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Quality Report 2016/17 – 

Chief Executive’s Welcome 

Part 1 

 

 

 

 

 

 

 

 

 

1.1 Statement on Quality from the Chief Executive 

Welcome to the 2016/17 edition of the Quality Report for Rotherham Doncaster and South Humber NHS 

Foundation Trust (RDaSH). 

 

2016/17 has been a year of significant change for the Trust as we have been delivering the objectives of our 

transformation programme to move to a ‘place based’ model of care with integrated services that are designed to 

provide seamless care for our patients and communities. 

 

The report summarises our progress and improvements for the last year along with the learning across the 

organisation and our plans as we move in to 2017/18 as we continually strive to deliver our vision of ‘Leading the 

Way with Care’. To reflect the journey we have been on, we have refreshed our strategic goals which are: 

 

• To strive for clinical excellence 

• To attract, grow and engage our people 

• To deliver excellent services through sound financial management 

• To work flexibly with partners to offer and deliver market-leading services 

• To underpin high quality care with good governance and leadership 

 

In the year of this report the Trust has successfully improved and developed in the key quality areas. This is borne out 

by us achieving our national and local CQUIN targets as well as implementing a number of new quality initiatives 

such as Listening into Action (LiA). We have also undertaken a number of service user and carer engagement events 

to work in partnership to deliver our quality objectives. 

 

As the Chief Executive of RDaSH, I can confirm that, to the best of my knowledge, the information contained within 

this document is accurate. 

 

Our annual report 2016/17 contains further information about our performance over the past year, as well as a 

summary of our financial accounts. For more details please contact the Communications Team on telephone 01302 

796204 or email RDaSHCommunications@rdash.nhs.uk 

 

 

 

 

 

 

 

 

 

Kathryn Singh 

Chief Executive 

 

25 May 2017 

mailto:RDaSHCommunications@rdash.nhs.uk
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Priorities for improvement and 

statements of assurance from the board 

Part 2 

 

 

2.1 Priorities for improvement 

 

The Quality Improvement Strategy 2014-16 was developed following production of the Quality Report 

2013-14 detailing the Trust’s plans for quality improvement over two years and was approved by the 

Board of Directors in August 2014. 

 

Our priorities for 2017/18 are structured around the following four workstreams to support the 

implementation of the quality priorities in four domains: 

 

• Patient safety 

• Clinical effectiveness 

• Patient experience 

• Our staff 

 

These priorities were developed at the Board of Directors following feedback from staff, service users and 

carers at engagement events. 

 

To support delivery of the Quality Improvement Strategy 2014-16 and measure progress over time, it was 

agreed that quality metrics would be developed by the end of 2014/15. The quality metrics, with the 

2014/15 baseline, were included in the Quality Report 2014/15 and Forward Strategy 2015/16 submitted 

to Monitor by 29 May 2015. 

 

The quality metrics aim to provide a meaningful and measurable picture of the Trust’s quality position. 

The table below shows the 2015/16 baseline position, the 2016/17 quarterly position and the 2016/17 

outturn position: 

 

Based on the 2016/17 outcome the Quality Improvement Strategy will be reviewed in 2017/18. 

Table 1: Quality Metrics 2016/17 
 

 

Baseline 2015/16  
 

 

Patient Safety 

 

 

 

 

    

 
 
 

 

 

 

 

 

 

 

    

 
 
 

 

 

 

places) 

 

     

 

 
 

0.06 
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Number of Grade 3 

pressure ulcers*
 9

 

0+18Number of Grade 

4 pressure ulcers*
 0

 

Number of restrictive 

interventions
 1368

 

 

Number of falls (serious 

incidents) 

7 

 

 

Number of medication 

errors (of moderate 

 

Aim to reduce avoidable 

pressure ulcers to 0 by 

March 2018 

 

Aim to reduce avoidable 

pressure ulcers to 0 by 

March 2018 

 

Aim to reduce avoidable 

restrictive interventions to 0 

by March 2018 

 

Aim to reduce avoidable 

falls to 

0 by March 2018 

 

 

Aim to reduce major/ 

2 2 1 1 

 

2016/17 

position
 6

 

0 0 0 0 

 

2016/17 

position 
0 =

 

276 195 232 186 

2016/17 

position
 889

 

1 4 2 0 

 

2016/17 

position 
7 =

 

9 11 10 7 

severity or above) for 

which RDaSH staff are 

responsible 

19 moderate medication errors 

to 0 by March 2018 

 

2016/17 

position
 37

 

The actual number of medication errors that resulted in harm in the year is 6 (9 in 2015/16) therefore there has been a reduction from the 

previous year. These figures are in line with other hospitals which use a narrower definition of moderate medication error. 

Open and Honest 
 

Publish ‘Learning 

Matters’ 
February 2016 

Clinical Effectiveness 

 

Moving to web based 

information during 2017/18 
Feb 2017

 

 

CQUIN 

Percentage of CQUIN 

achieved in Mental 

Health and Learning 

Disability services 

Percentage of CQUIN 

achieved in Community 

services 

Percentage of CQUIN 

achieved in Forensic 

services 

Clinical Audits 

Percentage of clinical 

audits rated as 

‘Outstanding’ 

Percentage of clinical 

audits rated as ‘Good’ 

Patient Experience 

 
 
 

 
100% Aim to achieve 100% 100% 100% 100% tbc 

 

 

 

100% Aim to achieve 100% 100% 100% 100% tbc 

 

 

100% Aim to achieve 100% 100% 100% 100% tbc 

 

 

 

 

To be developed in 

2016/17 

 

To be developed in 

2016/17 

Annual Community Mental Health Survey 

Score for ‘Overall care 

received in the last 12 

months’ (CQC annual 

community mental 

health survey) 

Score for ‘were you 

involved as much as 

you wanted to be in 

agreeing what care 

you will receive?’ (CQC 

annual community 

mental health survey) 

Score for ‘were you 

involved as much as 

you wanted to be in 

discussing how your 

care is working’ (CQC 

annual community 

mental health survey) 

7.2 
Aim to be ‘better than other 

Trusts’ 

 

 

 

 

 

7.7 
Aim to be ‘better than other 

Trusts’ 

 

 

 

 

 

 

7.7 
Aim to be ‘better than other 

Trusts’ 

Data will not be available until beginning of July 2017. 

 

 

 

 

 

Data will not be available until beginning of July 2017. 

 

 

 

 

 

 

Data will not be available until beginning of July 2017. 

 

Aim to improve yearly 

 

14.2% 

 

9.09% 

 

0% 

 

0% 

Aim to improve yearly 28.5% 63.6% 75% 66.6% 
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Percentage of service 

users who responded 

to annual community 

mental health survey 

Patient Friends and Family Test 

Percentage of service 

users/patients who 

would ‘be extremely 

likely/likely to 

recommend our service 

to friends and family if 

they needed similar care 

or treatment’ 

Complaints 

Number of complaints 

received 

 

 

32 

 

 

 

 

 

 

85.9% 

(Q4 2015/16) 

 

Aim to increase response rate 

above national average 
Data will not be available until beginning of July 2017. 

 

 

 

 

To achieve % above national 

average 
78.3% 89.0% 88.3% 95.3% 

 

 

 

33 41 25 38 

 

 

 

Percentage of 

121 
To achieve % above national 

average 2016/17 

position
 137

 

0% 18.8% 0% 11.1% 

complaints ‘upheld’ 
10.9% 

To achieve % above national 

average 

 

Our Staff 

 
2016/17 

position 
8.2%

 

 

Annual Staff Survey 

Percentage of staff 

who said ‘If a friend 

or relative needed 

treatment, I would 

be happy with the 

standard of care 

provided by this Trust’ 

Percentage of staff who 

said ‘I feel that my role 

 

 

 

 

 

68% 
To achieve % above national 

average 

 

 

 

 

To achieve % above national 

 

 

 

 

 

65% 

makes a difference to 

patients/service  users’ 

Staff Friends and Family Test 

Percentage of staff 

who would ‘be likely to 

88% 
average 

89%
 

recommend our service 

to friends and family if 

they needed similar care 

or treatment’ 

Percentage of staff 

who would ‘be likely 

to recommend our 

organisation to friends 

and family as a place to 

work’ 

Whistleblowing 

Number of 

To achieve % above national 

average 
77.66%

 

 

 

 

To achieve % above national 

average 
65.99%

 

whistleblowing 

incidents within the 

Trust 

Number of 

To be developed in 

2016/17 

To reduce number of 

incidents reported 
5 2 7 5

 

Continue to raise awareness 

whistleblowing 

incidents reported to 

CQC 

Training 

Mandatory/Statutory 

To be developed in 

2016/17 

 

 

 
90.28% 

of whistleblowing processes 

for reporting incidents 

0 0 0 0 

Training Compliance 
Q4 2015/16 

90% 89.65% 89.71% 90.5% 89.76% 

 

*Figure subject to change following consideration by panel/coroner conclusion 

**Please note: the figure submitted last year for 2015/16 of 0.00003 was incorrect, the correct figure is 0.04. 

77.59% 

63.44% 
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Monitoring and measuring progress and reporting on quality 

Measurement of the quality improvement priorities will be achieved by monitoring and discussion at the monthly 

Quality Committee, where the Group considers strategic items and discuss items in the three domains of quality. 

The Quality Dashboard Reports will be produced and discussed on a monthly basis at the Quality Committee and is 

divided into chapters focusing on: 

 

• Patient Safety 

• Clinical Effectiveness 

• Patient Engagement 

• Professional Leadership 

• CQC 

 

The Overarching Quality Dashboard Report will be presented to the Board of Directors, Council of Governors and 

will be discussed with Commissioners at quality meetings and will be available to the public. 

 

Reporting against each of the strategic workstreams will be reported to the Board of Directors and the Audit 

Committee on a quarterly basis through the Board Assurance Framework. 

 

The Quality Dashboards will record progress against the priorities on a monthly and quarterly basis. 

 

2.2 Statements of assurance from the board 

During 2016/17 Rotherham Doncaster and South Humber NHS Foundation Trust provided and/or sub-contracted 

106 relevant health services. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust has reviewed all the data available to them on the 

quality of care in 106 of these relevant health services. 

 

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

income generated from the provision of relevant health services by Rotherham Doncaster and South Humber NHS 

Foundation Trust for 2016/17. 

 

Further details of the services provided/sub-contracted by RDaSH are provided on the trust’s website at: http://www. 

rdash.nhs.uk/services/our-services/ 

 

During 2016/17 5 national clinical audits and 2 national confidential enquiries covered relevant health services that 

Rotherham Doncaster and South Humber NHS Foundation Trust provides. 

 

During 2016/17 Rotherham Doncaster and South Humber NHS Foundation Trust participated in 71.4% national 

clinical audits and 67% 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 Rotherham Doncaster and South Humber NHS 

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

 

• National CQUIN – Mental Health: Improving Physical Health for Patients with Severe Mental Illness (SMI) Cardio 

Metabolic Assessment 

• POMH 11c: Presenting Antipsychotic Medication for People with Dementia 

• POMH 7e: Monitoring of Patients Prescribed Lithium 

• POMH 16a: Rapid Tranquilisation in the context of the Pharmacological Management of Acutely- disturbed 

Behaviour 

• POMH 1g & 3d – Prescribing high-dose and combined antipsychotics. 

• National Diabetic Footcare – no patients fitting the criteria until Feb 2017. For this audit criteria the patients are 

monitored for a 12 week period to see if their wound has healed and if not they are monitored until 24 weeks 

therefore no patient data uploaded for 2016/17. We have registered to take part in the audit for 2017/18. 

• Sentinel Stroke Audit – problems with data upload onto the national database. We have registered to take part 

in the audit for 2017/18. 

• Homicide by patients with schizophrenia: a case-control study 

http://www/
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• Sudden death in psychiatric in-patients and the relationship with psychotropic drugs – RDaSH was unable to 

participate in this national confidential enquiry due to no patients fitting the criteria 

• National confidential enquiry into suicide and homicide by people with mental illness 

 

The national clinical audits and national confidential enquiries that Rotherham Doncaster and South Humber NHS 

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

 

• National CQUIN – Mental Health: Improving Physical Health for Patients with Severe Mental Illness (SMI) Cardio 

Metabolic Assessment 

• POMH 11c:Presenting Antipsychotic Medication for People with Dementia 

• POMH 7e: Monitoring of Patients Prescribed Lithium 

• POMH 16a: Rapid Tranquilisation in the Context of the Pharmacological Management of Acutely- disturbed Behaviour 

• 1g & 3d – Prescribing high-dose and Combined antipsychotics 

• Homicide by patients with schizophrenia: a case-control study 

• National confidential enquiry into suicide and homicide by people with mental illness 

 

The national clinical audits and national confidential enquiries that Rotherham Doncaster and South Humber NHS 

Foundation Trust participated in, and for which data collection was completed during 2016/17 are listed below 

alongside the number of cases submitted to each audit or enquiry as a percentage of the number of registered cases 

required by the terms of that audit or enquiry. 

 

Table 2: Participation in national clinical audits 
 

Audit Participation Cases submitted % Cases required 

National Audits 

National CQUIN Indicator 

3a – Mental Health: Improving 

Physical Health for Patients 

with Severe Mental Illness (SMI) 

Cardio Metabolic Assessment 

 
 

Yes 

 
 

150 (as guided by the national 

team) 

 
 

100% (as submitted number 

stipulated for audit 

Homicide by patients with 

schizophrenia: A case control 

study 

 
Yes 

 
1 

 
100% 

National confidential enquiry 

into suicide and homicide by 

people with mental illness 

 
Yes 

 
22 

 
100% 

POMH-UK 

11c: Presenting Antipsychotic 

Medication for People with 

Dementia 

 
Yes 

 
614 

 
100% 

7e: Monitoring of Patients 

Prescribed Lithium 

 

Yes 

 

198 

 

100% 

16a: Rapid Tranquilisation in the 

Context of the Pharmacological 

Management of Acutely- 

disturbed Behaviour 

 
 

Yes 

 
 

32 

 
 

100% 
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The reports of 5 national clinical audits were reviewed by the provider in 2016/17 and Rotherham Doncaster and 

South Humber NHS Foundation Trust intends to take the following actions to improve the quality of healthcare 

provided: 

 

• Audits reports are shared with all appropriate staff and local actions are developed and agreed. All actions are 

monitored through the Clinical Audit Department to completion with evidence collated for assurance. 

 

The reports of 35 local clinical audits were reviewed by the Provider in 2016/17 and Rotherham Doncaster and 

South Humber NHS Foundation Trust intends to take the following actions to improve the quality of healthcare 

provided: 

 

• Local actions are developed and agreed at each Local Care Group Meeting before being presented to the 

Clinical Quality Group Meeting for comments/approval. These are then circulated to relevant staff for action / 

information 

• Actions are monitored by the Clinical Audit Department to ensure completion and evidence collated for assurance 

purposes 

 

The number of patients receiving relevant health services provided or sub-contracted by Rotherham Doncaster and 

South Humber NHS Foundation Trust in 2016/17 that were recruited during that period to participate in research 

approved by a research ethics committee was 633 against a target of 220. This is the figure reported at the end of 

March 2017. 

 

A proportion of the Rotherham Doncaster and South Humber NHS Foundation Trust income in 2016/17 was 

conditional upon achieving quality improvement and innovation goals agreed between the Rotherham Doncaster 

and South Humber NHS Foundation Trust and any person or body they entered into a contract, agreement or 

arrangement with for the provision of relevant health services, through the Commissioning for Quality and 

Innovation payment framework. 

 

This equates to 2.5% of the Rotherham Doncaster and South Humber NHS Foundation Trust income in 2016/17, 

equivalent to £2,814,837 compared to 2015/16 income which was £2,971,365. 

 

Further details of the agreed goals for 2016/17 and for the following 12 month period are available electronically at: 

https://www.england.nhs.uk/?s=cquin 

 

Rotherham Doncaster and South Humber NHS Foundation Trust is required to register with the Care Quality 

Commission and its current registration status is registered in respect of the following regulated activities 

 

• Accommodation for persons who require nursing or personal care 

• Assessment or medical treatment for persons detained under the 1983 Act 

• Diagnostic and screening procedures 

• Family planning services 

• Personal care 

• Transport services, triage and medical advice provided remotely 

• Treatment of disease, disorder or injury 

 

Rotherham Doncaster and South Humber NHS Foundation Trust has no conditions on registration. 

The Care Quality Commission has not taken enforcement action against Rotherham Doncaster and South Humber 

NHS Foundation Trust during 2016/17. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust has not participated in any special reviews or 

investigations by the Care Quality Commission during the reporting period. 

 

Following the full Trust inspection in September 2015, a well led review was undertaken by the CQC in October 

2016. This changed the Trust’s final position from “Requires Improvement” to “Good” 

 

The final Trust reports published by the CQC on 12 January 2017, which can be found at: 

http://www.cqc.org.uk/provider/RXE 

 

Details of the ratings for the Trust and the services are shown in the diagram overleaf: 

http://www.england.nhs.uk/?s=cquin
http://www.cqc.org.uk/provider/RXE
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Last rated 

12 January 2017 

Rotherham Doncaster and South Humber NHS Foundation Trust 
 

 
 

 

 
The Trust developed and submitted an action plan in response to the CQC recommendations by the deadline of 4 March 2016. Monthly updates are 

presented to the Board of Directors and the signed off action plan will be submitted to the CQC. 

  
 

  
 

 

Safe  Caring Responsive   
 

 
 

 

      

      

 
      

 
   

 

 
 

Community-based  mental
health services for adults
of working age 

      

      

Community-based  mental
health services for older
people 
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Rotherham Doncaster and South Humber NHS Foundation Trust did not submit records during 2016/17 to the 

Secondary Uses service for inclusion in the Hospital Episode Statistics which are included in the latest published data. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust Information Governance Assessment Report overall 

score for 2016/17 was scored at 70% on all requirements was graded satisfactory. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust was not subject to the Payment by Results clinical 

coding audit during the reporting period by the Audit Commission. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust will be taking the following action to improve data 

quality: 

 

• UNITY: The creation of a single Electronic Patient Record which will provide the opportunity for more timely, 

consistent and accurate data capture in patient records. This will improve the quality of information to support 

the delivery of care and the accuracy of activity reporting for Commissioners and other external regulators as well 

as RDASH Management and the Trust Board of Directors. 

 

2.3 Core Indicators 

Where available data is taken from national data sources and is governed by standard national definitions. In other 

cases data is sourced from local reporting systems. Data sources are referenced in each table. 

 

Table 3: Percentage of patients under adult mental illness specialty on CPA who were followed up within 

7 days after discharge from psychiatric in-patient care during the reporting period 
 

 
 

+ The reported data for this indicator continues to be validated following submission to NHS England and therefore varies from 

that published. 

 

The Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reasons: 

 

• During 2016/17, the trust monitored all CPA 7 day follow-ups in line with national guidance. The threshold set by 

Commissioners is 95%, which the Trust has achieved. 

 

The Rotherham Doncaster and South Humber NHS Foundation Trust has taken the following actions to improve this 

indicator and so the quality of its services, by continuing to alert staff that the seven day follow-up is due The data 

quality of this quality measure has been audited by our external auditors. 

 

• The quality measure is expressed as the proportion of those patients under Adult Mental Illness speciality on Care 

Programme Approach (CPA) discharged from inpatient care who are followed up within 7 days; 

• ‘Patients discharged’ includes patients discharged to their place of residence, care home, residential 

accommodation, or to non-psychiatric care, or to prison; 

• The quality measure excludes patients who die within seven days of discharge; 

• Patients who are readmitted within seven days of discharge are exempt; 

• The quality measure excludes patients transferred to NHS psychiatric inpatient ward when discharged from 

inpatient care; 

• The quality measure excludes patients removed from the country as a result of legal precedence; 

• The quality measure excludes CAMHS (children and adolescent mental health services); 

 

 

 

 

 

 

 

 

 

 

    

92.2% 96.8% 96.7% 96.7% 

100% 28% 100% 76.9% 100% 73.3% 99.4% 84.6% 

100% 87.7% 99.2% 96.1% 

99.1% 95.7% 99.1% 95.6% 

100% 97.1% 98.3% 96.0% 
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• Those that are recorded as followed up receive face to face contact or a telephone conversation (not text or 

phone messages); and 

• The seven day period should be measured in days not hours and should start on the day after discharge. 

 

Table 4: Percentage of admissions to acute wards for which the Access Team acted as a gatekeeper 

during the reporting period. 
 

 
 

+ The reported data for this indicator continues to be validated following submission to NHS England and therefore varies from 

that published. 

 

The Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reasons: 

 

• During 2016/17, the Trust monitored all admissions to acute wards to ensure that the Access Team acted as 

gatekeeper for all appropriate patients. The threshold set by NHS Improvement is 95%, which the Trust has 

achieved. 

 

The Rotherham Doncaster and South Humber NHS Foundation Trust has taken the following actions to improve this 

indicator and so the quality of its services by routine monitoring to maintain compliance against this indicator. The 

Access Team acted as gatekeeper for all appropriate patients. 

 

• The quality measure is expressed as the proportion of inpatient admissions gatekept by the access teams in the 

year ended 31 March 2017; 

• The quality measure should be expressed as a percentage of admissions to psychiatric inpatient wards; 

• Patients recalled on Community Treatment Order should be excluded from the quality measure; 

• Patients transferred from another NHS hospital for psychiatric treatment should be excluded from the quality 

measure; 

• Internal transfers of service users between wards in the trust for psychiatry treatment should be excluded from 

the quality measure; 

• Patients on leave under Section 17 of the Mental Health Act should be excluded from the quality measure; 

• Planned admission for psychiatric care from specialist units such as eating disorder unit are excluded; 

• An admission should be reported as gatekept by a crisis resolution team where they have assessed* the service 

user before admission and if the access team were involved** in the decision-making process which resulted in 

an admission; 

*An assessment should be recorded if there is direct contact between a member of the team and the referred 

patient, irrespective of the setting, and an assessment made. The assessment may be made via a phone 

conversation or by any face-to-face contact with the patient; 

**The access would deem to be involved in the decision making process if they have a telephone or face to 

face conversation with one of the practitioners involved in the mental health act assessment 

• Where the admission is from out of the trust area and where the patient was seen by the local crisis team (out of 

area) and only admitted to this trust because they had no available beds in the local areas, the admission should 

only be recorded as gate-kept if the CR team assure themselves that gatekeeping was carried out; 

• The Trust has excluded those wards designated as rehab wards from the calculation, as these are classified as 

planned transfers. 

 

 

 

 

 

 

 

 

 

 

    

98.1% 98.4% 98.7% 98.8% 

100% 78.9% 100% 76.0% 100% 88.3% 100% 90.0% 

97.7% 97.7% 100% 99.5% 

100% 100% 98.4% 100% 

99.1% 99.5% 100% 99.5% 
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Table 5: IAPT Referral to treatment waiting times 
 

 
 

The Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reasons: 

 

• During 2016/17, the Trust routinely monitored that all patients were treated within 18 weeks of referral. 

 

The Rotherham Doncaster and South Humber NHS Foundation Trust has taken the following actions to improve this 

indicator, and so the quality of its services, by undertaking routine monitoring to maintain compliance against this 

national waiting time measure. 

 

• The quality measure is expressed as the proportion of total numbers entering treatment and time taken to receive 

treatment in the year ended 31 March 2017; 

• IAPT waiting times are reported in accordance with the nationally defined IAPT dataset guidance as agreed with 

commissioners. 

 

Table 6: Number of patients re-admitted to hospital within 28 days of being discharged. 
 

Indicator RDaSH 2016/17 All England Average 

2016/17 

RDaSH 

2015/16 

Number of patients readmitted to 

hospital within 28 days of being 

discharged aged 

0-15 

 
 

No data available 

 
 

No data available 

 
 

No data available 

Number of patients readmitted to 

hospital within 28 days of being 

discharged aged 

16 and over 

 
 

No data available 

 
 

No data available 

 
 

No data available 

 

Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reasons: 

 

• The Trust works to a 30 day readmission indicator. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust has taken the following action to improve this 

indicator locally, and so the quality of its services, by continuing to monitor and analyse local data for 30 day 

readmissions. Actions are taken in response to the common themes from investigating the reasons for re-admission 

with the aim of reducing re-admissions in future. Rotherham Doncaster and South Humber NHS Trust uses the 

Route Cause Analysis methodology for this. 

  
 Lowest 2016/17 

 
99.43% 98.5%  
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Table 7: Patient experience of community mental health services – patient experience of contact with a 

health or social care worker 
 

 Trust 2016 Score England 2016 Lowest/ 

Highest Score 

Did the person or people you saw listen carefully to you? 8.1/10 ‘about the same’ 

Did the person or people you saw listen carefully to you? 7.9/10 ‘about the same’ 

Source: CQC Mental Health Community Services Survey 2016 
 

Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reasons: 

 

• The Trust has included the results for two questions relating to contact with a health or social care worker. The 

Trust has performed ‘about the same’ as other trusts in these areas. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust will take the following actions to improve this score 

and so the quality of its services, as part of the wider review of the Trust’s organisational learning approach that will 

share best practice operationally informed by triangulated data including the outcomes from the patient survey. 

 

 

Table 8: Number and rate of Patient Safety Incidents (PSI) against the categories of Severe and Death. 
 

Patient Safety 

Incidents (PSI) 

1 October – 31 

March 2017 

RDaSH NRLS 

Data 

1 October – 31 

March 2017 All 

MH Trusts NRLS 

Data 

1 April – 30 

September 2016 

RDaSH NRLS 

Data 

1 October – 31 

March 2017 All 

NHS Trusts NRLS 

Highest / Lowest 

1 April – 30 

September 2016 

All NHS Trusts 

NRLS Highest / 

Lowest 

Total number of patient 

safety incidents 
2261 135,995 2347 Data unavailable 6220/40 

% Rate per 1000 bed 

days 
61.04% Not available 57.04% Data unavailable 88.97/10.28% 

Total number of deaths 50 941 29 Data unavailable 84/0 

Total number of severe 

patient safety incidents 
3 500 3 Data unavailable 50/0 

% of PSI resulting in 

death 
2.2% 0.7% 1.2% Data unavailable 10/0% 

% of PSI resulting in 

severe harm 
0.1% 0.4% 0.1% Data unavailable 2.9/0% 

Source: National Reporting and Learning System (NRLS) 
 

Please note: The NRLS data for 1 April – 30 September was published on 22 March 2017. Data for the following six 

months is as yet unavailable. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust considers that this data is as described for the 

following reason: 

 

• The Trust has continued to encourage the reporting of incidents. The number of incidents resulting in death has 

risen slightly and is slightly above the national average. The number of incidents resulting in severe harm has 

decreased and is below the national average. 

 

Rotherham Doncaster and South Humber NHS Foundation Trust has taken the following actions to improve this 

rate/number, and so the quality of its services, by continuing to analyse the data at the Organisational Learning 

Forum. All serious incidents continue to be investigated with reports and action plans agreed and followed up with 

commissioners in line with the national Serious Incident Framework. 
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Other information Part 3 

 

 

 

 

 

 

 

 

 

 

 

 

RDaSH reports its quality improvement work to stakeholders through the three nationally recognised domains of 

quality 

 

• Patient Safety 

• Clinical Effectiveness 

• Patient Experience 

 

In addition the Trust also reports on the domain of: 

 

• Our people/staff 

 

The indicators reported in each of the four domains are key indicators reported nationally and are included within 

our contracts with commissioners. 

 

3.1 Patient Safety 

3.1.1 Never events 

During 2016/17, RDaSH has had: 

 

0 never events (never events are serious, largely preventable patient safety incidents that should not occur if the 

available preventative measures have been implemented). 

 

3.1.2 Serious incidents 

In 2016/17, RDaSH reported 104 serious incidents. Table 9 shows the number of serious incidents reported over the 

past four years. 

 

Table 9: Number of serious incidents reported 
 

 2016/17 2015/16 2014/15 2013/14 2012/13 

Number 104 63 89 95 83 

Source: Strategic Executive Reporting System (STEIS) 
 

The main categories of serious incidents reported in 2016/17 were: 

 

• Apparent/actual/suspected self-inflicted harm 

• Pending review 

• Disruptive/aggressive/violent behaviour 

• Slips/trips/falls 

See also page QR6. 
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3.1.3 Patient safety incidents 

The Trust reports patient safety incidents to the NHS Commissioning Board National Reporting and Learning Service 

(NRLS). The NRLS provides six monthly reports to the Trust which contains comparative information on our reporting 

rate per 1,000 bed days, types of incidents reported and incidents reported by degree of harm, compared with 56 

similar organisations. 

 

The majority of patient safety incidents reported by the Trust fall into the following categories: 

 

• Patient accident/incident 

• Adverse health event (an injury related to medical management. Medical management includes all aspects of 

care, including diagnosis and treatment, failure to diagnose or treat, and the systems and equipment used to 

deliver care. Adverse events may be preventable or non-preventable) 

 

3.1.4 Duty of Candour 

The Duty of Candour applies to ALL Patient Safety Incidents (PSIs) which have an actual impact of ‘Moderate’ or 

higher. 

 

If the Duty of Candour (DOC) applies, then various actions are required to be completed to comply with the Duty: 

 

• A Manager meets the patient or relevant person. 

• The Manager apologises, explains what has happened and explains what will happen next. 

• A letter is sent to confirm this conversation. 

• The Manager investigates the incident and writes a report. 

• The report is explained to the patient or relevant person and a copy of the report provided. 

• These actions are recorded on the incident reporting system, including copies of written correspondence attached 

to the initial report. 

 

The Trust Corporate Patient Safety Team has provided training for Managers and is also responsible for monitoring the Duty 

of Candour incidents and creating a prompting process to ensure that managers are aware of the requirements. 

 

3.1.5 Key areas for improvement identified from incidents 

Care planning, records and communication remain some of the most frequently occurring themes. Over 75% of 

incidents take place within the Adult Mental Health business division and the Doncaster Community Integrated 

Services (DCIS) business division. 

 

Our analysis has identified the following key areas for improvement: 

 

• Communication 

• Risk assessment / Care Planning 

• Attitude of staff 

• Record keeping 

• Medication errors 

 

3.1.6 Organisational learning 

Organisational Learning pertains to learning gained from patients, staff, incidents, and innovations. Operationally, 

currently Organisational Learning takes place within locality team meetings, through manager analysis of locality 

trends and reporting to committees that focus upon quality, safety, financial regulation and staff management. As 

well as Organisational Learning taking place within operational locality management groups, it is informed by a 

cross-locality leaders work (i.e. Lead for Safeguarding and the Lead for safe staffing). 

 

Over the past twelve months, signifi ant changes have been made within the operational structures, to analyse information 

and support structures, and consider patient and staff engagement. These changes have contributed to The Trust moving 

from a position where the CQC rating was ‘requires improvement’, to a position where, following a re-inspection, the Trust 

has received a rating of ‘good’ in all CQC domains. Following the re-inspection the CQC has also reported that ‘The trust 

had a system in place to share learning across all directorates’. The improvement changes include: 
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• The co-production of a patient and public experience and engagement strategy. 

• The employment of Listening into Action (LiA) as a staff engagement, learning and leadership approach. 

• The review of clinical record keeping systems and reporting processes via the Unity programme. 

• A review and revision of the Trust Data Warehouse and quality of extraction reports which learning is based upon. 

• An operational review of structures that move from a business division to a Locality Model. 

• A review of Nursing and Quality structures and processes related to organisational learning and patient safety, 

alongside the reprioritisation of resources to focus upon organisational learning. 

 

Despite the improvements in Organisational Learning brought about by the above factors, as a Trust we are aware 

there is still work to do. The Nursing and Quality leadership team have commenced upon a number of activities 

since January 2017 supporting the on-going focus on organisational Learning, including; 

 

• Engagement of each Care Group Triumvirate to define what aspects of Organisational Learning work well in the 

present model, and which require enhancing to enable retrospective and prospective learning to occur. 

• The allocation of Board level Leads, to ensure the commitments stated within the Patient and Public Engagement 

Strategy are being operationalised by all staff. 

• A ‘Big Conversation’ held with over 50 staff in attendance, defining how Organisational Learning forum, 

communications concerning learning factors, and triangulation of learning, can be enhanced within the Trust. 

• A scoping exercise where other comparable trusts approaches to organisational learning and patient safety have 

been explored to consider aspects which may be transferable to our own (i.e. NTW and Morecambe Bay) 

• The employment of a Data Analyst, to work with the Health Informatics Department, to enable the production of 

clinical ‘Dashboards’, enabling full access to data which maps trends and provides assurance of change 

 

This work will continue through the next 6 months. The review will include the identification of a sustainable plan 

for the future that seeks to combine organisational learning with the Trusts “Listening into Action” work, the on- 

going transformation of services and other approaches to cultural learning within the Trust. 

 

3.1.7 Safeguarding 

NHS Trusts are required to make a self-declaration identifying compliance against their arrangements with regard to 

Safeguarding Children and Safeguarding Vulnerable Adults. 

 

RDaSH continues to be compliant against all of the standards relating to provider trusts. Details of the full 

declaration submitted by RDaSH are available on the Trust website: (http://www.rdash.nhs.uk/about-us/public- 

declarations/safeguarding/). 

 

The Trust has published Safeguarding Children and Safeguarding Vulnerable Adults annual reports, which are 

available on the Trust website. The Trust is currently producing the Safeguarding Vulnerable Adults, Safeguarding 

Children and Looked After Children Annual Reports, which will provide detail on the progress made in these areas 

over 2016/17. 

 

3.1.8 Child Sexual Exploitation 

Following the Independent Inquiry into Child Sexual Exploitation in Rotherham (1997 – 2013) (The Jay Report), the 

Trust identified the key actions it needed to take to implement the recommendations of the report. 

The Trust has continued to progress both work within the Trust and also work with partners across all localities in 

relation to CSE. This includes: 

 

• North Lincolnshire – North Lincolnshire – Attendance at the multi-agency CSE implementation and Strategy group 

• Doncaster – Continue the work undertaken by the Trust CSE nurse based within the multi-agency CSE team. 

Multi-agency and single agency training programmes delivered. RDASH representation on safeguarding children 

board Sexual Exploitation and Missing Children sub-group. 

• Rotherham – continue to be part of the CSE subgroups, Silver and Gold. Work with partners to develop the CSE 

strategy. The Trust work with victims of CSE abuse continues and an interim report is being completed. Has been 

part of the ‘Operation Scorpio’ subgroup and now provides input to the ‘Complex Abuse’ subgroup that has 

superseded Operation Scorpio. Attends the Multi Agency Risk Panel (MARP). There has been an independent 

review of MARP and recommendations are being implemented. 

http://www.rdash.nhs.uk/about-us/public-
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3.1.9 Safeguarding Children, Vulnerable Adults and Adults 

As a trust we are committed to ensuring that all our staff across all the business divisions remain vigilant and are 

aware of the issues relating to Safeguarding Children and Vulnerable Adults, and Adults. 

 

RDaSH works very closely with the five Local Safeguarding Children and Vulnerable Adults Boards (LSCBs/LSAPBs) 

across the geographical areas it covers, and has representatives on the Boards in the three main Trust service 

localities of Doncaster, Rotherham and North Lincolnshire. 

 

• Section 11 Audit 

 

Throughout 2015/16 the RDaSH Safeguarding Children Team has reviewed and updated the LSCB Section 

11 audits across the Trust and monitored the identified development areas within the work plans. 

 

• Training 

 

RDaSH has an up to date safeguarding children and safeguarding vulnerable adults training strategy and 

training programme available to all staff, and multi-disciplinary training continues to be delivered across 

the Trust at all levels. Training compliance is shown in table 10. 

 

Table 10: Safeguarding Training Compliance 
 

 2016/17 2015/16 2014/15 2013/14 

Safeguarding Children 92.9% 81% 80% 82% 

Safeguarding Adults 88.71% 78% 57% 80% 

Source: Oracle Learning Management System 

 

Safeguarding Training continues to be a focus with an additional programme of level two safeguarding and domestic abuse 

sessions being delivered to complement the existing e learning programme. The safeguarding team continue to support 

multi-agency training across the areas along with delivering a comprehensive package of level 3 updates internally. 

Compliance continues to improve and it is hoped that the additional level 2 provision will continue this trend. 

 

3.1.10 Looked After Children (LAC) Doncaster 

The Looked After Children’s (LAC) Team have continued to develop the quality of services delivered to Looked After 

Children and their carers during 2016/17 including: 

 

• Formation of a dedicated 0-19 years Looked After Children’s Team 

The LAC Team transferred to the Children’s Care Group in April 2016. This has enabled the transformation to a 

dedicated 0-19 LAC Team with practitioners transferring to the team from Health Visiting and School Nursing 

Service. This has assisted the team to have a clear focus on improving the quality and continuity of health services 

delivered to Looked After Children / Young People (LACYP) and their families; reducing problems previously 

encountered at transition points. 

 

• Joint holistic Initial Heath Assessments 

Following a successful pilot The LAC Team have now been commissioned to undertake joint initial health 

assessment for all children entering care in partnership with the LAC GP’s. This will improve the quality of Initial 

health assessments (IHA) for all Looked After Children ensuring that the IHA captures the holistic health needs  

of children entering care at the earliest opportunity and enabling a comprehensive health plan to be put in place 

to address health needs. The nurse completing the Initial health assessment will be the child’s named nurse 

throughout their journey through care. This will enable relationships to be established on entry into care and 

promote the development of therapeutic relationships, which is crucial for Looked after Children and their carers. 

 

• Strengths and Difficulties Questionnaire Audit 

The CQC inspection in 2014 found that there was no evidence that Strengths and Difficulties Questionnaires 

(SDQ’s) were being used to inform review health assessments. Emotional Health and Wellbeing of LAC is key 

priority and should be an integral part of all health assessments. The SDQ is issued to carers by the social worker 

but when completed were not being shared with the LAC health team. The LAC Health Team negotiated 

access to Doncaster Children’s Service Trust (DCST) recording systems to directly export the SDQ (if available) to 

health records prior to the Review Health Assessments taking place. The LAC team have continued to monitor 
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performance in this area and the following improvements have been made. A dip sample audit of 50 records   

in June 2015 indicated that 62% of review health assessments contained evidence of the SDQ and when the 

dip sample was repeated in October 2016 this had increased to 80%. When there is no SDQ available on DCST 

recording system this is identified in the Review Health Assessment health action plan. This has evidenced a vast 

improvement from the 2014 CQC inspection. 

 

• Let’s talk about sex’ –Foster carer training 

The LAC team continues to facilitate and deliver sex and relationships training for Foster Carers in Doncaster. 

This enables Foster Carers to fully understand the importance of their role in supporting Looked After Children 

in relation to sex and relationship’s education. This increases carers confidence in talking to young people about 

sensitive issues preventing them from escalating and improving Foster Carers awareness of services provision. 

 

• Looked After Children’s Youth Club 

A member of the team attends the Looked After Children’s Youth Clubs on a monthly basis, providing health 

related displays covering various health topics requested by the young people / foster carers. The nurses also 

provide support and advice on a one to one basis for any of the children / young people / carers who attend. 

 

3.1.11 Infection prevention and control 

Infection prevention an control (IPC) is the term used to ensure that the Trust’s services have the lowest number of 

infections possible; this is very important to the Trust. Infection rates are very low for E.Coli Bacteraimia and MRSA 

and have been since information was collected. This has continued in 2015/16 as shown in table 11. 

The number of cases of Clostridium Difficile Infection increased in 2016/17; however the investigation and recording 

method changed for 2015/16 which resulted in the increase. Clostridium Difficile cases infections are now attributed 

to NHS Doncaster CCG and apportioned to the lead provider of care (irrespective of the level of involvement), who 

are then responsible for completing the post infection review. 

RDaSH is very proud of its infection control rates and continues to review and monitor how its infection control 

services have performed. 

 

Table 11: Health care acquire infections 
 

Indicator 2016/17 2015/16 2014/15 2013/14 2012/13 

E.Coli bacteraemia 1 0 0 1 1 

MRSA bacteraemia 0 0 0 1 0 

MSSA bacteraemia 1 n/a n/a n/a n/a 

Clostridium difficile 

infection 
10 7 10 1 0 

Source: Local Reporting System, cases as defined by Health Protection Agency Guidelines 

 
 

3.2 Clinical Effectiveness 

The Trust has reviewed its performance on clinical effectiveness using a number of key measures and indicators, 

which are detailed in Table 1 – Quality Metrics 2016/17 (page QR6). Staff training and clinical supervision are key to 

helping deliver effective clinical practice and table 12 demonstrates how many staff believe that the training they 

have received has helped them to keep up to date with professional requirements. 

Table 12: Has training helped staff keep up to date with professional requirements 
 

Indicator 2016 (%) 2015 (%) 2014 (%) 2013 (%) 2012 (%) All Mental Health 

/ LD Community 

Trusts (%) 

Strongly disagree 1 1 4 7 6 1 

Disagree 1 2 4 3 S4 2 

Neither agree or disagree 8 9 17 17 16 9 

Agree 59 59 52 53 53 60 

Strongly agree 30 25 23 21 22 28 

Source: Staff Survey, National Survey – Quality Health  
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Other indicators of clinical effectiveness are reported through the Monitor risk assessment framework and include: 

 

• Care programme approach: Follow-up contact within 7 days of discharge 

• Care programme approach: Having formal review within 12 months 

• Minimising delayed transfers of care 

• Admission to inpatients services has access to Crisis Resolution/Home Treatment teams 

• Meeting commitment to service new psychosis cases by early intervention. 

 

3.2.1 National Institute for Health and Clinical Excellence (NICE) 

NICE’s role is to improve outcomes for people using the NHS and other public health and social care services by: 

 

• Producing evidence-based guidance and advice for health, public health and social care practitioners. 

• Developing quality standards and performance metrics for those providing and commissioning health, public 

health and social care services. 

• Providing a range of information services for commissioners, practitioners and managers across the spectrum of 

health and social care 

 

The Trust utilises a NICE Healthassure database which uploads NICE issues guidance throughout the month. 

Currently there are 9 identified NICE leads across the Trust who access this database to provide assurance of 

compliance where NICE guides are relevant, and to upload evidence to support this. The Trust now accesses all NICE 

guides (including Quality Standards) on one view page. NICE quality standards set out what a quality service should 

look like if it is able to achieve this “best practice/gold standard” level. 

 

In 2016/17 NICE published 170 pieces of guidance (including Quality Standards). Of which 69 have been 

determined to be relevant to the Trust, varying from awareness to fully compliant. Examples include: 

 

• CG139 (Updated Feb) Healthcare-associated infections: prevention and control in primary and community care 

• QS142 Learning disabilities: identifying and managing mental health problems 

• QS147 Healthy workplaces: improving employee mental and physical health and wellbeing 

• NG055 Harmful sexual behaviour among children and young people 

• CG155 (Updated Oct) Psychosis and schizophrenia in children and young people: recognition and management 

• NG046 Controlled drugs: safe use and management 

• NG053 Transition between inpatient mental health settings and community or care home settings 

• NG061 End of life care for infants, children and young people with life-limiting conditions: planning and 

management 

• NG060 HIV testing: increasing uptake among people who may have undiagnosed HIV (Joint NICE and Public 

Health England guideline) 

• NG058 Coexisting severe mental illness and substance misuse: community health and social care services. 

 

3.2.2 NICE quality standards 

NICE Quality standards set out what a quality service should achieve. 

 

RDaSH uses NICE quality standards to develop services for our patients and make sure they deliver the best care 

possible. 

 

We have developed a system to ensure that as NICE quality standards are published, we ensure that our services are 

delivered in this way. 

 

3.2.3 NICE consultations 

The Trust has continued to register as a stakeholder with NICE throughout the year, so that we can contribute to 

consultations on the development of guidance and quality standards. 

 

In 2016/17 the Trust has contributed as a stakeholder with NICE to the following Quality Standards and Clinical 

Guidelines consultations and has agreed to be identified as consultation contributors: 
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• Psychosis and Schizophrenia in Adults 

• Draft guideline on Child Abuse and neglect 

• CG165 Bi-Polar Disorder: Assessment and management 

• Post-Traumatic Stress Disorder 

• CG165 Hepatitis B (Chronic) Diagnosis and management 

• Intermediate Care including Reablement. 

 

3.3 Patient Experience 

As an organisation it is our aim to ensure that patients are at the heart of all we do. Our intention to improve 

patient engagement, enabling us to identify where our services are performing well where we could improve in 

relation to patient satisfaction. 

 

The Patient and Public Engagement and Experience Strategy was launched in November 2016 and will provide a 

co-ordinated and comprehensive approach to the involvement and engagement of patients, carers and volunteers 

through the 9 themes of the strategy which are: 

 

• Involving patients and carers to recruit staff 

• Working with patients and carers to train staff 

• Developing peer support 

• Involving members and governors 

• Promoting volunteering opportunities 

• Supporting experts by experience 

• Encouraging  co-design 

• Making feedback meaningful 

• Promoting recovery-focused delivery of service 

 

Monitoring and reporting of the strategy implementation plans will be via the “Listen to Learn Co-Production 

Network”. 

 

3.3.1 Capturing Feedback 

Capturing patient / carer feedback is one of the priorities of the PPEE strategy and we currently use a variety of 

methods both formal and informal including the following: 

 

• Your Opinion Counts 

• Compliments 

• Complaints 

• Patient Stories 

• LiA Big Conversation events 

• Listen to Learn Co-production Network 

• Triangle of Care Steering Group 

• Trust public meetings 

• Trust Member’s and Governor meetings 

• Local Healthwatch Feedback Centres 

• Local Partner public meetings 

• Representation on partnership engagement meetings/forums 

 

To improve the quality of services that the Trust delivers, it is important to understand what people think about their 

care and treatment. One way of doing this is to ask people who have recently used our services to tell us about their 

experiences. 

 

The Trust participated in the Community Mental Health Survey 2016 which is part of a series of annual surveys 

required by the Care Quality Commission for all NHS Trusts who provide mental health care in England 

The survey is based on a sample of service users who are aged 18 and over, and were seen between September 

and November 2015. A total of 850 service users were eligible for the survey, of which 219 returned a completed 
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questionnaire, giving a response rate of 26%. The full survey results are available at http://www.cqc.org.uk/provider/ 

RXE/survey/6 

 

Compared to other trusts that undertook the same survey the Trust was ‘better’ or ‘about the same’ in all categories 

and sub-categories – there were no categories or sub-categories, where the Trust was ‘worse’. Of note from the 

survey results were the following: 

 

Table 13 
 

The Trust has scored ‘better’ than other Trusts in the following sub-categories: 2016 

Overall Category Sub Category Score 

Organising Care Organisation - 

for those told who is in charge of organising their care, that this person organises the 

care and services they need well 

8.9 / 10 

Planning Care Personal circumstances - 

for those who have agreed what care and services they will receive, that this 

agreement takes into account their personal circumstances 

8.2 / 10 

Treatments Medicine review - 

for those receiving medicines for 12 months or longer, that a mental health worker 

checked how they are getting on with their medicines 

8.9 / 10 

The Trust has scored ‘better’ than other Trusts in the following overall category: 2016 

Overall views of 

care and services 

 7.8 / 10 

Source: Community Survey 

 

3.3.2 Listening to service users, patients and carers 

In addition to the National Community Mental Health Survey, the Trust listens to service users, patients and carers 

through: 

 

• Complaints; 

• Your Opinion Counts; 

• Patient Advice Liaison Service (PALS); 

• Patient Opinion. 

 

3.3.2 Complaints and compliments 

Most care and treatment goes well, but things occasionally do go wrong, and RDaSH has a complaints policy to 

provide a framework to: 

 

• Provide fair and equitable access for patients and service users to make complaints and to provide an honest and 

open response to these complaints. 

• Provide patients and service users and those acting on their behalf with support to bring a complaint or to make 

a comment, where such assistance is necessary. 

• Have mechanisms in place to learn from complaints and to share this learning across the Trust where appropriate. 

 

Lessons learned from complaints are shared through the Organisational Learning Forum and outcomes are acted 

upon within the quality improvement work. 

 

From quarter 1, 2015/16, the national reporting categories for complaints changed. The main categories of 

complaints received within the Trust in 2015/16 relate to: 

 

• Communication / information 

• Attitude of staff 

• Clinical treatment 

• Access to services 

http://www.cqc.org.uk/provider/
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Table 14 shows the number of complaints across the Trust in comparison to the previous three years. There has been 

a decrease in the number of complaints during 2016/17. The main themes identified within complaints include staff 

attitude and communication. 

 

Table 14: Complaints and compliments across the Trust 
 

Indicator 2016/17 2015/16 2014/15 2013/14 2012/13 

Complaints 137 121 124 155 150 

Compliments 1152 1675 1612 3794 2855 

Source: Safeguard Incident Reporting System 
 

Patients and service users may also want to contribute positive comments on the care and services that they have 

received. These comments are just as important because they tell us which factors are contributing to a good 

experience for patients. Table 19 also shows the number of compliments that have been received in 2016/17. The 

majority of both complaints and compliments have been received by the Adult Mental Health and DCIS clinical 

areas. 

 

Feedback received through the Trust’s patient experience office is shared with the relevant care groups, to both 

disseminate the positive comments that have been received and to develop action plans to address areas of concern. 

 

3.3.3 Your Opinion Counts / Patient Advice Liaison Service 

`Your Opinion Counts’ (YOCs) and the Patient Advice Liaison Service (PALS) provide patients, service users and carers 

with alternative methods of providing feedback to the Trust. Table 15 shows the number of PALS and YOC received 

in 2016/17. 

 

Table 15: Patient feedback received via PALS and local Your Opinion Counts 

 
Indicator 2016/17 2015/16 2014/15 2013/14 2012/13 

Patient Advice Liaison 

Service 
425 415 277 389 460 

Your Opinion Counts 3131 3783 3201 3726 3209 

Source: Safeguard, Trust reporting system and local reporting system 
 

The feedback received through YOCs continues to be predominantly positive. The types of enquiries received 

through PALS are: 

 

• General concern 

• Information request 

• Signposting 

• Request for advice 

 

3.3.4 Eliminating mixed sex accommodation (EMSA) 

Providers of NHS funded care are asked to confirm whether they are compliant with the national definition “to 

eliminate mixed sex accommodation except where it is the overall best interests of the patient, or reflects their 

patient choice”. The Trust’s EMSA declaration 2014/15 can be found on (http://www.rdash.nhs.uk/about-us/ 

public-declarations/delivering-same-sex-accommodation/?hide=1#). The Trust has an excellent record in eliminating 

mixed sex accommodation, with the majority of inpatient care being provided on wards that have single en-suite 

bedrooms. For those wards that do not have en-suite facilities clear guidance is provided for the care of patients to 

ensure that no breach occurs and also to maintain all patients privacy and dignity. All mental health and learning 

disability wards also have ladies only lounges. 

 

Eliminating mixed sex accommodation is only part of the patients experience with regard to maintaining their 

privacy and dignity and therefore there is an on-going work programme in place with all inpatient modern matrons. 

This work continually updates approaches and ensures the Trust maintains the high profile that dignity within care 

should have. This work is reported into the Trust’s Clinical Quality Group. 

http://www.rdash.nhs.uk/about-us/
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Breaches in providing same sex accommodation 

There has been 0 reported breaches in EMSA during 2016/17. 

 

3.3.5 Patient-Led Assessments of the Care Environment (PLACE) 

The 2016 Patient Led Assessments of the Care Environment (PLACE) were undertaken between February and May 2016. 

 

The PLACE assessments were led by trained ‘Patient Assessors’ and included Governors, Volunteers, in-patients 

and young people from the Princes Trust programme, and were facilitated by trained staff assessors from Facilities, 

Human Resources, Corporate Affairs, Voluntary Services (Hospice), and the Infection Prevention and Control Team. 

 

The 2016 assessments focused on six key themes: 

 

• Cleanliness • Condition and Appearance  •  Food •  Dementia  •  Privacy and Dignity  • Disability 

(new for 2016) 

 

2016 results 

The results were nationally embargoed until the 10th August 2016 when the results for all service providers were 

published. In broad terms the Trust average results are above the national average for all areas with the exception of 

food and hydration which came just under the national average. Table 16 below refers 

Table 16: RDaSH average comparison with national average results- 2016 
 

 Cleanliness Food and 

Hydration 

Privacy & 

Dignity 

Condition / 

Appearance 

Dementia Disability 

RDaSH average 

2016 
98.5% 86.7% 90.7% 96.2% 76.8% 

 

80% 

National Average 

2016 
98.1% 88.2% 84.2% 93.4% 75.3% 78.8% 

Variation +0.4% -1.5%% +6.5% +2.8% +1.5% +1.2% 

Source : 2016 Patient-Led Assessment of the Care Environment report 
 

Table 17: RDaSH comparison of average results 2015 –v- 2016 
 

 Cleanliness Food Privacy & 

Dignity 

Condition / 

Appearance 

Dementia Disability 

RDaSH average 

2015 
94.7% 87.5% 92.2% 91.3% 76.1% 

 

Not scored. 

RDaSH Average 

2016 
98.5% 86.7% 90.7% 96.2% 76.8% 80% 

Variation +3.8% -0.8% +6.5% +2.8% +1.5% +1.2% 

Source : 2016 Patient-Led Assessment of the Care Environment report 
 

Table 18: Trust-wide PLACE Results 2015 
 

 
Cleanliness Food 

Privacy & 

Dignity 

Condition / 

Appearance 
Dementia Disability 

2015 2016 2015 2016 2015 2016 2015 2016 2015 2016 2015 2016 

Woodlands 96.45% 98.63% 81.89% 78.22% 91.35% 91.46% 91.39% 97.2% 78.32% 84.7% n/a 84.10% 

Emerald 85.86% 97.42% 0.0% 0.0% 88.41% 87.5% 84.29% 94.38% 68.00% 100% n/a 87.5% 

TRH (DCIS) 95.38%  
98.43% 

81.57%  
87.63% 

83.43%  
90.31% 

91.96%  
95.67% 

83.50%  
75.7% 

n/a  
80.15% 

St Cath’s 95.18% 90.77% 94.69% 89.96% 75.09% n/a 

Great Oaks 95.38% 99.76% 88.98% 89.47% 100.00% 95.12% 96.77% 96.19% 80.88% 77.81% n/a 82.79% 

Swallownest 91.82% 98.16% 86.99% 87.03% 90.00% 89.29% 91.07% 97.60% 69.18% 71.39% n/a 74.17% 

Hospice 99.25% 98.71% 90.77% 94.91% 100.00% 92.31% 98.84% 95.65% 76.77% 72.4% n/a 77.58% 

Source : 2016 Patient-Led Assessment of the Care Environment report  
 

Please note: The Hospice was not included in the 2015/16 report but has since been added. 
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Table 19: PLACE action plan 2016/7 
 

 Action Responsibility Target Date Comments 

1 Respond to patient feedback 

in relation to menu choices 

and the meal delivery service 

Paul Barratt, Head of Estates 

and Facilities 

Lisa Grandcourt, 

Head of Facilities 

Immediately and 

on-going 

Undertake monthly PLACE Lite Food 

Audits and provide feedback to 

patient groups on menu changes 

2 Review the patient menu 

ordering system, to allow 

patients to make their 

choices at the point of 

service (not 12, 24 or 48 

hours prior) 

Paul Barratt, Head of Estates 

and Facilities 

Lisa Grandcourt, Head of 

Facilities 

December 2016 Currently patients select their meals 

24 hours in advance. If selected at 

point of service, consideration would 

need to be given on how food waste 

can be controlled if still offering a 

wider choice of menu option. 

3 Proactively manage and 

respond to the condition 

and appearance of the 

patient environment 

Paul Barratt, Head of Estates 

and Facilities 

Lisa Grandcourt, 

Head of Facilities 

Immediately and 

on-going 

Undertake monthly PLACE Lite audits 

Performance monitor PFI contracts 

on proactive approach and 

responsiveness 

4 Work towards compliance 

for the dementia criteria and 

disabled access 

Directors of Services/ 

Assistant Directors/Modern 

Matrons 

Clinical Quality and 

Standards  committee 

On-going Consider client group and the 

dementia/disability criteria at 

planning/design stages of future 

5 Food and Hydration Strategy Nursing On-going Undertake MUST screen for all 

patients in line with the British 

Dietetic Association (BDA) guidelines, 

and for an organisational audit to 

be undertaken on the percentage of 

screenings undertaken each year. 

 

3.4 Our People / Staff 

3.4.1 Staff views of quality 

Staff are vital to the delivery of high quality, safe and clinically effective care. The views of our staff on their ability 

to deliver high quality care are important in helping us shape our plans for quality improvement. Tables 20 and 21 

show performance against key measures and indicators over previous years. 

 

The Trust uses different methods to engage with staff and to secure their views, including: 

 

• Surveys 

• Leading the Way with Quality workshops 

• Chief executive blog 

• Professional networks 

• Trust matters 
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3.4.2 Staff survey 

Table 20: Staff survey results relating to quality 

 

Staff Survey Questions 2016 average for other 

MH trusts 

% strongly agree or 

agree 

2016 RDaSH 

% strongly agree or 

agree 

2015 RDaSH 

% strongly agree or 

agree 

If a friend or relative needed treatment, 

I would be happy with the standard of 

care provided by this Trust 

 
66% 

 
65% 

 
68% 

I am satisfied with the quality of care I 

give to patients/service users 

 

82% 

 

84% 

 

85% 

I feel that my role makes a difference 

to patients/service users 

 

89% 

 

88% 

 

88% 

I am able to deliver the patient care I 

aspire to 

 

66% 

 

70% 

 

70% 

I am able to make improvements 

happen in my area of work 

 

58% 

 

56% 

 

57% 

 
 

Table 21: Staff survey results for KF21 and KF26 

 

Staff Survey Questions 2016 average for other 

MH trusts % 
2016 RDaSH 

% 

2015 RDaSH 

% 

Percentage of staff believing that 

the organisation provides equal 

opportunities for career progression or 

promotion (KF21) 

 
 

88% 

 
 

90% 

 
 

90% 

Percentage of staff experiencing 

harassment, bullying or abuse from 

staff in last 12 months (KF26) 

 
21% 

 
18% 

 
18% 

Source: CQC 
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3.5 Performance against key national priorities 

Monitor set targets for Foundation Trusts as part of its ‘Risk Assessment Framework’. Table 22 shows our progress 

against the Mental Health and Learning Disability governance indicators for 2016/17 and where applicable includes 

comparative information for the two previous years. 

 

Table 22: Performance against Monitor’s mental health governance indicators 

 

Targets Threshold 2016/17 2015/16 2014/15 

Care programme approach: 95% 97.9% 96.3% 98.42% 

Care programme approach: Having 

formal review within 12 months 

 

95% 
95.6% to 

September 2016 

 

95.6% 

 

97.3% 

Minimising delayed transfers of care 
 

<= 7.5% 
4.8% to 

September 2016 

 

5.3% 

 

5.8% 

Admissions to inpatients services has 

access to Crisis Resolution/Home 

Treatment teams 

 
95% 

 
99.5% 

 
98.9% 

 
99.10% 

Meeting commitment to service new 

psychosis cases by early intervention 

 
 
 

95% 

Not applicable 

with effect from 

1 April 2016 

superseded by EIP 

access measure 

reported below 

 
 
 

100% 

 
 
 

100% 

Early intervention in Psychosis (EIP): 

People experiencing a first episode 

of psychosis treated with a NICE 

approved care package within two 

weeks of referral. 

 

 
50% 

 

 
81.1% 

 

 
n/a 

 

 
n/a 

Improving access to psychological therapies (IAPT): 

• People with common mental 

health conditions referred to IAPT 

programme will be treated within 6 

weeks of referral 

 
 

75% 

 
 

81.5% 

 
 

n/a 

 
 

n/a 

• People with common mental 

health conditions referred to IAPT 

programme will be treated within 

18 weeks of referral 

 
 

95% 

 
 

99.4% 

 
 

n/a 

 
 

n/a 

Source: RDaSH performance reports  
 

Monitor introduced Community Care governance indicators as part of the ‘Compliance Framework – 2011/12”. 

Table 23 shows our progress against these indicators. 

 

Table 23: Performance against Monitor’s community care governance indicators 
 

Targets Threshold 2016/17 2015/16 2014/15 

Referral to treatment information 50% 98.1% 97.6% 98.22% 

Referral information 50% 100% 99.4% 100% 

Treatment activity information 50% 99.3% 100% 96.33% 

Source: RDaSH performance reports 
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Annexes 
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Annex 1: Statements Clinical Commissioning Boards, Local Healthwatch 

organisation and Overview and Scrutiny Committees 

 

 

 

NHS Rotherham Clinical Commissioning Group 

 

 

 

 

Rotherham 
Clinical Commissioning Group 

 
 
 
 

 

This statement has been prepared by Rotherham Clinical Commission Group (CCG) in response to the request 

received from the Rotherham Doncaster and South Humber NHS Foundation Trust, Head of Quality, Compliance and 

Assurance. 

 

 

The Commissioner welcomes this opportunity to provide feedback to the Rotherham Doncaster and South Humber 

NHS Foundation Trust‘s document ‘Quality report 2016/17 and Forward Strategy 2017/18’. Rotherham CCG is 

particularly keen to highlight the achievements of RDaSH in relation to a number of areas which are detailed below. 

 

 

The CCG is pleased to acknowledge that RDaSH achieved an overall ‘Good’ rating , following the well led review 

undertaken by the CQC in October 2016. This followed the full Trust inspection in September 2015 – which 

achieved an overall rating of ‘Requires Improvement’ - and demonstrates evidence of the hard work undertaken by 

RDASH in response to the original CQC report and their commitment to continue striving to improve services. This 

is within a challenging environment for the NHS generally, and RDASH in particular, as it undergoes transformation 

to a ‘place based’ model of care. 

 

 

The CCG also notes that RDaSH had 100% success in achieving both National and local CQUINs. 

 

 

Looking forward, the CCG welcomes the proposed action to create a single Electronic Patient Record which will 

provide the opportunity for more timely, consistent and accurate data capture in patient records. 

 

 

Over the coming year Rotherham CCG will continue to work with the Trust and its regulators to continue to 

improve the quality of services available and to ensure that people in Rotherham have access to a high quality 

mental health and learning disability service. 

 

 

 

Dr Russell Brynes 

Rotherham CCG, Mental Health GP Lead 



QR33  

Healthwatch North Lincolnshire 

 

 

 

 

 

Statement on Rotherham, Doncaster and South Humber 

NHS Foundation Trust 

Quality Account for 2016/17 

Healthwatch North Lincolnshire welcomes the opportunity to make a statement on the Quality Account for 

Rotherham, Doncaster and South Humber NHS Foundation Trust. We recognise that the Quality Account report is a 

useful tool in ensuring that NHS healthcare providers are accountable to patients and the public about the quality of 

service they provide. The following is the response from Healthwatch North Lincolnshire. 

 

Progress on Priorities for 2016/17 

 
It is clear that this Quality Account reflects a commitment to ensuring that the Trust’s quality improvement priorities 

are being met. 

 

We are pleased to see that RDaSH has implemented a range of ways to listen to the experiences of patients and 

carers and identify opportunities to use feedback to improve services. The report outlines the development of a 

learning culture within RDaSH that should allow people’s experiences to be captured and inform improvements 

across the organisation. 

 

Quality Metrics 

 
The data presented on the quality metrics clearly shows the performance of the Trust against the baseline position. 

However, in some cases such as the number of serious incidents, reported suicides and medication errors, the 

position in 2016/17 has significantly worsened in comparison to the baseline. The report does not provide the 

reader with an explanation of this position and additional narrative would aid understanding. 

 

As with all Trust’s accounts, we would expect the priorities for improvement to be challenging enough to drive 

improvement and to be clear about how improvement has been measured in the past and how it will be measured 

in the future. However, whilst the aim in many of the RDaSH quality metrics is to achieve a figure of zero by March 

2018, it is noted that the 2016/17 position for some of these suggests this target may be very challenging to 

achieve. 

 

Some of the aims in the quality metrics are stated as to be “better than other Trusts” however it is not clear if this 

is better than all other Trusts in the country rather than similar Trusts, which is clearly an ambitious target. The lack 

of a quantitative measure may leave the reader less able to assess performance once the data is available for these 

metrics. 

 

Furthermore, the metrics where the aim is stated as to “achieve % above national average” do not provide the 

reader with a benchmark upon which to understand how RDaSH is performing. Some additional information,  

such as the figures for the national average and the target % would provide meaning and context to the reported 

figures. 

 

This quality account would benefit from additional narrative to explain variation from the national average where 

this occurs alongside any steps taken or planned to improve quality. 

 

We are also unclear about the aim to increase the number of whistleblowing incidents reported within the Trust. 

Whilst we recognise that this could be due to awareness of issues that have arisen that should have been picked up 

through whistleblowing, this is not clear from a lay perspective and a low number of reported incidents would seem 

to be a positive outcome. Further clarification on this target would be useful. 



QR34  

Presentation of RDaSH Quality Account 

 
This Quality Account clearly illustrates aspects of the Trust’s performance during 2016/17. The detail is intended to 

be informative to both professionals and the public. 

 

We would like to see a glossary of terms included similar to previous years, as the document uses a number of terms 

the public may be unfamiliar with such as CQUIN, IAPT or POMH. Phrases such as ‘relevant health services’ are not 

easily understandable and development of an ‘easy read’ version for the public would be useful. 

 

Conclusion 

 
Healthwatch has a key role, backed up by statutory powers, to strengthen the voice of local patients and public 

in all aspects of commissioning and delivery of health care services. We therefore support the priorities in 

strengthening performance across the strategic goals of clinical effectiveness, patient safety and patient experience 

and staff. 

 

We look forward to continuing to work more closely with Rotherham, Doncaster and South Humber NHS 

Foundation Trust in the future and seeing how their priorities and targets are developed in 2017/18. 

 

 

 

 

RDASH Response: 

 

The Trust appreciates the comments made in this response and has can confirm that where references are 

made in respect of benchmark data, they are done so in order that we can compare against those trusts of a 

similar size and that provide a similar range of services. 

 

Annex 3 of the Quality Report has been added and provides the Glossary of terms that is suggested in the 

response above. 

 

In response to the comment regarding ‘whistleblowing’ the table on page 8 states that it is our intention to 

‘raise awareness of whistleblowing processes’ and to ‘reduce the number of incidents reported.’ 

 

In response to the comments regarding the benefit of providing additional narrative the following sections 

have been extended: 

 

QR6 Serious Incidents 

QR6 Suicides 

QR7 Medication Errors 
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North Lincolnshire Council – Health Scrutiny Panel 

North Lincolnshire Council’s Health Scrutiny Panel welcomes the opportunity to comment as part of Rotherham, 

Doncaster and South Humber NHS Foundation Trust’s (RDaSH) Quality Account. RDaSH are a key partner and 

provider of local services, and members have built a valuable working relationship with Trust personnel over recent 

years. 

 

The panel welcomes the content and future priorities outlined in the Quality Account. We believe the aims are 

challenging, and look forward to seeing progress over the set timescales. In particular, we note the laudable but 

extremely ambitious aims around Quality Metrics. The panel applauds the Trust in agreeing such challenging targets 

in this area, noting that any such incidents should be seen as an organisational failure. 

 

Whilst the panel previously noted some concerns raised by CQC in 2015/16, we are now very encouraged by the 

publication and findings of their January 2017 report which identified a number of encouraging improvements to 

services for our residents. Whilst there are a small number of areas for further improvement, the panel is assured 

that the Trust has the ability to address these. 

 

On work-related issues, the Chief Executive and other officers do ensure that contact between the Trust and the 

panel through the year has been positive and constructive, most notably during recent work on dual diagnosis, 

where the Trust has shown a genuine desire to improve services through working more co-operatively with 

partners. We look forward to further evidence of implementing an appropriate, flexible pathway for this cohort of 

people with complex needs. In addition, any day-to-day queries have always resulted in a swift and comprehensive 

response, and we thank the Trust for this. 
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Rotherham Doncaster and South Humber NHS Foundation Trust Council of 

Governors 

The Council of Governors is pleased to have the opportunity to comment on the Quality Report for 2016/2017. 

Throughout the year Governors have taken opportunities to be closely involved with initiatives to promote and 

assure quality services within the Trust: 

 

• There are Governor representatives on the team that completes the Patient Led Assessment of the Care 

Environment (PLACE) visits; 

• Governors have attended training to participate in the Trust’s Quality Review Process which looks at how a service 

is doing against nationally agreed standards. 

• Governors have attended a number of groups and events which are focused on ways to involve service users, 

carers and stakeholders in how the Trust delivers its services – these have included the following:; 

• Equality Diversity and Human Rights Steering Group 

• Triangle of Care Steering Group 

• Listen to Learn Network event 

• Carer Champion Network 

• Health Matters 5 Event (North Lincolnshire) 

• Acute Care Forum (Rotherham) 

• Recovery and Wellbeing Steering Group 

• Governors have held ‘members’ drop-in’ events in Rotherham and Doncaster to engage with their members and 

to look for opportunities to recruit new members – this was also the objective for attending the Rotherham Show 

in September 2016. 

• Governors have attended and made useful contribution to the Listening into Action workshops where they 

engage with staff members to listen to their experiences and opinions. 

• Governors regularly attend the Board of Directors meeting and have engaged by asking questions and providing 

appropriate challenge. 

• The Council of Governors receives a comprehensive Quality Data Dashboard at each meeting that has a range of 

data about the quality of the services provided. 

• Governors have discussed the Annual Plan and the Forward Strategy at the Council of Governors in November 

2016 and February 2017. 

• The Council of Governors selected the local indicator for external audit testing this year as Medication Errors. 

A second choice indicator was necessary as this first choice did not meet the auditors’ requirements and an 

explanation was provided to Governors about this. 

 

The Governors support the content of the report as an open and honest reflection of the Trust’s position. The 

Council of Governors will work closely with the Board of Directors, staff, service users, carers and public over the 

coming year to achieve the Quality Priorities contained within the Quality Forward Strategy 2017/18. 

 

 

Statement approved by the Council of Governors 

23 May 2017 
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The following stakeholder organisations were all asked to provide a statement but this was not received at time of 

publication 

 

• NHS Doncaster Clinical Commissioning Group 

• NHS North Lincolnshire Clinical Commissioning Group 

• Doncaster Health Select Commission 

• Rotherham Health Select Commission 

• North Lincolnshire Health Select Commission 

• Healthwatch Doncaster 

• Healthwatch Rotherham 

• Doncaster Council – Health Scrutiny Panel’s 

• Rotherham Council – Health Scrutiny Panel’s 

 

 

 

Sowing the seeds for positive mental health and wellbeing May 2017. 
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Annex 2: Statement of directors’ responsibilities for the quality report 

The directors are required under the Health Act 2009 and the National Health Service (Quality Accounts) Regulations 

to prepare Quality Accounts for each financial year. 

 

NHS Improvement has issued guidance to NHS foundation trust boards on the form and content of annual quality 

reports (which incorporate the above legal requirements) and on the arrangements that NHS foundation trust 

boards should put in place to support the data quality for the preparation of the quality report. 

 

In preparing the Quality Report, directors are required to take steps to satisfy themselves that: 

 

 

• the content of the Quality Report meets the requirements set out in the NHS foundation trust annual reporting 

manual 2016/17 and supporting guidance 

• the content of the Quality Report is not inconsistent with internal and external sources of information including: 

• Board minutes and papers for the period April 2016 to April 2017 

• Papers relating to quality reported to the board over the period April 2016 to May 2017 

• Feedback from Trust’s Council of Governors dated 23/05/2017 

• Feedback from the Commissioners (Rotherham CCG) dated 17/05/2017. 

• Feedback from the Overview and Scrutiny Committee (North Lincolnshire Council Health Scrutiny Panel) 

dated 22/05/2017; 

• Feedback from local Healthwatch organisations (Healthwatch North Lincolnshire) dated 12/05/2017; 

• The Trust’s draft complaints report published under regulation 18 of the Local Authority Social Services 

and NHS Complaints Regulations 2009, which will be finalised by 30 June 2017 for presentation to 

the Board; the Patient Experience and Engagement Annual Report 2015-16; and the complaints summary 

report (February 2016 to February 2017) to the Quality Committee dated 09/03/2017; 

• The 2016 community mental health national patient survey dated 15/11/2016; 

• the national staff survey 07/03/2017 

• CQC inspection report dated 12/01/2017 

• the Head of Internal Audit’s annual opinion of the trust’s control environment dated May 2017 

 

• 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 and 

• the Quality Report has been prepared in accordance with NHS Improvement’s annual reporting manual and 

supporting guidance (which incorporates the Quality Accounts regulations) as well as the standards to support 

data quality for the preparation of the Quality Report. 

 

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

preparing the Quality Report. 

 

By order of the board 

 

                     Lawson Pater, Chairman 25 May 2017 

 
Kathryn Singh, Chief Executive 25 May 2017 
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Annex 3: Glossary 

This section aims to explain some of the terms used in the Quality Account. It is not anexhaustive list but hopefully 

will help to clarify the meaning of the NHS jargon used in these pages. 

 

6Cs: the six enduring values and behaviours that underpin Compassion in Practice are 

defined as care, compassion, competence, communication, courage and commitment 

Annual Plan: this document sets out the Trust’s annual financial forecasts, strategic plans, 

key risks and priorities 

BD: Business division 

BME: Black and Minority Ethnic 

CAF: the Common Assessment Framework is a shared assessment and planning 

framework for use across all children’s services and all local areas in England 

CAMHS: Child and Adolescent Mental Health Service 

CCG: Clinical Commissioning Group 

CDiff: Clostridium difficile 

CDW: Community Development Worker 

CGAS: Children’s Global Assessment Scale 

CPA: Care Programme Approach – the framework for good practice in delivering mental 

health services. CPA aims to ensure that services work closely together to meet service 

users’ identified needs and support them in their recovery. 

Cluster: a group of service users with similar diagnoses and needs. 

COG: Council of Governors 

CQC: Care Quality Commission 

CQUIN: Commissioning for Quality and Innovation 

Dashboard: summary overview of key areas of performance 

DCIS: Doncaster Community Integrated Services 

DICES risk a risk management system used in mental health 

management: 

DRE: Delivering Race Equality 

DSSA: Delivering Same Sex Accommodation 

FACE: Functional Analysis of Care Environments – a risk management system used in 

mental health 

FT: Foundation Trust 

IAPT: Improving Access to Psychological Therapies 

IR1s: Incident Reports 

KPIs: Key Performance Indicators 

LD: Learning Disability 

LINks: Local involvement networks 

LWQ: Leading the Way with Quality 

Maracis: a computerised system used to keep service user profiles and records. 

MHMDS: Mental Health Minimum Data Set  

Monitor: Independent regulator for foundation trusts 

MRSA: Methicillin-resistant staphylococcus aureus 

MWRV: Managing work related violence and aggression 

NAPT: National Audit of Psychological Therapies 

NIHR: National Institute for Health Research 
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NHS: National Health Service 

NHS England/NHS 

Commissioning Board: Formally established as the NHS Commissioning Board on 1 October 2012, NHS 

England is an independent body at arm’s length to the Government. 

NHS FT ARM: NHS Foundation Trust Annual Reporting Manual 

NHSLA: National Health Service Litigation Authority 

NICE: National Institute for Health and Clinical Excellence 

NRLS: National Reporting and Learning Service 

NSF: National Service Framework 

OPMHS: Older People’s Mental Health Service 

OSC: Overview and Scrutiny Committee/Panel – a local authority body which scrutinises and 

makes recommendations regarding public services provided by the Trust. 

PEAT: Patient Environment Action Team 

PbR: Payment by Results 

PCT: Primary Care Trust 

PLACE: Patient-led assessments of the care environment, which is the new system for 

assessing the quality of the patient environment 

POMH: Prescribing Observatory for Mental Health UK 

Productive Mental 

Health Ward Programme : a programme of positive changes to ward processes such as handovers and 

mealtimes, incorporating service user feedback and participation which have been 

sustained and embedded into practice. 

QIPP: Quality, innovation, productivity and prevention 

QOF: Quality Outcome Framework 

QRP: Quality and Risk Profile 

Quarter 1: April, May, June. 

Quarter 2: July, August, September. 

Quarter 3: October, November, December. 

Quarter 4: January, February, March. 

RDaSH: Rotherham Doncaster and South Humber NHS Foundation Trust 

RAP: Referrals, Assessments and Packages of Care 

SARN: Summary Assessment of Risk and Needs 

Service engagement scale: an assessment to help improve the level of service user engagement with services e.g. 

attending appointments SHA: Strategic Health Authority 

SDQ: Strengths and Difficulties Questionnaire is used to identify behavioural and emotional 

problems in children and adolescents 

SI: Serious incident – an unexpected occurrence requiring investigation 

SMI: Severe Mental Illness 

Tool/Toolkit: a package of information and written guidance 

UCRG: User Carer Research Group 

Validate: prove valid, declare, provide evidence for 
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Annex 4: Independent auditor’s report to the Council of Governors 

Independent Auditors’ Limited Assurance Report to the Council of Governors of 

Rotherham, Doncaster and South Humber NHS Foundation Trust on the Annual 

Quality Report 

We have been engaged by the Council of Governors of Rotherham, Doncaster and South Humber NHS Foundation 

Trust to perform an independent assurance engagement in respect of Rotherham,  Doncaster and South Humber 

NHS Foundation Trust’s Quality Report for the year ended 31 March 2017 (the ‘Quality Report’) and specified 

performance indicators contained therein. 

 

Scope and subject matter 

The indicators for the year ended 31 March 2017 subject to limited assurance (the “specified indicators”) marked 

with the symbol in the Quality Report, consist of the following national priority indicators as mandated by 

Monitor: 

 

Specified Indicators Specified indicators criteria (exact page number where 

criteria can be found) 

100% enhanced Care Programme Approach 

patients receiving follow-up contact within 

seven days of discharge from hospital. 

Admissions to inpatient services had access 

to crisis resolution home treatment teams. 

Admissions to inpatient services had access 

to crisis resolution home treatment teams. 

Criteria can be found on page 15 of the 

Quality Report 

 

Respective responsibilities of the Directors and auditors 

The Directors are responsible for the content and the preparation of the Quality Report in accordance with the 

specified indicators criteria referred to on pages of the Quality Report as listed above (the “Criteria”). The Directors 

are also responsible for the conformity of their Criteria with the assessment criteria set out in the NHS Foundation 

Trust Annual Reporting Manual (“FT ARM”) and the “Detailed requirements for quality reports for foundation trusts 

2016/17” issued by Monitor (operating as NHS Improvement) (“NHSI”). 

Our responsibility is to form a conclusion, based on limited assurance procedures, on whether anything has come to 

our attention that causes us to believe that: 

• The Quality Report does not incorporate the matters required to be reported on as specified in the FT ARM and 

the “Detailed requirements for quality reports for foundation trusts 2016/17”; 

• The Quality Report is not consistent in all material respects with the sources specified below; and 

• The specified indicators have not been prepared in all material respects in accordance with the Criteria set out 

in the FT ARM and the “Detailed requirements for external assurance for quality reports for foundation trusts 

2016/17”. 

We read the Quality Report and consider whether it addresses the content requirements of the FT ARM and the 

“Detailed requirements for quality reports for foundation trusts 2016/17”; and consider the implications for our 

report if we become aware of any material omissions. 

We read the other information contained in the Quality Report and consider whether it is materially inconsistent 

with the following documents: 

• Board minutes for the period April 2016 to March 2017; 

• Draft Board minutes for the meeting on 27/04/2017; 

• Papers relating to Quality reported to the Board over the period April 2016 to May 2017; 

• Feedback from the Trust’s Council of Governors dated 23/05/2017; 

• Feedback from the Commissioners (Rotherham CCG) dated 17/05/2017; 

• Feedback from local Healthwatch organisations (Healthwatch North Lincolnshire) dated 12/05/2017; 

• Feedback from the Overview and Scrutiny Committee (North Lincolnshire Council Health Scrutiny Panel) dated 

22/05/2017; 

• The Trust’s draft complaints report published under regulation 18 of the Local Authority Social Services and NHS 

Complaints Regulations 2009, which will be finalised by 30 June 2017 for presentation to the Board; the Patient 
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Experience and Engagement Annual Report 2015-16; and the complaints summary report (February 2016 to 

February 2017) to the Quality Committee dated 09/03/2017; 

• The 2016 community mental health national patient survey dated 15/11/2016; 

• The national staff survey dated 07/03/2017; 

• Care Quality Commission inspection report, dated 12/01/2017; 

• The Head of Internal Audit’s annual opinion over the Trust’s control environment dated May 2017. 

We consider the implications for our report if we become aware of any apparent misstatements or material 

inconsistencies with those documents (collectively, the “documents”). Our responsibilities do not extend to any 

other information. 

 

Our Independence and Quality Control 

We applied the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics [, which includes 

independence and other requirements founded on fundamental principles of integrity, objectivity, professional 

competence and due care, confidentiality and professional behaviour]. 

We apply International Standard on Quality Control (UK & Ireland) 1 and accordingly maintain a 

comprehensive system of quality control including documented policies and procedures regarding compliance with 

ethical requirements, professional standards and applicable legal and regulatory requirements. 

 

Use and distribution of the report 

This report, including the conclusion, has been prepared solely for the Council of Governors of Rotherham, 

Doncaster and South Humber NHS Foundation Trust as a body, to assist the Council of Governors in reporting 

Rotherham, Doncaster and South Humber NHS Foundation Trust’s quality agenda, performance and activities. We 

permit the disclosure of this report within the Annual Report for the year ended 31 March 2017, to enable the 

Council of Governors to demonstrate they have discharged their governance responsibilities by commissioning an 

independent assurance report in connection with the indicators. To the fullest extent permitted by law, we do not 

accept or assume responsibility to anyone other than the Council of Governors as a body and Rotherham, Doncaster 

and South Humber NHS Foundation Trust for our work or this report save where terms are expressly agreed and  

with our prior consent in writing. 

 

Assurance work performed 

We conducted this limited assurance engagement in accordance with International Standard on Assurance 

Engagements 3000 (Revised) ‘Assurance Engagements other than Audits or Reviews of Historical Financial 

Information’ issued by the International Auditing and Assurance Standards Board (‘ISAE 3000 (Revised)’). Our limited 

assurance procedures included: 

• reviewing the content of the Quality Report against the requirements of the FT ARM and the “Detailed 

requirements for quality reports for foundation trusts 2016/17”; 

• reviewing the Quality Report for consistency against the documents specified above; 

• obtaining an understanding of the design and operation of the controls in place in relation to the collation and 

reporting of the specified indicators, including controls over third party information (if applicable) and performing 

walkthroughs to confirm our understanding; 

• based on our understanding, assessing the risks that the performance against the specified indicators may be 

materially misstated and determining the nature, timing and extent of further procedures; 

• making enquiries of relevant management, personnel and, where relevant, third parties; 

• considering significant judgements made by the NHS Foundation Trust in preparation of the specified indicators; 

• performing limited testing, on a selective basis of evidence supporting the reported performance indicators, and 

assessing the related disclosures; and 

• reading the documents. 

A limited assurance engagement is less in scope than a reasonable assurance engagement. The nature, timing and 

extent of procedures for gathering sufficient appropriate evidence are deliberately limited relative to a reasonable 

assurance  engagement. 
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Limitations 

Non-financial performance information is subject to more inherent limitations than financial information, given the 

characteristics of the subject matter and the methods used for determining such information. 

The absence of a significant body of established practice on which to draw allows for the selection of different 

but acceptable measurement techniques which can result in materially different measurements and can impact 

comparability. The precision of different measurement techniques may also vary. Furthermore, the nature and 

methods used to determine such information, as well as the measurement criteria and the precision thereof, may 

change over time. It is important to read the Quality Report in the context of the assessment criteria set out in the 

FT ARM and “Detailed requirements for quality reports for foundation trusts 2016/17”and the Criteria referred to 

above. 

The nature, form and content required of Quality Reports are determined by NHSI. This may result in the omission 

of information relevant to other users, for example for the purpose of comparing the results of different NHS 

Foundation Trusts. 

In addition, the scope of our assurance work has not included governance over quality or non-mandated indicators 

in the Quality Report, which have been determined locally by Rotherham, Doncaster and South Humber NHS 

Foundation Trust. 

 

Conclusion 

Based on the results of our procedures, nothing has come to our attention that causes us to believe that for the year 

ended 31 March 2017: 

• The Quality Report does not incorporate the matters required to be reported on as specified in the FT ARM and 

the “Detailed requirements for quality reports for foundation trusts 2016/17”; 

• The Quality Report is not consistent in all material respects with the documents specified above; and 

• The specified indicators have not been prepared in all material respects in accordance with the Criteria set out 

in the FT ARM and the “Detailed requirements for external assurance for quality reports for foundation trusts 

2016/17”. 

 

 

PricewaterhouseCoopers  LLP 

Central Square 

29 Wellington Street 

Leeds LS1 4DL 

 

30 May 2017 

 

 

The maintenance and integrity of the Rotherham, Doncaster and South Humber NHS Foundation Trust’s website is 

the responsibility of the directors; the work carried out by the assurance providers does not involve consideration 

of these matters and, accordingly, the assurance providers accept no responsibility for any changes that may have 

occurred to the reported performance indicators or criteria since they were 
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