.1 

Responses to the survey are converted into scores on a scale of 0-10. A score of 10 represents the 

best possible score. 

/v/ ǊŜǇƻǊǘǎ ƻǳǊ ¢Ǌǳǎǘ ǎŎƻǊŜǎ ŀǊŜ ά.ŜǘǘŜǊέ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ƻǘƘŜǊ ¢Ǌǳǎǘǎ ŦƻǊ ǘƘƛǎ ǎŜŎǘƛƻƴΦ 

*Data source: Care vǳŀƭƛǘȅ /ƻƳƳƛǎǎƛƻƴ /ƻƳƳǳƴƛǘȅ aŜƴǘŀƭ IŜŀƭǘƘ {ǳǊǾŜȅΩǎ нлмр ŀƴŘ нлмс 

 

 

 

The data made available to the Trust by the Care Quality Commission with regard to the 

¢ǊǳǎǘΩǎ άtŀǘƛŜƴǘ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎƻƳƳǳƴƛǘȅ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎέ ƛƴŘƛŎŀǘƻǊ ǎŎƻǊŜ ǿƛǘƘ 

ǊŜƎŀǊŘ ǘƻ ŀ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŎƻƴǘŀŎǘ ǿƛǘƘ ŀ ƘŜŀƭǘƘ ƻǊ ǎƻŎƛŀƭ ŎŀǊŜ ǿƻǊƪŜǊ during the 

reporting period. 
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South Staffordshire and Shropshire Healthcare NHS Foundation Trust considers that this data is as 

described for the following reasons. 

¶ That the Trust continues to drive engagement and reǎǇƻƴǎƛǾŜƴŜǎǎ ǘƻ ƛƴŘƛǾƛŘǳŀƭ ǎŜǊǾƛŎŜ ǳǎŜǊǎΩ 

needs 

¶ That the data has been compiled and validated by the Picker Institute 

 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust has taken the following actions 

to improve this percentage, and so the quality of its services, by 

¶ Sharing the outcomes of the 2016 Patient Survey across the Trust 

¶ Comparing the scores with our real-time service users experience measures 

¶ Identifying local actions to be taken 

¶ Monitoring progress through our divisional governance forums 

 

 

 
 

 

Patient Safety Incidents  

 

 

 

 

 

We are unable to provide national benchmarking data for this indicator for the full two year data period, as 

the latest National Reporting and Learning Service Patient Safety Incident Report release (by NHS 

Improvement)  was for the period 01/04/2016 ς 30/09/2016. We have therefore also provided a full two 

year comparison of Trust data. Total number of incidents by degree of harm is not published by NHS 

Improvement therefore the data included within the accounts is Trust data only. 

The data made available to the Trust by NHS Improvement with regard to the number and, where available, 

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. The data presented is as 

per the standard national definition which can be found within the Standard Definitions section of this 

report on page 54. 
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61% 

31% 

7% 4% 7% 

62% 

36% 

2% 0% 1% 

0%

50%

100%

None Low Moderate Severe Death

Degree of Harm 

NRLS Incident Data by Degree of Harm   
01/10/2014 - 31/03/2015 

All Mental Health Trusts SSSFT

62% 

31% 

6% 
0% 1% 

82% 

15% 

2% 0% 1% 

0%

50%

100%

None Low Moderate Severe Death

Degree of Harm 

NRLS Incident Data by Degree of Harm   
01/04/2015 - 30/09/2015 

All Mental Health Trusts SSSFT

Trust Total reported incidents by degree of harm 
01/10/2014 ς 31/03/2015 

None Low Moderate Severe  Death 

840 484 26 0 9 

Trust Total reported incidents by degree of harm 
01/04/2015 ς 30/09/2015 

None Low Moderate Severe  Death 

1073 199 23 3 11 
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64% 

30% 

6% 
0% 1% 

85% 

11% 
2% 0% 2% 

0%

50%

100%

None Low Moderate Severe Death

Degree of Harm 

NRLS Incident Data by Degree of Harm  
01/10/2015 - 31/03/2016 

All Mental Health Trusts SSSFT

65% 

29% 

5% 
0% 1% 

87% 

9% 
2% 0% 2% 

0%

50%

100%

None Low Moderate Severe Death

NRLS Incident Data by Degree of Harm  
01/04/2016 - 30/09/2016 

All Mental Health Trusts SSSFT

Trust Total reported incidents by degree of harm 
01/10/2015 ς 31/03/2016 

None Low Moderate Severe Death 

1235 156 21 0 34 

Trust Total reported incidents by degree of harm 
01/04/2016 ς 30/09/2016 

None Low Moderate Severe Death 

1755 174 41 2 49 
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South Staffordshire and Shropshire Healthcare NHS Foundation Trust considers that this data is as 

described for the following reasons:- 

¶ Robust risk management is central to the effective running of our organisation and therefore 

all managers and staff throughout the Trust take responsibility for the reporting of and 

learning from incidents 

¶ That the rise in the number of deaths in 2016/17 compared with 2015/16 is associated the 

reporting of natural cause deaths as patient safety incidents. 

 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust has taken the following actions to 

improve this percentage, and so the quality of its services, by 

¶ Continuing to improve our processes for reporting and learning from incidents whilst 

ensuring that we continue to examine incident trends and clusters taking action to minimise 

future risk.  

 

84% 

12% 16% 
1% 

20% 

73% 

23% 
15% 

0% 

29% 

0%

50%

100%

None Low Moderate Severe Death

Trust Incident Data by Degree of Harm  
2015/16 - 2016/17 

2015/16 2016/17

 Trust Total reported incidents by degree of harm 
2015/16 ς 2016/17 

 None Low Moderate Severe Death 

2015/16 2308 355 44 3 45 

2016/17 3303 1036 69 3 132 
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Our Local Quality Indicators 2017/18 

In part 3 of this Quality Accounts report we provide an overview of the quality of care provided by 

South Staffordshire and Shropshire Healthcare NHS Foundation Trust during 2016/17 against a range 

of local quality indicators. These indicators have been agreed by the Trust Board of Directors following 

a period of consultation with key stakeholders. The indicator set for each year spans the three 

domains of quality; patient safety, clinical effectiveness and experience and suggestions for priorities 

are drawn from a number of sources, including; Commissioning for Quality and Innovation (CQUIN) 

goals, feedback themes from real-time service user experience, recommendations from national 

reviews, quŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ŀǊŜŀǎ ƛŘŜƴǘƛŦƛŜŘ ŦǊƻƳ ƻǳǊ ƛƴǘŜǊƴŀƭ ǘƘŜƳŀǘƛŎ ǊŜǾƛŜǿǎΣ ¢ǊǳǎǘΩǎ ǊŜǾƛŜǿ ƻŦ ƛǘǎ 

quality performance, for example incident data and complaints and stakeholder feedback, both 

external and from internal engagement forums. 

For 2017/18 we intend to report upon a number of indicators that are linked to our CQUIN goals as 

well as taking forward our improvement priorities from 2016/17. Our indicator set for 2017/18 is: 

Patient Safety 

Indicator Rationale for Inclusion 

Reducing restrictive practices within 
Adult Secure Services 

This was one of our improvement priorities for 2016/17 and we 
want to continue to monitor and report progress against this key 
quality area 

Improving physical healthcare to 
reduce premature mortality in 
people with severe mental illness 

We were unable to report progress against this indicator during 
2016/17 as data was not made available in time by  NHS England 

To maximise harm free care across 
our inpatient mental health wards 
(Mental Health safety Thermometer)  

This is a key component of our sign up to safety campaign 

Clinical Effectiveness Measures 

Safely reducing avoidable repeat 
detentions under the Mental Health 
Act 

This was one of our improvement priorities for 2016/17 and we 
want to continue to monitor and report progress against this key 
quality area 

Improving services for people with 
mental health needs who present at 
A&E 

This is a CQUIN indicator for 2017/18 and has been identified by 
our commissioners as a key quality improvement area 

Initial health assessments for looked 
after children 

This was a local improvement indicator for us during 2016/17. As 
we did not fully achieve our target we want to continue to 
monitor progress with this indicator 

Service User / Carer Experience 

Clinical Outcomes and Personal 
Goals for Service Users within 
Community Services 

This was one of our improvement priorities for 2016/17 and we 
want to continue to monitor and report progress against this key 
quality area 

Transition out of Children and Young 
tŜƻǇƭŜΩǎ aŜƴǘŀƭ IŜŀƭǘƘ {ŜǊǾƛŎŜǎ 

This is a CQUIN indicator for 2017/18 and has been identified by 
our commissioners as a key quality improvement area 

Engaging meaningfully and 
compassionately with bereaved 
families and carers in relation to all 
stages of responding to a death  

This was a key recommendation from the National Guidance on 
Learning from Deaths released by the National Quality Board in 
March 2017 
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-
national-guidance-learning-from-deaths.pdf 
 

https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/03/nqb-national-guidance-learning-from-deaths.pdf
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Our Local Quality Indicators 2016/17  

This section of the report provides details of our performance against our local indicator set. 

The indicators were chosen following a period of consultation with our key stakeholders and 

subsequent agreement by our Trust Board. Where possible comparison is made between 

2015/16 performance and 2016/17 performance, however one of the indicators was new for 

this year and therefore no previous benchmarking data is available. Please note the data to support 

compliance with these local indicators is taken from Trust clinical electronic record systems. 

Patient Safety Measures 
Quality 
Indicators 

Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust Compliance 
Indicator 

Improving the 
quality of mental 
health risk 
assessments 

This was one of our improvement 
priorities for 2015/16 and we wanted to 
continue to monitor and report progress 
against this key quality area 

 
95% 

Risk screening 
undertake 

 
96% 

Risk screening 
undertaken 

 

 

 

 
 

Quality 
Indicators 

Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust Compliance 
Indicator 

Improving 
physical 
healthcare to 
reduce premature 
mortality in 
people with 
severe mental 
illness 

We were unable to report progress 
against this indicator during 2016/17 as 
data was not made available in time by  
NHS England 

 
82% 

 
Data not yet 
available 

 

 
 
 

CQUIN target is 
90% 
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Patient Safety Measures 
Quality Indicators Rationale 2015/16 

Performance 
2016/17 
Performance 

Trust Compliance 
Indicator 

Initial health 
assessments for 
looked after children 

This was a local improvement 
indicator for us during 
2015/16. As we did not fully 
achieve our target we want 
to continue to monitor 
progress with this indicator 

 
 

95% 
IHA completed 

within 10 days of 
receipt of referral 

 

 
 

77% 
IHA completed 

within 10 days of 
receipt of referral 

 

 
 

 
 

Target not achieved 
so we will continue 

to monitor and 
improve 

Clinical Effectiveness Measures 
Quality Indicators Rationale 2015/16 

Performance 
2016/17 
Performance 

Trust Compliance 
Indicator 

Improving the quality 
of discharge planning 
for service users . 

Applying the highly successful 
RPIW process to discharge 
planning on Mental Health 
Acute Wards 

 
13.079 days 

(morning meeting 
to discharge 

planning) 

 
3 days 

(morning meeting 
to discharge 

planning) 

 
 

 

 

 
 

Quality Indicators Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust Compliance 
Indicator 

To provide effective 
assessment and 
therapeutic 
interventions for 
young people and 
their families/carers 

Clinical outcome measures 
support clinicians to provide 
effective assessment and 
therapeutic interventions for 
young people and their 
families/carers. 
This is a CQUIN indicator for 
2016/17 and has been 
identified by the Trust and 
commissioners as a key 
quality improvement area 

 
 

This was a new 
CQUIN for 

2016/17 therefore 
no baseline data is 

available 

 
 

Paediatrics 82.8% 
(target 50%) 

 
CAMHS  
93.07% 

(target 90%) 
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Clinical Effectiveness Measures 
Quality 
Indicators 

Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust 
Compliance 
Indicator 

Healthy food for 
NHS staff, visitors 
and patients 

This is a CQUIN indicator for 
2016/17 and has been 
identified by the Trust and 
commissioners as a key 
quality improvement area 

 
72% 

 

100% 
 

( all six outlets are 
fully compliant with 
CQUIN indicators) 

 
 

 
 

 

 

Outlet/ Site The banning of 
price promotions of 
HFSS foods and 
drink 

The banning of 
advertisement of 
HFSS food and 
drink 

The banning HFSS 
food and drink 
from checkouts 

Healthy options are 
available 24/7 

The Bistro, 

Redwood Centre 

 

Compliant: meal 
deal consists of 
soup and a 
sandwich 

Compliant: No 
advertising 

Compliant: Fruit at 
the checkout 

N/A: Outlet closes 
at 2pm 

MIND shop, 

Redwood Centre 

 

Compliant: No price 

promotion 

Compliant: No 

advertising 

Compliant: Fruit 

near checkout 

N/A: Outlet closes 
at 4pm 

Vending services, 
Redwood Centre 

Compliant: No price 
promotion 

Compliant: No 
advertising 

N/A: No checkout Compliant: Healthy 
options available 
24/7 

Georges Bistro,  St 

Georges Hospital 

 

Compliant: No price 
promotion 

Compliant: No 
advertising 

Compliant: Fruit 
near checkout 

Compliant: Bistro 

shuts at 2.45pm. 

Range of healthy 

food can be pre-

ordered through 

the Bistro for out of 

hours 

League of Friends 

shop, 

St Georges Hospital 

 

Compliant: No price 
promotion 

Compliant: No 
advertising 

Compliant: Till area 

is a drawer behind 

the service area. 

HFSS food removed 

from service area 

N/A: Outlet closes 
at 2pm 

Vending services, St 
Georges 

Compliant: No price 
promotion 

Compliant: No 
advertising 

N/A: No checkout N/A: Vending 

services in 

transition 
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Service User Experience Measures 
Quality Indicators Rationale 2015/16 

Performance 
2016/17 
Performance 

Trust Compliance 
Indicator 

Perinatal involvement 
and support offered to 
partners/significant 
others, to robustly 
encourage their 
understanding and 
participation in the 
ƳƻǘƘŜǊΩǎ ǘǊŜŀǘƳŜƴǘΣ 
care and recovery and 
to promote their bond 
with the infant 

This was an improvement 
priority  for us during 
2014/15 and we want to 
continue to monitor and 
report progress against this 
key quality area 

 
 

66% 
(Mean) 

 
 

82% 
(mean) 

 
 

 
 
 

Processes are in 
place to ensure the 
ongoing monitoring 
of this information 

 

 

Quality Indicators Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust Compliance 
Indicator 

Health Equality 

Framework: outcome 
measurement for 
services to people with 
learning disabilities 

This was a CQUIN indicator 
for 2016/17 and has been 
identified by the Trust and 
commissioners as a key 
quality improvement area 

 
This was a new 
CQUIN. Therefore 
no data available 
for 2015/16 

 

94%  
showed 

improvement in 
HEF scores 

 
 

 
 

 

 
 

 

 
 

94% 

6% 

Percentage of service users whose HEF scores improved, remained 
unchanged or deteriorated during treatment 

Improvement

Deterioration
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Quality Indicators Rationale 2015/16 
Performance 

2016/17 
Performance 

Trust Compliance 
Indicator 

Improving CAMHS 
(Child and Adolescent 
Mental Health 
Services) Care 
Pathways Journeys by 
enhancing the 
experience of the 
family/carer. 

This was a CQUIN indicator 
for 2016/17 and has been 
identified by the Trust and 
commissioners as a key 
quality improvement area 

 
100% 

 
(Agreed transition 
plan in place) 

 

 
100% 

 
(Agreed transition 
plan in place) 
 

 
 

 

 
 
 

 
 

 
 
 


