quality report
Part 1: Statement on quality
from the chief executive
I am proud to present our quality
account for the trust and the opportunity
this gives me to highlight the quality of
services we provide.
Over the past year the trust has made
significant steps to further improve our
service.
The development of our new facility
for older people, the Juniper Centre at
Moseley Hall Hospital, is a significant
improvement to our service. However
more important is the work that has
been undertaken to match this 21st
century centre with a whole
transformation of our services to
significantly improve the quality of care
we provide.
Significant effort has been made to
engage staff, service users and carers
in this process and deliver consistent
and high quality division-wide services
through inpatient, therapy suite,
outpatients and education centre
alongside local services through its
function as a community team base.
The results from the national patient

Part 2: Priorities for
improvement and
statements of assurances
from the board.
Priorities for improvement identified
in 2010/11
Last year the trust identified four
priorities for improvement the outcomes
of these are set out below.
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survey highlighted four areas where the
trust achieves scores in the top 20 per
cent of comparative trusts, and 26
areas out of a total of 40, where our
responses are consistent with most
other trusts.
This quality report shows how the
trust has improved quality standards
against four priority areas identified in
2009/10. Although we did not achieve
targets set in two areas last year, there
are still significant improvements. We
have plans that will ensure those
targets are met this year, although we
also recognise the need to balance our
ambitions against the various every day
pressures.
New initiatives that have had a major
impact on improving quality of care over
the past 12 months include:
• E-rostering service, to enhance the
coordination of roster arrangements
for our inpatient teams;
• improving arrangements for joint
working and transferring service
users across teams;
• development of a place of safety
service for management of urgent

SAFETY OBJECTIVE: To ensure all
staff working in inpatient units have
received training in relation to the
management and prevention of
violence.
Aims
The aim of the objective was to refocus
training relating to management and
prevention of violence to more staff
across the trust ensuring 95 per cent of
all inpatient staff were up to date with
trust training requirements by end of
2010/11.
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admissions.
• Developing provision of
psychological therapy services
Over the next year we are further
investing in new systems to further
increase the quality of our care. These
include:
• The implementation of the new
electronic patient record system
which will support the highest
standards of care.
• Introduction of a new risk
management system to provide a
facility for staff to report incidents
electronically and also to be able to
interrogate trend data in a timely
way.
• Further development of our real
time feedback systems for service
users to tell us how they feel about
the quality of their service.
• The development of a new state of
the art medium secure facility.
The CQC undertook a responsive
review in February 2011. As a result of
the review, the CQC made

Outcome
The trust reviewed and revised its
training programme to support staff in
managing violence and reduced the
length of the course to enable
attendance to be improved.
A new database to manage and
monitor staff training requirements has
been introduced and therefore
comparative data is not available.
By the end of the year, the trust had
improved overall compliance to 58.9
per cent. However a further 18.1 per
cent were still undertaking training.
Further plans are in place to achieve

recommendations in relation to five of
the standard reviews. These were
moderate concerns relating to four
standards and a major concern relating
to safeguarding people who use
services from abuse. Actions have been
agreed to address these concerns by
the end of June 2011.
The quality of care experienced by
our service users particularly reflects
the professionalism and commitment
from all of our staff and this report is a
testimony to the work of everyone
within our trust. Some of these
achievements are reflected by national
awards which have been received by
staff teams this year. These include:
• HSJ Award for innovation in mental
health for the Rapid Assessment
Interface and Discharge (RAID)
service our trust provides at City
Hospital via its A&E department.
• HSJ/Nursing Times Patient Safety
Award to Staff at Ardenleigh
(forensic unit for child and
adolescent mental health) for its
innovative approach to reducing
violence.

full compliance by February 2011.
See Part 3 for a more detailed
breakdown.
CLINICAL EFFECTIVENESS
OBJECTIVE: To reduce the levels of
antipsychotics prescribed to service
users with dementia against national
benchmark
Aims
To achieve 10 per cent below average
benchmark levels of usage of
antipsychotic drugs for service users
who are suffering dementia.

• Cost Sector Catering Award for
healthcare to our head of facilities.
• The Institute of Ageing and Health
Excellent Care Award to our
community personality disorder
service for the Stop and Think group
programme.
This report has been produced
following engagement and feedback
from service user and carer
representatives, local teams and staff
across the organisation. In order to
identify our priorities for the year we
instigated a consultation exercise to ask
staff, service users and representatives
for their views on the simple question how to measure quality.
This has included the engagement of:
• Trust board and senior directors,
• the Assembly of Governors,
• service user and carer
representatives,
• Local Involvement Networks
(LINks),

• Our commissioners and particularly
our lead commissioner – BEN PCT,
and
• trust and local programme clinical
governance committees.
It is not possible to include everyone’s
contribution within this report but our
consultation has helped to identify
priorities for improvement.
Overall the quality of care our service
users receive reflects the commitment
and professionalism of all our staff and
this report is a testimony to their work
within our trust.
To the best of my knowledge the
information contained in this report,
which has been revised by the trust
board through the year, is accurate.

Sue Turner
Chief executive
June 2, 2011

Outcome
New clinical guidelines were developed
and agreed within the trust for
prescribing of antipsychotics to service
users with dementia.
The guidelines were disseminated
and an initial audit was undertaken of
practice. This highlighted significant
variation of prescribing levels across
the organisation.
The recent Prescribing Observatory
Mental Health (POMH-UK) audit
included inpatients and for the first time
community patients. The final report is
expected in July 2011 and this will

enable our trust to be benchmarked for
the first time with other mental health
trusts.
The outcome of further audits against
four wards identified is set out below.
The wards were selected to provide a
cross section of clinical teams.
Table 6: Prescribing of antipsychotics in dementia
across four trust units

Ward
Hollyhill
Nightingale
Rosemary
Sage
Total

Sep-10
37%
50%
63%
100%
60%

Jan-11
40%
43%
42%
54%
46%

Mar-11
38%
21%
42%
59%
40%
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CLINICAL EFFECTIVENESS
OBJECTIVE: To develop the use of
outcome measures in all clinical
services.
Aims
To develop a suite of outcome
measures to ensure that service
outcomes can be clearly demonstrated.
Outcome
A major focus across the trust over the
past year has been the importance of
the use of outcome measures. A range
of tools are now in use as follows:

Table 7: Outcome measures used in clinical services

Programme
Acute services:
Adults of Working Age
Community:
Adults of Working Age

Non acute:
Adults of Working Age
Older People Services

Addictions
Secure and complex care
Youth

Tools in use
Inpatients: Health of the Nation Outcome Scale
(HoNoS) and Ward Atmosphere Scale piloted within
assertive outreach teams.
HoNoS
The trust has participated in a collaborative project
with the Royal College of Psychiatrists to develop
outcome measures for community mental health
teams, and as a result has agreed the adoption of
Carer and User Expectations of service (CUEs) for all
teams.
Hold Assessment Suites
The programme has an outcome measure strategy
and has introduced the first tier of this - indication of
symptom severity and life satisfaction.
Treatment Outcome Profiles (TOPs)
Client evaluation of self at intake (CESI)
HoNoS Secure
Recovery star
Global Assessment of Functioning (GAF)
Positive and Negative Syndrome Scale (PANSS)
Calgary Depression Scale

Last year the trust achieved a 90 per
cent standard in relation to recording
HoNoS scores for all new referrals. This
standard has continued to be med
throughout the year.

These tools reflect all the core areas of
services offered across the trust.
Further work is identified to develop
the use and learning from outcome
measure tools. In the coming year, it is

proposed to monitor the number of
service users with a health outcome
measure recorded at initial contact and
subsequent review in line with NICE
standards.

USER EXPERIENCE OBJECTIVE:
To increase patient and carer
involvement in the planning of their
care and treatment.

Table 8: Percentage service user views recorded in record documents

Aims
To demonstrate an improvement in
experience of patient and carer
involvement in the planning of their
care and treatment. Achieving a five
per cent improvement in national
patient survey score in relation to
Your Care Plan.
Outcome
The trust has taken a number of
steps to improve patient and carer
involvement in the planning of their
care and treatment. A baseline audit
has been undertaken of the trust’s
integrated care record and will be
reported quarterly. A comparison of
data with last year is set out below.

Adult acute in patients
Non acute inpatients
Community mental health teams

2009/10
(to Feb 2011)
60%
68%
68%

2010/11
70%
83%
81%

Table 9: Percentage of service users who felt included in their care plan

Patient Survey question
(CQC Community Mental Heatlh Survey)

Percentage of service users who say they have
been given or offered a written/printed copy of
their care plan in the last year.
Percentage of service users who think their views
were taken into account when deciding what was in
their care plan.

Patient
Survey
2008/9*
49%

Patient Bench
Survey mark
2010/11
63 %
67%
average

50%

65%

70%
average

* Patient Survey for 2009/10 related to inpatient care only

In addition the trust has introduced
an audit report on the trust care
record to identify the level of carer
assessments this will be reported
regularly to further monitor and
improve support provided.

Single mother and student Simone Daniel enjoys her role as live-in carer for her grandmother Daisy.
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Priorities for improvement for
2011/12
The trust launched a consultation
process to identify key clinical quality
indicators for this quality account in
January 2011. All staff were invited to
contribute and were able to post
suggestions on the trust intranet and
through an e-survey form.

Similar requests were issued to
commissioners, LINKs and other user
and carer groups.
A special consultation event was also
arranged with assembly of governor
members.
As a result of all comments received
and other indicators identified relating
to NICE and national indicators, a short

list was developed to assess the
reliability, ease of use and impact for
each indicator.
This was then presented to an
informal meeting of trust board
members who prioritised the following
priorities for the year ahead:

SAFETY OBJECTIVE
Reduce the number and severity of recurring assaults caused by individual patients.
Rationale

Any assault which occurs on an inpatient ward has a potential to cause harm to staff or other service users.
Further such incidents impact negatively on the therapeutic environment. Interrogation of incident data has
highlighted levels of recurring incidents which relate to the same service user and therefore there is scope to
develop stronger mechanisms to manage this. Work undertaken within our adolescent services to reduce the level
of assaults (which won a HSJ/Nursing Times Patient Safety Award) has highlighted issues for learning which could
be applied to other inpatient teams across the trust.
Aims
The focus will be to develop triggers for identifying service users where incidents of assaults are recurring, and to
strengthen processes to prevent reoccurrence, in order to reduce the level of recurring incidents and the degree
of harm.
Current status Significant work has been undertaken in the adolescent service to reduce the level of assaults/violent incidents and
it is proposed that lessons from this are adopted in other areas.
Plans
A good practice guide will be developed reflecting experience of Adolescent service and wider best practice.
Reporting arrangements will be developed to trigger reoccurring incidents in wards.
Monitoring
Monitoring will be undertaken through the number of incidents and also the degree of harm/risk
and reporting identified in relation to individual incidents. This will be reported through routine incident data reports. Measures:
Number of assault incidents, level of harm of assault incidents (risk score), reported by incident reports.
Leads
Director of patient experience and service improvement.

CLINICAL EFFECTIVENESS OBJECTIVE
Improve reporting of physical health assessments within user records
Rationale

The trust is committed to supporting the physical health needs of its service users and has had in place a strategy
over the past two years to improve physical healthcare. This has ensured the provision of appropriate equipment,
guidance and training to staff. The consistency of approaches within community services has been identified to be
variable often due to external factors.
Aims
Arrangements for ensuring service users have received appropriate physical health assessments will be
strengthened across all services.
Current status The level of physical health assessments has improved over the past year and is reflected in audits of individual
care records. However consistency of standards is variable across services, particularly in community services
where primary care play a key role in communicating assessments.
Plans
Existing guidance will be strengthened and reinforced. Monitoring of compliance will be through the trust’s existing
electronic care record audit process. This will highlight to teams areas where assessment are not routinely
undertaken. Work will also be identified to improve arrangements with primary care for sharing of physical health
monitoring information.
Monitoring
Completion of relevant fields of the care record will be monitored as part of routine electronic audit.
and reporting Measure: Percentage of care record completed for fields.
Leads
Director of patient experience and service improvement / Head of physical therapies / Health and wellbeing.

USER EXPERIENCE OBJECTIVE:
Improve patient satisfaction in relation to care plan and overall levels of care
Rationale

The trust is committed to developing ways to improve feedback from service users and use this to improve the
quality of our services provided. A pilot use of real time feedback mechanisms is in place and this will lead to a more
comprehensive use of these units across the trust.
Aims
To introduce the use of electronic real time feedback mechanisms to drive demonstrable improvements to perceived
quality of service by service users.
Current status The trust is rolling out a network of real time feedback monitoring systems across services.
Plans
A baseline of service user views will be confirmed with the introduction of the new units. Results will be feedback to
individual services to identify opportunities for improvement.
Monitoring
The objective centres on the use of real time monitoring systems to provide direct feedback of service users views in
and reporting relation to these areas:
• Care plan feedback,
• overall expressions of care provided, and
• awareness of care plan/involvement.
Measure: Average level of feedback.
Leads
Director of patient experience and service improvement / Head of patient and public involvement.

Each of these priorities will be
monitored as part of the routine clinical
governance reporting processes on a

local team to board approach.
Cumulative data on each priority will
be reported to the clinical governance

committee and further reported to trust
board.
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Statements of assurance
from the board
Review of services
During 2010/11 Birmingham and
Solihull Mental Health Foundation Trust
provided and/ or sub-contracted 17
NHS services.
BSMHFT has reviewed all the data
available to them on the quality of care
in 17 of these NHS services.
The income generated by the NHS
services reviewed in 2010/11
represents 100 per cent of the total
income generated from the provision of
NHS services by BSMHFT for 2010/11.
Participation in clinical audits
During April 2010 to March 2011, four
national clinical audits and two national
confidential enquiries covered NHS
services that BSMHFT provides.
During that period BSMHFT
participated in 100 per cent of national
clinical audits and national confidential
enquiries of the national clinical audits
and national confidential enquiries
which it was eligible to participate in.
The national clinical audits and
national confidential enquiries that
BSMHFT was eligible to participate in
during April 2010 to March 2011 are as
follows:
• National Clinical Audit of Falls
• National Clinical Audit of
Psychological Therapies for
Depression and Anxiety
• National Clinical Audit of
Schizophrenia (yet to commence)
• Prescribing in Mental Health
Services.
• National Confidential Inquiry into
Suicide and Homicide by People
with Mental Illness.
The national clinical audits and national
confidential enquiries that BSMHFT
participated in during April 2010 to
March 2011 are as follows:
• National Clinical Audit of Falls
• National Clinical Audit of
Psychological Therapies for
Depression and Anxiety
• National Clinical audit of
Schizophrenia (yet to commence)
• Prescribing in Mental Health
Services
• National Confidential Inquiry into
Suicide and Homicide by People
with Mental Illness.
The national clinical audits and national
confidential enquiries that BSMHFT
participated in, and for which data
6

collection was completed during April
2010 to March 2011, 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:
• National Clinical Audit of Falls –
Organisational data only
• National Clinical Audit of
Psychological Therapies for
Depression and Anxiety – three
services, all patients (100%)
applicable for the audit (912)
• National Clinical Audit of
Schizophrenia (audit not started)
• Prescribing in Mental Health
Services – Trust taking part in all
components of the audits (100%).
• National Confidential Inquiry into
Suicide and Homicide by People
with Mental Illness (100%).
The report of one national clinical audit
was reviewed by the provider in April
2010 to March 2011. This relates to
three issues undertaken within the
Prescribing Observatory audit and
Birmingham and Solihull Mental Health
NHS Foundation Trust intends to take
the following actions to improve the
quality of healthcare provided:
• Additional training provided to
doctors for medicines reconciliation.
• Programme of focused pharmacy
support provided to assertive
outreach teams in relation to
metabolic side effects of
antipsychotic drugs.
• Information booklets issued to all
community teams on prescribing
lithium.
The trust achieved a full compliance
score in relation to prescribing of
antipsychotic medication in children and
adolescents, therefore no actions were
identified.
The reports of 63 local clinical audits
were reviewed by Birmingham and
Solihull Mental Health NHS Foundation
Trust in April 2010 to March 2011 and
Birmingham and Solihull Mental Health
NHS Foundation Trust intends to or has
taken the following actions to improve
the quality of healthcare provided:
• Reduction and improvements in
consistency of practice relating to
the prescribing of anti-psychotics in
older people with dementia.
• A dedicated allergies section
incorporated into physical health
assessment form.
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• MHA checklist monitoring tool has
been updated to include
documentation of capacity
assessment; the tool is completed
on weekly basis for sectioned
patients.
• Improvements in process for
sending letters to GPs when
patients do not attend
appointments.
• Improvements to documentation for
community treatment orders in early
intervention services.
• Improvements in transfers to
primary care for prescribing for early
intervention patients.
• A range of improvements made to
maintain compliance with infection
control requirements.
Research
Participation in clinical research
The number of patients receiving NHS
services provided or sub-contracted by
Birmingham and Solihull Mental Health
Foundation Trust in 2010/11 that were
recruited during that period to
participate in National Institute for
Health Research studies approved by a
research ethics committee was 1,126.
Goals agreed with commissioners
Use of the CQUIN payment
framework
A proportion of trust income in 2010/11
was conditional on achieving quality
improvement and innovation goals
agreed between Birmingham and
Solihull Mental Health NHS Foundation
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 (CQUIN) payment
framework.
Further details of the agreed goals for
2010/11 and for the following 12 month
period are available on request from
Georgina Dean, director of finance.
http://www.bsmhft.nhs.uk/publications
Overall the trust received 96 per cent
of goals agreed with commissioners
under the CQUIN element of contracts
(£2,664,000 out of a potential
£2,764,000).

Registration with the CQC
Birmingham and Solihull Mental Health
Foundation Trust is required to register
with the Care Quality Commission and
its current registration status is
‘registered, no conditions’.
The Care Quality Commission has not
taken enforcement actions against
Birmingham and Solihull Mental Health
Foundation Trust during 2010/11.
Birmingham and Solihull Mental
Health Foundation Trust has
participated in special reviews or
investigations by the Care Quality
Commission relating to the following
areas during February 2011.
Responsive review: This was in
response to a number of unexpected
deaths which occurred within the year.
The CQC reviewed compliance with
five regulation outcomes:
Outcome 4 -Care and welfare of
people who use services: People
experience effective, safe and
appropriate care, treatment and support
that meets their needs and protects
their rights.
Outcome 7 - Safeguarding people
who use services from abuse: People
are safeguarded from abuse, or the risk
of abuse, and their human rights are
respected and upheld.
Outcome 13 - Staffing: People are
kept safe, and their health and welfare
needs are met, because there are
sufficient numbers of the right staff.
Outcome 14 - Supporting workers:
People are kept safe, and their health
and welfare needs are met, because
staff are competent to carry out their
work and are properly trained,
supervised and appraised.
Outcome 18- Notification of death of a
person who users services.
The CQC made moderate concerns in
relation to four outcomes (4, 13, 14,
and 18) and one major concern in
relation to outcome 7 (safeguarding
people).
Birmingham and Solihull Mental
Health Foundation Trust intends to take
the following action to address the
conclusions or requirements reported
by the CQC:
• To review and strengthen the trust
safeguarding procedures and
ensure that staff are fully aware of
their reporting requirements.
• To further improve understanding
and awareness of Deprivation of
Liberty Safeguards (DOLS)
procedures.

• To review provision of breakfast in
relation to specific needs of ethnic
communities.
• To ensure consistent approaches
are in place for communications
between teams.
• To improve procedures to ensure all
potentially notifiable incidents are
correctly coded.
Birmingham and Solihull Mental Health
Foundation Trust has made the
following progress by 31 March 2011 in
taking such actions as follows:
• In relation to some concerns raised
by the CQC a number of actions
had already been addressed or
were in the process of being
addressed at the time of the visit.
These related to:
• Introduction of a revised clinical risk
assessment tool.
• Improvements to monitoring
arrangements for staff training
• Arrangements for communication
between acute adult service teams
• Monitoring arrangements for
statutory and mandatory training.
NHS Number and General Medical
Practice Code Validity
Birmingham and Solihull Mental Health
NHS Foundation Trust submitted
records during April 2010 to March
2011 to the Secondary Uses Service 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:
98.7 per cent for admitted patient
care; and
99.5 per cent for out patient care;
• which included the patient’s valid
General Medical Practice Code
was:
100 per cent for admitted patient
care; and
100 per cent for out patient care.

Statement on relevance of data
quality and action taken to improve
data quality
Birmingham and Solihull Mental Health
NHS Foundation Trust will be taking the
following actions to improve data quality
during 2011/12:
• Implementation of a new clinical
information system with many
features supporting improved data
quality.
• Ongoing comparison of service user
demographic data with the national
NHS Summary Care Record
database, with correction of any
discrepancies in our clinical
systems.
• Close monitoring of a range of data
quality performance indicators, with
an expanded suite of summary and
exception reports made available to
both clinical and administrative staff
to identify and correct data errors.
• Introduction of a full programme of
clinical coding training for inpatient
medical staff.
• A wide range of data quality audit
activities, including audit of clinical
coding and other key reporting data
items, with special audits to be
commissioned should more deepseated data quality problems be
identified.
• Introduction of improved procedures
to maintain the accuracy and
currency of staff employment details
to support operational management
and governance activities.
Clinical coding error rate
Birmingham and Solihull Mental Health
NHS Foundation Trust was not subject
to the Payment by Results clinical
coding audit by the Audit Commission
during the 2010/11 financial year.

Information Governance Toolkit
attainment levels
Birmingham and Solihull Mental Health
NHS Foundation Trust’s Connecting for
Health Information Governance Report
overall score for 2010/11 financial year
was 71 per cent and was graded not
satisfactory.
An action plan is in place for 2011/12
to further improve performance across
all areas.
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Part 3: Other information
An overview of the quality of care
offered by Birmingham and Solihull
Mental Health NHS Foundation Trust
based on performance in 2010/11
against indicators selected by the board
in consultation with stakeholders, with
an explanation of the underlying
reason(s) for selection.
A number of indicators reported in last
years report have remained constant
for the whole year. These are:
• MRSA bacteraemia (nil)
• Never events (nil)
• Completion of HoNoS scores
(Over 90 per cent)
• CBT activity

The annual level of suicides indicator
reported last year highlighted that there
were arrange of external issues which
impacted on the relevance of this as a
quality indicator and no readily
available benchmark.
Coding in relation to absent without
leave (AWOL)/absconsion incidents has
been revised during the year, and
therefore current data does not provide
a consistent picture for review.

PATIENT SAFETY
QUALITY INDICATOR
DESCRIPTION
INCIDENT REPORTING
TIMELINESS
Trust policy states that all
incidents should be received at
the risk management office no
later than 14 days following the
incident. This provides time to
ensure local managers have
responded fully to the incident.

OVERVIEW OF
PERFORMANCE

DATA
Jan
92.3%
Jul
91%

Feb
93.3%
Aug
86%

Mar
89.3%
Sep
90%

Apr
88.8%
Oct
90%

May
90.1%
Nov
92%

Jun
91%
Dec
85%

Note: Due to the process of entering data onto the database
data is presented with a three month time lag.
Data source: Incident management database

How we compare with others:
The trust has significantly
improved reporting to the
national learning system (Source:
National Patient Safety Agency)
and is currently the sixth highest
mental health trust (two years
ago it was the fourth lowest).

Number of assaults reported (incident forms)

There was an increase in
violence assaults reported mid
year. This led to a programmed
review of data at an operational
level and learning from some of
the incidents which have been
reported.
This is proposed as an
improvement priority for 2010/11.

This indicator was introduced in
2009/10.
Why was this indicator
important to us?
This indicator was identified to
place an emphasis on prompt
reporting of all incidents. This
provides the opportunity for
prompt review of incidents at
local and corporate level.
VIOLENT ASSAULTS ON
STAFF
Why was this indicator
important to us?
Assaults are a significant issue in
relation to safety of staff, but also
reflect the quality of the
therapeutic environment.

Apr
44
Oct
55

May
63
Nov
65

Jun
63
Dec
43

Jul
59
Jan
47

Aug
53
Feb
46

Sep
58
Mar
33

Annual total = 629
The annual total number of incidents reported in 2009/10
was 382.
Data source: Incident management database
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The use of this measure has
effectively demonstrated
improvements in performance
across all services when
introduced last year, and has
remained consistent during the
year.
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How we compare with others:
NPSA data issued by the national
reporting and learning system
highlights that while the trust
reports overall a higher level of
incidents relating to disruptive
behaviour, (25.9% compared to
national average of 22.6%) the
trust reports significantly higher
number of incidents overall with
no harm (83.5% compared to
national average of 62.6%).

PATIENT SAFETY - continued
PREVENTING VIOLENCE AND
AGGRESSION TRAINING
To ensure all staff working in
inpatient units have received
training in relation to the
management and prevention of
violence.
Why was this indicator
important to us?
There is significant evidence to
show that appropriate training in
techniques to reduce the impact
of aggression reduces injury and
improves care to service users.
The trust had identified a
number of incidents where staff
had not received appropriate
training at the time of the
incident, this was in part due to
the length of the training. A
priority was therefore set to make
the training shorter and more
accessible to enable all in patient
staff to receive full training and
regular updates

Jul 10
42.38%
Dec 10
58.07%

Aug 10
44.62%
Jan 11
59.12%

Sep 10
36.37%
Feb 11
58.86%

Oct 10
Nov 10
37.74%
35.71%
Mar 11
Verified data unavailable

The data above reflects compliance with statutory and
mandatory training requirements in relation to prevention of
violence and aggression.
A new database to manage and monitor staff training
requirements has been introduced and therefore comparative
data is not available with the previous year.

The trust has demonstrated an
improvement in compliance.
Additional training is identified to
achieve the target and training
and local operational plans are in
place to achieve this by February
2012.
How we compare with others:
The trust is aiming to ensure it
meets NICE guidance best
practice. However national
figures are not available.

Data source: Training Database

CLINICAL EFFECTIVENESS
QUALITY INDICATOR
DESCRIPTION

OVERVIEW OF
PERFORMANCE

DATA

ICR Compliance
Sep 10 Oct 10 Nov 10 Dec 10 Jan 11 Feb 11 Mar 11
The level of completeness of
Trust 56%
56.7% 58%
57.7% 58.7% 60%
62.3%
core fields within the patient care total
record.
Target 80% compliance
This data reflects the level of compliance with the 80%
compliance target.
This indicator was in use for
2009/10 although at the time
Data source: Electronic audit of care record
reflected a smaller proportion of
Note: The electronic audit was introduced in August 2010.
trust services.
Preceding data is not directly comparable.
Why was this indicator
important to us?
The trust’s integrated care record
has been developed to reflect
best practice in relation to patient
care record keeping. Compliance
with the required fields therefore
supports good clinical practice in
relation to clinical care, transfers,
risks assessment and service
users’ views.

There has been a slow but
steady increase in performance
of compliance with all ICR fields.

SEVEN DAY FOLLOW-UP
FROM DISCHARGE

Overall the trust has achieved an
average figure above its target of
96.8 per cent

Why was this indicator
important to us?
This is a national indicator which
reflects good practice in relation
to suicide prevention.

End of year figure 96.9%
Apr
98.0%
Oct
97.8%

May
97.5%
Nov
97.3%

Jun
85.9%
Dec
98.7%

Jul
98.2%
Jan
97.0%

Aug
95.7%
Feb
97.1%

Sep
95.9%
Mar
95.3%

Last year the trust achieved an end of year figure of 97.8%

Overall performance is variable
with standards in inpatients
significantly higher.

How we compare with others:
The national target for this
indicator is 95%.

Data source:EPEX
USE OF ANTIPSYCHOTIC
DRUGS IN DEMENTIA

Ward
Sep 10
Jan 11
Mar 11
Hollyhill
37%
40%
38%
Nightingale
50%
43%
21%
Why was this indicator
Rosemary
63%
42%
42%
important to us?
Sage
100%
54%
59%
This reflects a target set last year Total
60%
46%
40%
to improve prescribing practice
Results of audit % level of antipsychotic drugs for patients with
and reflect best practice
dementia.
nationally.
Data source: Clinical audit results.

The trust has achieved a positive
reduction in the level of
antipsychotics prescribed as a
result of the development of
clinical guidelines and review
through clinical audit.
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PATIENT EXPERIENCE
QUALITY INDICATOR
DESCRIPTION

OVERVIEW OF
PERFORMANCE

DATA

MYSTERY SHOPPING

2009%

Compliance with a range of core
standards identified by mystery
shopping assessment.

Welcome board/names
Info leaflets 1-10
Info In different languages
Why was this indicator
PALS leaflet or poster Visible
important to us?
Water available
The Mystery Shopper
Seats and area to talk
programme reflects a core review Staff wearing name badges
of standards which have been
Induction Loop available
identified by service users and
Toilet available and stocked
which are monitored by service
Reception area confidentiality
users.
Disabled parking

65.2%
77.3%
23.5%
86.4%
72.7%
100%
63.6%
23.5%
91.3%
N/A
64.7%

Q1
10/11%
52.9%
94.1%
17.6%
76.5%
70.6%
100%
76.5%
70.6%
94.1%
88.2%
94.1%

Q2
10/11%
54.5%
100%
18.2%
90.9%
100%
54.5%
54.5%
9.1%
100%
100%
90.9%

The data collated here reflects
mystery shopping reviews which
have been undertaken randomly
across sites in the trust.
Therefore it is more difficult to
make direct comparison over the
period.
Where shortfalls are identified
actions are confirmed by local
managers and these are reported
when complete to the trust’s
clinical governance committee.
Follow up visits are now
planned to address areas which
are identified to be poor.
The programme of visits was
suspended for a short period of
time to enable recruitment and
training of new shoppers.

TIMELINESS OF COMPLAINTS
Percentage of complaint
responses issued within the
timescales agreed with the
complainant.
Why was this indicator
important to us?
This indicator highlights the
extent to which we are able to
respond fully to complainants
within the timescales originally
agreed. While this period is
subject to individual review with
complainants, the intention is to
set timescales which can most
realistically balance the need to
respond swiftly against the need
to ensure proper investigations
are undertaken.

Apr
91.3
Oct
88.9

May
91.3
Nov
96

Jun
100
Dec
83.3

Jul
94.6
Jan
77.4

Aug
88.9
Feb
89.5

Sep
88.9
Mar
80.7

The performance of complaint
responsiveness reduced during
the year due to difficulties largely
relating to prison healthcare (see
note below). Actions have been
% of complaint responses issued within the timescales agreed taken to address these to bring
the service up to the standards of
with the complainant.
other areas of the trust.
The end of year average was 90%.
Last year the trust achieved an annual figure of 97%.
Data source: Complaints database

PALS: OUT OF HOURS CALLS
Evening
Why was this indicator
Calls
important to us?
Night
This indicator was used to review
Calls
the demand for out of hours
support and to demonstrate that
service users were aware of how
Evening
to contact us outside normal
Calls
working hours.
Night
Calls

Apr 10 May 10 Jun 10 Jul 10

Aug 10 Sep 10

262

267

263

280

324

277

146

140

133

213

179

122

Oct 10

Nov 10 Dec 10 Jan 11

Feb 11 Mar 11

228

249

240

278

172

113

136

147

164

75

250
143

The trust adopted this measure
to provide assurance that service
users were aware of how to get
help outside normal working
hours.
Figures have remained relatively
constant for the period and for
the previous year.
How we compare with others:
The outcome of the patient
survey over the last two surveys
for the question ‘Do you have the
number of someone from your
local NHS mental health service
that you can phone out of office
hours?
2010
2008
Trust performance:
56%
45%
National average:
58%
Not known

Note: A range of actions have been taken during the year to strengthen
governance processes and monitoring within the Prison Healthcare service.
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Performance against key national
priorities
Since attaining foundation trust status
and for this financial year, 2010/11, the
trust has confirmed continuing

compliance with the relevant national
mental health indicators and
performance thresholds as outlined in

Appendix B of Monitor’s Compliance
Framework.

Table 10: Performance against indicators in Monitor’s Compliance Framework

1.

2.

3.

4.

5.

6.

7.

8.

Monitor Indicators
– 2010/11
100% of Care
Programme Approach
(CPA) patients receiving
follow-up contact within
seven days of discharge
from hospital
100% of CPA patients
receiving formal review
in past 12 months
Minimising delayed
transfers of care (Excluding social care
delays)**
Admissions to inpatient
services having access
to crisis resolution home
treatment teams
Meeting commitment to
serve new psychosis
cases by early intervention
teams based on
trajectories agreed with
commissioners.
MHMDS Data
completeness identifiers: NHS number,
date of birth, postcode,
gender, marital status,
GP code and
commissioner code.
Access to healthcare
for people with learning
disabilities – compliance
against six criteria.
MHMDS Data
completeness - outcomes:
• % discharged patients
with employment status
recorded
• % discharged patients
with accommodation
status recorded
• % having HONOS
assessment in past
12 months

Monitor
Score for
Quarter 1
Threshold Non Compliance
95%
0.5
96.6%

Quarter 2

Quarter 3

Quarter 4

YTD at Q4

96.4%

98.2%

96.2%

96.9

95%

0.5

95.3%

95.07%

95.6%

95.6%

95.6%

<7.5%

1.0

3.8%

3.13%

3.2%

2%

2.9%

90%

1.0

99.3%

98.5%

99.3%

98.6%

99%

95%

0.5

100%

100%

100%

100%

100%

99%

0.5

99.1%

99.3%

99.3%

99.5%

99.5%

n/a

0.5

Compliant

Compliant

Compliant

Compliant

Compliant

50%
(introduced
from
quarter 3)

0.5

N/A

N/A

78.5%

82.8%

79.6%

** These figures reflect a higher required standard under a local monitoring methology.
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Annex: Statements from
primary care trusts, Local
Involvement Networks
(LINks) and Overview and
Scrutiny Committees
(OSCs).
The OSCs were invited to contribute to
this report but due to the timing of the
requirement and the election
programme, they were unable to do so.
It is intended that the report will be
discussed with the committees as part
of their annual programme of work.
Comments and feedback have been
received from our lead commissioner,
Birmingham East and North Primary
Care Trust (BEN PCT) and responded
to. A final commentary is still awaited.

Formal response to the
Quality Account consultation
2010/11 of Birmingham and
Solihull Mental Health
Foundation Trust by the
Mental Health Action Group
(Birmingham LINk)
May 15, 2011

The remit of the Mental Health
Action Group
The Mental Health Action Group
(MHAG) may comment and respond on
the Birmingham and Solihull Mental
Health Foundation Trust's Quality
Account submission and the systems
it has in place to try to ensure the
quality of patient experience is
monitored and improved inside the
dynamic contexts of mental health care.
The remit of the MHAG is to co-operate
with these aims too.
Patient safety and rising numbers of
assaults
Firstly, we have noted the trust is
ensuring systems are in place to
examine the rise in the number of
assaults (most pointedly occurring in
2010). We note these rises have been
in the acute inpatient sections of care.
We would also encourage further
good feedback on this to the MHAG
and a continual place on the clinical
12

governance committee that may be
rotated for the inclusion of any of the
MHAG co-chairs.
We welcome any mechanism that
may aid the deeper shared
understanding of why rises in assaults
are taking place and hope that at some
point where possible (post-crisis)
patients could aid to shed more light on
this by a special survey methods or
some user focused monitoring.
We note particular rises occurred in
the Highcroft area and there were large
spikes in April, July, and Sept 2010. We
would encourage as much study on this
subject as possible in order to keep
patients safe.
Finally we note there are reports
within the community social context of
those with serious mental illness that
the intended welfare changes - both to
services and benefits - are creating
tensions in their lives, emotional
feelings and thoughts. In this regard we
would like trust staff to be able to report
any additional social tensions they pick
up evidentially that may be adding to
the stress of the lives of those who
become acute.
As a monitoring group we are able to
pass matters of social concern onto
parliamentary figures should that
become necessary to aid the reflection
of politicians.
The use of antipsychotics in
dementia
The trust have systems in place to
reduce the use of anti-psychotics where
it is indicated and in accordance with
national guidance. We note and
welcome the continuing implementation
of that.
YASCC services/Outcome measures
The MHAG note the use of outcome
measures on this service and will be
looking at these further for interest.
Patient experience/PALS
The MHAG note and would encourage
that PALS maintains its analysis of use
of the phone line by users. The MHAG
note too that the use of additional
feedback surveys that are sensitised to
units or wards or local patient context
are to be welcomed. These types of
measures should become opened up
for shared view where possible and
where confidentiality can be preserved.
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Patient care plan sharing with
patients
The percentage rises in those patients
who are declaring they have been given
a written copy (or were offered one)
and who believe their views were taken
into account in the drawing up of their
care plan is encouraging. The MHAG
do not underestimate this measure
since it also indicates improvements in
communications in the staff/patient
relationship and builds trust.
Underperformance of the community
personality disorder service (CPDS)
There is some concern over the lack of
effective user co-ordinator originally
planned for the CPDS in 2010. Quite
how a supportive network was
supposed to form of personality
disorder users without better attention
to this in 2010 is an area of concern.
There have been a carer co-ordinator
and carer meetings but that is not
enough considering the service level
agreement intended far more inclusion
of users.
MHAG May 15, 2011

