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SECTION 1 STATEMENT ON QUALITY FROM THE CHIEF EXECUTIVE
This is the 2015/16 Quality Report of North Essex Partnership University NHS Foundation Trust (NEP). I
am pleased to present my first Quality Report since joining NEP in March 2016 as Interim Chief Executive
and to have the opportunity to look back on its achievements and challenges.
We provide core mental health services to a large population across the whole of North Essex from areas
of outer London, such as Epping and Loughton, to the coast as far as Harwich. In addition, we manage
specialist services such as substances misuse across Essex and health outreach for marginalised and
vulnerable adults in Suffolk, as well as three GP practices in Grays Thurrock. As a partnership organisation,
we work closely with other organisations, agencies, and stakeholders across North Essex in addition to
developing a close working relationship with our counterparts in South Essex.
NEP has a strong and committed workforce made up of key frontline professionals, supported by those
working in essential corporate functions. I am pleased to have joined an organisation that works to the
following values:
Humanity

Strive for excellence

Commercial head,
Community heart

Our cause,
our passion

Creative collaboration

Keep it simple

We put patients and their families at the heart of what we do.
We listen without prejudice so that we understand the whole person.
We stand for dignity and respect. We care with compassion.
We have a reputation for integrity, quality and ability to deliver.
We combine excellent management, and financial governance with excellent clinical
governance.
We use our expertise and training to provide general as well as specialist care.
We are always learning and improving, constantly pushing the boundaries, using the
best resources available.
We think like a business so we can perform on a bigger stage, delivering social value
and investing in our community.
Our financial stability ensures we can invest in our future, enabling us to grow and to
deliver our services to more people.
We are committed to the community, delivering an integrated approach, supporting
people at home in their community and out of hospital.
We make people feel reassured and safe.
We encourage our people to make a difference.
We campaign with integrity, aiming to eliminate stigma wherever we find it.
We are candid, open and honest.
Our people like working here; they want to go the extra mile
We love to use our leadership and pioneering approach to provide innovative solutions.
We are a team; we work best when we work alongside you.
We build long-term, trusting relationships, helping commissioners deliver the best
outcomes for patients
We make things happen
We try to make things easy where we can through our efficient processes and
professional people.

Our Quality Report outlines our achievements over the past year, including the implementation of our
Journeys pathway project, an innovative way of providing community services that has proved to have a
positive impact on service users. Our key challenge during the year was a full Chief Inspector of Hospitals
Care Quality Commission Inspection in August. Our overall rating was ‘Requires Improvement’ and whilst
some of our results were disappointing we see this very much as an opportunity to take stock, take both
immediate and longer term action to address the issues and change the pace at which we make and
implement decisions. You will see from the ratings grid that there is also a large number of green ‘goods’
and an ‘outstanding’ for our child and adolescent in-patient services at The St Aubyn Centre.
I am happy to state that, to the best of my knowledge, the information included in our Quality Report is
accurate.

Christopher Butler
Chief Executive
Date: 25 May 2016
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SECTION 2 PRIORITIES FOR IMPROVEMENT AND STATEMENTS OF ASSURANCE FROM
THE BOARD
Review of Priorities for improvement 2015/16
In our 2014/15 Quality Report, we set ourselves a number of priorities for improvement for 2015/16. This
section looks back at what we said we would measure and what we actually achieved during the year.

Responsive

Priority for
CQC
What we said we would do
improvement
domain
1 Better communication and information
Prompt and timely responses
to communications from
Governors – acknowledge
emails within 48 hours and
respond within 1 week
Feedback from Governors –
immediate email or phone call
for critical concerns, at next
appropriate meeting for other
issues, but never more than 1
month
3 slides on priority
improvement progress
Improving
included in Chief Executive
communication
presentation to Council of
with Governors
Governors on a quarterly basis

Completed and on-going

Lead Governor does this on an on-going
basis

Slides produced for stakeholder event and
for Q4 Chief Executive presentation

Completed prior to CQC inspection w/c
24th August 2015

Responsive

Member and public engagement group set
up. MC producing quarterly spreadsheet
and update on activity.

Quarterly progress reports to
the Executive Team, Board
and Council of Governors

Preparing for
CQC new style
inspections

Well led

Protocol in place for formal
and information
communication with
Governors

MC sending important information from
each local health economy to Lead
Governor and appropriate area governors.
Lead Governor sending précis of Board
meetings to Governors (with AD
Communications acting as critical friend)
Events information.
AD Communications sending Chief
Executive update to Lead and Deputy
Lead Governor.
AD Communications produced matrix of
formal and informal communications

Monitoring the
implementation
of the Public
and Member
Engagement
Strategy

Communication work stream
plan
Staff are engaged through a
clear communication strategy
Stakeholders are engaged
through a clear communication
strategy
Lines of communication are
clear between NEP and the
CQC
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What we achieved

Priority for
improvement

CQC
domain

What we said we would do

Communications performance reports from
Associate Director to Director of Strategy
monthly.
Bi-monthly performance report to
Performance EMT

Clinical audits relating to
Journeys (prospective)

Well led

Maintain
engagement
with staff and
patients
throughout
implementation

Well led

Develop clinical
audits in parallel
with Journeys

Narrative on implementation of
Journeys to Council of
Governors

Well led
Responsive

Create a
narrative on
implementation

Effective

Responsive

Well led

Performance measurement
based on Government
Communications Service
(GCS) CORE system with
measurement against:
• Changing behaviours
• Operational
effectiveness of
services
More effective
• Reputation
communimanagement
cations support
• Explanation of the
function
organisation’s policies
and programmes
Up-to-date media databases,
media monitoring and
performance management,
social media and digital
support, core message
structure and strong business
approach to project
management
2 Implementation of Journeys programme

What we achieved
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Communications with staff and
patients

Staff feedback on
implementation of Journeys

This was presented to the June 2016
Council of Governors meeting, following a
roadshow and development of a
development plan agreed with staff
Waiting times are monitored.
Care plan audit completed and to be
repeated every six months. Clinical audits
will be developed within the proposed
streamlined governance structure.
See reference to CQUIN below under
improving physical health checks
The Lessons Learned survey asked
respondents “How well did the Journeys
programme engage service users and
carers in shaping the proposals for change
that were implemented?” (see review of
services for more information)
The same survey asked the same question
relating to engagement of staff (see review
of services).
The Review of Journeys highlighted the
outcomes of the above survey
Benefits realisation programme and
Lessons Learned Survey undertaken with
comprehensive feedback in Review of
Journeys

What we said we would do

What we achieved

Caring
Responsive
Evaluate
Journeys
project

CQC
domain

Patient feedback on
implementation of Journeys
including PROMs and PREMs

Evidencing improvement to patient
outcomes and experience presented to
Board Seminar February 2016 by Director
of Strategy – outlining patient experience
metrics – Friends and Family Test; PALS,
complaints and compliments, CQC
community survey and PLACE. In addition
– outlining patient outcomes metrics –
SWEMWEB (thoughts and feelings), QOLAD (quality of life), supported employment,
and length of stay.

Well led

Priority for
improvement

Formal evaluation of Journeys
programme

Review of Journeys completed by Enable
East January 2016

Monitoring of activity levels

Detailed review of all sites underway by
AD for OT/AHPs
Weekly conference calls to share and
embed activity ideas for wards to deliver
utilising an MDT approach across all NEP
inpatient sites.
OT Consultants prioritising inpatient adult
services, focusing on MDT approach to
therapeutic environment, activity and
occupation, embedding OT prioritisation
tool and supporting/developing more
robust OT treatment processes.
OT Consultants to visit units monthly and
speak to users to obtain qualitative
feedback on experience of care. This will
focus on the therapeutic environment,
MDT activities available and OT specific
assessment and treatment. This will be
discussed at local clinical boards and
shared with the AD for OT/AHPs.

Patient feedback on structure
and quality of activities

A new programme of activities/therapies 7
days a week and some evenings has been
established and patient feedback will be
monitored

Responsive
Effective

Improving
patient activity embed and
monitor the
structured
activity levels of
18 hours
minimum per
patient

Safe; Caring; Responsive; Effective; Well led

3 Patient and carer experience
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Improving
physical health
checks

Triangulating
information from
staff surveys,
community
surveys and
Friends and
Family Test

Well led

Improving
physical health
checks

Caring
Effective

CQC
domain

Well led

Priority for
improvement

What we said we would do

Outcome of joint project
between NEP and CCGs

Ward and community
barometers

Reports from Pickers

Analysis of reports

Monitoring the
implementation
of the Carer’s
Strategy
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Well led
Responsive

Progress reports
Feedback from carers

Analysis of feedback

What we achieved
There has been a CQUIN (commissioning
for quality initiative) relating to improving
physical health by delivery of health
promotion information and support to
people with mental health conditions. This
has encouraged uptake of screening
opportunities, health skin awareness,
smoking cessation, sexual health
promotion, health, diet and exercise
promotion.
A range of leaflets implemented and
signposting to an Essex County Council
IPhone app.
Specific guidance issued on recording on
Remedy patient information system.
The metric on physical healthcare check –
all service users will have at least one
complete physical healthcare check
recorded on Remedy is now showing
consistently green overall on the in-patient
barometer. On the community barometer,
the same metric is showing improvements,
however, there is a caveat on data quality
as there are anomalies with old CMHT and
new Journeys pathways teams still
showing in parallel with each other. Only
Journeys pathway teams will be included
in future barometers with new thresholds
developed.
Community survey results published.
Picker system in place for FFT feedback to
location, to service, to Trust.
Friends and Family Group meeting once a
quarter, first meeting held in October at
Cricket Club.
Response rates from in-patients good.
Work progressing to improve community.
Friends and family protocol written and
implemented.
Picker being used for staff FFT from Q4 as
a pilot.
Achieved through Picker Institute and
presented to the Board
The Carers’ Strategy has been reviewed
and an update due to go shortly to the
BOD.
The carers’ leaflet has been updat ed in
line with the Care Act 2014.
The carers’ survey is due to begin shortly;
we will be using methodology that will
incorporate both qualitative and
quantitative data. The qualitative data will
be generated by area specific focus
groups.
A new training package that incorporates

Priority for
improvement

CQC
domain

What we said we would do

Progress reports
Feedback from patients and
carers

Well led
Responsive

Monitoring the
implementation
of the Patient
and Carer
Involvement
Strategy

Analysis of feedback

Monitoring the
implementation
of the Patient
and Carer
Involvement
Strategy

What we achieved
the Care Act 2014 is now being delivered
as part of the induction of new staff to the
Trust on a monthly basis.
Building on the training programme, we
are intending to develop a future training
package that will be co-produced and codelivered with carers.
The carer pages on our website have been
updated and a self-referral form and portal
for carers has been created.
A new ‘service user and carer involvement
strategy’ has been drafted. Principles of
‘co-production’ were followed in drafting
the strategy. A number of one to one
meetings, discussions in locality forums
and a Trust wide involvement event were
utilised to identify key priorities.
There has been dialogue with in-patients
and their key priorities have been
incorporated into the strategy.
An Involvement Co-ordinator has been
recruited and has been in post since
January 2016
We have re-established the involvement
database, and currently have 27 service
users & carers who have confirmed their
active involvement and we are awaiting
response from 26 others we have
contacted.
We are soon to finalise various
promotional materials to further increase
the numbers of people that want to get
involved. We will ensure representation is
diverse in relation to demographics,
experience of mental ill health and
services.
We have started work on the development
of evaluations mechanisms & reporting
templates in order to evidence the impact
of involvement and the improvement of
experience.

Priorities for improvement 2016/17
NEP held a stakeholder event late 2015 that included Governors and members of staff as well as other
agencies/partners. In addition, a Survey Monkey invited staff and members of the public to contribute to
suggestions for priorities for improvement. The feedback from these is in alignment with the report of the
Chief Inspector of Hospitals Care Quality Commission Inspection to ensure a robust focus moving forward.
We will monitor these through dashboards monthly and report quarterly to Risk and Governance Executive
and/or Quality and Risk Committee, as well as to the Trust Board of Directors, and Council of Governors as
required. We will report outcomes and achievements in the 2016/17 Quality Account.

95

Priority for
CQC
What we will do
improvement
domain
Improve safety within the Trust
Sign up to
safety
campaign

Safety

Develop safety improvement
plan by May 2016

Set improvement trajectory for
all registered in-patient clinical
STORM training
Safety
staff to receive STORM
training
Implement ligature awareness
module as part of Health and
Safety for Managers training
Health and Safety Awareness
Safety
Week May 2016 – ligature
management
Well led
Implement observation eImprove staff
learning module
awareness of
Implement ligature e-learning
managing the
module
risk of ligature
Review top 10 clinical policies
points
and structured summaries to
Safety
include management of
Well led ligature points
All relevant staff to be sent all
top 10 clinical inpatient and
community policy structured
summaries
Patient Safety
Safety
Implement all 2015/16 patient
Audits
Well led safety audit action plans
Encourage all staff to use
Datix to report medicines
related incidents. Include Datix
Medicines
Safety
incidents in the performance
management
barometers to be reported
regularly to RGE
Improve patient outcomes and experience
Centralise reporting and
Informal and
logging of informal/low level
Caring
low level
complaints to improve the
Well led
complaints
management and monitoring
of complaints central database
Review design, fabric, and
furnishings of seclusion and
Health based
places of safety suites.
Caring
places of safety
Responsive Develop and implement a
(S136 suites)
programme of works.
Complete works.
Hello, my name
is ….
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Caring

Introduce the ‘Hello, my name
is …..’ campaign throughout
the Trust

How we will measure
Demonstrate clear progress against safety
improvement plan during 2016/17
• Assessing and preventing deterioration
• Achieve 95% harm free care
• Datix – supporting a just, open, and
honest culture
• Interventions
60% of all in-patient qualified staff trained
by end December 2016
100% inpatient wards covered by Health
and Safety Awareness Week
Decrease number of suicides on in-patient
areas
E-learning module launched
85% compliance achieved in year
E-learning module launched
85% compliance achieved in year
Policy Advisory Group agree top 10
inpatient and top 10 community policies
and produce structured summaries for
each
100% ward/community staff receive
structured summaries
100% action plans implemented and
validated
5% increase of Datix incidents related to
medicines following establishment of
baseline figure

Meet complaint logging and response
deadlines

100% compliance with Mental Health Act

Improved patient feedback through local
and national patient surveys

Priority for
CQC
improvement
domain
Provide effective care
The Short
WarwickEdinburgh
Mental Wellbeing Scale
Effective
(SWEMWBS)
aims to
measure mental
well-being itself
Outcome
measures

Effective

CQUINS

Well led

Care Planning

Caring

What we will do

How we will measure

Use SWEMWBS to
demonstrate that mental
wellbeing meaningfully
improves over the course of
treatment

Increase individual and collective patient
scores by 1.5 to 4.0 (or more) points
during treatment

Use QOL-AD brief 13 item
measure to obtain a rating of
the patient’s quality of life from
both the patient (interview)
and caregiver (questionnaire)
Agree CQUINS with
Commissioners and achieve
all
Ensure person centred care
and treatment that is
appropriate to meet needs and
reflect personal preferences
and be holistic in approach –
My Care My Recovery (adult
acute wards)
Develop My Care My Support
plans for older adult wards
Develop holistic care planning
for CAMHS inpatients

Maintain quality of life for dementia
patients pre and post treatment
Meet quarterly and end of year CCG
targets

Roll out of holistic care planning across the
whole of NEP
Regular auditing of care plans
Demonstrable improvement in signing and
sharing of care plans

Develop holistic care planning
for ‘Journeys’ community
teams

Review of services
The Trust has reviewed all the data available to it on the quality of care in the services covered by
our three main contracts (Mental Health services for adults and older people; Tier 3 CAMHS
services (until end October 2015); and Forensic, Perinatal and Tier 4 CAMHS inpatient services)
that are subject to monthly/quarterly quality assurance and contract monitoring processes. The
income generated by the NHS Services reviewed in 2015/16 represents 85% (£83.1m) of the total
income of £98.1m generated from the provision of NHS Services by the Trust for 2015/16.
The following service reviews/changes have taken place during 2015/16:
•

The transition to Journeys, the new system of working for community services, is complete.
The new teams and operational and caseloads have been transferred. A formal post
implementation review took place, including a benefits realisation programme and lessons
learned survey undertaken with comprehensive feedback. The report of the CQC inspection in
August included the following comment “Despite concerns arising from the changes, and the
size and significance of the community transformation, the teams were organised and
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delivering an effective service. Morale was good and little disruption to patient care took place.”
Staff comments about the Journeys programme overall were that it “Designed a good model
for local community services” and “Gave community services clear focus and purpose.” The
Journeys Programme has been successful in delivering the transformational change but the
changes are very new and need to be further embedded.
•

System wide discharge planning work with ECC and CCG – reduction in delayed discharges

•

The Derwent Centre contract with Vinci Construction has now been running for over two and a
half years. The project has had a number of challenges during its gestation and in the earlier
stages of the construction. The contractor continues to work closely with the operational and
estates staff to minimise the impact of their activities and takes part in monthly operational
meetings where all risk issues are discussed and mitigated. The contract will run into May
2017. Work to Stort Ward will continue when patients move into their new accommodation. The
works associated with the external review of the clinical model are in place and design work
completed. Oversight of the construction process is through the Derwent Centre Project Board,
chaired by the Director of Operations. The Strategic Capital Group, chaired by the Director of
Resources, reviews a monthly project update.

•

During 2015/16 NEP reviewed its compliance with Department of Health guidance in relation to
mixed sex accommodation. Service users on six of the seven adult acute wards are now same
sex wards occupied by males or females only. Estate planning and consultation is underway to
move Peter Bruff Ward in Clacton-on-Sea to accommodation that is more appropriate. Building
work is complete in The Christopher Unit (Psychiatric Intensive Care Unit) to allow gender
separation. Breaches can only be agreed at appropriate levels and to an agreed set of criteria,
followed by root cause analysis. Daily bed management meetings take place to ensure and
monitor correct identification of services for patients admitted.

•

Work on the frailty pathway has been ongoing throughout the year with various
partners/stakeholders and this has been integral to reviews led by each of the CCGs.

•

The Essex Specialist Treatment and Recovery Service (STaRS) forms a county wide health,
social care, police, probation, prison and independent sector response to substance misuse in
Essex. In addition, it also forms part of the integrated approach to substance misuse in HM
Prison Chelmsford. The aims of the service are:
o To reduce the harm caused by drugs and alcohol
o To promote independent and healthy living
o To improve the health, social, psychological, legal, welfare and life chances of people
who are vulnerable through the use of alcohol and drugs,

•

Following a bidding process, Tier 3 community mental health services for children and
adolescents transferred to North East London Foundation Trust (NELFT), leaving Tier 4
inpatient services, children’s community learning disabilities services and children’s eating
disorders within NEP.

•

Our specialist Veterans service has received multiple national and local awards in recognition
of the excellent services provided to military/armed services veterans. Following a bidding
process, this service won a contract in January 2016 to expand the service and provide
treatment for post stress traumatic disorder and employment support to veterans.

•

NEP was awarded the contract to provide Supported Employment Services Essex wide from
May 2015. NEP has established itself as a centre of excellence in delivering evidence based
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Individual Placement and Support (IPS) over the last few years; this new contract enables us to
expand our good practice beyond the north Essex boundaries into south east and south west
Essex. The team is currently on track to meet its job retention and employment outcomes
targets.
•

NEP re-launched its out of hours service for people in need of urgent mental health input in
January 2016. Within the first quarter of this year, the service has responded to 1979 calls from
service users between the hours of 1800 hours and 0200 hours. The new service model has
the benefit of ensuring that service users are signposted to the most appropriate services in a
timely manner.

Participation in clinical audits
The trust has a programme of national and corporate audit managed through the Risk &
Governance Executive. This is overseen by the Quality and Audit Team and reviewed/monitored
in line with Risk & Governance reporting on a quarterly basis.
During 2015/16, there were 4 national clinical audits (including POMH) and 1 national confidential
enquiry covering NHS services that the Trust provides. During that period, the Trust participated in
100% of the total clinical audits (including POMH) and 100% national confidential enquiries of the
national clinical audits and national confidential enquiries, in which it was eligible to participate.
The national clinical audits and national confidential enquires that NEP was eligible to participate
in during 2015/16 are listed in the table below. The national clinical audits and national confidential
enquiries that NEP participated in, and for which data collection was completed during 2015/16,
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.
Eligible national audits for Trust
100%

Trust
participated in
100%

EIP baseline audit
Yes
Prescribing Observatory in Mental Health (POMH)
Topic 13b prescribing for ADHD in
Yes
Children Adolescents and Adults.
Topic 15a Use of Sodium Valproate
Yes

Data
collection
completed
2015/16
Yes
Yes
Yes

Topic 14b Prescribing for substance
Yes
Yes
misuse; alcohol detoxification
Eligible National Confidential Enquiries for Trust
National Confidential Inquiry into
Yes
Yes
Suicide and Homicide by People with
Mental Illness (and its various
constituent studies into sudden
unexplained deaths and victims of
homicide)

No. of cases
submitted to audit as
% no. of registered
cases required by the
terms of the audit
100%
100 patients,
3 teams*
143 patients *
9 team
7 patients*
1 team

*There is no requirement in the audit standard to recruit a minimum number of patients so we
report on the number we can identify within the period
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Learning/actions from national and local clinical audits
Following a number of challenges and barriers with engagement in clinical audit to drive
improvements, coupled with some restructuring of services, a review of NEP’s clinical audit
process took place. A clinical audit workshop took place with the following agreed
outcomes/actions for 2016/17:
 Annual plan to focus purely upon the national (priority 1) and Trust required (priority 2)
audits only. There will be no priority 3 audits, as these will all become Trust driven priorities.
Clinician interest (priority 4) audits to have oversight and management through professional
leads with an emphasis on relevant academic programmes with support from the team.
 Professional leads/Directors/Senior Managers to advise the team of audit requirements for
inclusion on the next annual plan. Flexibility will factor in for the inclusion of additional
activity onto the plan, taking account of resource and capacity.
 All planned activity must clearly link to risk registers and/or business plans etc., evidencing
what the drivers are for the audit activity
 Review of all current documentation will be undertaken to streamline this, simplifying the
registration process. In the medium term, the plan is to build this into Datix as the system
for monitoring and reporting on activity.
 To address governance a corporate audit group will be set up to oversee and monitor
activity ensuring completion within required timescales, reports and appropriate action
plans formulated, agreed and overseen by identified steering groups.
 To set up good practice days, although this could be factored into a wider programme of
promoting the good work our staff do including R&D, patient experience/stories etc.
The reports of 4 national clinical audits were reviewed during 2015/16 directly to either the Risk
and Governance Executive, Quality Prescribing Group or through another identified group,
reporting to the clinical boards and to the Risk and Governance Executive, and the Trust intends
to take the actions listed in the table to improve the quality of healthcare provided. The reports of
11 local clinical audits were received and reviewed during 2015/16 and the Trust intends to take
the actions listed in the table to improve the quality of healthcare provided. Some of the learning
and actions from these audits are iterated in the table below.
Title/
Subject

Learning/actions
Learning and actions:
To raise greater awareness with our staff following the patient safety audits we have
developed photo albums for each inpatient ward that identified their ligature risks. Upon
completion of the photo albums these were emailed through to all staff with a hard copy
produced and made available on the wards for bank and agency staff to familiarise
themselves with. With the distribution of these photo albums, these are now part of staff
supervision and an essential element of staff induction.

Patient
safety
audits

In addition, we developed a risk plan from each audit undertaken. The design enables
adjustments in clinical practice to mitigate risks if removal of the risk is not possible a
change to the environment is required. A list of likely adjustments was put into place
highlighting the highest scoring risks that will lead to a decision to be made in relation to the
ligature point as follows:
• Remove /replace /report
• Adjust clinical practice
• Fix and make good
• Take immediate action
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Title/
Subject

Audit of
discharge
summaries

Delayed
discharge
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Learning/actions
In addition, a weekly progress meeting takes place by Estates to the Executive Team for
governance and assurance. The Patient Safety Audit Group meets every two months to
review progress, identify solutions and emerging issues /risks. A work plan covering the
acute inpatient wards to address ligature risks is in place for phases 1 & 2 with a completion
date of Summer 2016. This will include door top alarms and integrated sinks and basins with
integrated taps. Heat maps are in place across all inpatient facilities, both adult and older
adult. The older adult facilities now have installed door top alarms and hinges to all doors to
address the improvements required. An eLearning package is in place for all clinical staff to
address ligature risks and raise awareness.
The audit identified a number of issues /concerns that will need addressing following the first
audit undertaken in quarters one/two. The action plan developed at the time enables the
professional leads/teams to review the report and its findings and agree appropriate plans of
actions to address their specific issues. This can become one overarching action plan for the
trust. There is a need f or clear ownership and accountability preventing any further low
results within this audit; real change is required to the standards within this audit. The trust
needs to take action to address the issues, to ensure real change in quality improvement will
come about and to ensure any lessons learned.
Action plan agreed and approved by RGE as follows:
• Continuous monitoring of discharge letters for each patient discharged from the Trust
• Monthly monitoring via performance Executive Management Team
• Monitoring via clinical quality review group (CQRG)
• Patients identified as not having a di scharge audit against standards will be case
reviewed
This audit is partially complete (North East). Timescales for the audit in Mid and West go
into the new financial year.
The NE delayed discharge audit outcomes remain in draft and will link, when the other areas
are complete, into a wider NEP action plan. The draft findings are below:
• Clinical presentations change over time, thus a service user may not consistently meet
the criteria for delayed discharge, for example, the service user may not always be ‘safe
to discharge’. Records of whether a service user meets all of the criteria to be deemed a
delayed discharge should be logged at weekly reviews and CPA (if supported by Mid
area audit, the plan is to analyse current working practices and suggest changes). This
is particularly relevant to mental health services as the definition of delayed discharges
within the NHS originates from physical health, wherein subjective risk assessments
regarding being ‘safe to discharge’ may differ to mental health risk assessments.
• Reasons for delay may be multiple and change as discharge planning continues.
Monitoring all reasons for delays at each stage of the discharge process will give a more
accurate picture of the dynamic nature of delayed discharges and encourage joint
working by not isolating responsibility for delays on health or local authority (if supported
by Mid area audit, the plan is to analyse current working practices and suggest
changes).
• There is a difference in how formal delayed discharges (service users who are formal
patients treated under sections of the mental health act) and informal delayed
discharges (service users who are informal patients) are subject to report in the trust.
Both type of service user experience delays in this audit with informal delays accounting
for more bed days lost. A new means of capturing both types of delays would provide a
truer reflection of the extent of delayed discharge within the trust (if supported by Mid
area audit, the plan is to analyse current working practices and suggest changes).
• Homelessness was the most associated social factor when experiencing a delay. The
Department of Health’s report ‘getting through: access to mental health services for
people who are homeless or living temporary or insecure accommodation’ (DoH, 2010)
suggests ways to combat the difficulties homelessness presents to mental health
hospitals.

Title/
Subject

Learning/actions
•

•

Having a chronic health condition was the clinical factor most associated with
experiencing a delay. Of note is that for two service users suffering with chronic health
conditions, their physical disabilities resulting from ill health directly led to delays in
discharge as their housing is no longer appropriate. The relationship between chronic
health conditions and delays is likely to be more complex than the examples given here.
Further investigation of this area may be beneficial (future audit applications planned).
Future audits could explore how specific personal and clinical demographics interact to
increase the vulnerability to delayed discharge. Due to the small number of service users
(n=9) experiencing delays, it was not possible to reliably explore this statistically in this
audit. Re-audit of service users experiencing delays could increase the sample size to
statistically explore the interactions between vulnerability demographics (future
consideration for audit/data collection - plan to discuss at local quality/audit groups once
Mid area audit is complete).

Action: Audit will be completed in Mid and is to be undertaken in West during 2016/17 to
complete the Trust wide data collection on delayed discharges (Commissioner audit)

EIP
baseline
audit

The learning from data generation and cleansing, and without analysis, is as follows:
• NEP is unable to deliver NICE concordant services to EIP patients
• NEP does not have the capacity to deliver NICE concordant services to patients
• NEP does have the capacity to meet the 2 week RTT for FE but not ARMS
• Staff have now started training in both FI and CBTp so the audit analyses is going to be
somewhat out of date by the time it is published
• The inability to deliver is in line with all other Trusts in the Eastern Region.
National report not received to date; once received action plan to be devised.
•

Use of
occupation
al therapy
referral
priority
checklist as
an OT
triage tool
on acute
psychiatric
wards

Audit high
dose antipsychotic
monitoring
across adult
inpatient
wards

Use of the
patient
safety
climate tool
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•
•
•
•
•

The Checklist proved effective in the majority of cases in assisting the prioritisation of
newly admitted patients on the acute wards.
Administering the Checklist requires a time allocation, as this was the main barrier. The
average time taken was 15-30 minutes without copying the form into a Word document
and uploading this onto Remedy, which would require further time.
Integration of the Checklist, or other OT assessments, into Remedy would reduce the
need for therapists’ time.
Different clinical areas (e.g. frail and elderly, adult acute, Mother and baby, etc.) may
require different criteria for prioritisation to be used alongside the Checklist.
Some of the information required was difficult to find in Remedy, e.g. date of admission,
physical health or disability status, social support.
It was often difficult to establish whether a person had problems with confidence and
interest on admission. Consider how best to gather this information.

Action: being rolled out across North East and West during 2016/17
• High dose antipsychotic treatment monitoring is not compliant with Trust policy. Where
there is a lack of clearly identified responsibility for completing a task, there is a greater
risk of this not happening. Whilst monitoring may have occurred, the lack of
documentation means it is not possible to say that it has definitely happened. One of the
reasons is a lack of awareness of the requirements. Complicated policies and forms also
contribute to disengaging people from following the policy. We also need to be better at
communicating areas of high risk such as HDAT.
Action plan to be agreed and implemented by Quality Prescribing Group during 2016/17
• Action planning from the findings enabling teams to be responsive and also creating
sustainable change
• Findings facilitate reflection on patient safety culture and patient experience by putting
the patient in the middle of the safety discussions
• It has enabled the teams to shift their thinking from assurance to inquiry

Title/
Subject

Learning/actions
•
•
•
•
•
•

Care
plan/risk
assessment audit

Audit of
medication
prescribed
to those
detained
under the
MHA
across the
Trust’s
S136
suites.

Stimulate discussion about the strengths and weaknesses of the patient safety culture
Findings reveal any differences in perception between patient groups along gender lines
Has helped evaluate specific intervention needed to change the patient safety culture
Findings prompts daily community meeting safety discussion – track changes and
conversations
It has a created a culture of transparency because data from findings is made visible
including actions being taken to improve things
Findings area also revealing so much about how much time staff are engaging with
patients and whether patients find staff easily accessible irrespective of how many staff
are on a shift – it is about meaningful engagement with the patients

Action: to be re-audited in 2016/17
• Where implementation of the audit tool is robust and the findings linked into individual
staff performance management action plans, there has been a noticeable improvement
in terms of the quality of care plans and risk assessments formulated.
• Use of the tool to aid in staff performance management has enabled resource
prioritisation towards the underperforming individual staff members.
• Findings have also help guide supervision discussions.
• Findings from the audit highlights that the use of My Care My Recovery has enabled the
formulation of a recovery focused care plan, which the patient actively participates in
compared to care plans formulated without My Care My Recovery.
• Assessment of capacity and consent remains an issue with staff not routinely
undertaking these assessments hence often underplayed within the care planning
process.
• Lack of meaningful structured one to one sessions with patients impacting on the quality
of the patients feedback within the care planning process
• MDT input into care planning still hit and miss. Not all disciplines are prioritising
evidencing their input in an MDT care plan.
• The tool has enabled themes to be picked up which can help map training needs for staff
• The tool has also enabled standardisation across the Trust
Action: to be re-audited during 2016/17
Some variation in the sampling of the audit across the S136 localities, but generally, this
audit highlighted a number of key issues with the current working situation. The key issues
can be broken down into the following areas:
1. A lack of documentation especially relating to (history, drug history and a history of
substance misuse; this is important given the high number of service users assessed
within the s136 suite already known to Trust services. Demographic information was
lacking which contravenes the MHA code of practice
2. Lack of evidence of any examination carried out prior to the prescribing of medication
for service users.
3. Lack of clarity regarding medication prescribed and administered whilst detained
under section 136. There was little recorded evidence of medicines reconciliation
attempted by s136 staff.
4. Lack of clarity and guidance for staff around the issue of medication with a number of
inconsistencies found.
Currently being shared and disseminated and an action plan will be developed in 2016/17

Research and Development (R&D)
The number of patients receiving NHS services provided or sub-contracted by North Essex
Partnership University NHS Foundation Trust in 2015/2016 that were recruited during that period
to participate in research approved by a research ethics committee was 400.
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Participation in clinical research demonstrates North Essex Partnership University NHS
Foundation Trust’s commitment to improving the quality of care we offer and to making our
contribution to wider health improvement. Our clinical staff stay abreast of the latest possible
treatment possibilities and active participation in research leads to successful patient outcomes.
The Trust approved 22 new research projects in 15/16. A total of 65 studies are recruiting or are in
follow-up within the organisation. The majority of studies are around Mental Health (51%) and
Dementias and Neurodegenerative Diseases (40%) themes. Research topics include depression,
schizophrenia, Alzheimer’s disease, frontotemporal lobe dementia, health services research and
eating disorders.
North Essex Partnership has been among the highest recruiters in the East of England (CRN
Eastern) region for mental health and dementia research studies. Study approval times have been
within the national target of 30 days, with an average time of 8 days from the submission of a valid
research application. As required by the NIHR, NEP reports on performance in initiating and
delivering research for clinical trials. Currently all applicable clinical trials are meeting targets on
these outcome measures, demonstrating our commitment to support studies of national
significance in order to improve patient outcomes and experience across the NHS. These reports,
along with details of publications authored by clinical staff can be viewed
at http://www.nep.nhs.uk/professional-development/useful-documents/
Use of CQUIN (Commissioning for Quality and Innovation) Payment Framework
A proportion of Trust income in 2015/16 was conditional on achieving quality improvement and
innovation goals agreed between the Trust and any person or body they entered into a contract,
agreement, or arrangement with for the provision of NHS services, through the Commissioning for
Quality and Innovation payment framework.
Further details of the agreed goals for 2015/16 and for the following 12-month period are outlined
in the table below with the headline goals attached to the schemes. NB this information is not
available via a web link.
Contract

2015/16
£

2016/17
£
1
2

Adult and Older
Adult Main block

£1,455,049
(estimation
based on current
performance)

2016/17 CQUIN
Value
£1,653,622

3
4
5
6

Children &
Young People
(Tier 3)
Specialised
Commissioning
Group
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£108,588

No longer applicable - Tier 3 CAMHS Services transferred to NELFT
01 November 2015
1

£213,409
(£29k lost on
national scheme)

Goals
(National) NHS Staff Health &
Wellbeing
(National) Improving Physical Healthcare to
Reduce Premature Mortality in People with
SMI
Smoking Cessation & Physical Healthcare
(continued)
Outcome Measures (continued)
Shared Education and Training Programme
(continued)
Workforce Development

£238,855

2
3

(Low Secure) Reducing Restrictive Practices
within Adult Secure Services
(Perinatal) Perinatal Involvement and
Support for Partners/Significant Others
(CAMHS Tier 4) Improving CAMHS Care

Contract

2015/16
£

2016/17
£
4

MVA

£22,863

Total

£1,799,909

£22,863

1

Goals
Pathway Journeys by Enhancing the
Experience of Family/Carer
(Perinatal QIPP) Reducing Length of Stay
within Perinatal Inpatient Services
Encouraging Information Sharing between
Organisations with regards to Marginalised
and Vulnerable Service Users (cont.)

£1,915,340

Registration with the Care Quality Commission
NEP is required to register with the Care Quality Commission and its current registration status is
registered with no conditions attached. The Care Quality Commission has taken enforcement
action against NEP during 2015/16, the details of which are included in the statement below.
Statements from the Care Quality Commission
Extracted from CQC website http://www.cqc.org.uk/provider/RRD/reports
Inspection carried out on 24 - 28 August 2015
In order to set the context of the commentary below the following is an overview of the ratings
issued to NEP by the Care Quality Commission. Our overall rating is ‘Requires Improvement’.
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\
During a routine inspection
When aggregating ratings, our inspection teams follow a set of principles to ensure consistent
decisions. The principles will normally apply but will be balanced by inspection teams using their
discretion and professional judgment in the light of all of the available evidence.
We rated North Essex Partnership University NHS Foundation Trust as requires improvement
overall because:
•

On the acute admission wards there were 25 incidents relating to the use of a ligature
attached to a fixed object. One patient attempted to strangle themselves with a ligature
during our inspection. This was in spite of serious concerns identified to the trust by the
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Care Quality Commission as part of our ongoing regulatory inspections. Two deaths due to
self-ligature had happened over the past 12 months. There were a number of similar deaths
in the previous years. The trust had made ligature risk assessments and had plans to
address these but there were still an unacceptable number of ligature risks identified during
the inspection.
•

Finchingfield, Gosfield and Peter Bruff wards, Christopher unit and Shannon House failed to
provide segregated accommodation for men and women when the Department of Health
said this should no longer happen.

•

Some care records and risk assessments did not contain enough detail. They were not
personalised or kept up to date. This meant that staff did not know the full or current risks of
the patients that they were caring for.

•

Restrictive practices were seen on the wards. Patients could not always go to the toilet
freely, get into the garden area, or have food and drink when they wanted while they were
being nursed by the trust.

•

The trust had very high bed occupancy rates. Patients were regularly admitted to beds
reserved for patients on leave or patients were sent to hospitals out of the area. This meant
that patients could be nursed a long way from home. Patients returning from a period of
leave may not have a bed to return to if they needed one.

•

The trust’s leadership style did not promote sufficient grip or pace to bring about changes
where necessary in a manner that showed stakeholders or internal staff that there was any
urgency about improvements. Changes took a long time to implement and consultations on
improvements were not given the urgency necessary to give confidence that matters would
be resolved. Ligature free doors had not been installed or even commissioned despite
these having been agreed some time ago.

•

The trust did not have robust governance processes, particularly in the assessment and
management of clinical risks, assessment of the quality of care plans, and the management
of environmental risks. For example, although the trust had a comprehensive risk
management framework that informed management decisions in the identification,
assessment, treatment and monitoring of risk, we found little record of the trust acting on
these findings. While throughout 2014/15 regular reports were provided to the risk and
governance executive, the quality and governance committee and the board of directors,
there was little record of action taken to reduce risks to patients.

•

The Care Quality Commission and Mental Health Act reviewers have inspected the trust
several times over the last five years. Each time they identified areas where the trust must
act. For example, around safety on both the Linden Centre and The Lakes locations. Each
time the trust made assurances that they would make changes. Senior managers and
board directors could not explain why the trust had not addressed the problems.

However:
•

The trust spent two years planning and consulting for the community transformation
programme. They started running this fully in April 2015. Patients confirmed that these
changes had led to improved community mental health care and treatment delivery by the
trust.
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•

We found some good examples of positive multidisciplinary work and individual staff
support for patients

•

Front line staff consistently demonstrated good morale

•

There was highly visible, approachable and supportive local leadership within some of the
services we visited. For example, in the child and adolescent mental health service and
community mental health services for adults

Following this inspection, we identified that the trust was not meeting Regulations 9,10,12 and 17
of The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. We carried out
enforcement action with the trust and told them to ensure compliance by 30 November 2015. The
trust sent us their action plan to meet the regulation and we will check further on this.
Our response to the CQC report – safety and quality at the heart of services
Action on safety:
•
•
•
•
•
•

Joined the national ‘Sign up to Safety’ campaign
Begun our £1.6m 10 month capital programme to reduce ligature risk and enhance ward
environments – this programme is costed, funded and monitored weekly
Enabling risk management, patient centred and responsive
Eliminated mix sex accommodation where feasible and compliance achieved
Recruitment and retention strategies to reduce vacancies
Re-design of ‘places of safety’ in development

Action to improve outcomes:
•
•
•

Monitoring quality care delivery with teams reviewing a quality dashboard and driving progress
Have established a new programme of activities and therapies 7 days a week and some evenings
Emergency responsiveness and supporting systems review by Nurse Consultant for Physical
Health, including enhanced training
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Providing the best care:
•
•
•
•
•
•

Reviewing the patient experience agenda
Launching the ‘Hello, my name is’ campaign
Launched the ‘My Care My Recovery’ initiative in adult wards – rolling out across Trust
Focusing on collaborative and co-produced care
Ensuring recovery at the heart of what we do
Identifying service user strengths and defining their preferred outcomes – the patient’s voice at the
centre

More responsive:
•
•
•
•
•
•

Action plans are in place from the ‘you said we did’ leaflets
Duty of candour established
Increasing contact with service users families and carers with concerns and complaints
Waiting times reducing and being monitored
Immediate safety alert system in place
Shared organisational learning

Moving forward:
•
•
•
•

Embedding a system of continual improvement – our ‘Quality Star’ approach
A tool for constant review and a focus for on-going ‘Quality Conversation’ at team, ward and Trust
level
‘Quality Star’ charts use CQC five key lines of enquiry
What is positive – what needs improvement – actions – review
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Strength of the assurance framework:
•
•
•
•
•
•

Quality Improvement Panels from Board to Ward to drive quality improvements
Executive and Non-Executive visits to Services ‘holding a quality conversation’
Quality meetings with Matrons and Clinical Services Managers
Ward Manager development days
Development agreement with South Essex Partnership Trust (Memorandum of Agreement)
A review of Governance processes

Executive Quality Improvement Panel

• Board Level Assurance
Area Quality Improvement Panel

• Area Level Assurance
Ward / Team Quality Improvement
Panel

• Ward / Team level Assurance
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Quality assurance framework – how the pieces fit together

Quality
Improvement

Quality
improvement
Framework

Quality
Assurance

Risk
Management

Special reviews and investigations
The Trust has not participated in any special reviews or investigations by the CQC during the
reporting period.
NHS Number Validity and General Medical Practice Code
NEP submitted records during 2015/16 to the Secondary Uses Service (SUS) for inclusion in the
Hospital Episode Statistics, which are included in the latest published data. The percentage of
records in the published data, which included the patient’s valid NHS number was 99.7%. There is
an increase of 0.3% for NHS Number (reported 100% GP Code) on 2014/15 position. We currently
have 7 records with no NHS Number recorded in the SUS Submission data.
Finished Consultant Episode
- NHS – 99.7% valid
- GP code – 100% valid
Unfinished Consultant Episode
- NHS – 100% valid
- GP code – 100% valid
Admitted patient care
- NHS – 99.7% valid
- GP code – 100% valid
Clinical Coding Error Rate
NEP was not subject to the Payment by Results clinical coding audit during 2015/16 by the Audit
Commission. No Monitor or DoH work has been carried out in relation to payment by results.
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Information Governance Toolkit Attainment Levels
Information governance is the way organisations handle personal information relating to patients
and staff, and corporate information relating to finance and accounts. It provides a way for staff to
deal consistently with many rules and regulations, e.g. Data Protection Act 1998 and
Confidentiality NHS Code of Practice. The Toolkit is a performance tool produced by the
Department of Health that sets all rules and regulations into one framework allowing selfassessment of compliance with the law and central guidance.
NEP’s Information Governance Assessment Report overall score for 2015/16 was 75% and was
graded satisfactory:
Information governance management
Confidentiality and data protection assurance
Information security assurance
Clinical information assurance
Secondary use assurance
Corporate information assurance

Score: 100%
Score: 81%
Score: 66%
Score: 80%
Score: 66%
Score: 77%

Grade: satisfactory
Grade: satisfactory
Grade: satisfactory
Grade: satisfactory
Grade: satisfactory
Grade: satisfactory

Overall assessment Version 12

Score: 75%

Grade: satisfactory

Data Quality
There are no additional actions in the Data Quality and Improvement Plan contained within the
2016/2017 Adult and Older Adults Contract.
Board Performance Report
All core indicators are covered in the following Board performance report. A trend and commentary
column is included for each indicator. These are monitored by the Board on a monthly basis and in
addition an informal process is in place to put in extra resources to address any issue with falling
target. A formal process exists to address any key issues and NEP does not currently require
actions to improve these indicators.
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Indicator

Mid

Target

North
East

West

C&YP

Mar-16

Quarterly
to Date

Performance

Board Performance Report Quarter 4 2015/16

Trend/Commentary

100%

95%

% Followed-up
within 7 Days

100.0%

100.0%

96.9%

100.0%

99.3%

98.8%



95%

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

90%
2014/15 %

100.0%

2

Care Programme
Approach (CPA)
patients receiving
a formal review
within 12 months

95%

% Reviewed
within 12
months

80.0%
95.5%

96.1%

95.6%

94.8%

95.6%



60.0%
40.0%
20.0%
0.0%
Apr Jun Aug Oct Dec Feb
2014/15 Valid
10%

3

Minimising delayed
transfers of care

Less
than or
equal to
7.5%

0.0%

0.0%

3.8%

0.0%

1.0%

1.1%



5%
0%

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

A. Monitor Compliance Framework

1

Care Programme
Approach (CPA)
patients receiving
follow-up contact
within 7 days of
discharge

% 2014-15

113

% 2015-16

4

Admissions to
inpatients services
had access to
crisis resolution
home treatment
Teams

Mid

Target

95%

% Gatekept

90.0%

North
East

97.7%

West

C&YP

100.0
%

Mar-16

96.5%

Quarterly
to Date

97.8%

Performance

Indicator



Trend/Commentary

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
Apr Jun Aug Oct Dec Feb
2014/15 Gatekeeping
2015/16 Gatekeeping
Target

20

95%

0.0%

200.0%

93.2%

77.4%

112.6%



10
0

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

5

Meeting
commitment to
serve new
psychosis cases
by early
intervention teams

EIP 2014/15
EIP Target

Data completeness
– identifiers
(aggregate)

97%

99.5%

99.6%

99.4%

-

99.5%

99.5%

NHS Number

99.0%

99.2%

98.1%

-

98.8%

98.8%

Date of Birth

100.0%

100.0%

100.0
%

-

100.0%

100.0%

Postcode

99.2%

99.3%

99.6%

-

99.3%

99.3%

Gender

100.0%

100.0%

100.0
%

-

100.0%

100.0%

100%
99%



98%
97%
96%
95%
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

6

Overall

2014/15 %
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EIP 2015/16

2015/16 %

Target

Mid

North
East

West

C&YP

Mar-16

Quarterly
to Date

GP Practice

99.4%

99.4%

99.5%

-

99.4%

99.4%

Overall

77.8%

83.5%

79.8%

-

80.3%

80.3%

Target

Performance

Indicator

Trend/Commentary

100%
80%

Carers
Assessments
Completed

9ii

9i

B. Other KPIs

8

Inpatient
Occupancy Rate,
excl Leave
Inpatient
Occupancy Rate,
incl Leave

75%

90%

-

79.0%

79.0%

HoNOS in past
12 Months

75.7%

86.2%

69.7%

-

78.2%

78.2%

40%

Percentage of
carers who
have been
offered an
assessments
and
subsequently
accepted

66.2%

Adults of
working age

74.6%

109.3%

101.3
%

96.1%

97.7%

Older Adults

106.0%

84.5%

87.5%

91.5%

97.5%

PICU

59.7%

59.7%

74.5%

Low Secure

95.2%

95.2%

96.8%

101.1%

101.0%

93.0%

98.5%

2014/15 %

2015/16 %

100%
80%

87.0%

93.3%

76.6%

79.2%



60%
40%
20%
0%
2014-15

Adults of
working age

85.8%

112.2%

101.3
%

Older Adults

106.0%

88.2%

88.1%

2015-16

120%
100%



80%
60%
40%

Apr Jun Aug Oct Dec Feb
% 2014/15
% 2015/16
OBDS Target (excl Leave)
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Mar

83.0%

Jan

76.7%

Feb

77.8%

60%

Dec

Employment



Nov

85.3%

Oct

85.3%

Sep

-

Aug

91.2%

Jul

84.3%

Jun

81.5%

Apr

Accommodation

May

50%

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

Data completeness
– outcomes
(aggregate)

7

Mid

Target

North
East

West

C&YP

Mar-16

Quarterly
to Date

PICU

65.7%

65.7%

77.2%

Low Secure

98.9%

98.9%

102.6%

Performance

Indicator

Trend/Commentary

%
Readmissions

16%

14.3%

13.4%

9.1%

0.0%

12.2%

9.9%

10%

Mar

Jan

Feb

Dec

Oct

Nov

Sep

Jul

Aug

Jun

Apr

4%
May

10

22%

Emergency Readmissions within
28 days of
previous discharge
(Governor selected
KPI)

100%

11

80%

ICD Diagnosis

95%

At Inpatient
Discharge

100.0%

97.0%

100.0
%

100.0%

98.6%

98.9%



60%
40%
20%

12

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

0%

MH Clusters
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TBA

Active Clients
in Month

6,567

6,249

4,458

17,274

17,274

MH Cluster
Assigned

4,709

4,802

3,081

12,592

12,592

Valid Cluster
Assigned

3,076

3,952

2,085

9,113

9,113

13

Essex County
Council

Mid

North
East

West

% Valid

65.3%

82.3%

93%

18+ years
assessment in
4 wks

7.7%

80%

% Social Care
Service Users
in receipt of a
personal
budget

95%

Review of
Section 117

Target

Other KPIs

111 per
month
90%

14

90%
Health Outreach

90%

15

St Clements

117

Accommodation

Status

95%

Percentage of
Service Users
with a Care
Plan

95%

% of maximum
QOF points
achieved

Acorns
Dilip Sabnis

Carers
Assessments
Completed
Registered
with GP and/or
Dentist
Ethnicity
Recorded

Mar-16

Quarterly
to Date

67.7%

72.4%

72.4%

30.8%

78.8%

76.6%

79.2%

41.1%

27.9%

35.0%

32.3%

92.9%

95.8%

97.5%

95.2%

138.9%

50.9%

106.6
%

98.3%

C&YP

Performance

Indicator

Trend/Commentary

137.9%

91.0%
98.3%
97.2%

All indicators now above target

95.4%
93.6%
93.6%
96.0%

St Clements has achieved target

Mid

Target

North
East

West

C&YP

Mar-16

Quarterly
to Date

Performance

Indicator

Trend/Commentary

16

Psychiatric Liaison

95%

Number of
Assessments
at A&E or
Hospital

101

55

80

236

747

% Assessed
within 4 hours

100.0%

100.0%

97.5%

99.2%

99.1%

50%

17

Physical
Healthcheck

35%

% with
healthcheck

45.7%

56.4%

60.3%

53.0%

53.0%



30%

10%

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

C. Health Commissioners KPI's

Note: KPI 8 (CCG set) measures the proportion of Carers who have been offered an assessment; KPI 13 (Essex CC set) measures the number of Carers who
have accepted an Assessment

2014/15 Valid
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2015/16 Valid

Mid

Target

North
East

West

C&YP

Mar-16

Quarterly
to Date

Performance

Indicator

Trend/Commentary

100%

18

80%

Care Plan Shared

95%

% with a care
plan shared

96.2%

97.6%

97.9%

97.2%

97.2%



60%
40%

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

20%

Crisis Plan in
Place

95%

Number of
patients with a
crisis plan

94.7%

96.1%

96.0%

95.5%

95.5%



2015/16 Valid

100%
80%
60%
40%
20%
0%

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

19

2014/15 Valid

2014/15 Valid

2015/16 Valid

Ethnicity

90%

% Valid
Ethnicity
Recorded

96.5%

98.3%

99.4%

94.1%

97.9%

97.9%



75%
50%
25%

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

20

100%

Ethnicity 2014/15
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Mid

Target

North
East

West

C&YP

Mar-16

Quarterly
to Date

Performance

Indicator

Trend/Commentary

100%

Section 117
Reviews

95%

% with a
formal review
in 12 months

92.9%

95.8%

97.5%

95.2%

95.2%



60%
40%
20%

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

21

80%

22

DQUIP (Quarterly)

Amber

23

2014/15 Valid

SDIP (Quarterly)

Green

There were no patient 0-15 years or 16 years and over re-admitted to NEP adult wards in 2015/16.
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2015/16 Valid

SECTION 3: OTHER INFORMATION AND REVIEW OF QUALITY
PERFORMANCE INDICATORS
Duty of Candour
How does the Trust comply with the Legislation?
Below identifies the measures that have been implemented to ensure the Trust is
compliant:
• Once an incident/serious incident has been identified it is reported on the Trust
incident reporting system, DATIX
• There is a governance process implemented regarding the oversight of incidents
and now has an established incident triage process to ensure all incidents of
moderate harm and above are analysed to ensure none of these meet the serious
incident criteria as laid out by NHS England in April 2015
• The Trust is currently updating the DATIX system to version 14, which has a clear
set of questions for staff around the requirements for ensuring Duty of Candour
requirements have been met. This will be audited as part of the audit cycle and
ensure compliance
• All serious incident investigations have a focus on Duty of Candour to ensure that
all requirements have been implemented and documented
• The new Incident Reporting Policy which includes the serious incident investigation
process, has a clear section on Duty of Candour so staff are aware of their
responsibilities
• The Root Cause Analysis (RCA) training includes Duty of Candour and as an
investigating officer, what you legally need to perform to ensure the Trust meets its
requirements
• A training session has been held between the Trust and Clinical Commissioning
Group (CCG) for staff on how to perform the Duty of Candour responsibilities and
this will now be held twice yearly to ensure we have staff trained in this critical area
of practice
• The Trust holds a weekly SI, which includes reviewing all serious incidents and
ensuring that Duty of Candour has been implemented
• The Trust’s Being Open Policy was approved in April
• The Trust has standard templates for the apology that comes from the Chief
Executive in line with the requirements of this legislation
• As part of the Trust Induction process, being open and honest is part of the Making
Patient Experiences Count training which reinforces the legislation requirements
• A staff booklet produced by the NHS Litigation Authority on saying sorry has been
used for staff within the Trust, and in the future will be provided to staff involved in
serious incidents to ensure staff are clear on what their responsibilities are
• A booklet has now also been produced for patients and carers on what Duty of
Candour is and what they should expect from the Trust
• The Associate Director of Quality holds SI investigator update sessions quarterly
and this also includes updates on Duty of Candour
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How will the Trust monitor its compliance with Legislation?
The duty placed on NHS organisations in line with the Duty of Candour legislation is
complex and requires us to have a systematic monitoring process in place via:
• The formal Trust Serious Incident Panel
• The governance forums in each of the areas within the Trust
• The serious incident scrutiny process as no final report will be approved unless full
Duty of Candour requirements have been fully implemented
• DATIX reporting to formally audit the compliance rate with Duty of Candour
How does the Trust practically apply the Legislation?
The responsibility for ensuring it is fully implemented rests with the Patient Safety
and Complaints Team (PSCT). To ensure we meet the expectations the list below
identifies what the Trust requires of those investigating serious incidents:
• The PSCT send a letter of apology from the Chief Executive
• Information leaflet on Duty of Candour is also sent, and if a death is involved, a
bereavement information leaflet is sent
• The Investigating Officer is appointed and makes contact with the relative or patient
involved in the serious incident and identifying that they are now the point of contact
from that point on if they require further information
• If the patient/relative has concerns around what has happened, the Investigating
Officer should meet to document their concerns so that these can be incorporated
into the investigation, so that these questions can be answered and clear answers
given to the patient or relative when the investigation report is handed over to the
relatives
• If required, to keep the relatives updated as the investigation progresses
• A meeting will be established with the patient/relative when the report is available
so that the Investigating Officer can discuss the findings of the investigation with
them
• If they have comments with the report this can be included as an addendum to the
final report
The following developments need to continue to ensure Duty of Candour is fully
implemented:
• Two training days per year on Duty of Candour and this should be held jointly
between the Trust and the CCG
• Specifically designed update sessions for Investigating Officers, and as part of this,
it identifies what the requirements under Duty of Candour are for staff
• Continued development of the organisational culture around the fact that it is OK for
Trust staff to apologise, and if they do, they are saying sorry for the experience that
they have had and not an admission of any liability
• Continue with the quarterly update sessions for serious incident investigators to
encompass Duty of Candour
Sign up to safety campaign
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PATIENT SAFETY
Quality Report – ‘Safe’ measures
The charts that follow are an extract from our monthly Quality Report patient safety
dashboard as at the end of March 2016. We have been able to benchmark the
figures over several years. We have developed clear targets for the reports within
the dashboard. We also use National Patient Safety Agency national reports for
benchmarking.
The Patient Safety Dashboard is part of the patient safety element of our Quality
Report, which encompasses all three Quality headings of patient safety, patient
experience, and clinical effectiveness. All of the indicators are used by the Trust to
support its drive for quality. The data sources are our local incident reports and the
indicators are in line with National Reporting and Learning Service (NRLS)
requirements.
Chart 1 – Mortality in care
This indicator measures
mortality in care due to physical
illness and self-harm or
accident. For this indicator, we
record and analyse deaths in
our direct care, including those
in the community. All deaths
where no physical illness is
evident are subject to full
investigation. We are not subject
to the Standard Hospital
Mortality Indicator used by acute
hospitals.

60% of all reported deaths were sudden deaths in the community. There has been
an improvement in the accuracy of the reporting with a 10% increase in the total
number of deaths reporting in comparison with the previous year.
Chart 2 – Total number of incidents
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An incident in the Trust is any
adverse event that has the
potential to cause harm to an
individual. There is proactive
reporting of incidents in the
Trust. It is imperative that staff
report incidents if we are to
continue to learn from events. A
high level of reporting is actively
encouraged nationally.
Monitor requires the Trust to report on two indicators relating to patient safety
incidents:
The number and, where available, the rate of patient safety incidents reported
within NEP during 2015/16, and the number and percentage of such patient
safety incidents that resulted in severe harm or death
NEP considers that this data is as described for the following reasons: Submission of
statutory information to the National Reporting and Learning System
NEP has taken the following actions to reduce the number of patient safety incidents
that result in severe harm or death: NEP monitors and analyses closely the number
of patient safety incidents and encourages reporting thereof. During 2014/15 NEP
developed partnership working with The Samaritans. NEP has an active Avoidable
Deaths Group. Annual patient safety audits include ligature risk assessments that
are acted upon and followed up through patient safety group meetings. There is
close working between the Quality, Risk and Patient Safety Department and the
Estates Department in this respect.
Indicator 1: Patient safety incidents (PSI) reported to the NRLS (A PSI is any
unintended or unexpected incident that could or did lead to harm for one or more
persons receiving NHS funded healthcare). The number of patient safety incidents
reported to the NRLS in 2015/16 is 1976 (down significantly from 2260 in 2014/15).
Indicator 2: Patient safety incidents reported to the NRLS where degree of harm is
recorded as severe harm or death as a percentage of all patient safety incidents
reported (severe – the patient has been permanently harmed as a result of the PSI,
and death – the PSI has resulted in the death of the patient). 0.25% of the total
number of PSI’s reported to the NRLS resulted in severe harm or death in 2015/16
(up from 0.2% in 2014/15).
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Chart 3 – Total number of reported serious incidents (SI’s)

The full definition of a serious
incident requiring investigation
(SIRI) can be found at the
following
link: http://www.england.nhs.uk/
ourwork/patientsafety/seriousincident/
The Trust continues to
implement its suicide prevention
strategy including measures
covering inpatient and
community care.

Chart 4 – Falls (patient)
Our falls prevention strategy
has resulted in the year on year
reductions as outlined below
including a significant reduction
in 2015/16.
2015/16
2014/15
2013/14
2012/13
2011/12
2010/11
2009/10

243
380
379
419
515
674
876

This remains a key priority for
patient safety. There has been
increased staff awareness and
significant investment in
assistive technology to provide early detection and prevent harm to patients.
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Chart 5 – patient to patient violent incidents and Chart 6 – total number of violent
incidents
Patient to patient violence incorporates aggression, harassment, actual assault, and
inappropriate behaviour towards another patient - see chart 5. Violence towards
property - chart 6 incorporates. It is appropriate to stress in chart 6 there is a high
level of verbal aggression towards staff reported rather than physical damage to
property. Chart 6 does not include physical assaults on staff.
Patient to patient incidents has increased from last year by 20% - most of these
incidents are verbal aggression and dementia care wards feature significantly in
these incidents. Dementia care awareness training is a key training for all staff
working in this challenging area.
77% of these incidents are verbal aggression. In 2013/14 there were 961 incidents
and this has reduced slightly to 787 in 2015/16.

Chart 7 – Medication Incidents

Medication incidents
are patient safety
incidents involving
medicines in which
there has been an
error in the process of
prescribing,
dispensing, preparing,
administering,
monitoring, or
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providing medicine advice, regardless of whether any harm occurred. This is a broad
definition and the majority of medication errors do not result in harm.
(http://www.npc.nhs.uk/improving_safety/improving_safety/resources/Medication_Err
or/Reducing_5mg.pdf)
Medication incident reporting is actively encouraged in order to promote safety.
Pharmacy interventions are monitored to ensure that correct prescribing practices
are being followed and there is a high level in this area as this is proactive medicines
management. Pharmacy staff engagement occurs on all wards on a daily basis.
Most of the medication incidents are no harm to the patient and all incidents are
analysed to inform learning and training for staff. These are centrally analysed to
identify hotspots either for a particular ward or type of incident and this assists in
focussing additional training requirements and proactive support for these areas to
prevent further occurrences and reduction in harm to patients.
Chart 8 – rapid tranquillisation incidents

Rapid tranquillisation incidents are
where medication in line with the
protocol is administered to control
behaviour usually precipitated by
violence/impulsivity. This chart
looks at the number of rapid
tranquillisations that have taken
place. Every incident is audited.

PATIENT EXPERIENCE
Friends and Family Test

FFT Score
Mar-15
Apr-15
May-15
Jun-15
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10.4
24.6
21.4
13.6

Questionnaires completed
98
64
86
86

% Extremely Likely /Likely
Responses
70%
67%
73%
73%

Jul-15
Aug-15
Sep-15
Oct-15
Nov-15
Dec-15
Jan-16
Feb-16
Mar-16
PLACE
SCORES

12.9
35.1
16.7
15.5
23.9
45.7
37.2
51.6
44.9

85
115
60
68
46
70
129
184
118

76%
77%
72%
81%
78%
81%
82%
89%
86%

Cleanliness

Food

Privacy and
Dignity

Condition and
appearance

Dementia

98.42%
97.16%
98.97%
97.52%

86.20%
89.84%
86.30%
88.49%

78.56%
89.61%
79.53%
86.03%

92.27%
92.50%
88.32%
90.11%

#
#
85.98%
74.04%

2014
National
2015
National

Staff Survey

Complaints, compliments, and PALS

No of
Complaints
No of
Compliments
No of PALS
Queries
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2014/15

Jul 15

Aug15

Sep15

Oct 15

Nov15

Dec15

Jan16

Feb16

Mar16

159

9

9

11

7

10

8

6

15

16

349

6

3

13

16

14

14

6

23

21

314

20

24

28

38

30

29

26

18

27

YTD
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Complaints- Whilst the number of complaints seems to be decreasing compared to last year figures, the main issues highlighted by
service users and carers remained the same which are: (1) access to service, (2) staff attitude and behaviour, (3) continuity of care
Compliments- Steady increase in numbers noted over recent months- (only formal compliments received by the PSCT is collated )
PALS- Main issues reported are; (1) Standard of care, (2) communication, (3) raise trust awareness

We welcome feedback in the form of comments, compliments, and complaints. We are a
very large organisation with thousands of episodes of care delivered. We want to provide the
best but there will be occasions where people are not satisfied or are unhappy so we want to
hear about it. We have many ways people can pass these on to team managers, reception
staff, direct to the Chief Executive, or through the patient advice and liaison service. People
do not generally like to complain but other people can benefit from complaints where
shortcomings in the service are highlighted.
2014

2015

Best
Trust

8.8

6.8

8.9

6.5

4.5

6.8

8.6

7.8*

8.8

7.3

6.5*

8.2

6.2

4.9*

6.5

3. In the last twelve months, do you feel you have seen NHS mental
health services often enough for your needs?

6.7

5.3*

7.0

41. Overall patient experience score

7.2

6.3*

7.4

Patient survey metrics
7. Have you been told who is in charge of organising your care?
19. Did you know who was in charge of organising your care while this
change was taking place?
42. Overall, in the last 12 months, did you feel that you were treated
with respect and dignity?
12. Were you involved as much as you wanted to be agreeing what
care you will receive?
40. Do the people you see through NHS mental health services help
you feel hopeful about the things that are important to you?

CLINICAL EFFECTIVENESS
CONTEXT
•Clinicians have and continue to use a range of outcomes tools in practice based on the condition that
they are treating.
•However, wide scale use of specific outcomes tool e.g Short Warwick and Edinburg mental well being
score (SWEMWBS)and Quality of Life AD (QAL-AD) have been introduced since April 2015 through
CQUIN.
•The trust also holds a number of contracts which are outcomes driven( e.g. Supported Employment
services, STaRS, MVA etc)
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•
•
•
•
•

The Short Warwick-Edinburgh Mental Well-being Scale (SWEMWBS) aims to measure mental well-being
itself.
SWEMWBS comprises 7 items that relate to an individual’s state of mental well-being (thoughts and
feelings) in the previous two weeks
Responses are made on a 5-point scale ranging from ‘none of the time’ to ‘all of the time’, and each item
is worded positively and together they cover some of the attributes of mental well-being
Service users were advised that they would be asked about these statements before they start their
treatment, and then again at the end of their treatment.
Each of the 7 item responses in SWEMWBS are scored from 1 (none of the time) to 5 (all of the time)
and a total scale score is calculated by summing the 7 individual item scores. The minimum score is 7
(representing lower mental well-being) and the maximum score is 35 (representing higher mental wellbeing).

SWEMWBS Averge for Trust Q4 2015-16
25
20

18

19

18

Mid Treatment

End of Treatment

15
10
5
0
Start of treatment

Performance of Trust against selected metrics
(1) Data source: Remedy – patient database (nationally defined
by Department of Health/ Care Quality Commission/ Monitor)

2015/16

2014/15

2013/14

2012/13

Early intervention in psychosis (new cases) (1)

132.04%

116.50%

115.50%

298

Carer assessments (completed) (1)
Crisis Resolution Home Treatment (gatekeeping) (1)
Clients 18+ receiving a review (1)
Care Programme Approach 7 day follow up (1)
Delayed transfers of care (in total % occupied bed days delayed)
(1)
MHSDS data completeness (1)
MHSDS data outcomes (1)
Inpatient discharges with a diagnosis recorded (1)
*Inpatient re-admissions within 28 days of previous discharge (1)
Inpatient emergency re-admissions within 28 days of previous
discharge (1)

1379
97.81%
95.56%
98.10%

1122
97.40%
95.60%
99.50%

1103
96.60%
75.40%
94.47%

1612
100%
97.70%
98.80%

1.60%

2.30%

2.70%

2.40%

99.50%
80.30%
99.29%
10.57%

99.17%
75.05%
95.70%
-

98.83%
63.20%
N/A
-

99.80%
97.60%
94.50%
-

9.09%

8.50%

2.42%

2.53%

Secondary Uses Service - Finished Consultant Episodes
% Valid NHS Number
% Valid GP Code
Secondary Uses Service - Unfinished Consultant Episodes
% Valid NHS Number
% Valid GP Code
*before 2015/16 this was emergency re-admission only
this changed following commissioners request for all admissions
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99.76%
100%
100%
100%

ANNEXE 1 STATEMENTS FROM CLINICAL COMMISSIONING GROUPS,
HEALTH OVERVIEW AND SCRUTINY COMMITTEE AND HEALTHWATCH
North Essex CCG response to North Essex Partnership University NHS
Foundation Trust (NEP) Quality Account report for 2015- 2016
North East Essex Clinical Commissioning Group (CCG) welcomes this Quality Account as a
commitment to an open and honest dialogue with the public regarding the quality of care
provided by North Essex Partnership University NHS Foundation Trust (NEP). The CCG is
commenting on this provider’s Quality Account for 2015-16 by virtue of its role as lead
commissioner for North Essex Commissioning Groups (North East, Mid and West Essex).
Though the CCG are commenting on a final draft version of the Quality Account, we are
pleased to be able to assure the accuracy of the content in general. We have fed back our
comments on the draft report and anticipate these changes will be made to the final
published version.
This has been a challenging year for the organisation, with its first Chief Inspector of
Hospitals Care Quality Commission inspection in August delivering a mixed appraisal of its
services and leading to an overall rating of ‘requires improvement’.
The priorities for improvement during this year centred on 3 main areas – improving
communication and information sharing; implementation of the Journeys programme for
community services; and improving patient and carer experience. The account demonstrates
that progress has been achieved against all three priorities. In particular, the implementation
of Journeys has been positively evaluated, has delivered the required transformational
changes and facilitated the development of care pathways. Other service developments
include:
• Systematic review of the discharge pathway in conjunction with the CCG and other
stakeholders
• Review of the Department Of Health requirements for mixed sex accommodation to
improve compliance and patient experience. 6 of the 7 acute Mental Health wards are
occupied by males or females only, with a consultation process underway to move the final
ward into more appropriate accommodation. Similarly improvements to the Psychiatric
Intensive Care unit in Mid Essex have improved the patient experience.
• Safety improvements to the environment of the Derwent Centre Building Programme
The Trust participated in 100% of the national clinical audits (including Prescribing
Observatory in Mental Health - POMH) and 100% of national confidential enquiries. A
programme of local audits was also completed including delayed discharges and the
discharge summary audit. The delayed discharge audit was repeated during the year and
has evidenced the improvements brought about by the systematic review of service users
who are clinically appropriate to be discharged. Unfortunately, the discharge summary audits
evidenced the Trust’s poor compliance with national standards as well as with its own policy.
Lessons are being learned and improvements implemented to improve the service user
experience. The Trust will continue to participate in national audits and will make better use
of local audits to help manage known key risks. The assurance framework is also to be
strengthened to ensure timely remedying actions occur.
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The Trust continues to demonstrate its commitment to improving the quality of care and
treatments, not only to its own client group but to the wider population, by its participation in
research studies.
The Trust signed up to two national and four local Commissioning for quality and innovation
schemes (CQUINs). These schemes primarily focussed on improving the physical health of
people with severe and enduring mental illness and helping other health care services
understand the needs of people with mental health problems. These schemes were largely
successful and nearly all of the milestones were achieved. It is disappointing there is little
commentary or analysis of them. The schemes identified for inclusion in 2016-17 build on
last year’s CQUINs with the addition of a scheme relating to workforce development, which
is encouraging in the light of a disappointing staff survey result.
The Care Quality Commission inspected the core services provided by NEP in August 2015
and gave an overall rating of ‘requires improvement’. The inspection revealed some serious
concerns leading to an inadequate rating for the domains of “safety, responsive and well led”
for the acute adult wards and the psychiatric intensive care units. The Trust also received a
warning notice from the CQC requiring some immediate changes to services to be put in
place by November 2015, with the main concerns being care planning and environmental
factors. The Trust has developed and is implementing its Quality Improvement Plan in
response.
The Trust met the core quality indicator standards required by the regulatory
framework.These included exceeding the 95% threshold both for the 7 day follow up of
service users and for gate keeping of service users requiring admission by access and
assessment teams.The Trust has started to gather data in readiness for the national
requirement that 50% of service users with a first episode of psychosis receive early
intervention and start treatment with a NICE concordant care package within 2 weeks of
referral for treatment. The Trust is working collaboratively with the CCG and NHS England to
achieve this recognising the challenge of educating staff to deliver cognitive behavioural
therapy in psychosis.
The Trust has developed a variety of methods to ensure the Duty of Candour requirements
are met. Measures include the development of information leaflets for staff, service users
and their relatives/carers; improved governance processes; and targeted education for
investigators of incidents.
The CCG notes that the Staff Survey was extremely disappointing. We hope that the
Workforce Development CQUIN will help improve staff morale in the coming year. The
conclusion of the NHS North East Essex CCG is that North Essex Partnership University
NHS Foundation Trust’s Quality Account 2015-16 provides a clear picture of your
performance, improvements and future ambitions for improving quality and safety in your
services. The CCG are in agreement with the broad areas of priority you have identified for
2016-17. The CCG looks forward to continuing its work with NEP in the coming year, and
encourages NEP to continue to implement the
multiple and wideranging efforts and initiatives to improve the quality of
its services.
Lisa Llewelyn
Director of Nursing and Clinical Quality
NHS North East Essex Clinical Commissioning Group
Response to North Essex Partnership University NHS Foundation Trust (NEP) Quality
Account 2015-16 from Healthwatch Essex
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Healthwatch Essex is an independent organisation that works to provide a voice for the
people of Essex in helping to shape and improve local health and social care services. We
believe that health and social care services should use the lived experience of the people to
improve services. Understanding what it is like for the patient, the service user and the carer
to access services should be at the heart of transforming the NHS and social care as it
meets the challenges ahead of it.
We recognise that Quality Accounts are an important way for local NHS services to report on
their performance by measuring patient safety, the effectiveness of treatments that patients
receive and patient experience of care. They present a useful opportunity for Healthwatch to
provide a critical, but constructive, perspective on the quality of services, and we will
comment where we believe we have evidence – grounded in people’s voice and lived
experience – that is relevant to the quality of services delivered by NEP.
The report looks at the progress made towards the priorities for 2015-16 One of these was
the implementation of the Journeys programme. Throughout this NEP succeeded in
engaging with staff and patients, however it is unclear from the account whether the findings
from the survey helped inform the implementation. This is important for ensuring the design
and delivery of patient centred care. We welcome the engagement of Occupational Therapy
(OT) consultants with service users on their experience of care. However, more information
is needed to understand how the OT consultants systematically obtain qualitative feedback
from service users, and how the Trust aims to use the feedback to influence the activities
that patients engage with on the wards. We suggest that patients should not only be involved
in providing feedback on activities, but may also be involved in the design and, where
appropriate, in the delivery of these activities.
Healthwatch Essex welcomes the commitment towards a new ‘carer’s strategy’ and ‘service
user and carer involvement strategy’. Within the involvement strategy, we would welcome
the opportunity to see how the Trust plans to engage with marginalised groups such as
offenders, homeless people, and refugees, who often have different understandings of
mental health and are more likely to experience difficulties in accessing care. We anticipate
the introduction of these new strategies and the impact of involvement, and improvement to
patient experience. In addition, we would welcome the opportunity to work with the Trust in
this regard.
It is evident from the account that the quality priorities for 2016/17 have been c hosen by
listening to staff, stakeholders, and the public. To improve safety within the Trust, relevant
staff will be s ent all top 10 c linical inpatient and c ommunity policy structured summaries.
However, it is unclear from the account how the Trust aims to monitor and ensure they will
be implemented.
The priorities for improving patient outcomes and experience include the reporting and
monitoring of informal and low level complaints, review of health based places of safety and
introducing the ‘Hello, my name is…’ campaign throughout the Trust. The implementation of
these should be informed by the lived experience of patients. The Trust should ensure that it
also collects and makes improvements based on patients’ experiences of mental health care
services, interactions with healthcare professionals, and experience of access and continuity
of care.
Listening to the voice and lived experience of patients, service users, carers, and the wider
community, is a vital component of providing good quality care and by working hard to
evidence that lived experience we hope we can continue to encourage the work of NEP.
Dr Tom Nutt
Chief Executive Officer, Healthwatch Essex
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May 2016

Response from Essex County Council Health and Overview Scrutiny Committee
No comments were received from HOSC. The following statement was made:
The HOSC had a long discussion with representatives from both NEPFT and SEPT on 14th
April on mental health issues and the proposed merger. The HOSC will be engaging with
both Trusts in the coming year on the future structure of mental health services in Essex and
the impact of the merger proposals.
20th May 2016

ANNEXE 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.
Monitor 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 preparataion of the Quality Report.
In preparing the Quality Report the Directors are required to take steps to satisfy
themselves that:
•
•
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the content of the Quality Report meets the requirements set out in the NHS
Foundation Trust Annual Reporting Manual 2015/16 and supporting guidance
the content of the Quality Report is not inconsistent with internal and external
sources of information including:
o Board minutes and papers for the period April 2015 to May 2016
o Papers relating to quality reported to the Board over the period April 2015
to May 2016
o Feedback from the commissioners dated 18th May 2016
o Feedback from governors in minutes over the period April 2015 to May
2016
o Feedback from Healthwatch (Essex) dated 18th May 2016
o Feedback from Overview and Scrutiny Committee dated 20th May 2016
o The Trust’s annual complaints report published under regulation 18 of the
Local Authority Social Services and NHS Complaints Regulations 2009 as
at 31st March 2016.
o The national patient survey 2015
o NHS Staff Survey 2015

•
•
•
•
•

o The Head of Internal Audit’s annual opinion over the Trust’s control
environment dated May 2016 and received in Audit Committee 19th May
2016
o CQC intelligent monitoring reports over the period April 2015 to March
2016
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 Monitor’s annual
reporting guidance (which incorporates the Quality Accounts regulations)
(published at https://www.gov.uk/government/publications/nhs-foundation-trustsannual-reporting-manual-201516) as well as the standards to support data quality
for the preparation of the Quality Report (published
at https://www.gov.uk/government/publications/nhs-foundation-trust-qualityreports-201516-requirements)

The Board of 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 (signed and dated)
25th May 2016

Amanda Sherlock

Deputy Chairman/Non-Executive
Director

25th May 2016

Christopher Butler

Interim Chief Executive

25th May 2016

Dr Malte Flechtner

Medical Director

25th May 2016

Natalie Hammond

Director of Nursing and Quality

25th May 2016

David Griffiths

Director of Resources

25th May 2016

Vince McCabe

Director of Operations

25th May 2016

Charles Beaumont

Non-Executive Director

25th May 2016

Peter Little

Non-Executive Director

25th May 2016

Brian Johnson

Non-Executive Director

25th May 2016

Jan Hutchinson

Non-Executive Director
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HOW TO PROVIDE FEEDBACK ON THE QUALITY REPORT
We would welcome feedback on our Quality Report and you may telephone, write,
email, or contact us through our website or our facebook page, all details below:
Freephone 0800 169 1625
Christopher Butler
Interim Chief Executive
North Essex Partnership University NHS FT
Freepost
RLXX-ZXRZ-ESZG
Trust Headquarters, Stapleford House
Stapleford Close, Chelmsford
CM2 0QX
Email enquiries@nepft.nhs.uk
Website http://www.nepft.nhs.uk/
Facebook: facebook.com/NorthEssexPartnership
Twitter: @nepnhs
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Audit Opinion
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