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	AGENDA FOR THE MEETING OF THE COUNCIL OF GOVERNORS

17 February 2015, 2.00pm

(registration and hospitality available between 1pm and 1.45pm)

Riverside Suite, Middlesbrough Football Club 


NOTE:  Cllr Ann McCoy, Lead Governor will be available from 1.40pm to meet with Governors 
Apologies for Absence

Standard Items
	Item 1
	To approve the minutes of the meeting of the Council of Governors held on 27 November 2014.

	Attached

[image: image1.emf]2014 11 27 PUBLIC  MINUTES.pdf



	Item 2
	Matters arising.

	Verbal

	Item 3
	Declarations of Interest.

	Verbal

	Item 4
	Chairman’s Report.

	Verbal

	Item 5


	To consider any questions raised by Governors which are not covered elsewhere on the agenda.

(Governors are asked to provide the Trust Secretary with at least 24 hours written notice if they wish to receive a formal answer to their questions at the meeting.)

 
	Verbal



	
	i.   Cllr Ann McCoy, Appointed Governor Stockton Borough Council:  

With regards to the recent case of a nurse who was struck off by the Nursing and Midwifery Council following a charge of harassment and criminal damage. The report stated that the Panel Chairman commented that their behaviour had put staff and patients at risk. The report also states that they had not informed the Trust of the charges faced.  Considering Adult Safeguarding is there anything in the Terms and Conditions of employment that require an employee to inform the Trust of any charges they face that could impact on the safety of staff and patients.
	Attached


[image: image2.emf]Item 5i 2015 01 19  response to Cllr McCoy.pdf





	
	ii.  Cllr Ann McCoy, Appointed Governor Stockton Borough Council:  

Is it mandatory for Trust staff to attend Mental Health Act and/or Mental Capacity Act training, and how does this compare against other Mental Health Trusts.

iii.  Janice Clark, Public Governor Durham

Following a request to see my records under a subject access request I received details of another patient’s records.  Whilst these have been returned and I have been reassured the individual will be informed about the data breach, I would like to know:

a.  How does the Trust record the number of data breaches that occur?

b.  How does the Trust record the outcome of investigations into these data breaches?

c.  Can the Trust explain why it did not respond to a Freedom of information request sent to all NHS trusts in April 2014 by Big Brother Watch?

d. Can the Governors be provided with the information that was requested by Big Brother Watch in April 2014?


	Attached

[image: image3.emf]Item 5ii 2015 02 15  response to Cllr McCoy.pdf


Verbal


Governance

	Item 6
	To receive a summary of the discussions held at meetings of the Board of Directors from November 2014 until end January 2015

(Phil Bellas, Trust Secretary)
	Attached


[image: image4.emf]Item 6  Board  Roundup.pdf



	Item 7
	To receive and note a report on Monitor’s Risk Assessment Framework.

(Phil Bellas, Trust Secretary)
	Attached

[image: image5.emf]Item 7  Risk  Assessment Framework Report.pdf




	Item 8
	To receive an update on the Task and Finish Group on how the Council of Governors conducts its business. 

(Mary Booth, Governor Sponsor)


	Verbal



	Item 9
	To consider the Trust’s Engagement and Involvement Strategy 2015 -18.

(Phil Bellas, Trust Secretary)
	Attached

[image: image6.emf]Item 9 engagement  and involvement strategy.pdf
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Quality
	Item 10
	Further to minute 14/79 to receive an update report on the number of cancelled appointments by services serving the Hambleton and Richmondshire and Whitby CCG.

(Sharon Pickering, Director of Planning and Performance)


	Attached

[image: image8.emf]Item 10  Cancellations in HWR CCG CoG Report Feb 15 mtng FINAL.pdf



	Item 11

	To receive and note:

i.   A report on compliance activity in relation to the Care Quality Commission.
ii.  An update on any items of relevance following contact with the Care Quality Commission not contained in the report at i.

(Chris Stanbury, Director of Nursing and Governance)

	Attached

[image: image9.emf]Item 11 COG CQC  report.pdf


Verbal



	Item 12
	To receive an update on service changes.

(Brent Kilmurray, Chief Operating Officer)

	Attached

[image: image10.emf]Item 12  - COG  Service Update 17 2 15 (3).pdf



	
	
	

	Item 13

	To receive a report on the Q3 performance report for the Quality Account for 2014/15. 
(Sharon Pickering, Director of Planning and Performance)


	Attached

[image: image11.emf]Item 13 CoG QA  1415 Update Q3.pdf





Performance

	Item 14
	To receive and note the Performance Dashboard as at end December 2015.

(Sharon Pickering, Director of Planning and Performance)


	Attached

[image: image12.emf]Item 14 Trust  Performance Dashboard.pdf




	Item 15
	To receive and note the Finance report as at end December 2014.
(Drew Kendall, Associate Director of Finance)

	Attached

[image: image13.emf]Item 15 Finance  Report end December 14.pdf

 




Standing Committees

	Item 16
	To receive and note an update on the work of the  Thematic Committees of the Council of Governors:
	Verbal

	
	i.
	Promoting Social Inclusion and Recovery
(Cllr Ann McCoy, Chairman) 

	

	
	ii.
	Making the Most of Membership
(Sandy Taylor, Chairman)

	

	
	iii.
	Improving the Experience of Service Users

(Catherine Haigh, Chairman)

	


Procedural Items

	Item 17
	To agree the nomination of the Council of Governors for the NHS Providers Governor Policy Board.
(Lesley Bessant, Chairman)


	Attached

[image: image14.emf]Item 17 NHS  Provider appointment report.pdf
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	Item 18
	Date and Time of next meeting
19 May 2015, 6pm
Middlesbrough Football Club 
	Verbal


Confidential Motion
	Item 19
	“That representatives of the press and other members of the public be excluded from the remainder of this meeting on the grounds that the nature of the business to be transacted may involve the likely disclosure of confidential information as defined in Annex 9 to the Constitution as explained below:

Information relating to a particular employee, former employee or applicant to become an employee of, or a particular office-holder, former office-holder or applicant to become an office-holder under, the Trust.

Any terms proposed or to be proposed by or to the Trust in the course of negotiations for a contract for the acquisition or disposal of property or the supply of goods or services.

Information which, if published would, or be likely to, inhibit - 

(a)     the free and frank provision of advice, or 

(b)     the free and frank exchange of views for the purposes of deliberation, or 

(c)     would otherwise prejudice, or would be likely otherwise to prejudice, the effective conduct of public affairs.”


	


Lesley Bessant
Chairman
Contact: Phil Bellas, Trust Secretary Tel. 01325 55 2001/Email: p.bellas@nhs.net
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Ref.   1 Date: 17th February 2015 


 


Item 6 
FOR GENERAL RELEASE 


 
COUNCIL OF GOVERNORS 


Date of Meeting: 17th February 2015 


Title: Board Roundup 


Lead: Phil Bellas 


Report for: Assurance/Information 
 
This report includes/supports the following areas: 
STRATEGIC GOALS: 
To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be an excellent and well governed Foundation Trust that makes best use of its resources 
for the benefit of our communities 





 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 
Yes  No (Details must be 


provided in Section 4 “risks”)
 Not relevant 


 
 







 


Ref.   2 Date: 17th February 2015 


 


 
COUNCIL OF GOVERNORS 


Date of Meeting: 
 


17th February 2015 


Title: 
 


Board Roundup 


 
1. INTRODUCTION & PURPOSE 
 
1.1 The purpose of this report is to provide the Council of Governors with an update on 


the matters considered by the Board of Directors. 
 


2.  BACKGROUND INFORMATION 
 
2.1 The Council of Governors approved the recommendations of its Task and Finish 


Group on “Holding the Non-Executive Directors to Account for the Performance of 
the Board” at its meeting held on 24th September 2014 (minute 14/70 refers). 


 
2.2 Under recommendation 2 of the review report it was proposed that copies of the 


Board roundup (a brief summary of key issues which is produced following each 
Board meeting and published on the intranet) should be presented to the Council of 
Governors, as an aide memoire, to assist Governors, and others attending Board 
meetings, to highlight any business related matters which they consider important to 
bring to the attention of the Council of Governors. 


 
3. KEY ISSUES: 
 
3.1 Copies of the Board roundups for the meetings held on 25th November 2014, 16th 


December 2014 and 27th January 2015 are attached to this report. 
 
4.  IMPLICATIONS / RISKS: 
 
4.1 Quality: No risks have been identified. 
 
4.2 Financial: No risks have been identified. 
 
4.3 Legal and Constitutional: No risks have been identified. 
 
4.4 Equality and Diversity: No risks have been identified. 
 
4.5 Other Risks: No other risks have been identified. 
 
5. CONCLUSIONS  
 
5.1 This report is presented to the Council of Governors in accordance with the action 


plan developed to implement the recommendations of the Task and Finish Group on 
“Holding the Non-Executive Directors to Account for the Performance of the Board”. 


 
 







 


Ref.   3 Date: 17th February 2015 


 


 
 
6. RECOMMENDATIONS 
 
6.1 The Council of Governors is asked to note the key matters considered by the Board 


of Directors at its meetings held on 25th November 2014, 16th December 2014 and 
27th January 2015 (as contained in the Board roundups for those meetings) and 
raise any issues of concern, clarification or interest. 


 
Phil Bellas 
Trust Secretary 
 
Background Papers: 
Report of the Task and Finish Group on “Holding the Non-Executive Directors to 
Account for the Performance of the Board.” 


 







 


 


 
 
 
 
 
Board round-up 
 
The Board of Directors is keen to strengthen its communications with staff and, in light of 
positive feedback about the weekly Executive Management Team (EMT) round up, has 
agreed to provide a similar briefing about the monthly board meetings. 
All board meetings are held in public and copies of the agendas and public papers care on 
our website.  
 
 
Feedback from Board of Directors meeting held 25 November 2014 
 
Chairman’s report 
Lesley gave her verbal report which included reference to 


• her introductory meeting with the Chairman of South of Tees CCG, Dr Henry Waters, who 
had been very positive about the Trust and the Chair designate, Dr Janet Walker (as Dr 
Waters was retiring imminently)  


• the Governors’ development day where she had been particularly impressed with the 
enthusiasm of those present. 


 
Governor elections 
The results of the recent elections were reported to the Board. Full details are available on the 
website. 
 
Quality Assurance Committee 
The Board received the approved minutes of the meeting held on 2 October 2013 and noted the 
issued raised in the meeting held on 6 November 2014.  
The Board discussed 


• the impact of changes to staff induction arrangements on compliance with mandatory 
training requirements 


• the increase in the CAMHS tier 2 caseload in the Tees locality 
• the increase in level 3 self harm incidents which reflected the national picture. 


 
Briefing on North Yorkshire 
Adele Coulthard, Director of Operations gave the Board a brief presentation on North Yorkshire. 
The Board members were impressed with what staff in the locality have achieved over the past few 
years, acknowledging the work they are still progressing. They noted some of the challenges that 
the services are currently facing such as difficulty in recruiting staff in certain areas and the 
pressure on our children and young people’s services. 
 
Nurse staffing 
The Board received the monthly report on nurse staffing including a six month review. The Board 
were pleased to see that the improved position reported in the previous month had been 
maintained. There was a discussion about the use of bank staff and the potential impact on the  


 
 
 


 


 



http://www.tewv.nhs.uk/About-the-Trust/How-we-do-it/Governance/Council-of-Govenors/Elections/





ward of staff who do not know the service or the patients. Although there does not appear to be a 
clear, consistent correlation between staffing levels and patient safety it was agreed that we must 
continue to do everything possible to keep the use of bank or agency staff to a minimum.  
 
Mental Health Legislation Committee 
The Board received the report of this Committee and welcomed the two Governors (Keith Marsden 
and Janice Clark) who have now joined this Committee as service user and carer representatives. 
 
Smoking cessation and harm reduction 
There was a discussion about implementing the NICE guidance on stopping smoking in mental 
health services. Research shows that people with severe mental illness die 15-20 years earlier 
than the general population and at least 50% of this is believed to be down to smoking. We have 
an important part to play in helping to reduce these figures. The Board recognised that this is a 
large scale change and supported the proposal to work with service users and staff to start to 
implement this guidance. 
 
Community mental health teams in Scarborough 
Further to last month’s report the Board were pleased to receive the detailed feedback from 
service users, carers and GPs which reflected the significant progress that had been made within 
the teams since 2012. 
 
Finance report 
The Board received the monthly finance report and noted that the Trust has a surplus of £5,893k 
which is £983k ahead of plan. 
 
Board dashboard 
The Board received the monthly performance report and were pleased to note that although we 
were still showing red in a number of areas, the overall position was improving. 
 
Medical education 
The Board received a report on quality assurance of medical education. Board members discussed 
the work we are doing with other mental health trusts to increase the number of doctors that 
choose psychiatry. This was very positive. 
 
Structured Board visit to the Ellis Centre in Scarborough 
The visiting team reported on an extremely positive visit and said how impressed they were with 
the enthusiasm and commitment of the staff to providing good quality services.   The 
improvements in team performance and morale over the last two years are significant. 
 
Trust Dashboard 15/16 key performance indicators 
The Board discussed and agreed the key performance indicators. There will be 28 in total and 
these would include the top 25 noted in the report and the new national indicators announced by 
NHS England (also contained in the report) regarding access and time to treatment. 
 
Strategic direction scorecard 
The Board received this quarterly report and noted the improving position. 
 
Commercial oversight committee 
The Board approved the terms of reference and membership of this committee with one 
amendment – a quorum should not be less than two members, one of which should be an 
executive director. 
 
Appointment of the chairmen and members of the committees of the Board of Directors 
The Board  


• approved the amendment of the terms of reference of the Audit, Investment and Mental 
Health Legislation Committees  


 
 
 


 


 







• approved the appointment of Chairmen and Members of its Committees  
as outlined in the report. 
 
 
 
 
Lesley Bessant 
Chairman 
  
If you have queries or would like more information about any of the above issues, please email the 
Chairman care of the Trust Secretary’s office - tewv.ftmembership@nhs.net.  
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BOARD OF DIRECTORS SPECIAL MEETING – 16 DECEMBER 2014 


 


Chairman’s report 


Lesley gave her verbal report which included reference to the first meeting of the task and 


finish group, which is looking at the way the Council of Governors operates. 


  


Quality Assurance Committee 


The Board received the report of the Quality Assurance Committee which outlined the key 


issues considered and actions taken at the 4 December meeting as well as the draft 


minutes of the meeting held on 6 November. The Board commended the work done to 


develop the excellent medicines overarching framework which will replace the medicines 


code.  


  


Health at work update 


There was a lengthy discussion about this report which gave the Board an update on 


work to improve the health and wellbeing of our staff. We are no longer seeing a steady 


decrease in sickness absence rates and there has been a marked increase in the 


number of people who are absent from work because of anxiety, stress or depression. 


The Board commended the work that has already been done and supported the planned 


measures outlined in the paper such as the new fast track psychology service for staff 


and the health and wellbeing conference due to take place on 19 January. There was a 


recognition, however, that although these initiatives help address the symptoms, we also 


need to look at the underlying causes of stress at work. 


  


Structured Board visit to South Durham psychosis team and Wear Valley/Dales 


affective disorder team 


Those who took part in this visit reported that it was an extremely positive visit with 


enthusiastic staff.  


  


There were no other items on this month’s agenda. 
 


 


 


 







 


Feedback from Board of Directors meeting held 27 January 2015 


 


Monthly nurse staffing update 


There was a discussion about the impact of the increased levels of sickness in 


November and December on staffing levels and the Board noted the work that 


continues across the Trust to address sickness absence. The Board also noted that 


the analysis had shown no correlation between staffing levels (including the use of 


bank staff) and the number of incidents. However, there will be further evaluation of 


the high use of bank staff. 


Out of locality admissions action plan 


The Board noted the updates to the action plan. They made specific reference to the 


post of expert practitioner which the Trust has been unable to fill. Brent Kilmurray 


confirmed that this post would be re-advertised in February. 


Progress report on Francis 2 action plans 


The progress against the action plans was noted. There was a discussion about 


providing better support to relatives of service users who have died. Chris Stanbury 


explained that a new system had been introduced and that additional training for 


staff to help them with these difficult conversations was required, which will be part of 


the training on Duty of Candour. 


Progress report on ‘Malcolm Rae’ action plan into patient deaths in 


Derwentside 


The Board noted the progress and approved the proposed changed dates within the 


report. 


Finance and performance reports 


The Board received these reports and there were no issues raised. 


Quarterly workforce report 


Various aspects of the report were discussed including the rates for corporate and 


local induction which the Board continue to find concerning. It was noted that some 


of the local induction rates may be because of data quality. The Board were also 


advised of a forthcoming improvement event on local induction.  


Briefing on forensic services 


Levi Buckley, Director of Operations, gave an overview of key issues in the forensic 


services. The Board found the presentation extremely useful. 


Monitor risk assessment framework report 


The Board received this report and approved the recommendations. 


Quarterly progress report on governance action plan 


The Board noted progress against the action plan and agreed for it to be shared with 


Monitor. 







 


Information on compliance with public sector duty under Equality Act 


The Board ratified the publication of the documents. 


York and Selby tender 


The Board agreed that the Trust should submit a bid to be the provider of mental 


health and learning disability services in York and Selby. The Board made this 


decision, which will be subject to agreement of our Council of Governors, on 


condition that it would have no detrimental impact on the finances of the Trust, and 


our current services, and would not be a significant risk to our standing with the 


CQC. The Board made the decision because on balance it believed the overall 


advantages would help us improve the quality and value of what we do. If our bid 


were to be successful, York and Selby would be an operational directorate in its own 


right – therefore there would be no disruption or change to the configuration of 


existing directorates. 


 


Lesley Bessant 


Chairman 


If you have queries or would like more information about any of the above issues, 


please email the Chairman care of the Trust Secretary’s office - 


tewv.ftmembership@nhs.net. 
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ITEM 13 
 


MEETING OF THE COUNCIL OF GOVERNORS 
 


Date of Meeting: 17th February 2015 


Title: Quality Account 2014/15 Quarter 3 Performance Report  


Lead Director: Sharon Pickering, Director of Planning & Performance 
Chris Stanbury, Director of Nursing & Governance 
 


Report for: Assurance 
 
This report includes/supports the following areas: 
STRATEGIC GOALS: 
To provide excellent services working with the individual users of our services and their carers 
to promote recovery and well being 





To continuously improve the quality and value of our work 


To recruit, develop and retain a skilled, compassionate and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be recognised as an excellent and well governed Foundation Trust that makes best use of 
its resources for the benefit of our communities 





 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection control  Management of medicines  


Safety and suitability of premises  Safety, availability and suitability 
of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL of 
person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 
Yes  No (Details must be provided 


in Section 4 “risks”)
 Not relevant  


 







 
 


 MEETING OF THE COUNCIL OF GOVERNORS 
 


Date of Meeting: 
 


4th February 2014 


Title: 
 


Quality Account 2014/15 Quarter 3 Performance Report 


 
1. INTRODUCTION & PURPOSE 
 
1.1 This is the progress report for the 2014/15 Quality Account as at the end of Quarter 


3 (December) 2014. 
 
2.  BACKGROUND INFORMATION 
 
2.1 The Trust is required each year to produce a Quality Account - a report about the 


quality of services provided by the Trust during the previous year and what quality 
priorities the Trust has committed to for the forthcoming year. The aim of the Quality 
Account is to enhance accountability to the public and engage the leaders of the 
Trust and its stakeholders in the quality improvement agenda. 


 
2.2 As part of the Quality Account for 2013/14, the Trust identified and agreed four 


quality priorities and a set of quality metrics for 2014/15. This process involved 
consultation with our key stakeholders including members of our Council of 
Governors. 


 
3. KEY ISSUES: 
 


Progress on the 4 Quality Priorities for 2014/15 
 
3.1 The Trust has identified four quality priorities for 2014/15: 
 


 Priority 1: To have more staff trained in specialist suicide prevention and 
intervention 


 Priority 2: Implement recommendations of Care Programme Approach (CPA) 
review, including 
- Improving communication between staff, patients and other professionals  
- Treating people as individuals  


 Priority 3: Embed the recovery approach (in conjunction with CPA) 
 Priority 4: Managing pressure on acute inpatient beds  


 
The Trust is on track for 91.30% (21 out of 23) of its actions to deliver these 
priorities; 1 action is red. 


 
3.2 Priorities 2 and 3 are on track for delivery. 
 


Priority 1 is reporting a delay in the completion of training for staff.  Initially the 
project was developed to cover Adult Mental Health only; Trust Board agreed this 
should cover all specialities to ensure that all Trust staff are given the same skills 
and information in relation to risk assessment and management. The decision also 







 
 


supports the information coming from the Confidential Enquiry Report relating to 
increase suicide rates in older people. 


 
 Priority 4 is reporting amber/red in relation to the undertaking of a case audit of the 


admissions in Richmondshire.  The initial audit has been undertaken and is now 
subject to peer review.  Initial findings have been reported and a more detailed plan 
will be produced for quarter 4. 


 
3.3 The Trust is reporting green for 62.50% (15 out of 24) of its quality metrics in quarter 


3 2014/15.  Seven are reporting red: 
 


 Patient falls per 1000 admissions: at Q3 2014/15 the Trust reported 39.89 
against a target of <28.79, which is an improvement on Quarter 2 when the Trust 
reported 48.16 . This relates to 59 falls, 34 or which are within Mental Health 
Services for Older People.  The Trust is monitoring falls each month and 
continues to look at ways to reduce the number across the Trust.  Action plans 
have been developed for MHSOP and LD and the services are sharing good 
practice for ongoing collaboration.  More detailed analysis of individual falls is 
now taking place as part of the CQUIN work and any issues are being logged to 
ensure that steps are put in place to prevent further recurrence.   


 Percentage of clinical audits of NICE Guidance completed: at Q3 2014/15 the 
Trust reported 75% against a target of 100%.  This accounts for 1 audit out 4 
that were not completed.  This relates to a Central audit for Service User 
Experience within Adult Mental Health; due to the complexity of the information 
required for this audit this is taking longer than initially anticipated. The data 
collection is currently underway.  Q2 2014/15 the Trust reported 50%; this has 
subsequently been refreshed to 100%, as audits  that experienced delay during 
quarter 2 have now been completed. 


 Average length of stay for patients in Mental Health Services for Older People: at 
Q3 2014/15 the Trust reported 65.31 against a target of 52. During quarter 3, 
there were 6 patients discharged with a length of stay over 200 days; in 
comparison, the median length of stay was 49.5 days. 


 Percentage of complaints satisfactorily resolved: at Q3 2014/15 the Trust 
reported 83.08% against a target of 90%.  This accounts for 11 complaints out 
65 that were not satisfactorily resolved.  The 38 complaints not satisfactorily 
resolved during the year have been analysed for any trends or patterns.  The 
dissatisfied complainants are spread across the localities with Durham and 
Darlington and North Yorkshire both having 12, Tees 9 and Forensics 5.  The 
most common issues raised; that is, where there were 3 or more complaints 
received, related to perceived ineffective clinical care, lack of support, quality of 
information, assessment, access to therapy and involvement of carers 


 Number of crisis resolution home treatment episodes: at Q3 2014/15 the Trust 
reported 2507 against a target of 2537.  Only three teams have reported more 
episodes during quarter 3 than the previous quarter; Hambleton & 
Richmondshire, Scarborough, Whitby & Ryedale and South Durham & 
Darlington crisis teams.  All others have reported fewer.  


 Number of patient safety incidents: at Q3 2014/15 the Trust reported 991, which 
is 819 below target and a decrease on last quarter. 







 
 


 Percentage of patient safety incidents resulting in severe harm or death: at Q3 
2014/15 the Trust reported 1.21%, which is an improvement on the 1.40% 
reported last quarter. 


 
 
3.4 There are 2 metrics reporting GREY this quarter: 


 1 is for retention rates in substance misuse where data is reported three months 
behind, so quarter 3 data will not be available until the end of quarter 4 2014/15. 


 1 relates to the percentage of staff employed by, or under contract to, the Trust 
who would recommend the Trust as a provider of care to their family or friends; 
this will not be reported until quarter 4 2014/15. 


Whilst the quality metrics for the National Patient Survey are greyed out for quarter 
3, this is an annual performance, therefore the position at quarter 2 will not change 
until 2015; hence the quarter 3 position is actually green. 


 
3.5 There is no new national guidance to report at quarter 3 2014/15.  
 
4.  IMPLICATIONS / RISKS: 
 
4.1 Quality: This is the performance report against the 2014/15 Quality Account for the 


period April to December 2014 and includes a comprehensive update against each 
priority and performance against the quality metrics and national targets and 
regulatory requirements. 


 
4.2 Financial: There are no direct financial implications associated with this report, 


however, there may be some financial implications associated with improving 
performance where necessary. These will be identified as part of the action plans as 
appropriate. 
 


4.3 Legal and Constitutional: There are no direct legal and constitutional implications 
associated with this paper, although the Trust is required each year to produce a 
Quality Account and this paper contributes to the development of this. 


 
4.4 Equality and Diversity: All the action and project plans will be impact assessed for 


the equality and diversity implications associated with the Quality Account. 
 
4.5 Other Risks: There are no further risks associated with this paper. 
 







 
 


5. CONCLUSIONS  
 


The Trust is on track (i.e. GREEN/AMBER GREEN) for 91.30% (21 of 23) of its 
actions to deliver its quality priorities in 2014/15. 1 action is RED, which relates to 
Priority 1 - To have more staff trained in specialist suicide prevention and 
intervention.  There is one metric that is at risk of not being delivered. 
 
 The Trust is GREEN for 62.50% (15) of its quality metrics in quarter 3 14/15. 7 are 
reporting RED for this quarter relating to, patient falls, completion of NICE Guidance 
audits, average length of stay, complaints satisfactorily resolved, crisis resolution 
home treatment episodes, patient safety incidents and patient safety incidents 
resulting in severe harm or death. 


 
6. RECOMMENDATIONS 
  
6.1 The Council of Governors is asked to: 
 


 Receive and comment on this report on the progress made against the Quality 
Account 2014/15 as at quarter 3 2014/15. 


 
 
Sharon Pickering 
Director of Planning & Performance 
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                                   FOR GENERAL RELEASE                               ITEM 9 
 


COUNCIL OF GOVERNORS 


Date of Meeting: 17 February 2015   


Title: Engagement and Involvement Strategy 2015-2018 


Lead Director: Phil Bellas, Trust Secretary 


Report for: Decision 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be an excellent and well governed Foundation Trust that makes best use of its resources 
for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS 


Date of Meeting: 
 


17 February 2015 


Title: 
 


Engagement and Involvement Strategy 2015-2018 


1. INTRODUCTION & PURPOSE 
 
1.1  To consult with the Council of Governors on the proposed engagement and 


involvement strategy 2015/18. 
 
2.  BACKGROUND INFORMATION 
 
2.1 Under the terms of its Licence the Trust must continue to take reasonable steps to 


ensure that the actual membership of its Public Constituency and Staff Classes is 
representative of those eligible for membership. 


 
2.2 The Foundation Trust Code of Conduct and the NHS Act 2006  highlights that Trusts 


should have a policy in place to ensure that involvement of members, patients, 
carers and the local community at large is undertaken 


 
2.3 The Council of Governors has a statutory role as being responsible for representing 


the interests of all members and the general public in the governance of the Trust.  
 
2.4 The proposed Engagement and Involvement Strategy informs the development of 


the Trust’s Business Plan. 
 
2.5 The draft Engagement and Involvement Strategy, Scorecard and Action Plan for 


2015/18 is attached as Appendix 1 to this report.   
  
3. KEY ISSUES: 
 
3.1 Under the Constitution, the Council of Governors has a duty to represent the Trust’s 


membership and the public and holds the responsibility for the Trust’s membership 
recruitment and engagement.  The development and implementation of the strategy, 
monitoring of the scorecard and action plan is overseen by the Making the Most of 
Membership Committee. 


 
3.2  Previously the Membership Strategy, as adopted by the Council of Governors, has 


recognised the benefits of combining patient and public involvement and 
membership data.  However this was not practicable to take this fully forward until 
now due to different organisational processes in operation.  Following a restructure 
within the organisation, these difficulties have been removed as responsibility for 
patient and public involvement now falls under the leadership of the Trust 
Secretary’s Department.   


 
 
3.3 This strategy now seeks to bring together membership, public and patient/carer 


involvement into one single register, centrally coordinated by the Trust Secretary’s 
Department.   
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3.4 There are a significant number of routes into the organisation for involvement and 


engagement activities at present.  These can be direct with services, the Recovery 
Programme and College, Research and Development, Volunteering, Medical 
Education and Recruitment, Membership and the former Patient and Public 
Involvement Team.  Demand for these activities is also increasing. 


    
3.5 All of the routes identified at 3.4 do not necessarily work together in a coordinated 


way, members of the public, including service users and carers, can be working in all 
of these areas independently.   


 
3.6 Under the proposed strategy, the benefit would be for one entry into the Trust for 


involvement which would incorporate Foundation Trust membership.  Levels of 
membership (four levels) have been in place for members since 2012 which allow 
any member to select a level appropriate to them, subject to their desire to be 
informed or involved.   


 
3.7 Currently there are 280 members of the Trust who have requested to be involved 


members.  There are a significant number of other members of the public (non Trust 
members) working within all of the areas listed at 3.4 above.  By bringing together a 
single database the general public and members could benefit for a more joined up 
approach. 


 
3.8 At the present time there is a disjointed approach overall to involvement and 


engagement with no central coordination. Bringing a central coordination 
registration, payment system and process to involve the public will allow clearer 
information for the available routes of involvement, knowing who to contact and 
provide improved support, monitoring and reporting systems across the whole Trust.  


 
3.9 At this time it is recognised that there are difficulties in bringing Children and Young 


People’s services fully within the scope of the strategy’s objectives due to the 
number of service users who do not meet the age criteria for membership.  
Discussions with the services and the software provider will be held over the coming 
months on how best to administer this.   


 
3.10 Being a member of the Trust does not create any conflict of interest.  It does not 


remove any independence, objectivity or impartiality for the individual in terms of 
their membership or their involvement.  This strategy sets out greater opportunities 
for those members in becoming involved and engagement in the work of the Trust.   


 
3.11 Monitor’s requirement is that a strategy that incorporates membership representation 


and engagement should be in place each year with targets set for public and staff 
membership.  This proposed strategy incorporates this requirement 


 
3.12 Whilst the focus on recruiting quality members rather than quantity remains 


appropriate, it is recognised that there is still a pressing need to recruit new 
members in Hambleton and Richmondshire and Harrogate and Wetherby and Co 
Durham to ensure membership levels in these areas are representative. 
 Membership levels should be maintained in all other areas.   
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3.13 Taking the above into consideration, it is therefore proposed to set an objective of 


achieving a nett increase of 250 new public members and to maintain the level of 
staff membership against those staff members who are eligible.    


 
3.14 The Council of Governors hold a statutory duty to represent the membership of the 


Trust and the wider public.  This new approach should bring together all auspices of 
engagement and involvement of that membership and the general public, including 
service users and carers in one single strategy. 


 
4.  IMPLICATIONS / RISKS: 
 
4.1 Quality: Public Governors, elected by members, have a responsibility for holding the 


Board to account for the quality of services provided by the Trust.  Involvement of 
service users and carers in the review, development and improvement of services is 
undertaken but requires consistency and further embedding across all services of 
the Trust 


 
4.2 Financial: There are financial implications to recruit and engagement with the 


membership.  Involvement of service users and carers currently attracts an 
honorarium payment of £20 for up to 3 hours of work plus expenses.  This is not 
currently consistent across all services of the Trust and for all involvement activities 
undertaken.  


 
4.3 Legal and Constitutional: The proposed strategy supports compliance with the 


Foundation Trust’s Licence.   
 
4.4 Equality and Diversity: Equality and Diversity implications are addressed by having 


a representative membership.  As no central database is held for those individuals 
currently involved in activities across all services and projects across the Trust, there 
is no formal record of involvement interests, competencies, involvement activity and 
selection of individuals can be ad hoc and uncoordinated.  


 
4.5 Other Risks: There are no other identified risks. 
 
5. CONCLUSIONS  
 
5.1 The draft strategy sets out proposals for improving the administration and 


management of opportunities for involvement.  This has benefits for both the Trust 
and members including service users and carers. 


 
5.2 This is being presented to the Council of Governors at this stage for initial views with 


further detailed consideration to be undertaken by the Making the Most of 
Membership Committee at its meeting on 4 March 2015.  
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6. RECOMMENDATIONS 
 
The Council of Governors is: 
 
1. Asked to provide its comments and views on the Trust’s proposed approach to 


Engagement and Involvement for Staff Members and the general public. 
 
2. To agree the proposed target of an increase of 250 (net) new public members from 


1/4/15 until 31/1/16.  
 
 
 
 Phil Bellas 
Trust Secretary 
 


Background Papers: 
Membership Strategy 2014/15 
Archived Patient Experience and Involvement Strategy 
Monitor’s Code of Governance 
NHS Act 2006 
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Strategy Title:  Involvement and Engagement Strategy 
 


Time Period: 2015 – 2018 (subject to review in 2016/17) 
 


Strategy Sponsor / Lead Director: Philip Bellas, Trust 
Secretary 
 


Strategy Lead: Kathryn Ord, Deputy Trust Secretary 
 


Version: 0.1 Date Completed: Date of Next 
Review: 


 
The Aim of the Strategy  
 


This Strategy sets out the principles for Tees Esk and Wear Valleys NHS Foundation 
Trust (the Trust) to deliver public (including service user and carer) and foundation 
trust member (public and staff) involvement and engagement in the development of 
health services to: 
 


 Improve, deliver, develop, monitor and evaluate involvement and engagement 
with the public and staff which  


 Improve the overall experience of those who come into contact with 
our services 


 Demonstrate that services are truly user centered, responsive and of a 
high quality  


 Assist the provision and development of effective and efficient services 


 Promote involvement within developed and known standards and safeguards 


 Outline a coherent and consistent approach to foundation trust membership 
recruitment and engagement which is representative of the community that 
the Trust serves 


 Demonstrate how the vision, goals and values of the Trust will be supported 
and adhered to 


 Promote good governance of the Trust by: 


 Building on the achievement of a representative membership 


 Having an informed and engaged Council of Governors 


 Adhering to the Trust’s Constitution and Membership Charter 


 Listening to and acting on feedback from the public, including service 
users and carers 


 
Commitment 
 
The Trust will ensure that the public are given genuine, meaningful and relevant 
mechanisms and opportunities to influence decisions through their membership and 
subsequent involvement opportunities which may include: 
 


 Changes and reviews of services provided 


 Improvement to the quality of services 
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 Development of new initiatives and services 


 Feedback on outcomes 
 
The Trust will recruit and retain staff who live the Trust values and who ensure that 
the Trust demonstrates openness and transparency through the duty held by the 
Staff Governor representatives on the Council of Governors.  
 
The Trust has a vision and five strategic goals which support the involvement of the 
public through opportunities and governorship.   
 
Vision: 
 


To be a recognised centre of excellence with high quality staff providing 


 high quality services that exceed people’s expectations. 
 
Strategic Goals: 
 


1. To provide excellent services, working with the individual users of our 
services and their carers to promote recovery and well being. 


2. To continuously improve the quality and value of our work. 
3. To recruit, develop and retain a skilled, compassionate and motivated 


workforce. 
4. To have effective partnerships with local, national and international 


organisations for the benefit of our communities. 
5. To be recognised as an excellent and well governed foundation trust that 


makes best use of its resources for the benefit of our communities.  
 
The Trust recognises that the Council of Governors and its membership will be 
instrumental in helping shape the future organisation ensuring that engagement and 
involvement is firmly placed at the centre of our activities.  
 


The Case for Change  
 
There is a requirement to bring together the former Membership and previous Patient 
and Public Involvement Strategies to strengthen, provide consistency and give a 
renewed focus for engagement and involvement of our staff and the 1.6million 
population that the Trust provides services for.  
 
Previously the separation of these activities has led to a degree of duplication in 
engagement and involvement activities and has undermined the Council of 
Governors statutory representational role.  Changes to the organisational structure 
within the Trust during 2014 have provided an opportunity to address these issues. 
 
The ever increasing pace and scope of change within the NHS requires a culture of 
working together that demonstrates mutual trust to ensure that safe, effective and 
high quality services are delivered. 
 
Through the implementation of this Strategy: 
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Governors will: 


 Have a wider and more engaged membership 


 Be assured that the public have greater opportunities to be involved in the 
Trust and are being listened to 


 Be able to better fulfil their statutory duties  
 


Members will: 


 Have a greater choice of participation 


 Be better informed about the Trust 


 Be assured that service users and carers, as well as Governors, are 
representing them and their views 


 
Service Users and Carers will: 


 Have access to a wider range of support, development, opportunities and 
information outside of their current involvement activities 


 Have greater empowerment 


 Better understand their role and how their contribution can assist 


 Experience better consistency and equity of involvement 
 
Services will: 


 Have an increased group of members/service users/carers to consult/involve 
and engage with 


 Be able to appropriately involve service users and carers within any reviews 
and/or development of services  


 Better consistency of involvement and engagement activities 


 Have greater access to support, advice and guidance from experienced 
patient and public involvement officers in the delivery of engagement and 
involvement  activities  
 


Effective communication with staff and the public promotes involvement and 
engagement which creates a culture of openness, honesty and candor.  Involvement 
is essential to ensure that the Trust develops high quality, accessible services that 
are inclusive and meet the needs of those who use them.  Active engagement in the 
work of the Trust ensures that the public feels empowered in improving local 
services.  
 
Where staff and public involvement and engagement is weak this can result in: 
 


 Reduced commitment  


 Inconsistency  


 Poor feedback  


 Impact of own contributions not understood 


 Weak governance 


 Unresponsive and demoralised membership 


 Views not listened to   


 Legal obligations not met 
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Bringing together a combined approach to involvement that incorporates 
membership, governorship, and involvement of service users and carers will provide 
consistency and ensure that the Trust is well positioned to respond to challenges in 
the future by shared decision making.   
 
Engagement and involvement play a key part in driving forward the Trust’s recovery 
agenda, improving our research and development and volunteering opportunities 
along with the improvements to quality, outcomes and feedback through a variety of 
mechanisms. A well structured and consistent approach delivered and supported by 
key officers is vital in achieving and supporting this approach. 
 
The Trust itself has a number of drivers which support the development and 
improvement of public and staff engagement.  These drivers are not only statutory in 
terms of the Council of Governors’ role but more tangible in terms of improving its 
services which in turn improve the experience and outcomes of the people who use 
our services.  Those who experience a mental illness or have a learning disability are 
often stigmatised and the Trust has a role to play ensuring that recovery in terms of 
hope, quality of life and personal self-esteem is seen as a real outcome for those 
individuals.  Involvement in quality improvement and service design is paramount to 
ensure that the services provided meet the needs and requirements of those that 
come into contact with them. 
 
Some of the national drivers for enhancing engagement and involvement are detailed 
below. In essence they require listening to service users, carers and the public,   
working in partnership with them and acting on feedback in a way that demonstrates 
real improvement. The engagement and involvement of the public in the planning, 
design and delivery of services can lead to more joined up, coordinated and efficient 
services which are responsive to the needs of the communities that we serve. 
 
Health and Social Care Act 2012 and the Foundation Trust Code of Governance 
These documents set out the requirement for the Trust to have a policy in place for 
the involvement of members, service users, carers and the local community.  The 
Council of Governors have a statutory role to represent the interests of all members 
and the public in the governance of the Trust.  
 
NHS Constitution 2013 
Highlights that the public have a right to be involved in the planning of healthcare 
services and that information and support will be provided to do this. 
 
NHS England 
Issued guidance on the planning and delivery of service changes and the 
involvement of the public. 
 
NHS Act 2006 
Section 242 of the NHS Act 2006 describes the involvement of the public in: 


 the planning or provision of healthcare 


 development and consideration of proposals for changes in the way 
service are provided 


 decisions to be made affecting the operation of a service 
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Foundation Trust Licence 
Section 6 of Monitor’s Provider Licence describes that the Licensee including its 
Board actively engages on quality of care with service users, staff and other relevant 
stakeholders and takes into account as appropriate views and information from these 
sources. 
 
CQC 
Inspects against Outcome 1 Regulation 17 ‘Respecting and Involving People who 
use Services’.   
 
Healthwatch 
The Trust works alongside seven Healthwatch organisations who have a role to work 
with local people to gather views and experiences to inform local and national 
services.   
 
In addition to the national drivers above there are various bodies, reviews and 
inquiries that have highlighted the need for effective, meaningful and demonstrable 
involvement and engagement: 
 


 Darzi Report  2008 


 Francis Report 2013 


 Keogh Report 2013 


 Berwick Report 2013 


 Hard Truths Report 2014 


 NHS Confederation  


 NHS Equality Delivery System  
 


A Vision for the Future  
 
To fulfil the aims and objectives of this strategy a culture will be developed across the 
Trust whereby involvement and engagement is at the forefront of business and the 
experience of the service user and carer is at the centre of everything that we do. 
 
Anyone wishing to be involved with the Trust (including service users and carers) will 
register through a single mechanism which will incorporate public membership and 
allow identification of those members who wish to be further engaged and involved 
with the Trust (Involved Member).  This will improve equality and consistency, reduce 
frustration and provide greater opportunities not only for the organisation but more 
importantly the general public who are seeking to not only support the Trust but to 
become involved in how it delivers and improves its services.  
 
Supporting Membership Development 
 
Membership of the Trust will be qualative and not quantative, representative of the 
community that we serve and accessible. Levels of membership are available 
allowing individuals to have meaningful choice dependent on their own needs and 
aspirations.  See Figure 1. 
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Figure 1 - Membership levels 
 


 
 
When requesting to be involved in the Trust a welcome pack will be issued providing 
a range of information including: 
 


 Confirmation of public membership 


 Details of Governors who will represent them 


 Options of membership levels to select from 


 Information about what involvement is and opportunities available  
 


Aligning Engagement and Involvement of Members 
 
Engagement and involvement of the Trust’s membership help understanding of what 
healthcare needs are and what is important to individuals, to share information on 
services and to consult where and when appropriate. Engagement of the 
membership will therefore be: 
 


 Meaningful 


 Accessible  


 Proportional 


 Proactive 
 
Engagement and involvement activities undertaken by individual services will be 
aligned, where relevant and possible to membership in order that participants will be 
drawn from the membership register or invited to become Trust members.  These 
activities may include engagement and/or involvement associated with the re-design, 
development, quality improvement of services alongside staff recruitment and 
training, volunteering.  In addition this may also support a service user’s own 
recovery. 
 
The key principles which will underpin membership engagement and involvement will 
be to: 
 


 Recognise and work with members as a valuable resource 


 Be clear about what engagement and involvement means and why it is being 
undertaken 


 Be open, transparent and realistic  


 Be inclusive, identifying the most appropriate members 


 Utilise a variety of methods  


Level 1 
•Support member - Lowest level 


Level 2  
•Informed member 


Level 3 
•Active member  


Level 4 
•Involved Member - Highest level 
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Those members who are identified as involved members will have access to a range 
of opportunities which will be aligned with their own ambitions and choices.   See 
figure 2. 
 
 
Figure 2 –Examples of Involvement Options


 
 
 
Involvement Journey  
 
Engagement and involvement can be described in many ways, the key element is to 
recognise that there are many ways that people choose to become engaged and 
involved.  Sherry Arnstein developed a model of engagement see Figure 3 which 
illustrates the various levels.   
 
Figure 3 - Arnstein’s Ladder of Engagement 1969 


 


Involvement 


Membership 
level of choice 


available  


Volunteering 


Involvement 
activities 


Research and 
Development 


Medical  
Education and 
Development  


Governorship 
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This can be simplified for the aim of meeting the needs of this strategy by aligning 
this against the levels of membership see Figure 4 below which demonstrates the 
elevation of involvement .  
 
 
Figure 4 – Development of participation ladder  


 


 
When a member wants to become further involved in the Trust they will be supported 
to establish appropriate routes, mechanisms and opportunities available which are 
aligned to their desires, skills and competencies.    
 
Support will be provided to individuals who have recent lived experience of mental ill 
health, a learning disability or as a carer to identify their ambitions so the Trust can 
learn from their experience to improve the quality and delivery of services.  This in 
some cases may assist their own personal recovery journey and maintain wellbeing 
whilst gaining confidence and skills through the achievement of their ambitions.  
 
Patient and public involvement officers will support and assist service users and 
carers on their journey including signposting, providing support and advising on 
development and involvement opportunities. Review and evaluation at regular 
intervals along the journey is key in this process.  An important factor for the service 
user or carer is to be fully aware that at any time their journey can take an alternative 
route or indeed be halted as it is there to support their needs and aspirations.  See 
figure 6. 
 
  


Support 
Inform 


Engage 
Involve 
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Figure 6 -  The involvement journey  
 
 
 


Mentoring  
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
Governance and Assurance 
 
The Council of Governors have a mandate set out through their statutory roles and 
their electing body of members and appointing stakeholders.  This is to ensure good 
governorship which is open and transparent working with the Board of Directors and 
membership to ensure that active engagement and involvement promotes cultural 
change and empowers the public to have a voice through individual involvement 
activities.  
 
Elected Staff Governors will represent the interests of staff members through the 
Council. Elected Public Governors will represent the views of the Public Members 
and Appointed Governors will represent the views of their own appointing 
organisation.   
 
The Making the Most of Membership Governor Committee will have the role of 
monitoring and evaluating membership representation, the engagement and 
involvement of that membership and the public.  They have a duty to report their 
findings directly to the Council of Governors.  See figure 7. 
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Figure 7 – Assurance  
 


 
 
 
Objectives  
 
Objectives have been developed to ensure we all benefit from the experience of 
those who come into contact with our services.  Service users and their carers are 
experts by experience and recognised as true partners who can help to shape and 
improve the Trust’s services.   
 
The Council of Governors hold the ambassadorial role to ensure that the voice of the 
membership and the local community is heard as well as communicating the 
ambitions of the Trust and overseeing key aspects of Governance.      
 
Seven key objectives have therefore been developed to aid the delivery and 
achievement of this strategy.  


 
1. To have a truly representative and diverse membership of the Trust which 


provides a range of opportunities for the public, irrespective of their 
 background, location or choice to be involved with the Trust through personal 
choice of membership level. 


 
2. To facilitate member engagement and involvement which is effective, timely 


and appropriate. 
 
3. For the membership via the Council of Governors to contribute to the effective 


Governance of the Trust. 
 
4. To support staff to develop their awareness and understanding of involvement 


and engagement of the Trust’s membership, the public including service users 
and carers to ensure that it is embedded across the organisation, meeting the 
needs of all parties.       


 


Board of Directors 


Strategic  


Council of 
Governors 


Governrance 


Making the Most 
of Membership 


Committee  


Assurance 


Membership 
Recruitment 


Membership Engagement including 
involvement and of service users and 


carers 
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5. To support members, service users, carers and Governors to develop their 
knowledge and skills so that they can contribute to service planning and 
improvement. 


 
6. To develop effective monitoring and evaluation of involvement and 


 engagement which demonstrates value to the delivery of the strategic goals of 
the Trust. 


 
7. To set out an action plan which will support the delivery of this strategy. 
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MEMBERSHIP ENGAGEMENT AND INVOLVEMENT ACTION PLAN 
 


PLAN LOCATION/TEAM:                                        PLAN DEVELOPED BY:                                                          DATE PLAN 
AGREED:  


 
NO RECOMMENDATION/ 


FINDING  
INTENDED 
OUTCOME/ 


RESULT 


ACTION  ACTION OWNER TARGET DATE 
FOR ACTION 
COMPLETION 


EVIDENCE 
(TO BE 


RETAINED 
BY ACTION 


OWNER) 


PROGRESS 
UPDATE 


1 To develop a 
procedure for the 
involvement of the 
public  
 


Consistent, 
appropriate and 
meaningful 
involvement 
undertaken 
 


To write a 
procedure 


Deputy Trust 
Secretary/Head 
of Member 
Services  


July 2015   


2 To align the 
membership 
database and 
involvement 
database 
 


One single 
database which 
identifies those 
members who wish 
to participate in 
involvement 
activities  


Identify a 
process to 
ensure all 
members of 
the public who 
are 
undertaking 
involvement 
activities are 
public 
members of 
the Trust 
 


Deputy Trust 
Secretary/Head 
of Member 
Services  


July 2015   
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NO RECOMMENDATION/ 
FINDING  


INTENDED 
OUTCOME/ 


RESULT 


ACTION  ACTION OWNER TARGET DATE 
FOR ACTION 
COMPLETION 


EVIDENCE 
(TO BE 


RETAINED 
BY ACTION 


OWNER) 


PROGRESS 
UPDATE 


3 Single access 
mechanism for the 
public 


One single route 
into the Trust for all 
involvement related 
activities which is 
aligned to the levels 
of public 
membership 
 


To develop 
literature and 
information on 
how to be 
involved in the 
Trust 
 


Deputy Trust 
Secretary/Head 
of Member 
Services and 
PPI Officers 


May 2015   


4 To ensure members 
have access to a 
range of 
engagement 
activities 
 


An engaged and 
informed 
membership 


To ensure a 
range of media 
and resources 
are used to 
inform and 
engage  
members 
 


Deputy Trust 
Secretary /Head 
of Member 
Services / PPI 
Officers 


September 
2015 


  


5 To develop 
monitoring and 
reporting 
mechanisms  
 


Assurance provided 
to the Council of 
Governance through 
the Making the Most 
of Membership 
Committee 
 
 
 
 
 


To develop 
monitoring 
mechanism for 
involvement 
activities 
 


Deputy Trust 
Secretary/Head 
of Member 
Services / PPI 
Officers 


September 
2015 
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NO RECOMMENDATION/ 
FINDING  


INTENDED 
OUTCOME/ 


RESULT 


ACTION  ACTION OWNER TARGET DATE 
FOR ACTION 
COMPLETION 


EVIDENCE 
(TO BE 


RETAINED 
BY ACTION 


OWNER) 


PROGRESS 
UPDATE 


6 To have a 
representative 
membership of the 
Trust  
 


To have a fully 
diverse and 
representative 
membership of the 
Trust. 
 


To undertake 
targeted 
recruitment 
activities 


Deputy Trust 
Secretary/Head 
of Member 
Services / PPI 
Officers 


March 2016   


7 Consistent approach 
to supporting service 
users and carers 


Service Users and 
Carers receive a 
consistent and 
appropriate amount 
of support which is 
equitable to the 
involvement they 
are undertaking 


To develop an 
outline of 
mentoring of 
service users 
and carers 
which can be 
used to 
support them 
on their 
journey 


Deputy Trust 
Secretary/Head 
of Member 
Services / PPI 
Officers 


July 2015   


8 To provide clarity on 
expectation from 
Trust and from 
Involved member  


Expectation of 
service users and 
carers are aligned 
with the 
expectations of the 
Trust. 
No ambiguity  
 
 
 
 


To develop an 
involvement 
compact 
agreement 


Deputy Trust 
Secretary/Head 
of Member 
Services / PPI 
Officers 


July 2015   
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NO RECOMMENDATION/ 
FINDING  


INTENDED 
OUTCOME/ 


RESULT 


ACTION  ACTION OWNER TARGET DATE 
FOR ACTION 
COMPLETION 


EVIDENCE 
(TO BE 


RETAINED 
BY ACTION 


OWNER) 


PROGRESS 
UPDATE 


9 To have meaningful, 
accessible, 
proportional and 
proactive  
involvement 
/feedback groups 
across the Trust 


To have consistency 
across the Trust’s 
geographical area of 
involvement groups 
and activities within 
services 


To provide 
advice and 
guidance on 
the 
development 
of groups and 
seek 
involvement 
membership 
 


Deputy Trust 
Secretary/Head 
of Member 
Services / PPI 
Officers / Trust 
services 


March 2016   
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Scorecard  
 


 


SG Strategic Metrics Director Lead 
Base-line 
1/4/15 


Target 
end 15/16 


Actual 
15/16 


Target 
end 16/17 


Actual 
16/17 


Target 
17/18 


Actual 
17/18 


4+5 
To increase the public membership of the Trust annually by 250 public 
members (net)  


Deputy Trust 
Secretary/ Head of 
Member Services 


Projected 
7737 


7987  8237  
 


8487 
 


3+5 To maintain staff membership levels 
Deputy Trust 
Secretary/ Head of 
Member Services 


As at 
30/1/15 
5868 


5868  5868  
 


5868 
 


3 
For the number of staff members opting out of membership to be less 
than 10 per year 


Deputy Trust 
Secretary/ Head of 
Member Services 


As at 
30/1/15 


134 
<144  <154  


 
<164 


 


5 
To issue the Trust magazine ‘Insight’ to public members at Level 2 and 
above 


Deputy Trust 
Secretary/ Head of 
Member Services 


0 =4 issues  = 4 issues  
 


=4 issues 
 


5 
To organise and host a minimum of 4 member engagement events in 
the form of Annual General and members Meeting / Celebrating Positive 
Practice and Information Showcase events) 


Deputy Trust 
Secretary/ Head of 
Member Services 


0 = 4 events  = 4 events  


 
= 4 events 


 


5 
To hold an annual general election for those Governors who tenures are 
due to end or appropriate by-election for vacant Governor positions 


Deputy Trust 
Secretary/ Head of 
Member Services 


0 =>1  =>1  
 


=>1 
 


4+5 
% vacancy rate for public and staff governors on the Council of 
Governors 


Deputy Trust 
Secretary/ Head of 
Member Services 


As at 
30/1/15 
3.5% 


<15%  <15%  
 


<15% 
 


4+5 To hold a minimum of 4 Council of Governor meetings per year 
Deputy Trust 
Secretary/ Head of 
Member Services 


0 =>4  =>4  
 


=>4 
 


 


2+3
+4+
5 


% of Governors in post who agree that the Trust makes sufficient 
resources available to the Council of Governors to support it in 
undertaking its role and responsibilities  through their response to the 
performance evaluation of the Council of Governors  
 


Deputy Trust 
Secretary/ Head of 
Member Services 


89% =>85%  =>90%  


 
=>5% 


 


2+3
+4+
5 


% of Governors in post who agree that the Council of Governors is 
effective at representing the views of members and partner 
organisations in the governance of the Trust through their response to 
the performance evaluation of the Council of Governors  
 
 


Deputy Trust 
Secretary/ Head of 
Member Services 


78% =>80%  =>85%  


 
=>85% 


 


1+2
+5 


Number of services users and cares supported on their involvement 
journey by 3 PPI officers 
 
 


Deputy Trust 
Secretary/ Head of 
Member Services 


0 =>15  =>30  


 
=>45 
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1+2
+5 


% of satisfied members supported on their involvement journey 


Deputy Trust 
Secretary/ Head of 
Member Services 
 


0 >80%  >85%  


 
>90% 


 


1+5 
For members and governors to be consulted on major service changes 
 


Deputy Trust 
Secretary/ Head of 
Member Services 
 
 


0 >1  >1  


 
>1 


 
 


 


1+2 
To assist in the development of adult involvement groups in each of the 
locality areas which meeting at least quarterly 


Deputy Trust 
Secretary/ Head of 
Member Services 


0 =>12  =>12  


 
=>12 


 
 


 


 
 
NOTE:  Subject to review in 2016/17 following the embedding of the new organisational structure incorporating involvement and 
engagement.  
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ITEM 11 
COUNCIL OF GOVERNORS 


PUBLIC AGENDA 
 


Date of Meeting: 17 February 2015 


Title: A report on compliance activity in relation to the Care 
Quality Commission and an update on any items of 
relevance following contact with the Care Quality 
Commission 


Lead Director: Chris Stanbury, Director of Nursing and Governance 


Report for: Assurance 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled, compassionate and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be an excellent and well governed Foundation Trust that makes best use of its resources 
for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS 
PUBLIC AGENDA 


 
Date of Meeting: 17 February 2015 


Title: 
 


A report on compliance activity in relation to the Care 
Quality Commission and an update on any items of 
relevance following contact with the Care Quality 
Commission 
 


1. INTRODUCTION & PURPOSE 
 
1.1 To provide the Council of Governors with a position statement on the Trust Care 


Quality Commission (CQC) registration and provide assurance of compliance with 
the Essential Standards for Quality and Safety required to maintain registration. 


 
2.  KEY ISSUES: 
 
2.1 The inspection under the CQC’s new approach to inspections took place week 


commencing 19th January 2015 for North Yorkshire and the rest of the Trust were 
inspected weekend commencing 26th January 2015.  All inpatient and 
rehabilitation wards were inspected as well as a third of community teams.   
 
The CQC Project Board met fortnightly before the festive break and weekly in the 
New Year prior to the inspection.  The work streams for communications, estates 
and IT developed for the inspection updated the Board on progress.  The 
“Spotlight” Bulletins were sent to staff on a weekly basis which provided updates 
and communication around the impeding inspection.  Mock Inspections to all 
wards and teams identified on the CQC’s schedule of inspections were inspected 
by at least two senior members from the organisation and action plans arising 
from these mock inspections were produced for each service inspected.  Findings 
and lessons learnt were also cascaded to staff from the mock Inspections in the 
Spotlight bulletin and at CQC Assurance Events held for management staff. 
 
A formal programme of Carer’s focus groups took place week commencing 8th 
December 2014 as well as the CQC meeting with detained patients at hospital 
sites.   
 
At the beginning of both weeks Martin Barkley presented to the inspectors prior to 
them inspecting TEWV services.    
 
During both weeks of inspections focus groups were held throughout various main 
hospital sites and Middlesbrough Football Club for the following staff working 
within the Trust as well as external stakeholders and partners:- 
 


 Consultant psychiatrists      


 Doctors in training            


 Qualified nurses to band seven (ward and community based) 


 Modern matrons (ward and community based) 


 General/service mangers 







 3 


 Nurses in training 


 Non-qualified (HCA) (ward and community based) 


 Allied Health Professionals 


 Other Staff – catering, cleaning, housekeeping, maintenance, admin 


 JNCC – Staff side accredited reps                                     


 Commissioners – Clinical Commissioning Groups/NHS Education /Local 
Authorities 


 External stakeholders 


 Approved Mental Health Practitioner’s 


 Mental Health Act Administrators 


 Foundation Trust council of governors (representatives) 
 
All Groups were reported to be well attended with the exception of the Approved 
Mental Health Practitioners which had no representatives. 
 
The Chair of the CQC inspection team was David Bradley, the Chief Executive of 
South West London and St George’s Mental Health NHS Trust, and the Lead 
Inspector was Jenny Wilkes.  A number of key interviews were held during the 
second week which included the following:- 
 


 Chief executive  


 Chair   


 Medical director 


 Executive Director of nursing    


 Director Human Resources 


 Mental Health Legislation lead 


 Non – Executive Director responsible for Quality/Safety 


 Director of Operations 


 Physical Health care lead 


 Chief pharmacist 


 Complaints/Pals leads  


 Information Governance lead 


 Patient Experience lead 
 
Informal feedback was given to the Trust on the last day of the final week. 
 
David Bradley expressed thanks to all staff for their positive and professional 
behaviour and noted the importance of quality across the organisation 
 
Jenny Wilkes said she was impressed overall for such a large Trust with so many 
locations and had seen an incredible amount of good practice.  Staff were reported 
as caring and compassionate and showed a great deal of involvement with positive 
attitudes and values showing through.  Jenny Wilkes thanked The Trust for all the 
hospitality and responsiveness, especially with regard to prompt actions on issues 
raised and requests throughout the inspection. Jenny Wilkes stated that the 
inspection overall had been responsive, helpful and a very good inspection.  
 
It was noted overall that Pharmacy services were very good with evidence of 
excellent practice. 
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The current compliance issues on 163 Durham Road was removed and inspectors 
were able to see good evidence of practice change and evidence presented.  
 
With regard to the compliance issues currently at Roseberry Park, Forensic 
Services, CQC noted the action plan aimed to run until June.  They had seen 
evidence of a tremendous amount of work and progress.  Observation however, 
particularly of the locked rehab part of forensic services still showed some blanket 
restrictions and practices in place. The Trust were reminded of the need to show 
compliance across whole location not just Forensic Learning Disability.  
 
In Forensic Learning Disability they had been very impressed at the involvement of 
service users, especially in change to restrictive practice and in service 
development.  
 
An example of restrictive practices observed was at the locked rehabilitation ward  
within the secure perimeter (Fulmar), where patients have to come back from leave 
through the secure entry processes and are automatically searched and not 
individually risk assessed.   Therefore locked rehabilitation patients get the same 
amount of security on access/egress as secure patients.  
 
 
Concerns highlighted: 
 


 Blanket restrictions observed in Kirkdale /Fulmar unnecessary for locked 
rehabilitation service specification. Action plan to develop  


 Concerns on Earlston House regarding partial non-compliance with Eliminating 
Mixed Sex Accommodation (EMSA) , non recording of capacity assessments,  
poor compliance with Mental Capacity Act (MCA), and staff need to be recovery 
focussed. Action plan in place – partial completion -needs further actions 
regarding MCA and recovery focus  


 Ceddersfeld – 2 incidents of covert medication administration with no evidence of 
MDT agreement documented – medicine administration incidents by 1 nurse –
Action plan in place and further evidence collected re challenge to covert 
medication issue 


 Oak Ward – non- compliance with EMSA due to non-emergency male occupancy 
of room in female bed area and location of female shower Action plan in place 
– several actions completed and full compliance can be achieved within 
next few weeks. 


 Abdale House- environmental risk with staircase -Remedial action completed 
and evidence submitted to CQC 


 Primrose Lodge – environmental risk with stairwell – action plan partially 
completed  


 CAMHS community Stockton-  ligature risk in patient toilet - Remedial action 
completed and evidence submitted to CQC 


 Cedar West Park (PICU) – some environmental concerns regarding the de-
escalation/ex-seclusion room – and risk issues of absconsion over fence - more 
information awaited- action plan will be developed  


 Cedar Briary – some environmental concerns and staffing levels re isolated unit 
– more information awaited- action plan will be developed  


 Elm Ward  - compliance concerns re EMSA compliance -more information 
awaited- action plan will be developed  
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Notable Practice highlighted: 
 
1. Availability and access to specialist training, in addition to mandatory training 


and demonstrated as skills shown to have transferred to people. 
2. Career development opportunities  e.g. HCA who have done RN training, staff 


developing into managers 
3. Vision and values were demonstrated throughout the Trust with the attitude and 


behaviour of staff embedded everywhere.  Particularly evidenced in Hambleton 
Richmond and Harrogate where it was staff who stated that they feel they really 
belonged and were valued  


4. Leadership style led to staff feeling valued.  Leaders very visible  
5. Commitment to quality improvement and Quality Improvement System (QIS). 


The report out process on wards was especially noted as exceptional as an 
alternative to ward rounds so staff know what they need to be doing with 
patients to move them on and recover. 


6. Involvement of patients, particularly in LD and in Forensic services, in service 
development and quality. 


7.  Commitment to making change in Learning Disability provision post 
Winterbourne  and noted range of approaches and effort to finding options  


8. They felt the CAMHS crisis service was innovative  
9. Mental Health Act Administration and Management Systems and Department 


was described as  “Best ever seen”, with demonstration of application in 
services.  CQC were surprised MHA/MCA training was not mandatory but 
evidence that training happened despite not being mandatory and no criticism 
of staff understanding 


10. Feedback from partners  including Clinical Commissioning Groups and Local 
Authority partners was very positive about partnership working 


 
Areas suggested to learn from: 


 Sharing practice across services and localities. Need to embed changes in 
different places and learn from each other. E.g. implementing some of the 
learning from Learning Disabilities Forensic Services to Assessment and 
Treatment Learning Disability services. A well as generic learning lessons to be 
improved. 


 Suggest consider Mental Health Act and Mental Capacity Act training to be 
mandated  


 Suggest reviewing current location of locked rehabilitation female service in 
Ridgeway.  


 
Next steps: 


 A draft report will be received to the Trust on 2nd April.  The Trust has 10 working 
days factual accuracy checking and challenge period.  The final report is 
returned to the Trust between one and two weeks following return from Trust 
after accuracy checking 


 A Quality Summit has been arranged for 6th May and will include external 
partners and Trust representation  


 The report will then be published  2-3 days following summit  
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2.2 Mental Health Act monitoring reports have been received in respect of seven 
inspections as well as  the Seclusion and Segregation Visit and Section 120 of the 
Mental Health Act visit. 
 
Oak Ward, West Park Hospital and Cedar Annex on Oak Ward - 16th October 
2014 
 
There were no issues identified on Cedar Annex on Oak Ward (Adult Mental Health 
Services)~ 
 
On Oak Ward Mental Health Services Older People services there were two issues 
raised:- 
 


 That staff had recorded that some patients had failed to understand the 
information they had been given about their rights under the Mental Health 
Act but their intervention plans were for the staff to explain the information, 
provide support and to assist in any appeal the patient might choose to 
make. No account was made of the patient’s inability to comprehend the 
information or of the actions the staff should take to ensure that the 
patients' rights were being upheld. 
 
While each patient was referred to an advocacy service on their admission 
CQC were told that not all continued to receive the support of an advocate 
throughout their stay and none of the intervention plans we saw made 
reference to an advocate - so there was little evidence that patients who 
lacked the capacity to understand the rights 


 


 That the Responsible Clinician had not recorded the feedback that they had 
provided to the patients following the SOAD's visit and that not all of the 
consultees had made a record of their consultation with the SOAD. 


 
 


 Hamsterley Ward, Auckland Park Hospital, 21st October 2014 
 
One issue was identified:- 


 


 There was no record that one patient had ever been informed of their 
rights. The intervention plans regarding the patients' rights under MHA did 
not reflect the current practice on the ward. 
 


 
Kestral Kite, Ridgeway, Roseberry Park – 17th September 2014 


 
Six issues were identified:- 


 


 Patients were only being allowed to have 12 cigarettes on their person per 
day. 


 That for one patient their detention papers were not available on the ward 
for inspection 
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 That for one patient the old section 17 leave forms were not removed or 
struck through. 


 Patient A has complained that over the last couple of months there has 
been a shortage of staff, this has had an effect on patients’ section 17 
leave. The patient told us that they have written a letter to the head of the 
Learning Disability service signed by all patients asking why they are not 
able to get out on section 17 leave. The patient said that they have not yet 
received a reply to this letter. 


 Patient B has complained that the food is not very nice. The same choice is 
offered over and over again. That at lunch times the same with sandwiches 
offered over and over again. 


 Patient D complained that the portion sizes at meal times are getting 
smaller and smaller and that the same sandwich fillings are always offered. 


 
Tunstall Ward – 25th November 2014 
 
Two actions were identified 
 


 One patient’s medical recommendation dated before the practitioner had 
examined the patient and two patients for whom the AMHP report was not 
filed with their detention documentation.  A section 5(2) form for a patient 
from another hospital was wrongly filed in a file for a patient on ward 14. 
 


 Although the form identifies that others involved in the leave should be 
given a copy of the authorisation, there was no evidence that they had 
been. There was no guidance on the leave authorisation on what to do or 
who to contact in the event of an emergency whilst on section 17 leave. 


 
Primrose Lodge – 9th December 2014 
 
No actions were identified 


 
Oakwood – 13th January 2015 


No issues were identified 


Swift – 15th January 2015 


One action was identified to address restrictive practices in relation to:- 


 Patients were only allowed to access to the courtyard at 12 set times during 
the day to smoke. The last time was at 7.30 pm and the period between the 
last and first access was almost 12 hours. 


 Patients could only access the assessment kitchen, the laundry and the 
courtyard when they were supervised by staff. 


 Staff routinely searched each patient's room and performed a rubdown 
search on each patient irrespective of the patient's assessed risks. 


 Patients returning from unescorted leave were subjected to a rubdown 
search irrespective of the patient's assessed risks. 


 No information on searching was available to patients. 


 Patients were not permitted to meet with their visitors in private; a member 
of staff would sit in on each visit irrespective of the patient's assessed risks. 
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Seclusion and Segregation MHA Inspection 


On 6th November a special inspection that place looking at Seclusion and 


Segregation by the CQC at Forensic Mental Health, Forensic Learning Disability 


and Adult Mental Health services at Roseberry Park.  Informal feedback was 


positive.  Two areas were identified :- 


1. Difficult to navigate around PARIS 


2. No consistent process to store the reflective documentation – to identify 


consistent point for storage. 


 
 
Monitoring under Section 120 of the Mental Health Act 1983: Assessment 
and Application for Detention and Admission visit  
 
The CQC also checked arrangements for assessment and application for 
detention, discharge from detention, aftercare and supervised community 
treatment. They carry out these checks in each two-year cycle of monitoring for 
each mental health NHS trust and, as appropriate, independent hospitals. They 
selected to visit TEWV on the 3rd and 4th December, so that they could monitor 
TEWV’s arrangements for assessment and applications for detention in the Tees 
Valley and North Yorkshire Localities.  The report has been received and actions 
to address include:- 
 


 How the trust and its partners can work together to improve the availability of 
section 12 approved doctors across the trust area. 


 


 How the trust is monitoring the new patient transport service to ensure 
conveyance times improve for mental health service users.  


 


 An increased number of service users self-presenting at the reception of 
Roseberry 


 Park Hospital at night had been identified as a risk.  How the trust will monitor 
this situation and ensure the safety of all involved until the new Roseberry Park 
Hospital mental health crisis unit is commissioned. 
 


 What measures the trust will put in place to ensure that all service users are 
aware of and are encouraged to participate in the assessment and admissions 
process and what measures the trust will put in place to actively engage 
service users in such process.  
 


 How the trust will evidence such measures going forward. How the trust will 
ensure that all carers are made aware of what help is available to them to 
support their relative through the process. 
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 The CQC recognised that there are relevant and necessary occasions where 
service users are here held down and forcibly given intra-muscular medication. 
What measures the trust will put in place to support service users through this 
process and after the event. 
 


 What training measures the trust has in place to ensure that all staff is aware 
of the role of the IMHA and how that role can be exercised. 


 


 How the Local Authority will ensure that one current version of the Approved 
Mental Health Practitioner (AMPHs) report containing all information relevant to 
the assessment process is available to all AMHP’s. 
 


2.3 Professor Sir Mike Richards, England’s Chief Inspector of Hospitals, has rated the 
services provided by Leeds and York Partnership NHS Foundation Trust as 
requires improvement following a Care Quality Commission inspection in October. 


CQC found that the trust, which provides mental health and learning disability 
services to a large population across Leeds, York and North Yorkshire, needed to 
make a number of improvements in order to make sure that it was consistently 
delivering care which was safe, effective, caring, responsive to people’s needs, in 
services which were well led. Many of these improvements related to services in 
York which had been historically underfunded. 


A full report on the trust, and on all the individual services inspected, can be found 
on the link below:- 


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


People using the services run by the trust gave mixed feedback on the treatment 
and care that they had received. 


The majority of patients spoken to during the inspection itself told inspectors that 
they were happy with the quality of the care and treatment they were receiving and 
with the approach of the staff, and that they felt involved in decisions about their 
care. However, some people who attended focus groups arranged by CQC prior to 
the inspection told inspectors that they had concerns about their care. These 
related to a number of areas, including access to crisis services, the interface 
between different services, and the complexity of returning to services after a period 
away. 


Inspectors were concerned about the safety of some of the wards. Staff were not 
always aware of the risks posed by fixtures and fittings that could be used as 
ligature points by patients who were at risk of suicide. Some wards in York did not 
meet national guidance regarding same sex accommodation which requires there 
to be segregated facilities for men and women. This could pose risks to patients as 
well as compromising privacy and dignity. Staffing levels were usually maintained at 
the level set by the trust, but there was limited medical cover in some locations 
which meant that it could be difficult to get medical assistance in an emergency. 


CQC found that, despite significant work having been done to attempt to improve 
the premises, Bootham Park Hospital was not fit for purpose as a modern mental 



http://www.cqc.org.uk/provider/RGD
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health ward. Because of the building’s listed status, trust staff could not make safe 
all potential ligature points nor could nursing staff easily observe all parts of all 
wards due to the layout of the building. The trust was working to find a solution but 
as yet this had not been implemented. Inspectors noted that the trust had 
successfully moved a service that had similar problems to another location. 


CQC identified a number of other areas where the trust must make improvements 
(for full details, see the report).  These included ensuring that: 


 Comments and complaints are handled appropriately 
 Consent to care and treatment is obtained in line with legislation and 


guidance including the Mental Capacity Act 2005. 
 Rehabilitation wards are both adequately and safely maintained. 
 All staff receive their mandatory training, and all appropriate staff receive 


training in relation to the Mental Capacity Act and Mental Health Act 
 All medication charts, observation records and records of Gillick 


competency and mental capacity assessments are always fully 
documented. 


 Adequate medical cover is available, both within and out of working hours, 
which meets the needs of the patients across the trust. 


Inspectors identified a number of areas of good practice across the trust, including: 


 The crisis assessment service in the Becklin Centre, Leeds, which operated 
a pilot scheme called the Street Triage Team. This had reduced admissions 
into the 136 suite by 28% since its introduction in April 2014. In addition, the 
service worked closely with West Yorkshire Police and had provided joint 
training within the trust. 


 In York, the community mental health teams had developed excellent 
partnership working with York St John University through Converge, which 
provides support and access to courses specifically designed for people 
who use mental health services. 


 The child and adolescent inpatient ward in York provided mobile phones to 
young people. This meant young people were able to keep contact with 
friends and family whilst ensuring the privacy of others on the ward was 
being protected. 


 The rehabilitation wards in Leeds had a “you said, we did” feedback system 
for patients. If patients had raised a point within their weekly community 
meetings, the “you said, we did” provided them with communication on 
what action had been taken. 


 Staff within the assertive outreach teams escorted patients to visit their 
general practitioner if required to ensure they received their annual health 
check. 


 Staff met patients at a community based dementia café to enable patients 
to access a nurse in a more informal, less stressful environment. 


 At Linden House, the team had established a specialist training link with 
Leeds bereavement forum specifically in relation to dementia. 


2.4  Professor Sir Mike Richards, England’s Chief Inspector of Hospitals, has given an 
overall rating of Inadequate for the services provided by Norfolk and Suffolk NHS 
Foundation Trust following a Care Quality Commission inspection in October. 
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CQC found the trust, which provides mental health and learning disability services 
to a large population across Norfolk and Suffolk, needed to make a number of 
improvements to ensure it was consistently delivering care which was safe, 
effective, caring, responsive to people’s needs, in services which were well led. 


The overall trust and individual services provided by the trust have been given one 
of the following ratings: Outstanding, Good, Requires Improvement, or 
Inadequate. 


The trust was rated as Inadequate with regard to whether services were safe and 
well-led, Requires Improvement with regard to whether services were effective 
and responsive and Good with regards to whether services were caring. Its overall 
rating was Inadequate. 


A full report on the trust, and on all the individual services inspected, can be found 
here- www.cqc.org.uk/provider/RMY 


CQC identified several areas of concern where the trust must make 
improvements. These included: 


 Staff morale was very low across many areas of the trust and concerns 
were highlighted about the lack of senior leadership support towards staff. 


 Leadership from ward level and above must be more visible and accessible 
to staff. Staff told inspectors they did not feel engaged in the improvement 
agenda or any top level decisions. 


 Improvements are needed regarding safety at the trust. Areas of concern 
included; unsafe environments that did not promote patient dignity; 
insufficient staffing levels to safely meet patient’s needs; inadequate 
arrangements for medication management and concerns regarding 
seclusion and restraint practice. 


 A lack of availability of beds meant that people did not always receive the 
right care at the right time and sometimes people were moved, discharged 
early or managed within an inappropriate service. 


 The trust must ensure that action is taken to remove identified ligature risks 
and to mitigate where there are poor lines of sight. 


 Proper procedures must be followed regarding detention under the Mental 
Health Act. 


 Wards managed by the trust must meet guidance on same-sex 
accommodation whilst promoting safety and dignity. 


 The trust must ensure that seclusion facilities are safe and appropriate and 
that seclusion and restraint are managed within the safeguards of national 
guidance. 


 All staff including bank and agency staff must complete statutory, 
mandatory and specialist training where necessary. 


 The trust must provide sufficient personal alarms for staff and visitors and 
carry out and document regular checks of emergency equipment. 


Despite the overall rating of Inadequate, inspectors identified a number of areas of 
good practice across the trust, including: 


 The dementia and intensive support team have introduced an innovative 
helpline to assist carers and care homes with support and advice. 



http://www.cqc.org.uk/provider/RMY
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 Inspectors found examples of innovative multi-disciplinary team working 
within the child and adolescent community teams in order to meet young 
people’s needs. 


 The dementia and complexity in later life team (DCLL) has integrated their 
collaborative working with GPs and social workers to improve outcomes for 
patients. 


 The trust has developed effective services such as the Compass Centre (a 
therapeutic and education service) and an intensive support team which 
have reduced the number of admissions of young people to hospital. 


 
3.  IMPLICATIONS / RISKS: 
 
3.1 Quality:  Provision of safe and effective high quality services is a strategic priority 


for the Trust and the Essential Standards of Quality and Safety that underpin CQC 
registration support and facilitate those quality services.  Ongoing full registration 
reinforces the position of the Trust in maintaining high quality service delivery – any 
loss of registration has implications for the reputation of the Trust as quality 
provider. 


 
3.2 Financial:  Full CQC registration is an essential requirement of the Monitor 


authorisation the Trust to operate as Foundation Trust –complete loss of 
registration therefore would have disastrous business impact.  There are financial 
implications in maintaining CQC registration – the annual fee structure, the 
corporate infrastructure required to maintain the evidence base and relationship 
with CQC and the costs of addressing any challenges to compliance with changing 
services.   


 
3.3 Legal and Constitutional:  Under the 2008 Health and Social Care Act (Regulated 


Activities) Regulations 2009, CQC registration is a pre-requisite to the status of 
service provider – the Trust can no longer legally undertake contractual obligations 
to provide services without registration for those services.  In  addition all the legal 
and statutory requirements that underpin the CQC Essential Standards of Quality 
and Safety forms the operational and professional legislative framework that the 
Trust has to comply with anyway –compliance with the registration standards 
enables the Trust to ensure those legal and statutory requirements are being met. 


 
3.4 Equality and Diversity:  The Equality and Diversity legislation underpins the CQC 


registration framework and therefore compliance with E&D legislation is monitored 
to mitigate risk to or compromise of CQC registration status. 


 
3.5 Other Risks:  The essential requirement to have services registered before 


undertaking contractual obligations to provide could compromise the flexibility and 
nimbleness of the Trust to take on new or reconfigured services as the registration 
processes are not currently highly responsive.  Internally there needs to be 
proactive and reflexive systems in place to reduce that risk by including registration 
and compliance advice/action as early as possible in the tender or contracting 
stage.  
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4 CONCLUSIONS 
 
4.1  The Trust continues to maintain full registration with the Care Quality Commission 


with no conditions and is gradually strengthening the validated evidence base that 
demonstrates compliance with the CQC’s framework for regulating and monitoring 
services.   


 
 
5 RECOMMENDATIONS 
 


5.1 The Council of Governors are asked to note the CQC registration and information 
assurance update. 


 
Chris Stanbury,  
Director of Nursing and Governance  






_1485156004.pdf
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ITEM 15 
FOR GENERAL RELEASE 


 
COUNCIL OF GOVERNORS 


Date: 17 February 2015 
 


Title: Finance Report for Period 1 April 2014 to 31 December 2014 
 


Lead Director: Colin Martin, Director of Finance 


Report for: Assurance and Information 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled, compassionate and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be recognised as an excellent and well governed Foundation Trust that makes best use 
of its resources for the benefit of our communities. 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS 
 


Date of Meeting: 
 


 


17 February 2015 


Title: Finance Report for period 1 April 2014 to 31 December 2014 
 


 
1. INTRODUCTION & PURPOSE 
 
1.1 This report summarises the Trust’s financial performance from 1 April 2014 to 


31 December 2014 
 
2.  BACKGROUND INFORMATION 
 
2.1 The financial reporting framework of a Foundation Trust places an increased 


emphasis on cash and the statement of financial position as well as the 
management of identified key financial drivers.  The Board receives a monthly 
summary report on the Trust’s finances as well as a more detailed analysis on 
a quarterly basis. 


 
3. KEY ISSUES: 
 
3.1 Statement of Comprehensive Income 


 
The financial position shows a deficit of £2,921k for the period 1 April 2014 to 
31 December 2014, representing -1.4% of the Trust’s turnover and is behind 
plan. The deficit is due to unplanned fixed asset impairments; excluding these 
non-cash related adjustments the Trust is ahead of plan by £1,346k. 


 
The graph below shows the Trust’s planned operating surplus against actual 
performance, and the Trust’s position excluding impairments. 
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3.2 Cash Releasing Efficiency Savings 
 


Total CRES achieved at 31 December 2014 is £9,059k and is £607k ahead of 
plan.   
 


   


 


The monthly profile for CRES achieved by Localities is shown below. 
 
 


 
 


 


3.3 Capital Programme 
 


Capital expenditure to 31 December 2014 is £5,108k, which is behind the 
reforecast plan submitted to Monitor due to minor delays in a few schemes.   
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3.4 Cash Flow 
 


Total cash at 31 December 2014 is £44,745k and is ahead of plan. This is 
largely due to the Trust receiving a £15,000k loan repayable over 5 years 
from the Independent Trust Finance Facility (ITFF), which will be used to 
support the Trust’s capital programme. The additional liquidity also enables 
the Trust to reduce its PDC dividend payable by more than the interest 
charged on the loan which will improve the operating surplus. 
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The payments profile fluctuates for PDC dividend payments which occur in 
September and March.  


 


Working Capital ratios for period to 31 December 2014 were: 


 Debtor Days of 3.0 days 


 Liquidity of 34.6 days  


 Better Payment Practice Code (% of invoices paid within terms) 
NHS – 74.7% 
Non NHS 30 Days – 98.3% 


  


 
 


The Trust had a debtors’ target of 5.0 days and actual performance of 3.0 
days, which is ahead of plan.   
 
The liquidity days graph below reflects the metric within Monitor’s risk 
assessment framework. The Trust liquidity day’s ratio is ahead of plan 
following receipt of the ITFF loan.  


 


 
 
3.5 Financial Drivers 


 


The following table and chart show the Trust’s performance on some of the 
key financial drivers identified by the Board. 
 
 
 
 
 


2.0


3.0


4.0


5.0


6.0


7.0


Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15


D
ay


s 


Months 


Debtor Days 


Forecast Debtor Days Actual Debtor Days


12.0


17.0


22.0


27.0


32.0


37.0


42.0


Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15


D
ay


s 


Months 


Liquidity Days 


Forecast Liquidity Days Actual Liquidity Days







 
 


 6  


Tolerance August September October November December 


Agency (1%) 1.7% 1.8% 1.9% 1.8% 1.9% 


Overtime (1%) 0.8% 0.8% 0.8% 0.9% 0.9% 


Bank & ASH (flexed against 
establishment) 3.1% 3.2% 3.1% 3.2% 3.2% 


Establishment (90%-95%) 95.1% 94.3% 93.5% 93.5% 93.8% 


Total 100.7% 100.1% 99.3% 99.4% 99.8% 


 
The tolerances for flexible staffing expenditure are set at 1% of pay budgets 
for Agency and Overtime, and flexed in correlation to staff in post for Bank & 
ASH.  For December 2014 the tolerance for Bank and ASH is 4.2% of pay 
budgets.  The following chart shows performance for each type of flexible 
staffing. 
 


 
 


Additional staffing expenditure is 6.0% of pay budgets.  The requirement for 
bank, agency and overtime is due to a number of factors including cover for 
vacancies (39%), enhanced observations (23%) and sickness (23%).  
 


3.6 Continuity of Service Risk Rating and Indicators 
 
3.6.1 The Continuity of Service Risk Rating was assessed as 4 at 31 December 


2014 and is in line with plan.  
 


3.6.2 Debt service cover assesses the level of operating surplus generated to 
ensure a Trust is able to cover all debt repayments due in the reporting 
period.  


  
The Trust has a debt service cover of 2.02x (can cover debt payments due 
2.02 times), which is in line with plan and is rated as a 3 in the CoSRR 
metrics. 
  


3.6.3 The liquidity position is 34.6, days which ahead of plan and is rated as a 4 in 
the CoSRR metrics.  
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3.6.4 The margins on CoSRR risk ratings are as follows:  


 Debt service cover - to reduce to a 2 a surplus reduction of £2,287k is 
required. 


 Liquidity - to reduce to a 3 a working capital reduction of £24,917k is 
required. 
 


Continuity of Services Risk Rating at 31 December 2014     


 Monitors Rating Guide Weighting Rating Categories 


  % 4 3 2 1 


 Debt Service Cover 50 2.50 1.75 1.25 < 1.25 


 Liquidity 50 0 -7 -14 <-14 


       


 TEWV Performance Weighting Rating Categories 


  % 4 3 2 1 


 Debt Service Cover 50  2.02x   


 Liquidity 50 34.6 Days        
Overall Finance Continuity of Services Risk Rating         4    


 
3.6.5 8.0% of total receivables (£339k) are over 90 days past their due date. This is 


above the 5% tolerance set by Monitor however does not give cause for 
concern as the Trust is working with partner organisations to resolve and 
improve payment processes. 
 


3.6.6 0.8% of total payables invoices (£66k) held for payment are over 90 days past 
their due date. This is within the 5% finance risk tolerance set by Monitor. 


 
3.6.7 The cash balance at 31 December 2014 is £44,745 and represents 63.0 days 


of annualised operating expenses. 
 
3.6.8 Actual capital expenditure is 86% of the reforecast plan and is within Monitor 


tolerances. 
 
3.6.9 The Trust does not anticipate the quarterly Continuity of Services Risk Rating 


will be less than 3 in the next 12 months. 
 


 
4. IMPLICATIONS / RISKS 
 
4.1 There is no direct quality, legal or equality and diversity implications 


associated with this paper.  
 
5. CONCLUSIONS 
 
5.1 The comprehensive income outturn for the period ending 31 December 2014 


is a deficit of £2,921k, which is equivalent to -1.4% of turnover and is behind 
plan due to unplanned impairments. Excluding the impact of these 
impairments the Trust has a surplus of £7,301k which is £1,346k ahead of 
plan. 


 
5.2 The Trust is ahead of plan for Cash Releasing Efficiency Savings at 31 


December 2014.  The Trust continues to identify schemes to deliver the 
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required level of CRES in 2015/16 whilst plans continue to be progressed for 
2016/17. 


5.3 The Continuity of Services Risk Rating for the Trust is 4 for the period ending 
31 December 2014.  


 
6.0      RECOMMENDATIONS 


 
6.1 The Council of Governors are requested to receive the report, to note the 


conclusions in section 5 and to raise any issues of concern, clarification or 
interest. 
 


6.2 The Council of Governors are requested to approve the signing of the In Year 
Governance Statement confirming maintaining a continuity of service risk 
rating of at least 3 in the next 12 months. 


 
 
 
Colin Martin 
Director of Finance 






_1485156050.pdf
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                                                                                                      ITEM 17 


 FOR GENERAL RELEASE 
 


COUNCIL OF GOVERNORS  


Date of Meeting: 17 February 2015 


Title: Appointment to NHS Providers Governor Policy Board 


Lead Director: Phil Bellas, Trust Secretary  


Report for: Information  
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be an excellent and well governed Foundation Trust that makes best use of its resources 
for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS  


Date of Meeting: 
 


17 February 2015 


Title: 
 


Appointment to NHS Providers Governor Policy Board 


 
1. INTRODUCTION & PURPOSE 
 
1.1 To consider and agree the Governor nomination for the NHS Providers Governor 


Policy Board (GPB).   
 
2.  BACKGROUND INFORMATION 
 
2.1 The NHS Providers organisation has established a GPB which consists of: 


 Eight elected Governors 


 Two Foundation Trust Chairs 
 
2.2 The role of the GPB is to: 


 Guide the work programme of those employees of NHS Providers who work 
on the delivery of the Governor support work programme.   


 
The purpose of the GPB is to: 


 Help to ensure that NHS Providers services to Councils of Governors meet 
the requirements of those Councils and represent their broad views.   


 
The GPB is also responsible for ensuring that the collective voice of the Councils of 
Governors is heard within and communicated by NHS Providers.    


 
2.3 The GPB will meet four times per year formally.  In addition there will be informal 
 consultation with members. 
 
2.4 Induction training and support will be provided directly by NHS Providers. 
 
2.5 Members of the Council of Governors were asked to consider if they wished to put 
 themselves forward for consideration for this nomination by letter dated 29 January 
 2015 (posted 30 January 2015).  The deadline for nominations was 6 February 
 2015. 
 
2.6 The full terms of reference, GPB general description and nomination form are 
 enclosed at Appendix 1. 
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3. KEY ISSUES: 
 
3.1 Members of the GPB will not represent the interests of the Trust or their own 


Council.  They will represent the Community of Councils.  
 
3.2 The GPB will operate as a team and should be able to contribute either lived 


experience or be able to reflect the broad views and interests of Councils of 
Governors rather than their personal view. 


 
3.3 GPB members will be required to assimilate information and feedback.  Therefore 


analytical skills would be an asset but are not essential. 
 
3.4 GPB members should work in accordance with the Nolan standards for conduct in 


public life. 
 
3.5 NHS Providers considers that members of the GPB should be experienced and 


restricted to those Governors who have served more than one year in office. 
 
3.6 GPB members are required to have some experience as a Governor and it is 


expected that Governors in their first year of office will be only nominated in 
exceptional circumstances. 


 
3.7 The Council of Governors is asked if they would like to nominate one Governor to be 


considered as a member of the GPB.  Nominations are open to all types of 
Governors. 


 
3.8 Appointment to the GPB is by ballot of the NHS Providers’ membership if more than 


eight Governor nominations are received.  A personal statement and biography of no 
more than 250 words is required as part of the nomination. 


 
4.  IMPLICATIONS / RISKS: 
 
4.1 Quality:  There are no quality implications. 
 
4.2 Financial: There are no financial implications. 
 
4.3 Legal and Constitutional: Any elected Governor would need to declare their 


position on the GPB on the Council of Governors’ Register of Interest.  
 
4.4 Equality and Diversity: There are no equality and diversity implications. 
 
4.5 Other Risks: There are no other identified risks. 
 
5. CONCLUSIONS  
 
5.1 The Council of Governors has the opportunity to submit a nomination of one 


Governor to be considered as a member of the NHS Providers Governor Policy 
Board.  
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6. RECOMMENDATIONS 
 
6.1 For the Council of Governors to consider a nomination to be put forward for a 


Governor to be a member of the NHS Providers Governor Policy Board from the 
nominations received by close of business on 6 February 2015.   


 
6.2 Nominations received are attached at Appendix 2. 
 
 
 
 
 
Phil Bellas 
Trust Secretary  
 


Background Papers:  
 
Letter to Governors dated 29 January 2015 
Correspondence received from NHS Providers dated 23 January 2015 
 


 






_1485156070.pdf


23 Jan 2015 


 


 


Governor policy board (GPB) general description 


 


The governor policy board (GPB) consists of eight elected governors, two foundation trust chairs 


appointed by the NHS Providers board and the NHS Providers Director of Policy and Strategy.    


 


The general role of the GPB is to guide the work programme of those employees of NHS Providers 


working on the delivery of the governor support work programme.  The purpose of the GPB is to 


help ensure that NHS Providers services to councils of governors meet the requirements of councils 


and represent their broad views.  The GPB is also responsible for ensuring that the collective voice of 


councils of governors is heard within and communicated by NHS Providers. 


 


The GPB will meet four times a year, but there will be informal consultation with members between 


meetings on a range of issues.  Meetings are likely to take place in London or Birmingham, but their 


will also be scope for teleconferencing. 


 


NHS Providers will provide induction training and support for elected candidates.  We hope that a 


diverse range of candidates for election and we will provide support where necessary to facilitate a 


diverse field. 


 


While nominated by their FT the members of the GPB will not represent the interests of the trust or 


their own council, but rather of the community of councils.  GPB members will need to be able to 


operate as part of a team.  Members should be able to contribute either lived experience or be able 


to reflect the broad views and interests of foundation trust councils of governors to distinguish 


between this and their personal views.  Members will need to be able to assimilate information and 


feed back.  Analytical skills would therefore be an asset, but are not essential.  They should be able 


to work in accordance with the Nolan standards for conduct in public life.    


 


Membership of the GPB will require the governor to have some experience and while we have not 


set a limit on this we would only expect governors in their first year to be nominated in exceptional 


circumstances. 


 


 


 







 















Nominations for election to the Governor Policy Board (GPB) 2015 
 
Purpose and role 
NHS Providers and the Foundation Trust Governors’ Association merged in 2014. A new Governor 
Policy Board (GPB) has been established to guide our work programme in support of councils of 
governors and to ensure that the voice of councils of governors is heard. The GPB consists of eight 
elected governor members, two foundation trust chairs nominated by the NHS Providers’ board and 
one NHS Providers Director of Policy and Strategy. 
 
The former members of the FTGA board of directors agreed to cover the governor positions on the 
GPB until the end of 2014/15.  We are now seeking nominations for governor members of the GPB 
for a three year term beginning in 1 April 2015.  The terms of reference of the GPB and a brief 
description of the GPB governor role are attached to this letter. 
 
Election Process 
In order to reflect the diversity of our membership we will be counting votes cast according to trust 
type and separately according to type of governor. For the purpose of these elections we have 
identified the trust types as acute/specialist; mental health; community and ambulance.  We realise 
that these are blunt categorisations, but we are asking members to select their own category 
according to the best fit.    
 
Nominations 
Nominations may only be made by councils of governors (CoG), but CoGs are free to choose how 
they go about deciding on a nomination. CoGs may nominate ONE serving governor from their own 
council for election to the GPB. CoGs may not nominate more than one person, nor may they 
nominate someone from another trust or someone who is not a serving governor.  Trusts may define 
what type of trust they are, but must specify this on the nomination form. 
 
Voting 
Councils of governors may cast one vote.  Where more than one vote is cast the ballot paper will be 
regarded as spoilt. 
 
Counting of votes 
In the first instance votes cast will be counted by type of trust.  The acute/specialist trust governor 
with the most votes will be elected as will the mental health trust governor, community trust 
governor and ambulance trust governor with the most votes.  Following the first round of counting 
the votes of the elected candidates will be discarded and then the votes cast will be counted again 
by type of governor. The public governor with the most votes will be elected as will the staff 
governor, the patient/service user/care governor and the appointed/stakeholder governor.  That will 
fill the elected governor seats. 
 
Election timetable 


Date Action 


Fri 20 Feb  Deadline for nominations  


Thurs 26 Feb   Voting papers issued 


Fri 27 March (noon) Elections close  


Wed 1 April  Election results announced 







Commitment 
The Board will meet four times a year. The term of office is three years and elected governors may 
not serve more than three consecutive terms or part thereof. Meetings are likely to alternate 
between London and Birmingham. The next GPB meeting dates will be on Tuesday 21 April, 
Thursday 23 July and Thursday 22 October.  
 
Candidate requirements 
In addition to the nomination, candidates are asked to submit a biography/statement of no more 
than 250 words.  Anything over this word limit will nullify the nomination. We welcome applications 
from any governor who feels they can represent the voice of governors nationally.  
 
Further information 
If you require further information, please contact us at governors@nhsproviders.org   
 
Governor Policy Board Elections 2015 Nomination Form 
 
This form should be completed and returned by Friday 20th February 2015 at noon to:   
governors@nhsproviders.org or by post to Edwin Magombe, Governor Support Officer, NHS 
Providers, One Birdcage Walk, London, SW1H 9JJ 
 


Nominee’s name Nominee’s email address Type of governor (appointed/stakeholder; 


carer/patient/service user; public; staff) 
   


 


Name of trust:  


Type of trust (acute; ambulance; community services; 


mental health/learning disability): 
 


Signed on behalf of the Council of Governors:    
 


Date:    


 
1. I confirm that the above named has agreed to be nominated to stand for election as a representative 


for the Governor Policy Board  
2. Attached is a short biography and statement from the nominee (250 words maximum) 



mailto:governors@nhsproviders.org

mailto:governors@nhsproviders.org





Mary Booth, FCOT Bibliography and statement in support of nomination to the Governor Policy 


Board. 


I retired from working full time in the NHS in 2014, after a career of over 30 years.   I served as a 


school governor for over 25 years to 2008.  From 2007 to 2010 I was an elected member on the 


College of Occupational Therapists Council/ Board of Directors and was a Trustee of the College. I 


have also served on the College’s English Board and as vice chair of the COT Mental Health Specialist 


Interest Group and undertake occasional work for the College of Occupational Therapists.  I am 


currently a CQC specialist advisor and as such have participated in a number of inspections of Trusts. 


In early 2014 I was awarded a Fellowship of the College of Occupational Therapists.   


I became an elected governor for TEWV foundation NHS Trust in July 2014 and during my time as a 


governor I have been actively involved in attending and participating in Council of Governor 


Meetings; observing the Board; attending training; being involved in governor committees and am 


leading on a specific task and finish group relating to how the COG undertakes its business. 


My previous governor experience together with working at a strategic level in the NHS before 


retirement gives me the experience, analytical and assimilation skills to carry out this role, so I am 


seeking nomination as an exception despite less than a year serving as a governor on an NHS council 


of governors.  I will be able to reflect the broad views and interests of the foundation trust 


governors. 


250 words.  
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Item 14 
 


MEETING OF THE COUNCIL OF GOVERNORS  
 


Date of Meeting: 17th February 2015 


Title: Board Dashboard as at 31st December 2014 


Lead Director: Sharon Pickering, Director of Planning & Performance 


Report for: Assurance  
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled,  compassionate and motivated workforce 


 
 


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be recognised as an excellent and well governed Foundation Trust that makes best use 
of its resources for the benefit of our communities 


 


 
CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   
Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 
NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 
provided in Section 4 “risks”) 


 Not relevant  
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COUNCIL OF GOVERNORS 


Date of Meeting: 17th February 2015 


Title: Board Dashboard as at 31st December 2014 


 
1 INTRODUCTION & PURPOSE 
 
1.1 To present to the Council of Governors the Trust Dashboard (Appendix 1) as at 31st 


December 2014. 
 
2. KEY RISKS/ISSUES 
 
2.1 Key Issues/Risks 
 
 The key issues are as follows: 
 


 All of the Monitor targets were met as at the end of December 2014.   
 


 12 of the 29* (41%) indicators reported have underperformed in December 2014. 
Of the 12 indicators that are red 4 show an improving position compared to 
November 2014, with one remaining at the same level.   
*KPI 30 not included as this is reported quarterly and will next be reported in January 2015.   


 
The key risks are as follows: 
 
 Access - Both waiting time targets (KPIs 1 & 2) are showing as underperforming 


as at the end of December.  
 
In terms of KPI 1 there has been further improvement in performance and the 
December position is the highest performance this current year (indeed it is the 
highest level of performance since October 2013). Children and Young Peoples 
services in Durham and Darlington and Teesside remain the most significant 
areas of underperformance.  
 
Performance against KPI 2 is showing a significant improvement however this 
position is overstated due to the establishment of some new Children and Young 
Peoples teams in Teesside and the transfer of existing patients into these teams.  
Work is ongoing to rectify this issue. 
 


 Out of Locality Admissions (KPI 14) – There is a slight reduction in performance 
this month, with the actual number of Out of Locality Admissions being 2 above 
target.  
 


 Psychological Therapies (KPIs 17 and 18) – Both KPIs remain below target as at 
the end of December.   
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KPI 17 (Access) has seen a significant decrease in performance during 
December however this reflects the pattern of previous years where patients do 
not access the service during key holiday periods.  Whilst the position has 
deteriorated in December it has remained at a higher level than December 2013. 
 
KPI 18 (Recovery) has seen an improvement in December compared to the 
previous month, however only the services serving North Durham CCG are 
delivering performance above the targeted level.  
  


 Appraisal (KPI 23) – There continues to be an underperformance against this 
KPI with a slight reduction compared to the previous month’s position. The use 
of ESR to record appraisals is now in place and 13 staff had their pay 
progression withheld at the end of December due to non-compliance of appraisal 
and/or mandatory training requirements.  
 


 Mandatory Training (KPI 24) – The figures included in the summary report 
remain understated due to an error in identifying the mandatory training 
requirements for clinical and non- clinical staff in the source system for 3 
competencies.  The true position for this KPI is 89.39% for the Trust as a whole.  
Only North Yorkshire report a red RAG rating with the other three localities 
achieving over 88% (amber). 


 
3 RECOMMENDATIONS 
 


It is recommended that the Council of Governors: 
 
 Consider the content of this paper and raise any areas of concern/query.  


 
 
 
 
Sharon Pickering 
Director of Planning and Performance 
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Trust Dashboard Summary for TRUST


Strategic Goal 1: To provide excellent services, working with the individual users of our services and their carers to promote recovery and well being
December 2014 April 2014  To December 2014 Annual 


Target Month Status Target YTD Status Target


1) Percentage of patients who have not waited longer than 4 
weeks for a first appointment 98.00% 87.27% 98.00% 83.22% 98.00%


2) Percentage of patients who have not waited longer than 4 
weeks following an internal referral 98.00% 91.35% 98.00% 85.97% 98.00%


3) Percentage CPA 7 day follow up (adult services only) - 
post validated 95.00% 97.04% 95.00% 97.64% 95.00%


4) Percentage of CPA Patients having a formal review 
documented within 12 months - snapshot (adult services 
only)


98.00% 98.05% 98.00% 98.05%
98.00%


5) Percentage of admissions to Inpatient Services that had 
access to Crisis Resolution Home Treatment Teams prior to 
admission (adult services only) - post validated


95.00% 96.94% 95.00% 97.95%
95.00%


6) Median number of days from when a patient is discharged 
as an inpatient to their next admission as an inpatient from 
community teams (AMH & MHSOP - CUM FYTD)


138.00 137.00 138.00 137.00
138.00


7) Number of Early Intervention Teams (EIP) new cases 
(CUM FYTD) 195.00 473.00 195.00 473.00 259.00


8) Percentage of wards who have scored greater than 80% 
satisfaction in patient survey (month behind) 75.00% 85.18% 75.00% 73.48% 75.00%


9) Percentage of community patients who state they have 
been involved in the development of their care plan (month 
behind) (AMH, MHSOP and LD)


80.00% 86.29% 80.00% 90.23%
80.00%


10) Number of patients who have 3 or more admissions in a 
year (AMH & MHSOP) 28.00 8.00 249.00 164.00 331.00


Appendix 1
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Trust Dashboard Summary for TRUST


Strategic Goal 2: To continuously improve the quality and value of our work
December 2014 April 2014  To December 2014 Annual 


Target Month Status Target YTD Status Target


11) Number of unexpected deaths classed as a serious 
incident per 10000 open cases (reported to NRLS) 1.00 0.58 9.00 8.12 12.00


12) Data Completeness: Outcomes for patients on CPA 
(from MHMDS - snapshot) 90.00% 94.68% 90.00% 94.68% 90.00%


13) Data Completeness: Identifiers (MHMDS - snapshot) 99.00% 99.59% 99.00% 99.59% 99.00%


14) The number of out of locality admissions (AMH and 
MHSOP) post validated 35.00 37.00 311.00 394.00 413.00


15) Percentage of HoNOS ratings that have improved in the 
non-psychotic and psychosis super classes for patients that 
are in scope (AMH and MHSOP) - Snapshot


43.00% 46.50% 43.00% 46.50%
43.00%


16) Percentage of HoNOS ratings that have improved in the 
organic super classes for patients that are in scope (AMH 
and MHSOP) - Snapshot


30.00% 30.93% 30.00% 30.93%
30.00%


17) Access to Psychological Therapies - Adult IAPT: The 
percentage of people that enter treatment against the level of 
need in the general population (treatment commenced)


15.00% 8.33% 15.00% 12.09%
15.00%


18) Recovery Rate - Adult IAPT: The percentage of people 
who complete treatment who are moving to recovery 50.00% 45.49% 50.00% 47.93% 50.00%


19) Mean level of improvement on SWEMWBS (AMH only) 5.97 4.70 5.97 5.65 5.97


20) Mean level of improvement on SWEMWBS (MHSOP 
only) 3.52 3.05 3.52 3.23 3.52


21) Number of reds on CQC action plans (including MHA 
action plans) 0.00 0.00 0.00 0.00 0.00
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Trust Dashboard Summary for TRUST


Strategic Goal 3: To recruit, develop and retain a skilled, compassionate and motivated workforce
December 2014 April 2014  To December 2014 Annual 


Target Month Status Target YTD Status Target


22) Number of RIDDOR Incidents per 100,000 occupied bed 
days 12.14 8.57 12.14 14.97 12.14


23) Percentage of staff in post more than 12 months with a 
current appraisal (snapshot) 95.00% 80.24% 95.00% 80.24% 95.00%


24) Percentage compliance with mandatory and statutory 
training (snapshot) 95.00% 88.10% 95.00% 88.10% 95.00%


25) Percentage Sickness Absence Rate (month behind) 4.50% 5.37% 4.50% 4.95% 4.50%


Strategic Goal 4: To have effective partnerships with local, national and international organisations for the benefit of the communities we serve
December 2014 April 2014  To December 2014 Annual 


Target Month Status Target YTD Status Target


26) Percentage of non acute patients whose transfer of care 
was delayed 7.50% 2.29% 7.50% 2.09% 7.50%


27) Number of reds from each of the four locality dashboards 
- snapshot (month behind) 32.00 42.00 32.00 42.00 32.00


Strategic Goal 5: To be recognised as an excellent and well governed Foundation Trust that makes best use of its resources for the benefit of the communities 
we serve


December 2014 April 2014  To December 2014 Annual 


Target Month Status Target YTD Status Target


28) Number of GP Referrals into Trust Services 3,217.00 3,487.00 28,539.00 29,420.00 37,879.00


29) Number of other external referrals into Trust services 
excluding GP referrals 2,292.00 2,248.00 20,339.00 21,504.00 26,996.00


30) Financial value of community teams below the average 
cost productivity baseline (AMH and MHSOP only in scope 
of PbR)
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Trust Dashboard Graphs for TRUST


1) Percentage of patients who have not waited longer than 4 weeks for a first appointment


70.00%


80.00%


90.00%


100.00%


110.00%


April May June July August September October November December January February March


Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


1) Percentage of patients who have not 
waited longer than 4 weeks for a first 
appointment


87.27% 83.22% 85.83% 83.16% 86.52% 85.43% 87.55% 77.96% 100.00% 100.00%


Narrative


The Trust position for December 2014 is 87.27%, with 419 patients out of 3291 having waited longer than 4 weeks for a first appointment.  This is 10.73% below target but an improvement on November performance and the highest 
performance since April. Performance has followed an improving trend since August.The areas of concern are:* Durham and Darlington Children and Young People’s Service at 65.85% with 57 out of 165 patients breaching the 4 week 
target although this service has shown an a slight improvement during December. * Teesside Children and Young People’s Services at 59.32% with 107 out of 263 patients not seen within 4 weeks* North Yorkshire Learning Disabilities 
Services at 52.38% with 10 patients out of 21 not seen within 4 weeks; a deterioration in performance compared to November.Based on past performance and performance during this financial year to date it is not possible to achieve the 
annual target of 98%. The annual out-turn for 2013/14 was 85.70%. 
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Trust Dashboard Graphs for TRUST


2) Percentage of patients who have not waited longer than 4 weeks following an internal referral
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


2) Percentage of patients who have not 
waited longer than 4 weeks following an 
internal referral


91.35% 85.97% 81.54% 80.61% 95.59% 90.32% 93.15% 86.24% 58.82% 62.71%


Narrative


The Trust position for December 2014 is 91.35%, which relates to 225 patients out of 2605 that were not seen within 4 weeks of an internal referral.  This is 6.65% below target but a significant  improvement on the performance in 
November and the highest performance since April.The specific areas of concern are:* Durham and Darlington Children and Young People’s Services at 68.35% (with 44 patients out of 139 not being seen within 4 weeks)* Teesside 
Children and Young People’s Services are being reported at 96.13% (with 31 patients out of 801 not being seen within 4 weeks). However, this is due to an issue that has been identified with data quality for Teesside CAMHS waiters and 
is an over inflated performance position. * North Yorkshire Learning Disability Services at 40% (with 3 patients out of 5 not being seen within 4 weeks).* Forensic Learning Disability Services at 40% (with 6 patients out of 10 not being seen 
within 4 weeks) Based on past performance and performance during this financial year to date we will not achieve the annual target of 98%, however, it may be possible to reach 98% by March 2015. The annual out-turn for 2013/14 was 
87.54%. 
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Trust Dashboard Graphs for TRUST


3) CPA 7 day follow up - Post-Validated


85.00%


90.00%


95.00%


100.00%


105.00%


April May June July August September October November December January February March


Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


3) Percentage CPA 7 day follow up (adult 
services only) - post validated


97.04% 97.64% 98.48% 97.93% 98.46% 98.54% 92.10% 95.46% NA NA


Narrative


The Trust post validated position for December 2014 is 97.04% which is 2.04% above the target and an improvement on November’s position. The Trust post validated position for the financial year to date is 97.64%.Based on past 
performance and performance during this financial year to date it is anticipated that we will achieve the annual target of 95%. The post validated annual out-turn for 2013/14 was 97.86%. 
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Trust Dashboard Graphs for TRUST


4) CPA reviews completed within 12 months (AMH)
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


4) Percentage of CPA Patients having a 
formal review documented within 12 months 
- snapshot (adult services only)


98.05% 98.05% 97.34% 97.34% 99.34% 99.34% 97.71% 97.71%


Narrative


The Trust position for December is 98.05% which relates to 85 patients out of 4372 that had not had a formal review documented within 12 months.  This is 3.05% above the Monitor target of 95% but a slight deterioration on November 
2014.  This is 0.05% above the Trust target of 98%; Durham & Darlington and North Yorkshire is failing to achieve the target.Monitor’s target is 95% and based on past performance and performance during this financial year to date it is 
anticipated that we will achieve their target. The out-turn for 2013/14 was 97.13%. 
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Trust Dashboard Graphs for TRUST


5) People seen by Crisis Services before admission - Post-Validated
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


5) Percentage of admissions to Inpatient 
Services that had access to Crisis Resolution 
Home Treatment Teams prior to admission 
(adult services only) - post validated


96.94% 97.95% 96.00% 96.13% 95.35% 97.83% 100.00% 99.09% NA NA


Narrative


The Trust post validated position for December 2014 is 96.94%, which is 1.94% above the target but a deterioration on November performance.  The Trust post validated position for the financial year to date is 97.95%.Based on past 
performance and performance during this financial year to date it is anticipated that we will achieve the annual target of 95%. The post validated annual out-turn for 2013/14 was 97.58%. 
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Trust Dashboard Graphs for TRUST


6) Time between admissions (AMH & MHSOP)
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


6) Median number of days from when a 
patient is discharged as an inpatient to their 
next admission as an inpatient from 
community teams (AMH & MHSOP - CUM 
FYTD)


137.00 137.00 158.00 158.00 133.00 133.00 112.00 112.00 NA NA


Narrative


The data for the month and year to date positions is the same, as this is a cumulative indicator.  The Trust position for December 2014 is 137, which is 1 below the target of 138 and consistent with November 2014 performance.  The mean 
number of days from discharge to next admission for the financial year to date is 281.There is a risk at this point that we will not achieve the annual target of 138, although there has been a gradual improvement in performance since the 
start of the year, performance has been static from October to December.The annual out-turn for 2013/14 was 131. 
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Trust Dashboard Graphs for TRUST


7) EIP new cases
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


7) Number of Early Intervention Teams (EIP) 
new cases (CUM FYTD)


473.00 473.00 202.00 202.00 183.00 183.00 88.00 88.00 NA NA


Narrative


The Trust position for December 2014 is 473 which is 278 above the target of 195.Based on past performance and performance during this financial year to date it is anticipated that we will achieve the annual target of 259. The annual out-
turn for 2013/14 was 626. 
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Trust Dashboard Graphs for TRUST


8) Percentage of wards who have scored greater than 80% satisfaction in patient survey (month behind)
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Target
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


8) Percentage of wards who have scored 
greater than 80% satisfaction in patient 
survey (month behind)


85.18% 73.48% 90.00% 81.32% 100.00% 81.08% 66.67% 82.35% 36.96%


Narrative


The Trust position reported in December relates to  November performance.  The Trust position for November 2014 is 85.18% with 4 wards out of 27 not scoring higher than 80%.  This is 10.18% above the target of 75.00%.  All localities 
are achieving the target, with the exception of North Yorkshire.  The Trust position for the financial year to date is 73.48%, which is 1.52% below target. Based on performance during this financial year to date, there is a risk at this point 
that we will not achieve the annual target of 75%. Performance had improved during September and October, however a slight reduction is seen in November. Should the significant improvements be maintained, the target will be achieved 
by March 2015.The annual out-turn for 2013/14 was 70.31%. 
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Trust Dashboard Graphs for TRUST


9) Community patients involved in the development of their care plan (month behind) (AMH, MHSOP and LD)
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Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


9) Percentage of community patients who 
state they have been involved in the 
development of their care plan (month 
behind) (AMH, MHSOP and LD)


86.29% 90.23% 81.03% 89.71% 86.18% 91.49% 91.04% 88.82% NA NA


Narrative


The Trust position reported in December is 2014 is 86.29%, which is 6.29% above the target of 80% but a decline on the position reported in November.   All Localities are achieving the target.  The Trust position for the financial year to 
date is 90.23% which is 10.23% above target.Data only started being collected in July 2014, hence the gap in data from April to June 2014. Early indications are such that we would anticipate achieving the annual target of 80%. However 
performance has continually reduced from October to December which increases the risk that the annual target may not be achieved. 
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Trust Dashboard Graphs for TRUST


10) Number of patients who have 3 or more admissions in a year (AMH and MHSOP)
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Target
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


10) Number of patients who have 3 or more 
admissions in a year (AMH & MHSOP)


8.00 164.00 6.00 52.00 1.00 61.00 1.00 51.00 0.00 0.00


Narrative


The Trust position for December is 2014 is 8, which is 20 below the target of 28 and is an improvement compared to November 2014 performance.  The Trust position for the financial year to date is 164, which is 85 below the target of 
249.Given the previous performance it is likely that the target will be achieved.The annual out-turn for 2013/14 was 358.
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Trust Dashboard Graphs for TRUST


11) Number of unexpected deaths classed as a serious incident per 10000 open cases
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


11) Number of unexpected deaths classed 
as a serious incident per 10000 open cases 
(reported to NRLS)


0.58 8.12 0.00 8.74 1.23 6.57 0.81 9.03 0.00 10.55


Narrative


The Trust position for December 2014 is 0.58, which is below the target of 1 and is an improvement on November 2014 performance.  This rate relates to 3 unexpected deaths reported in December; 2 in Teesside and 1 in North Yorkshire 
localities.  The total number of unexpected deaths reported in the year to date is 41, at the same point last year i.e. December 2013 we reported 48 deaths   (Please refer to appendix 2).Based on past performance and performance during 
this financial year to date it is expected that we will achieve the annual target of 12.00.The annual out-turn for 2013/14 was 13.15. 
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Trust Dashboard Graphs for TRUST


12) Data Completeness: Outcomes for patients on CPA
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


12) Data Completeness: Outcomes for 
patients on CPA (from MHMDS - snapshot)


94.68% 94.68% 93.87% 93.87% 97.06% 97.06% 95.76% 95.76% 92.60% 92.60%


Narrative


The Trust position for December is 94.68%, with 1185 out of 22,271 records not being complete.  This is 4.68% above the Trust target of 90% and significantly above the Monitor target of 50%.  It is also a very slight improvement on the 
November 2014 performance.Based on past performance and performance during this financial year to date it is anticipated that we will achieve the annual target of 90%. The out-turn for 2013/14 was 92.44%. 
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Trust Dashboard Graphs for TRUST


13) Data Completeness: Identifiers
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


13) Data Completeness: Identifiers (MHMDS 
- snapshot)


99.59% 99.59% 99.56% 99.56% 99.67% 99.67% 99.57% 99.57% 98.47% 98.47%


Narrative


The Trust position for December 2014 is 99.59% with 742 records out of 179,592 not being complete.  This is 0.59% above the target of 99% and a very slight improvement on November 2014 performance.Based on past performance and 
performance during this financial year to date it is anticipated that we will achieve the annual target of 99%. The out-turn for 2013/14 was 99.25%. 
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Trust Dashboard Graphs for TRUST


14) Out of locality admissions (AMH and MHSOP) post validated
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


14) The number of out of locality admissions 
(AMH and MHSOP) post validated


37.00 394.00 16.00 182.00 4.00 111.00 14.00 92.00


Narrative


The Trust position for December 2014 is 37 ‘out of locality’ patients, which is 2 more than the target of 35, which is a slight increase compared to November 2014. Only Tees locality is achieving target. Durham & Darlington reports 16 out 
of locality admissions and North Yorkshire report 14; all of these are attributable to no beds available.Of the 37 patients admitted to an ‘out of locality’ bed:* 35 (94.59%) were due to no beds being available at their local hospital – AMH 25, 
MHSOP 10* 2 (5.40%) were breaches due to other reasons.  These were both within MHSOP.Based on past performance and performance during this financial year to it is anticipated that we will not achieve the annual target of 413.The 
annual out-turn for 2013/14 was 512.
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Trust Dashboard Graphs for TRUST


15) HoNOS ratings that have improved in non-psychotic and psychosis superclass (AMH & MHSOP) - Snapshot
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


15) Percentage of HoNOS ratings that have 
improved in the non-psychotic and psychosis 
super classes for patients that are in scope 
(AMH and MHSOP) - Snapshot


46.50% 46.50% 42.64% 42.64% 48.04% 48.04% 53.08% 53.08% NA NA


Narrative


The Trust position for December 2014 is 46.50% which is 3.50% above the target of 43% and a very slight improvement on the November 2014 performance. Only Durham and Darlington are not achieving the target.Based on past 
performance and performance during this financial year to date it is likely that we will achieve the annual target of 43%. The annual out-turn for 2013/14 was 40.13%. 
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Trust Dashboard Graphs for TRUST


16) HoNOS ratings that have improved in the organic superclass (AMH and MHSOP) - Snapshot
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


16) Percentage of HoNOS ratings that have 
improved in the organic super classes for 
patients that are in scope (AMH and 
MHSOP) - Snapshot


30.93% 30.93% 31.98% 31.98% 27.43% 27.43% 33.60% 33.60% NA NA


Narrative


The Trust position for December 2014 is 30.93% which is 0.93% above the target of 30.00% and a very slight improvement on November 2014 performance. Only Teesside are not achieving the target.Based on past performance and 
performance during this financial year to date it is likely that we will achieve the annual target of 30%.The annual out-turn for 2013/14 was 25.78%. 
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Trust Dashboard Graphs for TRUST


17) Access to Psychological Therapies - Adult IAPT
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


17) Access to Psychological Therapies - 
Adult IAPT: The percentage of people that 
enter treatment against the level of need in 
the general population (treatment 
commenced)


8.33% 12.09% 8.33% 12.09% NA NA NA NA NA NA


Narrative


The Trust position for December 2014 is 8.33% which equates to 455 people entering treatment from 5463 of the general population.  This is 6.67% below the target of 15% and a deterioration on November 2014 performance. 
Performance has followed a reducing trend from October 2014.All 3 CCGS are below target and have seen a deterioration from last month.  Across the CCGs, performance is as follows: Darlington CCG (8.29%) North Durham CCG 
(8.17%) and DDES CCG (8.49%). The service are continuing to work to move to direct bookings for all steps on the pathway, this has taken longer than anticipated.  Standard processes are now in place and direct bookings have been 
taking place for telephone based treatment for a number of months. Direct bookings for all face to face treatment is continuing to be rolled out and work has begun in January to implement these new processes.  It is anticipated that it will 
take 2-3 months to complete this and begin to see the positive impact. Whilst this process is introduced the service are working to ensure maximum efficiency of all therapists when allocating patients for treatment. This is being done 
through management supervision and team meetings supported by performance reports for individuals.Based on past performance and performance during this financial year to date there is a risk that we will not achieve the target of 15%. 
The annual out-turn for 2013/14 was 8.24%.
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Trust Dashboard Graphs for TRUST


18) Recovery Rate IAPT
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


18) Recovery Rate - Adult IAPT: The 
percentage of people who complete 
treatment who are moving to recovery


45.49% 47.93% 47.47% 49.09% 40.00% 44.98% NA NA NA NA


Narrative


The Trust position in December 2014 is 45.49%, with 308 people out of 565 that have not completed recovery. This is 4.51% below the target of 50% but an improvement on November 2014 performance. In Durham & Darlington, DDES 
CCG (44.09%) and Darlington CCG (48.57%) are below target although Darlington has seen an improvement from last month. North Durham CCG (50.94%) is above target and has shown an improvement from last month.  Drop out rates 
are continuing to be monitored with all staff, as this is a major contributor of people not reaching recovery. The roll out of automatic allocation to treatment is now progressing, maximising capacity and making allocation more efficient.Both 
Hartlepool and Stockton (34.55%) and South Tees CCG (43.16%) are reporting below target. The service continues to monitor each patient who has not achieved recovery and an action plan is in place in response to the performance 
notice. A significant number of patients drop out of treatment therefore not achieving recovery and analysis has been undertaken to determine at what point this occurs.  This is to be further developed to include the type of therapy the 
patient was attending when the drop out occurred.  Following this, actions will be undertaken to reduce drop outs.Based on past performance and performance during this financial year to date there is a risk that we will not achieve the 
annual target of 50.00%. The annual out-turn for 2013/14 was 48.77%.
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Trust Dashboard Graphs for TRUST


19) Mean level of improvement on SWEMWBS (AMH only)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


19) Mean level of improvement on 
SWEMWBS (AMH only)


4.70 5.65 5.40 5.52 4.25 5.51 4.58 5.82 NA NA


Narrative


The Trust position for December 2014 is 4.70 which is 1.27 below the target of 5.97 and a reduction on November 2014 performance.  All localities are failing to achieve target.Data only started being collected in November 2013 hence the 
gap in data for the period April – October 2013.The annual out-turn for 2013/2014 was 5.3. 
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Trust Dashboard Graphs for TRUST


20) Mean level of improvement on SWEMWBS (MHSOP only)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


20) Mean level of improvement on 
SWEMWBS (MHSOP only)


3.05 3.23 2.94 3.06 2.25 3.41 4.67 3.16 NA NA


Narrative


The Trust position for December 2014 is 3.05 which is 0.47 below the target of 3.52 and a reduction on November 2014 performance.  All localities are failing to achieve target.Data only started being collected in November 2013 hence the 
gap in data for the period April – October 2013.The annual out-turn for 2013/2014 was 3.09. 
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Trust Dashboard Graphs for TRUST


21) Number of reds on CQC action plans (including MHA action plans)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


21) Number of reds on CQC action plans 
(including MHA action plans)


0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00


Narrative


The Trust position for December 2014 is zero, which is in line with the target. 
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Trust Dashboard Graphs for TRUST


22) RIDDOR incident rate
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


22) Number of RIDDOR Incidents per 
100,000 occupied bed days


8.57 14.97 0.00 0.00 0.00 19.22 24.10 13.67 13.52 21.40


Narrative


The Trust position for December 2014 is 8.57, which is below the target of 12.14. This is a slight reduction on the November 2014 performance. The position reflects 2 RIDDOR incidents, one within Forensic Services and the other within 
North Yorkshire locality. Based on past performance there is a risk that we will not achieve the annual target of 12.14. The annual out-turn for 2013/2014 was 13.78. 
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Trust Dashboard Graphs for TRUST


23) Staff appraisal rate (snapshot)


75.00%


80.00%


85.00%


90.00%


95.00%


100.00%


105.00%


April May June July August September October November December January February March


Target
2013-14
2014-15


TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


23) Percentage of staff in post more than 12 
months with a current appraisal (snapshot)


80.24% 80.24% 83.77% 83.77% 72.30% 72.30% 81.73% 81.73% 80.27% 80.27%


Narrative


The Trust position for December 2014 is 80.24% which relates to 1031 members of staff out of 5219 that do not have a current appraisal.  This is 14.76% below the target of 95% and a  very slight reduction on the November 2014 
position.Managers are able to directly input into ESR via Manager Self Service when an appraisal has been completed. Some managers have experienced problems with accessing ESR and have reported not being able to input the 
appraisal information. This has been reported to Directorate Information Representatives and will be monitored by the Staff Domain Group. Where managers are unable to input the data the Workforce Information team are available to 
take on this activity. Regular monthly compliance reports are produced for Heads of Service and line managers to monitor performance against the target of 95%. 13 staff had their pay progression withheld at the end of December due to 
non-compliance of mandatory training and/or appraisal. There are 32 staff due to have their pay progression withheld at the end of January.Based on past performance and performance during this financial year to date we will not achieve 
the annual target of 95%.The out-turn for 2013/2014 was 85.47%.Based on past performance and performance during this financial year to date we will not achieve the annual target of 95%. The out-turn for 2013/2014 was 85.47%.
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Trust Dashboard Graphs for TRUST


24) Mandatory training rate (snapshot)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


24) Percentage compliance with mandatory 
and statutory training (snapshot)


88.10% 88.10% 88.10% 88.10% 87.45% 87.45% 85.72% 85.72% 87.37% 87.37%


Narrative


Following production of the Trust dashboard report an issue was identified with the mandatory and statutory training figures. This issue has now been rectified and the position for December 2014 is 89.39%, with 4360 courses out of 41097 
not being completed. This is 5.61% below the target of 95% but represents an improvement on November 2014 performance. Regular monthly reports are produced for Heads of Service and line managers to monitor performance against 
the target of 95%. Operational Services have regular monthly performance monitoring meetings to consider the compliance rate in relation to the target. Access to ESR Self Service is available to all staff allowing them to complete the core 
mandatory and statutory training requirements online. On successful completion of the training the personal training record is automatically updated. Based on past performance and performance during this financial year to date it is not 
possible to achieve the annual target of 95%,and there is a risk that the 95% target will be achieved by March 2015 unless further action is taken. The out-turn for 2013/2014 was 87.93%
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Trust Dashboard Graphs for TRUST


25) Sickness absence rate (month behind)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


25) Percentage Sickness Absence Rate 
(month behind)


5.37% 4.95% 4.73% 4.76% 6.46% 5.81% 5.07% 3.89% 6.66% 6.48%


Narrative


The Trust position reported in December relates to the November sickness level.  The Trust position reported in December 2014 is 5.37%.  This is 0.87% above the target of 4.50% and a deterioration on the position reported in November. 
A deteriorating trend is noted from October’s reported position as in the previous year. The  Operational HR team continues to proactively support line managers to manage staff that are experiencing episodes of short term persistent 
absence by adhering to the Sickness Absence Management Procedure. The long term sickness absence team continues to successfully support line managers and staff experiencing long term absence to hopefully facilitate a speedy 
return to work. Whilst we are reducing the amount of time people with long term sickness are away from work more staff are commencing long terms sickness than in the previous year.  An improvement event took place in November to 
review the current Sickness Absence Management Procedure. The revised procedure was considered by the JCC and is due to be considered by EMT in January.Based on past performance and performance during this financial year to 
date it is unlikely that we will achieve the annual target of 4.50%. The out-turn for 2013/2014 was 5.09%
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Trust Dashboard Graphs for TRUST


26) Delayed transfers of care
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


26) Percentage of non acute patients whose 
transfer of care was delayed


2.29% 2.09% 2.79% 2.28% 2.38% 2.40% 4.53% 4.20% 0.86% 0.82%


Narrative


The Trust position for December 2014 is 2.29% which is 5.21% under the target of 7.5% and an improvement on November 2014 performance.Based on past performance and performance during this financial year to date it is anticipated 
that we will achieve the annual target of 7.5%. The annual out-turn for 2013/2014 was 1.89%.
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Trust Dashboard Graphs for TRUST


27) Number of reds from each of the four locality dashboards - snapshot (month behind)
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Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


27) Number of reds from each of the four 
locality dashboards - snapshot (month 
behind)


42.00 42.00 14.00 14.00 12.00 12.00 10.00 10.00 6.00 6.00


Narrative


The Trust position reported in December relates to the performance in November.  In November there were 42 reds in the locality dashboard, which is 10 above the Trust target and a deterioration on the position in October.  No locality 
has achieved the target for November.December’s locality dashboard attached at the back of this report also shows 42, when taking into consideration the amended Mandatory and Statutory figures received following receipt of initial 
report , which is 10 above the Trust target. The annual out-turn for 2013/2014 was 38.
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Trust Dashboard Graphs for TRUST


28) GP referrals received
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


28) Number of GP Referrals into Trust 
Services


3,487.00 29,420.00 1,104.00 9,688.00 878.00 8,379.00 1,504.00 11,338.00 1.00 11.00


Narrative


The Trust position for December 2014 is 3487 which is 270 above the Trust target of 3217 but a decrease on the November 2014 position.It is expected that we will achieve the annual target of 37,879.The annual out-turn for 2013/2014 
was 37,888.
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Trust Dashboard Graphs for TRUST


29) Total of other external referrals into the Trust Services
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


29) Number of other external referrals into 
Trust services excluding GP referrals


2,248.00 21,504.00 699.00 6,834.00 891.00 8,836.00 459.00 4,133.00 187.00 1,638.00


Narrative


The Trust position for December 2014 is 2248 which is 44 below the Trust target of 2292 and a reduction on the November 2014 position.  It is likely that we will achieve the annual target of 26,996.The annual out-turn for 2013/2014 was 
26,996.
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Trust Dashboard Graphs for TRUST


30) Financial value of community teams below the average cost productivity baseline (AMH and MHSOP only)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD


30) Financial value of community teams 
below the average cost productivity baseline 
(AMH and MHSOP only in scope of PbR)


NA NA


Narrative


This Key Performance Indicator is reported quarterly therefore is not applicable this month.


36







Trust Dashboard - Locality Breakdown for TRUST
Strategic Goal 1: To provide excellent services, working with the individual users of our services and their carers to promote recovery and well being


 December 2014  April 2014 To December 2014


TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual


1) Percentage of patients who have not waited 
longer than 4 weeks for a first appointment


98.00% 87.27% 98.00% 85.83% 98.00% 86.52% 98.00% 87.55% 98.00% 100.00% 98.00% 83.22% 98.00% 83.16% 98.00% 85.43% 98.00% 77.96% 98.00% 100.00%


2) Percentage of patients who have not waited 
longer than 4 weeks following an internal 
referral


98.00% 91.35% 98.00% 81.54% 98.00% 95.59% 98.00% 93.15% 98.00% 58.82% 98.00% 85.97% 98.00% 80.61% 98.00% 90.32% 98.00% 86.24% 98.00% 62.71%


3) Percentage CPA 7 day follow up (adult 
services only) - post validated


95.00% 97.04% 95.00% 98.48% 95.00% 98.46% 95.00% 92.10% NA NA 95.00% 97.64% 95.00% 97.93% 95.00% 98.54% 95.00% 95.46% NA NA


4) Percentage of CPA Patients having a 
formal review documented within 12 months - 
snapshot (adult services only)


98.00% 98.05% 98.00% 97.34% 98.00% 99.34% 98.00% 97.71% 98.00% 98.00% 98.05% 98.00% 97.34% 98.00% 99.34% 98.00% 97.71% 98.00%


5) Percentage of admissions to Inpatient 
Services that had access to Crisis Resolution 
Home Treatment Teams prior to admission 
(adult services only) - post validated


95.00% 96.94% 95.00% 96.00% 95.00% 95.35% 95.00% 100.00% NA NA 95.00% 97.95% 95.00% 96.13% 95.00% 97.83% 95.00% 99.09% NA NA


6) Median number of days from when a 
patient is discharged as an inpatient to their 
next admission as an inpatient from 
community teams (AMH & MHSOP - CUM 
FYTD)


138.00 137.00 138.00 158.00 138.00 133.00 138.00 112.00 NA NA 138.00 137.00 138.00 158.00 138.00 133.00 138.00 112.00 NA NA


7) Number of Early Intervention Teams (EIP) 
new cases (CUM FYTD)


195.00 473.00 81.00 202.00 77.00 183.00 37.00 88.00 NA NA 195.00 473.00 81.00 202.00 77.00 183.00 37.00 88.00 NA NA


8) Percentage of wards who have scored 
greater than 80% satisfaction in patient survey 
(month behind)


75.00% 85.18% 75.00% 90.00% 75.00% 100.00% 75.00% 66.67% 75.00% 75.00% 73.48% 75.00% 81.32% 75.00% 81.08% 75.00% 82.35% 75.00% 36.96%


9) Percentage of community patients who 
state they have been involved in the 
development of their care plan (month behind) 
(AMH, MHSOP and LD)


80.00% 86.29% 80.00% 81.03% 80.00% 86.18% 80.00% 91.04% NA NA 80.00% 90.23% 80.00% 89.71% 80.00% 91.49% 80.00% 88.82% NA NA


10) Number of patients who have 3 or more 
admissions in a year (AMH & MHSOP)


28.00 8.00 11.00 6.00 9.00 1.00 8.00 1.00 0.00 0 249.00 164.00 99.00 52.00 80.00 61.00 68.00 51.00 2.00 0
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Trust Dashboard - Locality Breakdown for TRUST
Strategic Goal 2: To continuously improve the quality and value of our work


 December 2014  April 2014 To December 2014


TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual


11) Number of unexpected deaths classed as 
a serious incident per 10000 open cases 
(reported to NRLS)


1.00 0.58 1.00 0.00 1.00 1.23 1.00 0.81 1.00 0.00 9.00 8.12 9.00 8.74 9.00 6.57 9.00 9.03 9.00 10.55


12) Data Completeness: Outcomes for 
patients on CPA (from MHMDS - snapshot)


90.00% 94.68% 90.00% 93.87% 90.00% 97.06% 90.00% 95.76% 90.00% 92.60% 90.00% 94.68% 90.00% 93.87% 90.00% 97.06% 90.00% 95.76% 90.00% 92.60%


13) Data Completeness: Identifiers (MHMDS - 
snapshot)


99.00% 99.59% 99.00% 99.56% 99.00% 99.67% 99.00% 99.57% 99.00% 98.47% 99.00% 99.59% 99.00% 99.56% 99.00% 99.67% 99.00% 99.57% 99.00% 98.47%


14) The number of out of locality admissions 
(AMH and MHSOP) post validated


35.00 37.00 15.00 16.00 12.00 4.00 9.00 14.00 311.00 394.00 127.00 182.00 102.00 111.00 83.00 92.00


15) Percentage of HoNOS ratings that have 
improved in the non-psychotic and psychosis 
super classes for patients that are in scope 
(AMH and MHSOP) - Snapshot


43.00% 46.50% 43.00% 42.64% 43.00% 48.04% 43.00% 53.08% NA NA 43.00% 46.50% 43.00% 42.64% 43.00% 48.04% 43.00% 53.08% NA NA


16) Percentage of HoNOS ratings that have 
improved in the organic super classes for 
patients that are in scope (AMH and MHSOP) 
- Snapshot


30.00% 30.93% 30.00% 31.98% 30.00% 27.43% 30.00% 33.60% NA NA 30.00% 30.93% 30.00% 31.98% 30.00% 27.43% 30.00% 33.60% NA NA


17) Access to Psychological Therapies - Adult 
IAPT: The percentage of people that enter 
treatment against the level of need in the 
general population (treatment commenced)


15.00% 8.33% 15.00% 8.33% NA NA NA NA NA NA 15.00% 12.09% 15.00% 12.09% NA NA NA NA NA NA


18) Recovery Rate - Adult IAPT: The 
percentage of people who complete treatment 
who are moving to recovery


50.00% 45.49% 50.00% 47.47% 50.00% 40.00% NA NA NA NA 50.00% 47.93% 50.00% 49.09% 50.00% 44.98% NA NA NA NA


19) Mean level of improvement on 
SWEMWBS (AMH only)


5.97 4.70 5.97 5.40 5.97 4.25 5.97 4.58 NA NA 5.97 5.65 5.97 5.52 5.97 5.51 5.97 5.82 NA NA


20) Mean level of improvement on 
SWEMWBS (MHSOP only)


3.52 3.05 3.52 2.94 3.52 2.25 3.52 4.67 NA NA 3.52 3.23 3.52 3.06 3.52 3.41 3.52 3.16 NA NA


21) Number of reds on CQC action plans 
(including MHA action plans)


0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00
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Trust Dashboard - Locality Breakdown for TRUST
Strategic Goal 3: To recruit, develop and retain a skilled, compassionate and motivated workforce


 December 2014  April 2014 To December 2014


TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual


22) Number of RIDDOR Incidents per 100,000 
occupied bed days


12.14 8.57 12.14 0.00 12.14 0.00 12.14 24.10 12.14 13.52 12.14 14.97 12.14 0.00 12.14 19.22 12.14 13.67 12.14 21.40


23) Percentage of staff in post more than 12 
months with a current appraisal (snapshot)


95.00% 80.24% 95.00% 83.77% 95.00% 72.30% 95.00% 81.73% 95.00% 80.27% 95.00% 80.24% 95.00% 83.77% 95.00% 72.30% 95.00% 81.73% 95.00% 80.27%


24) Percentage compliance with mandatory 
and statutory training (snapshot)


95.00% 88.10% 95.00% 88.10% 95.00% 87.45% 95.00% 85.72% 95.00% 87.37% 95.00% 88.10% 95.00% 88.10% 95.00% 87.45% 95.00% 85.72% 95.00% 87.37%


25) Percentage Sickness Absence Rate 
(month behind)


4.50% 5.37% 4.50% 4.73% 4.50% 6.46% 4.50% 5.07% 4.50% 6.66% 4.50% 4.95% 4.50% 4.76% 4.50% 5.81% 4.50% 3.89% 4.50% 6.48%
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Trust Dashboard - Locality Breakdown for TRUST
Strategic Goal 4: To have effective partnerships with local, national and international organisations for the benefit of the communities we serve


 December 2014  April 2014 To December 2014


TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual


26) Percentage of non acute patients whose 
transfer of care was delayed


7.50% 2.29% 7.50% 2.79% 7.50% 2.38% 7.50% 4.53% 7.50% 0.86% 7.50% 2.09% 7.50% 2.28% 7.50% 2.40% 7.50% 4.20% 7.50% 0.82%


27) Number of reds from each of the four 
locality dashboards - snapshot (month behind)


32.00 42.00 9.00 14.00 9.00 12.00 9.00 10.00 5.00 6.00 32.00 42.00 9.00 14.00 9.00 12.00 9.00 10.00 5.00 6.00
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Trust Dashboard - Locality Breakdown for TRUST
Strategic Goal 5: To be recognised as an excellent and well governed Foundation Trust that makes best use of its resources for the benefit of the communities we serve


 December 2014  April 2014 To December 2014


TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES TRUST DURHAM AND 
DARLINGTON


TEESSIDE NORTH YORKSHIRE FORENSIC SERVICES


Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual Target Actual


28) Number of GP Referrals into Trust 
Services


3,217.00 3,487.00 1,090.00 1,104.00 1,015.00 878.00 1,111.00 1,504.00 0.00 1.00 28,539.00 29,420.00 9,669.00 9,688.00 9,007.00 8,379.00 9,860.00 11,338.00 3.00 11.00


29) Number of other external referrals into 
Trust services excluding GP referrals


2,292.00 2,248.00 808.00 699.00 989.00 891.00 372.00 459.00 124.00 187.00 20,339.00 21,504.00 7,161.00 6,834.00 8,771.00 8,836.00 3,305.00 4,133.00 1,103.00 1,638.00


30) Financial value of community teams below 
the average cost productivity baseline (AMH 
and MHSOP only in scope of PbR)


NA NA NA NA
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Appendix 2


Number of unexpected deaths classed as a serious untoward incident
April May June July August September October November December January February March


4 2 7 7 4 4 2 8 3


This table has been included into this appendix for comparitive purposes only


Number of unexpected deaths classed as a serious untoward incident
April May June July August September October November December January February March
11 3 6 8 5 3 6 3 3 1 3 8


Abuse of drugs 1 0 0 0 1
Misadventure 3 0 0 0 3


60


Number of unexpected 
deaths in the community


Number of unexpected 
deaths of patients who are 
an inpatient and took place 


in the hospital


Number of unexpected 
deaths where the patient is 
an inpatient but the death 
took place away from the 


hospital


Number of unexpected 
deaths where the patient was 


no longer in service


Total


Total 48 5 1 6


2
Awaiting verdict 22 1 0 4 27
Open 2 0 0 0


0
Suicides 17 2 0 2 21
Hanging 0 0 0 0


4
Natural causes 1 1 0 0 2
Accidental death 2 1 1 0


Number of unexpected deaths and verdicts from the coroner 2013 / 2014


Accidental death 0 0 0 0


25
41


0
0
4


11
0


Suicides 9 1 0 1


Number of unexpected deaths and verdicts from the coroner April-December 2014


Number of unexpected 
deaths in the community


Number of unexpected 
deaths of patients who are 
an inpatient and took place 


in the hospital


Number of unexpected 
deaths where the patient is 
an inpatient but the death 
took place away from the 


hospital


Number of unexpected 
deaths where the patient was 


no longer in service


Total


3 0 0 1
Natural causes 0 0 0 0
Hanging


Total 30 3 0 8


Open 0 0 0 0


Awaiting verdict 18 2 0 5
Abuse of drugs 0 0 0 1 1
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Appendix 3


Table 
no. Description Comment


1 Percentage of patients , seen in the month, who have 
not waited longer than 4 weeks for a first appointment


These waiting times are in relation to patients being referred from external sources (for example GPs).  They relate to patients seen in the month, and of those, the percentage who were 
seen within four weeks.


2 Percentage of patients who have not waited longer than 
4 weeks following an internal referral These waiting times relate to patients seen in the month, and of those, the percentage who have been seen within 4 weeks of being referred from another service within the Trust.


3 Percentage CPA 7 day follow up (adult services only) All patients who are discharged to their place of residence, care home, residential accommodation, or to non-psychiatric care must be followed up within seven days of discharge. Follow up 
starts on the day following discharge and should be made with the patient face to face. Only where this is not possible should contact be made by telephone.


4 Percentage of CPA Patients having a formal review 
documented within 12 months (adult services only) This indicator relates to the percentage of adults who have been on CPA for more than 12 months who have had at least one meeting with their Care Co-ordinator in the past 12 months.


5
Percentage of admissions to Inpatient Services that had 
access to Crisis Resolution Home Treatment Teams 
prior to admission (adult services only)


An admission has been gate kept by the Crisis Resolution Team if they have assessed the service user before admission and if they were involved in the decision-making process, which 
resulted in admission.


6
Median number of days from when a patient is 
discharged as an inpatient to their next admission as an 
inpatient


This indicator measures the median (mid point from a range of data) time, in days, from a patient being discharged from an Assessment & Treatment ward to readmission back into an 
Assessment & Treatment ward. It is intended that this indicator will monitor the effectiveness of the discharge process as well as the robustness of the community services maintaining 
patients within the community. A higher number of days would suggest that the discharge process was more effective and the community teams interventions more successful.


7 Number of new EIP cases This is a national indicator which monitors cases of first episode psychosis which have been taken on by dedicated Early Intervention Teams for treatment and support since 1 April 2009. 
Patients who are being monitored for a limited period because they are suspected cases should not be included in this count.


8 Percentage of wards who have scored greater than 80% 
satisfaction in patient survey (month behind)


This indicator reports the  number of wards who have scored greater than 80% satisfaction in the patient survey against the number of wards who have had responses to the satisfaction 
question in the patient survey.  It uses the question "Overall, rate the care you have received" and  count as ‘satisfied’ in terms of the Excellent and Good positive responses


9
Percentage of community patients who state they have 
been involved in the development of their care plan 
(month behind) (AMH, MHSOP and LD)


This indicator reports the number of community patients who state they have been involved in the development of their care plan against the number of community patients who have 
responded to the involvement/development of the care plan question in the patient survey.  To facilitate this a new question was added  to the hand held devices asking "Have you been 
involved in the development of your care plan?"


10 Number of patients who have 3 or more admissions in a 
year (AMH & MHSOP) This indicator counts the  number of patients who were admitted in the month that had previously been admitted on 2 or more occasions during the past 12 months


11 Number of unexpected deaths classed as a serious 
incident per 10000 open cases (reported to NRLS)


This KPI measures the number of unexpected deaths classed as a serious incident per 10,000 open cases against the number of unexpected deaths classed as a serious untoward 
incident (SUI) The total number of open cases on the Paris system is divided by 10,000 to obtain the correct ratio for this calculation.


12 Data completeness: outcomes This indicator relates to measurable outcomes for adults and reports the percentage of valid entries on patient records for employment status, in settled accommodation and if they have 
had a Health of the Nation Outcome Scales ( HoNOS) assessment in the last 12 months.


13 Data completeness: identifiers This indicator relates to the completeness of patient records and counts the number of valid entries for the following; NHS number, Date of Birth, Postcode, Gender, GP Practice code, 
Commissioner Organisation code.


14 Number of 'out of locality' admissions


Out of locality admissions relates to people who need to be admitted into a ward which is not in the same locality as their GP. Localities have reviewed all wards and a template has been 
developed to show where patients from each commissioning area should be admitted. This indicator measures the percentage of patients that were not admitted to the assigned wards. E.g. 
an Adult Mental Health patient within Durham should be admitted to Lanchester Road Hospital, and if the patient has then been admitted to West Park, this will be recorded as 'out of locality
admission.'


15
Percentage of HoNOS ratings that have improved in the 
non-psychotic and psychosis super classes for patients 
that are in scope (AMH and MHSOP) - Snapshot


This indicator is based on the number of affective and psychosis patients within the scope of PbR who are on an active caseload


Glossary of Indicators
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16
 Percentage of HoNOS ratings that have improved in 
the organic super classes for patients that are in scope 
(AMH and MHSOP) - Snapshot


This indicator is based on the number of organic patients within the scope of PbR who are on an active caseload


17
Access to Psychological Therapies - Adult IAPT: The 
proportion of people that enter treatment against the 
level of need in the general population


The Improving Access to Psychological Therapies (IAPT) programme aims to improve access to evidence based talking therapies in the NHS through an expansion of the psychological 
therapy workforce and service. This indicator is comprised of the number of people who have entered (i.e. received) psychological therapies / the number of people who have depression 
and or anxiety disorders.


18 Recovery Rate - Adult IAPT: The proportion of people 
who complete treatment who are moving to recovery


This indicator is comprised of the number of people who are moving to recovery of those who have completed treatment / the number of people who have completed treatment who are not 
at clinical caseness at treatment commencement.


19 Mean level of improvement on SWEMWBS (AMH only)
This indicator looks at the score taken at the referral to service and then again at the discharge point from TEWV (start of spell to end of spell) for new patients and calculate the 
improvement.  A mean improvement score is the calculated as an overall figure for Adult Mental Health.  New patients would be reported in the month they were discharged but only if their 
referral was after 4th November due to commencement of this PROM.


20 Mean level of improvement on SWEMWBS (MHSOP 
only)


This indicator looks at the score taken at the referral to service and then again at the discharge point from TEWV (start of spell to end of spell) for new patients and calculate the 
improvement.  A mean improvement score is the calculated as an overall figure for Mental Health Services for Older People.  New patients would be reported in the month they were 
discharged but only if their referral was after 4th November due to commencement of this PROM.


21 Number of reds on CQC action plans (including MHA 
action plans) This indicator counts the number of reds detailed on Care Quality Commission action plans, including Mental Health Act action plans.


22 Number of RIDDOR Incidents per 100,000 occupied bed 
days


The occupied bed flag is set to 1 to only include patients who were in a bed at midnight during the reporting period. The 'Default' ward is also excluded from the measure. The information is 
grouped by inpatient bed days date on a month on month basis. The number of RIDDOR incidents. This data is currently captured manually via the DATIX system from the Risk 
Management team. The number of occupied bed days on the Paris system divided by 100,000 to obtain the correct ratio (sum of the occupied bed flag/100,000).


23 Percentage of staff in post more than 12 months with a 
current appraisal (snapshot)


Staff employed by the trust must have completed an appraisal with their supervisor, and informed the workforce information department Information is entered onto ESR at least once a 
month.


24 Percentage compliance with mandatory and statutory 
training (snapshot)


Compliance is measured by staff completing the 7 core competencies by either faced to face training or e-learning within the relevant renewal periods. On completion of e-learning, e-mail is 
automatically sent to education and training. Education and training then manually update ESR. Face to face training – registers completed and entered into ESR Information is entered onto 
ESR at least once a month. If doing e-learning, ensure that you have MS Outlook open when doing your training so that the email can be sent to Education & Training team. If there are any 
discrepancies in the information:
1. Allowed for reasonable entering of information
2. Contact education & training team in first instance
If still inaccurate, escalate to local HR Manager


25 Percentage Sickness Absence Rate (month behind) This KPI measures the Trust percentage sickness absence rate (monthly in arrears). Results are grouped on a month by month basis and depicted at Cost Centre Level. Currently, 
information is updated by Finance, using information from the Staff Variation Sickness Lists Where services who are using ESR Self Service, managers enter the data directly into ESR


26 Percentage of non acute patients whose transfer of care 
was delayed


Delayed transfers of care relates to those patients (other than children) who are medically fit enough to be discharged but who remain on the ward as there is no identified package of 
care/place for them to be discharged to.


27 Number of reds from each of the four locality 
dashboards - snapshot (month behind)


This KPI reports the number of reds in the previous month being reported so, for example, if the month being reported is December the KPI 'December' figure for the KPI will be the number 
of reds reported for November in each of the dashboards.


28 Number of GP Referrals into Trust Services This KPI measures the number of GP referrals into Trust services. This measure counts patient Paris IDs grouped on a month on month basis by referral received date/referral sent date


29 Number of other external referrals into Trust services 
excluding GP referrals


This KPI measures the number of referrals into Trust services, other than those received from GPs. This measure counts patient Paris IDs grouped on a month on month basis by referral 
received date/referral sent date


30
Financial value of community teams below the average 
cost productivity baseline (AMH and MHSOP only in 
scope of PbR)


This indicator measures the financial cost variance (£) of the community teams that are below the average cost productivity baseline (AMH and MHSOP only)
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ITEM 10 
FOR GENERAL RELEASE 


 
MEETING OF THE COUNCIL OF GOVERNORS  


 
Date of Meeting: 17th February 2015 


Title: Update report on the number of cancelled appointments 
by the Services serving the  Hambleton, Richmondshire 
and Whitby CCG 


Lead Director: Sharon Pickering, Director of Planning & 
Performance/Brent Kilmurray Chief Operating Officer 


Report for: Assurance 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled, compassionate and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be recognised as an excellent and well governed Foundation Trust that makes best use 
of its resources for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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MEETING OF THE COUNCIL OF GOVERNORS  


 
Date of Meeting: 
 


17th February 2015 


Title: 
 


Update report on the number of cancelled appointments by 
the Services serving the  Hambleton, Richmondshire and 
Whitby CCG 


 
1. INTRODUCTION & PURPOSE 
 
1.1 To present an update on the cancellation of appointments by services in the 


Hambleton, Richmondshire and Whitby CCG (HRW CCG) area in comparison to the 
other CCG localities within North Yorkshire and the rest of the Trust. 


 
2.  BACKGROUND INFORMATION 
 
2.1 A formal report on the number of appointments cancelled by the services serving the 


Hambleton, Richmondshire and Whitby CCG was first presented to the Council of 
Governors at its meeting on 26th February 2014, following a request from a public 
governor.  A further update was requested and this was presented on the 24th 
February 2014.  At this meeting a further update was requested. 


 
3. KEY ISSUES: 
 
3.1 There are a series of graphs in Appendix 1 which show the following: 
 


a) Total number of cancellations per 10,000 open cases by speciality for HRW CCG 
across the 3 time periods being reported 


b) Total number of cancellations per 10,000 open cases by speciality for each CCG 
within North Yorkshire and the rest of TEWV (excluding NY) for the period August 
to December 2014 


c) Outpatient cancellations per 10,000 open cases by speciality for each CCG 
within North Yorkshire and the rest of TEWV (excluding NY) for the period August 
to December 2014 


d) Community cancellations per 10,000 open cases by speciality for each CCG 
within North Yorkshire and the rest of TEWV (excluding NY) for the period August 
to December 2014 


 
Please note the rate is calculated using the monthly average number of 
cancellations per 10,000 open cases to allow for comparison to be made across 
services and localities as the time periods are different. 


 
3.2  There are a series of tables in Appendix 2 which provide further information in terms 


of number/average cancellations and rate/percentage of open caseload (total and 
split by outpatients and community) and a comparison with the previous reporting 
periods. 


 
3.3 The key issues from the information contained within the Appendices are:  
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Total Cancelled Appointments for HRW CCG 


 


 In all services except for CYP, there has been continued improvement  in the 
cancellation rate compared to the previous reporting periods which is shown in 
the table below and in a graph at Appendix 1a 


 


  
Aug -Dec 
14 


Dec 13-
July 14 


April - 
Nov 13 


HRW CCG 209 250 347 


HRW CCG AMH 137 157 351 


HRW CCG MHSOP 356 411 449 


HRW CCG CYP 125 121 141 


HRW CCG LD 14 26 92 


 


 The cancellation rate has improved from 347 in April-Nov 13 down to 250 in Dec 
13-July 14 and is now at 209 in Aug-Dec 14.  
 


 The biggest improvement has been in AMH services where the cancellation rate 
has reduced from 351 in April-Nov 13 to 137 in Aug-Dec 14 to 137. 
 


 Whilst the cancellation rate for MHSOP services continues to be the highest of all 
services, this has steadily improved over the 3 reporting periods. 


 


 Whilst there has been an improvement in the rate for CYP services from the 
initial reporting period (April-Nov 13) at 141 down to 125 in Aug-Dec 14, the 
average number of cancellations has remained static at 5 between Dec 13-July 
14 and Aug-Dec 14. 


 
Total Cancelled Appointments for North Yorkshire CCGs and TEWV (excluding NY) 
 


 The main outlier in terms of total cancelled appointments (average rate per 
10,000 open cases) between Aug –Dec 14 is HRW CCG for MHSOP.  In 
MHSOP for HRW CCG the average caseload is comparable to HARD CCG but 
the average number of cancellations is 50 compared to 14 in HARD CCG. 


 
Outpatient Appointments 
 


 The picture for cancelled outpatient appointments mirrors that for total cancelled 
appointments in most cases, with the main outlier being MHSOP for HRW CCG. 


 
Community Appointments 


 


 For community appointments, the main outlier is CYP services with the highest 
rate for HARD CCG.  HRW CCG has the lowest rate across all North Yorkshire 
CCG areas and is only slightly higher than the Trust rate excluding NY. 
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 In Adult LD services, the picture is very much like CYP in the sense that HRW 
CCG has the lowest rate across all North Yorkshire CCG areas and is only 
slightly higher than the Trust rate excluding NY. 
 


 In Adult services HRW CCG has the lowest rate of cancelled community 
appointments of all the other North Yorkshire CCG areas and the Trust average 
(excluding North Yorkshire).   


 
3.3 An action plan was developed by the services following the first report to the Council 


of Governors and it is evident that this has contributed towards the continued 
improvement. 
 


4.  IMPLICATIONS / RISKS: 
 
4.1 Quality:  There are no direct implications on quality of this paper however the paper 


clearly highlights the differential rates of cancellations by the services across the NY 
locality.  Cancellations of appointments can impact on both outcomes, clinical and 
patient reported, and patient experience and therefore the differential rates 
highlighted within this report demonstrate that improvement is needed to ensure we 
are consistently providing a high quality service.   


   
4.2 Financial: There are no direct financial implications of this paper. 
 
4.3 Legal and Constitutional:  There are no direct legal or constitutional implications of 


this paper. 
 
4.4 Equality and Diversity:  There are no direct quality and diversity implications of this 


paper 
 
4.5 Other Risks:  There are no other risks associated with this paper. 
 
5. CONCLUSIONS  
 
5.1 The information supplied in this paper clearly shows the continued improvement in 


the cancellation rate for HRW services with an overall improvement of 66% between 
the first and latest reporting periods.  However, there still remains a much higher rate 
of cancellations in HRW CCG in MHSOP when compared to other areas of North 
Yorkshire and the rest of the Trust (excluding North Yorkshire).  The services 
continue to work on improving this position in order to maintain the downward trend. 


 
6. RECOMMENDATIONS 
 
6.1 The Council of Governors is asked to note the content of the report and provide 


comments as appropriate. 
 
 
 
Sharon Pickering 
Director of Planning & Performance 







 
 


5 
 


 


Background Papers: 
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Appendix 1a 


Graphs showing rate of cancellations per 10,000 open cases for HRW CCG area 
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Appendix 1b 


Graphs showing rate of cancellations per 10,000 open cases by CCG area 
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Appendix 1c 


Outpatient Cancelled Appointments 
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Appendix 1d 


Community Cancelled Appointments 
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Appendix 2a 


Total - Number/Average Cancellations and Rate/Percentage of Open Caseload  
 


Total 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Total 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Total 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


S&R CCG 127 25 2,708 94 5% 265 33 2,322 143 11% 322 40 2,116 190 15%


S&R CCG AMH 73 15 1,437 102 5% 160 20 1,094 183 15% 229 29 989 290 23%


S&R CCG MHSOP 31 6 747 83 4% 42 5 714 73 6% 42 5 648 81 6%


S&R CCG CYP 20 4 316 127 6% 57 7 300 238 19% 49 6 271 226 18%


S&R CCG LD 3 1 207 29 1% 5 1 214 29 2% 2 0 209 12 1%


HRW CCG 394 79 3,767 209 10% 658 82 3,291 250 20% 866 108 3,121 347 28%


HRW CCG AMH 114 23 1,662 137 7% 163 20 1,298 157 13% 336 42 1,198 351 28%


HRW CCG MHSOP 251 50 1,409 356 18% 431 54 1,310 411 33% 445 56 1,239 449 36%


HRW CCG CYP 25 5 401 125 6% 38 5 391 121 10% 45 6 399 141 11%


HRW CCG LD 2 0 295 14 1% 6 1 291 26 2% 21 3 286 92 7%


HARD CCG 393 79 4,037 195 10% 588 74 3,824 192 15% 620 78 3,674 211 17%


HARD CCG AMH 243 49 1,795 271 14% 350 44 1,602 273 22% 367 46 1,534 299 24%


HARD CCG MHSOP 72 14 1,593 90 5% 121 15 1,566 97 8% 147 18 1,491 123 10%


HARD CCG CYP 49 10 415 236 12% 55 7 409 168 13% 57 7 399 178 14%


HARD CCG LD 19 4 234 163 8% 27 3 247 137 11% 25 3 249 126 10%


TEWV (excluding NY) 3,140 628 38,196 164 8% 6286 786 37,958 207 17% 7,317 915 37,324 245 20%


TEWV excl NY AMH 1,437 287 13,714 210 10% 3029 379 13,729 276 22% 3,239 405 13,935 291 23%


TEWV excl NY MHSOP 811 162 11,632 139 7% 1563 195 11,332 172 14% 2,123 265 10,809 246 20%


TEWV excl NY CYP 621 124 8,544 145 7% 861 108 8,211 131 10% 1,029 129 7,680 167 13%


TEWV excl NY LD 248 50 4,306 115 6% 607 76 4,686 162 13% 463 58 4,900 118 9%


Total Cancellations


Dec 13-July 14 April - Nov 13Aug -Dec 14
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Appendix 2b 


Outpatient - Number/Average Cancellations and Rate/Percentage of Open Caseload  
 


Outpatient 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Outpatient 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Outpatient 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


S&R CCG 61 12 2,708 45 2% 132 17 2,322 71 6% 183 23 2,116 108 9%


S&R CCG AMH 31 6 1,437 43 2% 91 11 1,094 104 8% 134 17 989 169 14%


S&R CCG MHSOP 30 6 747 80 4% 39 5 714 68 5% 37 5 648 71 6%


S&R CCG CYP 0 0 316 0 0% 1 0 300 4 0% 12 2 271 55 4%


S&R CCG LD 0 0 207 0 0% 0 0 214 0 0% 0 0 209 0 0%


HRW CCG 324 65 3,767 172 9% 506 63 3,291 192 15% 637 80 3,121 255 20%


HRW CCG AMH 75 15 1,662 90 5% 70 9 1,298 67 5% 155 19 1,198 162 13%


HRW CCG MHSOP 247 49 1,409 351 18% 412 52 1,310 393 31% 433 54 1,239 437 35%


HRW CCG CYP 0 0 401 0 0% 0 0 391 0 0% 9 1 399 28 2%


HRW CCG LD 0 0 295 0 0% 4 1 291 17 1% 21 3 286 92 7%


HARD CCG 290 58 4,037 144 7% 419 52 3,824 137 11% 497 62 3,674 169 14%


HARD CCG AMH 189 38 1,795 211 11% 227 28 1,602 177 14% 288 36 1,534 235 19%


HARD CCG MHSOP 71 14 1,593 89 4% 119 15 1,566 95 8% 146 18 1,491 122 10%


HARD CCG CYP 12 2 415 58 3% 18 2 409 55 4% 20 3 399 63 5%


HARD CCG LD 8 2 234 68 3% 20 3 247 101 8% 19 2 249 95 8%


TEWV (excluding NY) 2,207 441 38,196 116 6% 4846 606 37,958 160 13% 5,618 702 37,324 188 15%


TEWV excl NY AMH 1,069 214 13,714 156 8% 2378 297 13,729 217 17% 2,408 301 13,935 216 17%


TEWV excl NY MHSOP 762 152 11,632 131 7% 1489 186 11,332 164 13% 2,034 254 10,809 235 19%


TEWV excl NY CYP 126 25 8,544 29 1% 234 29 8,211 36 3% 320 40 7,680 52 4%


TEWV excl NY LD 227 45 4,306 105 5% 519 65 4,686 138 11% 393 49 4,900 100 8%


Outpatient 


Cancellations


Aug -Dec 14 Dec 13-July 14 April - Nov 13
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Appendix 2c 


Community - Number/Average Cancellations and Rate/Percentage of Open Caseload  
 


Community 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Community 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


Community 


cancellations


Average 


cancellations


Average 


caseload


Rate per 


10,000 open 


caseload


% 


cancellations


S&R CCG 66 13 2,708 49 2% 133 17 2,322 72 6% 139 17 2,116 82 7%


S&R CCG AMH 42 8 1,437 58 3% 69 9 1,094 79 6% 95 12 989 120 10%


S&R CCG MHSOP 1 0 747 3 0% 3 0 714 5 0% 5 1 648 10 1%


S&R CCG CYP 20 4 316 127 6% 56 7 300 234 19% 37 5 271 171 14%


S&R CCG LD 3 1 207 29 1% 5 1 214 29 2% 2 0 209 12 1%


HRW CCG 70 14 3,767 37 2% 152 19 3,291 58 5% 229 29 3,121 92 7%


HRW CCG AMH 39 8 1,662 47 2% 93 12 1,298 90 7% 181 23 1,198 189 15%


HRW CCG MHSOP 4 1 1,409 6 0% 19 2 1,310 18 1% 12 2 1,239 12 1%


HRW CCG CYP 25 5 401 125 6% 38 5 391 121 10% 36 5 399 113 9%


HRW CCG LD 2 0 295 14 1% 2 0 291 9 1% 0 0 286 0 0%


HARD CCG 103 21 4,037 51 3% 169 21 3,824 55 4% 123 15 3,674 42 3%


HARD CCG AMH 54 11 1,795 60 3% 123 15 1,602 96 8% 79 10 1,534 64 5%


HARD CCG MHSOP 1 0 1,593 1 0% 2 0 1,566 2 0% 1 0 1,491 1 0%


HARD CCG CYP 37 7 415 178 9% 37 5 409 113 9% 37 5 399 116 9%


HARD CCG LD 11 2 234 94 5% 7 1 247 35 3% 6 1 249 30 2%


TEWV (excluding NY) 933 187 38,196 49 2% 1440 180 37,958 47 4% 1,699 212 37,324 57 5%


TEWV excl NY AMH 368 74 13,714 54 3% 651 81 13,729 59 5% 831 104 13,935 75 6%


TEWV excl NY MHSOP 49 10 11,632 8 0% 74 9 11,332 8 1% 89 11 10,809 10 1%


TEWV excl NY CYP 495 99 8,544 116 6% 627 78 8,211 95 8% 709 89 7,680 115 9%


TEWV excl NY LD 21 4 4,306 10 0% 88 11 4,686 23 2% 70 9 4,900 18 1%


Community 


Cancellations


Aug -Dec 14 Dec 13-July 14 April - Nov 13
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                                        FOR GENERAL RELEASE                                       ITEM  12 
 


COUNCIL OF GOVERNORS 


Date of Meeting: 17 February 2015 


Title: Service Update  


Lead Director: Brent Kilmurray 


Report for: Information 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled, compassionate and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be recognised as an excellent and well governed Foundation Trust that makes best use 
of its resources for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS 


Date of Meeting: 
 


17 February 2015 


Title: 
 


Service Update Report 


 
1. INTRODUCTION & PURPOSE 
 
 To provide an update on service changes within Tees, Esk and Wear Valleys NHS 


Foundation Trust. 
 
 
2.  BACKGROUND INFORMATION 
 
 This paper seeks to provide an overview for Governors regarding some of the key 


current service issues.  The update is set out by locality and service. 
 
 
3. KEY ISSUES: 
 
3.1      Durham and Darlington 


  
Adult Mental Health and Substance Misuse 
 
Substance Misuse services – following the tender process issued by County Durham 
Local Authority the service agreed a partnership approach with Lifeline (with the 
Trust as a sub-contractor delivering the clinical elements of the service).  The 
Invitation to Tender was issued in November and the service, working constructively 
with Lifeline, submitted our bid on December 15th.  We were delighted to receive the 
news in January that our bid had been successful and that Lifeline and ourselves will 
be the providers of drug and alcohol services for young people and adults from 1 
April 2015.  
 
The service has received ‘Resilience’ monies to improve year round service delivery 
(rather than respond to specific issues linked to winter pressures).  The funding will 
be used to establish a dedicated hospital Section 136 suite at Lanchester Road 
Hospital which also supports the Trust commitment to the Crisis concordat to 
respond quickly to people experiencing a mental health crisis.    


 


The service is seeing an increasing demand on teams, with a month on month 
increase in referrals.  Currently the service are receiving circa 1000 referrals each 
month, compared to circa 600 referrals in an equivalent population (Tees).  Analysis 
is being undertaken to understand the reasons for the increase, plans are being 
developed regarding how we manage this increase and we continue to work in 
partnership with primary care and commissioners to share the demand information 
and develop options to address.  
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Mental Health Services for Older People 
 


The Dementia Care bed reduction of 5 beds across the 3 wards has been completed 
with the 3 existing wards (2 at Auckland Park and 1 at Bowes Lyon Unit, LRH) each 
providing 10 beds.  
 
The Easington Community Mental Health Team has moved into its new base at The 
Vicarage, Seaham.  This is vastly improved accommodation for the team and 
provides additional clinical space with very positive feedback from staff on their new 
base.  


 
Children and Young People’s Services 
 
COG has previously been made aware of the increasing demand on community 
teams with an increase in the number of referrals received.  The establishment of 
the crisis and self-harm service has provided some additional capacity.  The Trust 
has agreed to fund an additional 6 permanent CAMHS staff to meet the increasing 
demand and ensure timely access to services.   
 
We continue to discuss the increasing demand with commissioners.    
 
Learning Disability Service 
 
Work is under way on a plan to provide individual flats for three people in one of the 
wards at Bek, Talbot and Ramsay so that individuals with very complex needs can 
be cared for on their own. A project team has submitted a development case to the 
commissioners. 


 
The service has been instrumental in designing a new service model for patients on 
the Winterbourne list so they can be cared for in a tenancy model. This work has 
been undertaken in partnership with Durham County Council and health 
commissioners and commissioners are looking to develop a new service on this 
model. 
 


A new service model for specialist community learning disability services in Durham 
has been agreed with a business case submitted to commissioners. 
 


 
3.2      Tees 
 


Adult Mental Health Services 
 
Proposals submitted to the two Clinical Commissioning Groups to create a single 
access point for crisis (as part of the national initiative to improve mental health 
services) were agreed and recruitment is taking place now for a start in the next two 
months. 
 
The roll out of the model lines approach in the Psychosis team has been successful 
in Hartlepool and this will assist with the plans to continue expanding the number of 
teams using this approach. 
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Although all services are managing waiting times for referrals,  there are still  
problems in meeting the demand for autism assessments and also adults with 
suspected ADHD.  


 
Mental Health Services for Older People 
 
Bed occupancy on Westerdale South, for patients with an organic illness,  has been 
manageable but the acuity of patients remains  high and has resulted in additional 
staff being recruited. 
 
A delirium screening service was established,  very quickly,  in response to the 
problems in both Acute Trusts’ A&E departments. This will run until March and will 
be evaluated to determine if recurrent funding should be made available. 


 
Children and Young People’s Services 
 
Waiting times for assessments have remained below 9 weeks but the number of 
referrals is making further reductions difficult.  
 
Targeted services are now bedded in and following a Rapid Process Improvement 
Workshop are making sure that the processes to engage with partners are as 
effective as possible.  We are now rolling out to three other localities. 
 
The Crisis and Liaison service has successfully recruited and will be able to 
commence before the end of March as soon as staff are in post. 
 
The developments in CYP services are most welcome but we are expecting to have 
difficulty recruiting to all posts whilst these establish and we maintain backfill for staff 
undertaking Improving Access to Psychological Therapies (IAPT) training. 


 
Learning Disability Services  
 
The transition of patients from our inpatient facilities to new providers is nearing 
completion. This will result in assessment and treatment being focussed on 
Bankfields and staff will be able to take up posts in the community teams where the 
service has been enhanced to support.  
 


 
3.3      North Yorkshire 


 
Reverend Graham Peacock has been appointed as Chaplain across North Yorkshire 
and starts work with us in March 2015. 
 
Adult Mental Health Services 
 
Work continues on the replacement for Abdale House in Harrogate with the new 
Orchards Rehabilitation Unit in Ripon due to open in May 2015. 
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We have held an improvement event across Hambleton and Richmondshire in 
January 2015 to develop a single point of access across adult and older people’s 
services. We will be testing this approach during February and March 2015 with the 
aim of full implementation in April 2015. Focus groups with service users and carers 
were held in order to seek their input and ideas. 
 
The North Yorkshire Eating Disorder Service successfully transferred to us in 
October 2014 and all posts are fully established. 
 
IAPT staff have settled in well and are currently working hard to achieve key 
performance targets. 


 
Mental Health Services for Older People 
 
We have successfully recruited a new Head of Service, Mrs Jan McLauchlan who 
was previously Locality Manager in Scarborough, Whitby and Ryedale. Jan brings a 
wealth of experience and the service is looking forward to working with her. 
 
We would like to say thank you to Mrs Helen Mackley, Locality Manager for 
Hambleton and Richmondshire and Mrs Caroline Gomersall, Locality Manager for 
Harrogate and Rural District who have worked in the NHS for many years and who 
will be leaving us over the next two months and enjoying retirement. A big thank you 
to both of them for their valuable contribution. 
 
Due to the above events we have successfully appointed to 3 Locality Manager 
posts across the service: 
 


a. Hambleton and Richmondshire – Claire Abley 
b. Harrogate and Rural District – Sarah Gill 
c. Scarborough, Whitby and Ryedale – Rachel Calvert 
 


The Scarborough Hospital Liaison Service officially started in January 2015 and has 
been met with early positive feedback. 
 
Rowan Ward, currently decanted to Alexander House in Knaresborough, is 
scheduled to move back to the Briary Wing in Harrogate, March 2015. 


 
Children and Young People’s Services 
  
We have successfully appointed a new consultant in the Northallerton Team, Dr 
Cassandra McLintock, who will be starting with us over the next few months. 
 
Dr Anna Boyce, Clinical Director for North Yorkshire CAMHS, has also taken up a 
clinical post in Northallerton.  


 
Learning Disability Services 
 
The service completed a 3P event in December 2014 with the aim of remodelling the 
service to meet the growing demands of the local population. The contribution of 
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service users and carers was extremely valuable and greatly appreciated by all who 
participated. A full implementation plan is being prepared. 
 
Bridget Lentell was successfully appointed to the substantive post of Head of 
Service for Learning Disabilities North Yorkshire in January 2015. 
  


 
3.4      Forensic Service 
 


Restrictive practice/CQC 
The CQC inspection has highlighted significant progress with reducing restrictive 
practices within secure services. Inspectors identified that staff and patients were 
able to articulate the changes and that patient notes reflected the reduced 
restrictions and individual risk assessments. 
 
A further service wide event took place on 4th February to extend the learning into 
forensic mental health. There are some different challenges within medium secure 
services – but it is felt that further progress can be made. 
 
The CQC inspection was challenging but the staff and patients have fed back 
positively from the experience. They welcomed the opportunity to highlight the 
practice that they are proud of 
 
Prison Mobilisation  
The prison mobilisation plans are developing well. The new service model will be in 
place for 1st April. Staff have been consulted on service changes and the majority of 
staff have had substantive roles confirmed. 
 
The service has also submitted a further tender for Liaison and Diversion services in 
Durham, Darlington and Teesside. This is for services based in courts; custody 
suites; police stations and working with Youth Offending Teams. The outcome 
should be known on 17th February. 
 
Transforming Care 
The Department of Health and NHS England have been undertaking individual 
patient reviews within the Forensic Learning Disability service. These have been 
time consuming for staff, patients and relatives. Initial feedback has been very 
positive and confirms that care plans and discharge plans for our patients are 
appropriate. It is expected that the work will be reported on nationally in the near 
future and may suggest a reduction in Inpatient beds. 
 
The service has also now received the National Audit Office report in respect of 
learning disability patients.  It appears to be a relatively balanced document in terms 
of why the concordat failed (government underestimated complexity, and based their 
targets on poor/no data etc.).  The document discussed making use of the Better 
Care Fund to develop pooled budgets from 2016, and money following the patient 
from hospital to community. 
 
Full document available:  http://www.nao.org.uk/report/care-services-for-people-with-
learning-disabilities-and-challenging-behaviour/  



http://www.nao.org.uk/report/care-services-for-people-with-learning-disabilities-and-challenging-behaviour/

http://www.nao.org.uk/report/care-services-for-people-with-learning-disabilities-and-challenging-behaviour/
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4.  IMPLICATIONS / RISKS: 
  
4.1 Quality: 
 None. 
 
4.2 Financial: 
 None. 
 
4.3 Legal and Constitutional: 
 None. 
 
4.4 Equality and Diversity: 
 None. 
 
4.5 Other Risks:  
 None. 
 
 
5. CONCLUSION  
 


 This paper provides a high level summary of some of the key service changes 
currently being managed. 


 
 
6. RECOMMENDATION 
 


 That the Council of Governors note the report and raise any questions they may 
have. 


 
 
 
 
 
Brent Kilmurray 
Chief Operating Officer 
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Item 7 
FOR GENERAL RELEASE 


 
COUNCIL OF GOVERNORS 


Date of Meeting: 17th February 2015 


Title: Monitor Risk Assessment Framework Report 


Lead: Phil Bellas 


Report for: Assurance/Information 
 
This report includes/supports the following areas: 
STRATEGIC GOALS:  


To provide excellent services working with the individual users of our services and their 
carers to promote recovery and well being 


 


To continuously improve the quality and value of our work  


To recruit, develop and retain a skilled and motivated workforce  


To have effective partnerships with local, national and international organisations for the 
benefit of our communities 


 


To be an excellent and well governed Foundation Trust that makes best use of its resources 
for the benefit of our communities 


 


 


CQC REGISTRATION:  Outcomes () 
Involvement and Information 
Respecting & Involving Service 
Users 


 Consent to care and treatment    


Personalised care, treatment and support 
Care and welfare of people who 
use services 


 Meeting nutritional needs  Co-operating with other 
providers 


 


Safeguarding and safety 
Safeguarding people who use 
services from abuse 


 Cleanliness and infection 
control 


 Management of medicines  


Safety and suitability of premises  Safety, availability and 
suitability of equipment 


   


Suitability of staffing 
Requirements relating to workers 
 


 Staffing  Supporting workers  


Quality and management 
Statement of purpose   Assessing and monitoring 


quality of service provision 
 Complaints  


Notification of death of a person 
who uses services 


 Notification of death or AWOL 
of person detained under MHA 


 Notification of other incidents  


Records 
 


   


Suitability of Management  (only relevant to changes in CQC registration) 
 


 


This report does not support CQC Registration 
 


 


 


NHS CONSTITUTION: The report supports compliance with the pledges of the NHS Constitution () 


Yes  No (Details must be 


provided in Section 4 “risks”) 
 Not relevant  
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COUNCIL OF GOVERNORS 


Date of Meeting: 
 


17th February 2015 


Title: 
 


Monitor Risk Assessment Framework Report  


 
1. INTRODUCTION & PURPOSE 
 
1.1 The purpose of this report is to provide the Council of Governors with information on: 


(a) The Trust’s position against the requirements of the Risk Assessment 
Framework for Quarter 3, 2014/15 (1st October 2014 to 31st December 2014). 


(b) Monitor’s proposed amendments to its Risk Assessment Framework. 
 


2.  BACKGROUND INFORMATION 
 
2.1 Monitor undertakes in-year monitoring, in accordance with its Risk Assessment 


Framework, to measure and assess a Foundation Trust’s actual performance 
against its Annual Plan.  The intensity of monitoring is based on Monitor’s 
assessment of the risks (its “risk ratings”) of a significant breach of the Trust’s 
Licence conditions. 


 
2.2 Copies of the Risk Assessment Framework have been provided to Governors. 
 
2.3 At Quarter 2, 2014/15 the Trust had a Continuity of Service Risk Rating of 4 (“no 


evident concerns”) and a Governance Risk Rating of Green. 
 
3. KEY ISSUES: 
 
Quarter 3, 2014/15 Submission 
 
3.1 At its meeting held on 27th January 2015 the Board of Directors approved the 


submission of the following information to Monitor in accordance with the Risk 
Assessment Framework: 


 
(a) A Continuity of Service Risk Rating (CoSRR) of 4.  


 
The Council of Governors is asked to note that: 
 The CoSRR remains in line with plan. 
 Details of the Trust’s financial performance are provided under agenda 


item 15. 
 


(b) Confirmation that the Trust will maintain a CoSRR of at least 3 for the next 12 
months. 


 
(c) Confirmation that no subsidiaries were included in the financial results 
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The Council of Governors is asked to note that, although the Trust has 
created a subsidiary, it has not yet commenced trading. 


 
(d) Confirmation of the following Governance Declarations: 


 “The Board is satisfied that plans in place are sufficient to ensure: 
ongoing compliance with all existing targets (after the application of 
thresholds) as set out in Appendix A of the Risk Assessment 
Framework; and a commitment to comply with all known targets going 
forwards.” (Statement A) 


 
 “The Board confirms that there are no matters arising in the quarter 


requiring an exception report to Monitor (per Risk Assessment 
Framework page 22 Diagram 6) which have not already been 
reported.” (Statement B) 


 
(e) A Governance Risk Rating of “green” based on performance against the 


governance targets and indicators included in the Risk Assessment 
Framework as set out in Annex 1 to this report. 
 
In accordance with Monitor’s requirements, the Trust provided an exception 
report with regard to the compliance issues and “moderate concerns” arising 
from the CQC’s inspection of forensic learning disability services wards at 
Roseberry Park in March 2014. 
 
The Council of Governors is asked to note that Monitor was informed that the 
Trust is making good progress on the implementation of the action plan which 
is due for completion by the end of Quarter 1, 2015/16. 
 
Governors will be aware that an exception report has been previously 
required with regard to the compliance actions arising from a Care Quality 
Commission’s inspection of The Dales in Stockton-on-Tees.  The action plan 
in response the CQC’s findings has now been completed and signed off by 
both the Trust and the regulator. 
 


(f) The following information on Executive team turnover which Monitor uses as a 
potential indicator of quality governance concerns: 
 


Executive Directors Actual for 
Quarter 
ending 


31/12/14 


Total number of Executive posts on 
the Board (voting) 


5 


Number of posts currently vacant 0 


Number of posts currently filled by 
interim appointments 


0 


Number of resignations in quarter 1 


Number of appointments in quarter 0 
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The above information reflects Mrs. Stanbury’s notification of her intention to 
retire from working in the NHS in June 2015. 


 
(g) The election data set out in Annex 2 to this report. 


 
Risk Assessment Framework Submission 2015/16 
 
3.2 In December 2014 Monitor published a consultation document on proposed changes 


to its Risk Assessment Framework.  A summary of the proposals is included as 
Annex 3 to this report for information. 


 
3.3 Governors will be provided with an updated version of the Risk Assessment 


Framework once published by Monitor. 
 
4.  IMPLICATIONS / RISKS: 
 
4.1 Quality: The findings of the CQC inspection of forensic learning disability services 


wards at Roseberry Park were reported to the Council of Governors at its meeting 
held on 24th July 2014 (minute 14/57 refers). 


 
4.2 Financial: This issue is covered in the report of the Director of Finance under 


agenda item 15. 
 
4.3 Legal and Constitutional: No other risks have been identified. 
 
4.4 Equality and Diversity: There are no equality and diversity risks or implications 


arising from this report. 
 
4.5 Other Risks: No other risks have been identified. 
 
5. CONCLUSIONS  
 
5.1 The Council of Governors is asked to note that the Trust assessed its risk ratings as 


4 for Continuity of Service and “green” for Governance for Quarter 3 2014/15. 
 
6. RECOMMENDATIONS 
 
6.1 The Council of Governors is asked to receive and note this report. 
 
 
Phil Bellas 
Trust Secretary 
 


Background Papers: 
Monitor Risk Assessment Framework 







 
 


 


DECLARATION OF PERFOMANCE AGAINST HEALTHCARE TARGETS AND INDICATORS IN QUARTER 3 2014/15  Annex 1 
 
Target or Indicator (as per Risk Assessment Framework) Threshold  RAF Weighting Q3 2014/15 Performance Q3 Score 


Performance Result 


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


95% 1.0 97.55% Achieved 0.0 


Care Programme Approach (CPA) patients having formal review within 12 months 95% 1.0 98.05% Achieved 0.0 


Minimising MH delayed transfer of care <=7.5% 1.0 2.27% Achieved 0.0 


Admissions to inpatient services had access to crisis resolution home treatment 
teams 


95% 1.0 96.67% Achieved 0.0 


Meeting commitment to serve new psychosis cases by early intervention teams 95% 1.0 242.56% Achieved 0.0 


Data completeness: identifiers 97% 1.0 99.59% Achieved 0.0 


Data completeness: outcomes 50% 1.0 94.68% Achieved 0.0 


Compliance with requirements regarding access to healthcare for people with a 
learning disability 


n/a 1.0 Information not required at Quarter 3 0.0 


Risk of, or actual failure to deliver Commissioner Requested Services n/a 
Report by 
exception 


No n/a - 


CQC compliance action outstanding (as at time of submission) n/a 
Report by 
exception 


Yes n/a 
Exception 


Report required  


CQC enforcement action within the last 12 months n/a 
Report by 
exception 


No n/a - 


CQC enforcement action (including notices) in effect (as at time of submission) n/a 
Report by 
exception 


No n/a - 


Moderate CQC concerns or impacts regarding the safety of healthcare provision (as 
at time of submission) 


n/a 
Report by 
exception 


Yes n/a 
Exception 


Report required 


Major CQC concerns or impacts regarding the safety of healthcare provision (as at 
time of submission) 


n/a 
Report by 
exception 


No n/a - 


Trust unable to declare ongoing compliance with minimum standards of CQC 
registration 


n/a 
Report by 
exception 


No n/a - 
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Annex 2 


 


Elections held in the Quarter ending 31st December 2014 
 


Constituency Type Constituency Name No. of Seats  
(not required by 
Monitor) 


No. of 
Candidates 


No. of Votes Cast Turnout No. of 
Eligible 
Voters 


Date of 
Election 


Public Darlington 1 3 63 8.5% 738 12/11/14 


Public Durham 1 9 184 10.2% 1804 12/11/14 


Public Stockton 1 2 86 8.1% 1068 12/11/14 


Staff County Durham and 
Darlington 


1 1 - - - 10/10/14 


Staff Forensic 1 1 - - - 10/10/14 


Staff North Yorkshire 1 1 - - - 10/10/14 
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Annex 3 


 
Summary of Proposed Changes to the Risk Assessment Framework (RAF) 2015/16 
 
1 The introduction of access measures for mental health services as proxies of 


governance 
 


In October 2014 the Government announced two new access indicators for mental 
health (as follows), with a strong commitment to rolling them out in 2015: 
 


 Two-week wait for receiving treatment from the early intervention in psychosis 
(EIP) programme.  Providers will be required to treat 50% of patients within 
two weeks by April 2016.  


 Referral-to-treatment target for Improving Access to Psychological Therapies 
(IAPT).  Providers will be required to see 75% of patients within 6 weeks and 
95% of patients within 18 weeks from April 2015.  


 
Monitor is proposing including these indicators in the RAF as proxies for governance 
concerns. 
 
However, Monitor recognises that the indictors will be subject to further work by NHS 
England and has developed a number of options for their introduction in the RAF.   
 
Monitor’s preferred options for each indicator are as follows: 
 
EIP Referrals: 
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IAPT Referrals 
 


 
 


 
2 The introduction of access and outcome measures for high and medium 


secure mental health services as proxies of governance 
 
Monitor is proposing the introduction of the following indicator for providers of 
medium secure services: 
 


 Percentage of patients having a full health check every 12 months. 
 


3 Additional Triggers for investigating financial risk 
 


 Monitor is concerned that, as the overall continuity of service risk rating is 
weighted equally between liquidity and capital servicing capacity, a strong 
rating on one measure could mask a significant risk in the other. It is therefore 
proposing the introduction of an override mechanism that will allow it to 
investigate where a Trust’s liquidity or capital servicing capacity represents a 
significant financial risk.  


 
The implications of the proposal are shown in the following example. 


 
Under present arrangements Monitor is unlikely to investigate a Trust which 
has an overall CoSRR of 3 even if it had a liquidity risk rating of 4 and a 
capital servicing capacity of 1. 


 
However, under the proposed changes, a Trust with a capital servicing 
capacity or liquidity rating of 1 would be considered to present a material 
financial risk in its own right and could trigger an investigation, even if the 
Trust’s overall risk rating were 3.  


 


 Monitor is proposing an update to the RAF to clarify that its detailed analysis 
of a Trust’s forward plan could include testing against different scenarios and 
assumptions (ie stress testing plans) and investigating where the quality of a 
Trust’s overall forward plan is considered poor as a result of this exercise. 
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4 Other Changes: 


 
Monitor is also proposing: 


 Renaming ‘quality governance’ indicators ‘organisational health’ indicators 
and providing greater clarity on their use. 


 Updating terminology in the RAF to take into account changes relating to new 
policies, such as the Care Quality Commission’s (CQC) inspections regime. 


 Including clarifications highlighted previously in-year.  
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Trust headquarters  


West Park Hospital, Edward Pease Way, Darlington, DL2 2TS 


 


 
 
 
Cllr Ann McCoy 
(via email) 
 
 
 
 


 
 
 
 


Dear Cllr McCoy 
 
QUESTION FOR COUNCIL OF GOVERNORS MEETING – 17 FEBRUARY 2015 
 
 


You have asked for a formal question to be raised at the Council of Governors meeting due to be 
held on 17 February 2015 at Middlesbrough Football Club. 
 
I can confirm that your question (listed below) will be included within the public agenda.  However, 
rather than wait until that meeting, I thought it would be helpful to put the response in writing from 
Mrs Chris Stanbury, Director of Nursing and Governance.  
 


Question  
 
With regards to the recent case of a nurse who was struck off by the Nursing and 
Midwifery Council following a charge of harassment and criminal damage. The report 
stated that the Panel Chairman commented that their behaviour had put staff and patients 
at risk. The report also states that they had not informed the Trust of the charges faced.  
Considering Adult Safeguarding.   
 
Is there anything in the Terms and Conditions of employment that require an employee to 
inform the Trust of any charges they face that could impact on the safety of staff and 
patients? 
 
Response 
 
All staff are required to inform the Trust as their employer if they have been charged 
and/or convicted of any criminal offence.  This clear within the Trust Disciplinary procedure 
under the section on examples of Gross Misconduct.  Extract enclosed for information.   
 
With regard to the overall issue raised: 
  


The Trust has an overarching information sharing agreement with all partner agencies who 
would usually bring to our attention any information that they became aware of about our 
staff that may impact upon the safety or treatment of our patients. If therefore a member of 
our staff was implicated or indeed charged with any offences against children this would 


 
Trust Secretary’s Office 


West Park Hospital 
Edward Pease Way 


Darlington 
DL2 2TS 


 
Telephone: 01325 552307 


Email: kathryn.ord@nhs.net 
www.tewv.nhs.uk 


 
21 January 2015 
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have been reported to the Local Area Designated Officer for Safeguarding (LADO) who 
then would let the Trust know.  Similarly the Adult Safeguarding teams would share 
intelligence if accusations had been brought to their attention regarding offences against 
vulnerable adults. . 
 
With regard to the police and charges/allegations - we would be informed if charges 
related to offences against children and vulnerable adults of an abusive nature. Where we 
may not be informed and are reliant upon our staff disclosing to us are other criminal 
offences e.g. theft, domestic violence, assault, public order offences, fraud. With these 
offences there may be potential impact upon that employee’s ability and suitability to 
provide care to our service users but the police are not obliged to inform the Trust and 
indeed the individual may not disclose to the police the nature of their employment. 
 
For registered professionals once convicted the police are obliged to inform the regulatory 
body -  NMC, GMC, HPC, again if the individual has disclosed their professional 
background.  The regulatory body may then inform us if they are aware of the individual’s 
current employment.  There have been instances however where the individual has told 
the police they are a registered nurse but not who employs them so the NMC have been 
unable to inform the Trust. 
 
With the current Disclosure and Barring Service (DBS) there is a system where there can 
be a continuous update regarding criminal intelligence about the individual (in realty this is 
more likely to be an annual update) but it is the individual who has to sign up and pay for 
that service – the Trust has maintained the level of DBS checking required for compliance 
with the relevant safeguarding legislation, particularly our Section 11 responsibilities. 
 
In terms of the position of the Trust in relation to the DBS, it could decide to meet the cost 
of an individual’s DBS registration, this has been considered but the decision taken has 
been not to pursue at this time due to cost grounds but more in relation to the fact that the 
DBS update database is not yet extensively used by other employers, which therefore 
limits the ability to rely on it.  
 
Unless you advise otherwise, a copy of this response will be circulated as part of the 
agenda for the Council of Governors meeting on 17 February 2015.   
 
Yours sincerely 
 
 
Via email 
 
Kathryn Ord 
Deputy Trust Secretary / Head of Member Services. 


  







Extracted from the Trust Disciplinary procedure  
 


Part 1 – Misconduct  
Breaches of the following rules usually warrant the issue of a written warning, final written 
warning or dismissal with notice, depending upon the circumstances:  
 
a)  unacceptable behaviour/conduct towards patients  
b)  unauthorised absence  
c)  abuse or misuse of sickness pay/leave provisions  
d)  abuse or misuse of study leave provisions  
e) breach of contract/terms and conditions of employment  
f)  participating without authority in other employment, trade, business or profession which 


is prejudicial to, or which adversely affects, employment with the Trust  
g)  private trading on Trust premises without permission – whether or not for personal profit  
h)  failure to carry out reasonable instructions given by management effectively and in a 


timely manner  
i)  failure to report incidents in line with the policies and procedures of the Trust  
j)  unacceptable conduct contrary to any NHS policies, guidelines and standards as 


amended from time to time  
k)  any harassment or bullying of staff.  
l)  any conduct or performance bringing the NHS/the Trust into public disrepute  
m) any breach of the Trust’s standing orders and financial standing instructions  
n)  breach of the Trust’s IT security policies  
o)  any breach of directorate, department or human resource policy rules or procedures  
p)  failure to adequately perform duties of individual job descriptions  
q)  misuse or abuse of facilities or time off provisions granted to Trade Unions and 


Professional Organisations  
r)  breach of the Health and Safety rules and/or statutory regulations regarding Health and 


Safety  
s) failure to ensure the safe keeping of personal identifiable information or commercially 


sensitive information.  
t)  failure to protect and ensure the safekeeping of Trust property including lease cars.  
u)  carelessness or negligence in the performance of duties.  
 


Part 2 – Gross Misconduct  
The following are examples of gross misconduct that may warrant summary dismissal 
(dismissal without notice), even for a first offence:  
 
a)  dishonesty relating to employment matters (e.g. fraudulent use of flexi time system, 


fraudulent travel/subsistence claims, dishonestly obtaining permission for authorised 
absence, collusion in attempting to take unauthorised absence)  


b)  gross fundamental breach of contract/terms and conditions of employment  
c)  theft of any NHS or Trust property, or theft of any other property belonging to another 


whilst on duty or the removal of NHS or Trust property from the premises without 
authorisation to do so  


d) malicious or reckless damage to NHS property or the property of others whilst on duty  
e)  fraud – any deliberate falsification of records or any attempts to defraud the Trust or any 


patient, member of staff or member of the public  
f) assault, intimidation, threatening behaviour, physical abuse or verbal abuse upon a 


patient, member of staff or member of the public  
g)  professional misconduct (professional misconduct for doctors and dentists is dealt with 


under a separate arrangement)  
 
h)  the receiving or offering of bribes  
i)  committing a criminal offence whilst on duty or whilst acting on behalf of the Trust 


or off duty if it is of a nature that the Trust loses confidence in the employee.  







j)  failing to inform the Trust of any arrest or charge in connection with any criminal 
offence or served with a summons on criminal charges (excluding parking 
offences or minor motoring offences) 


  
k)  illegal possession, use, or distribution of drugs  
l)  incapacity to perform duties due to the influence of alcohol, solvents or drug abuse  
m) any serious carelessness or negligence in the performance of duties  
n)  carelessness or negligence which threatens the health and safety of patients, visitors, or 


staff, including a failure to or an unreasonable delay to report a serious incident  
o)  breach of confidentiality – disclosure of privileged and confidential information to 


unauthorised persons or organisations.  
p)  serious misrepresentation, or providing false or misleading information in any application 


for employment or deliberately withholding personal information, including qualifications 
held and legal charges or offences not covered by exemption under the Rehabilitation of 
Offenders Act, at the time of appointment or at any time during employment  


q)  seeking and receiving gifts/gratuities for services rendered in the course of employment 
or otherwise  


r)  intentional or serious breach of the Trust’s Equality and Diversity Policy.  
s) serious breach of health and safety rules and/or statutory regulations regarding health 


and safety  
t)  ill treatment, abuse, or mishandling of patients  
u)  gross insubordination  
v)  withdrawal of statutory qualifications required for the post or failure to register/reregister.  
w)  misuse, carelessness or negligence in the use of an occupational Smart Card  
x)  serious breach of the Trust’s policy regarding the safety of person identifiable 


information.  
y)  vexatious or malicious complaints not made in good faith  
z)  accessing with intent or forwarding pornography using the Trust’s IT systems  
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Trust headquarters  


West Park Hospital, Edward Pease Way, Darlington, DL2 2TS 


 


 
 
 
Cllr Ann McCoy 
(via email) 
 
 
 
 


 
 
 
 


Dear Cllr McCoy 
 
QUESTION FOR COUNCIL OF GOVERNORS MEETING – 17 FEBRUARY 2015 
 


You have asked for a formal question to be raised at the Council of Governors meeting due to be 
held on 17 February 2015 at Middlesbrough Football Club. 
 
I can confirm that your question (listed below) will be included within the public agenda.  However, 
rather than wait until that meeting, I thought it would be helpful to put the response in writing from 
Mrs Chris Stanbury, Director of Nursing and Governance.  
 
Question  
 
Is it mandatory for Trust staff to attend Mental Health Act and/or Mental Capacity Act training, and 
how does this compare against other Mental Health Trusts. 
 
Response 
 
Mental Health Act and Mental Capacity Act training have not been mandated as it is integral to the 


professional requirements of staff working within Mental Health and Learning Disability services.  


The training is bespoke to each different clinical service type and is provided regularly with records 


being kept to ensure staff are up to date.   


The verbal feedback from the CQC complimented the Trust on the standards of implementation of 


all MH Legislation and cited that although the training was not mandatory there was significant 


evidence that staff were both trained and knew how to implement their learning.   


The Executive Management Team is however reconsidering whether this training should be 


included in the mandatory set of training required to be undertaken by staff.   


Yours sincerely 
 
Via email 
 
 
Kathryn Ord 
Deputy Trust Secretary / Head of Member Services 


 
Trust Secretary’s Office 


West Park Hospital 
Edward Pease Way 


Darlington 
DL2 2TS 


 
Telephone: 01325 552307 


Email: kathryn.ord@nhs.net 
www.tewv.nhs.uk 


 
5 February 2015 
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MINUTES OF THE COUNCIL OF GOVERNORS MEETING HELD ON 27 
NOVEMBER 2014, 2.00PM AT MIDDLESBROUGH FOOTBALL CLUB  
 
PRESENT: 
Lesley Bessant (Chairman) 
Cliff Allison (Durham) 
Mary Booth (Middlesbrough) 
Janice Clark (Durham) 
Vince Crosby (Durham)  
Hilary Dixon (Harrogate and Wetherby) 
Gary Emerson (Stockton on Tees) 
Claire Farrell (Redcar and Cleveland) 
Stuart Fawcett (Durham) 
Betty Gibson (Durham) 
Andrea Goldie (Darlington) 
Glenda Goodwin (Forensic) 
Catherine Haigh (Middlesbrough) 
Cllr Tony Hall (North Yorkshire County Council) 
Simon Hughes (Teesside) 
Dr Judith Hurst (Corporate) 
Lesley Jeavons (Durham County Council)  
Prof Paul Keane (University of Teesside) 
Cllr Ann McCoy (Stockton Borough Council)  
Jean Rayment (Hartlepool) 
Gillian Restall (Stockton on Tees) 
Zoe Sherry (Hartlepool) 
Angela Stirk (Hambleton and Richmondshire) 
Vanessa Wildon (Redcar and Cleveland) 
Mark Williams (Durham) 
Colin Wilkie (Hambleton & Richmondshire) 
 
IN ATTENDANCE: 
Phil Bellas (Trust Secretary)  
Angela Grant (Membership Administrator) 
Dr Hugh Griffiths (Non Executive Director) 
Marcus Hawthorn (Non Executive Director) 
Brent Kilmurray (Chief Operating Officer) 
Ulrike Klaerig-Jackson (Team Secretary) 
Colin Martin (Director of Finance) 
Barbara Matthews (Non Executive Director) 
Kathryn Ord (Deputy Trust Secretary) 
Sharon Pickering (Director of Planning and Performance) 
John Robinson (Senior Independent Director)  
Richard Simpson (Non Executive Director) 
Jim Tucker (Deputy Chairman) 
 
OBSERVERS: 
Student Nurses: Gillian Dent, Hayley Douglas, Sophie Dunning,  Clair Hewitt, 


Stephen Johnson, Mandy Loader, Lindsay Mabon, Aaron 
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Norman, Samantha O’Connor, Ashleigh Pennington, Mark 
Robinson, Kelly Thackray, Samantha Wilson, Rachel Husley, Ann 
Marie Robson, Willima Willis, Adam Wilcos, Loren Butler, Marie-
Clare Simpson, Tracy-Ann Thompson, Holly Owen 


 
14/85 APOLOGIES 
Stephen Akers- Belcher (Hartlepool Borough Council) 
Martin Barkley (Chief Executive) 
Richenda Broad (Middlesbrough Council) 
Dr John Drury (CCG representative for Hartlepool, Stockton on Tees and South Tees) 
Jacqui Dyson (Durham and Darlington) 
Paul Emerson-Wardle (Stockton) 
Andrew Everett (Durham)  
Chris Gibson (Harrogate and Wetherby) 
Dennis Haithwaite (Darlington) 
Prof Pali Hungin (Durham University) 
David Jennings (Non Executive Director) 
Dr Nick Land (Medical Director) 
David Levy, (Director of Human Resources and Organisational Development) 
Keith Marsden (Scarborough and Ryedale) 
Mike Newell (Non Executive Director 
Debbie Newton (representative for North Yorkshire Clinical Commissioning Groups) 
Wendy Pedley (North Yorkshire) 
Dr David Smart (CCG representative for Co Durham and Darlington) 
Chris Stanbury (Director of Nursing and Governance) 
Sarah Talbot-Landon (Durham) 
Sandy Taylor (Harrogate and Wetherby) 
Richard Thompson (Scarborough and Ryedale) 
Prof Ian Watt (University of York) 
Judith Webster (Scarborough & Ryedale) 
Ann Workman (Darlington Borough Council) 
 
14/86 WELCOME 
 
The Chairman opened the meeting and welcomed the public observers.  Apologies 
were noted.  
 
 
14/87 MINUTES OF PREVIOUS MEETING 


 
The Council of Governors considered the minutes from public meeting held on 24 
September 2014.   
 
Agreed –  That the minutes of the meeting held on 24 September 2014 be 
  approved and signed by the Chairman subject to an amendment to 
  note the apologies from Dr Hugh Griffiths, Associate Non Executive 
  Director. 
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14/88 MATTERS ARISING 
 
Minute 14/79 – Cancellation of Appointments in the CCG Area of Hambleton, 
Richmondshire and Whitby 
 
In response to a question, Mrs Pickering advised that an update report on the number 
of cancelled appointments by the Trust would be presented to the meeting due to be 
held on 17 February 2015.   
 
14/89 DECLARATIONS OF INTEREST 
 
There were no declarations of interest. 
 
14/90 CHAIRMAN’S REPORT 
 
The Chairman reported on her activities since September 2014. She had: 
(1) Continued with visits to number of services within the Trust. 
(2) Attended the official opening of  


 Springwood in Malton, a first class service for North Yorkshire for Older 
People. 


 Lake House in Scarborough, the home of child and adolescent services 
where young people had produced excellent films for the service. 


(3) Presented long service awards to a number of staff who had worked within the 
 NHS for over 25 years. 
(4) Spoke at a Service User and Carer leadership programme session which 
 provided opportunities for individuals to self-develop. 
(5) Attended a meeting with the NHS Providers Organisation (formally the 
 Foundation Trust Network) for Mental Health Providers where discussions 
 focussed around: 


 financial pressures. 
 uncertainty around policy. 
 general election outcome. 
 Monitor’s role in regulation and the impact of any regulation failure 


(6) Met with a number of new Consultants and talked about their roles and 
challenges. 


 
14/91 GOVERNOR QUESTIONS  
 
1. Mr Keith Marsden, Public Governor representing Scarborough and Ryedale  
 
 ‘Requested that the video developed by the Child and Adolescent Mental 


Health Service (CAMHS) at Lake House in Scarborough was played which 
informed the audience of what the CAMHS service was.’   


 
 One of the video’s was shown to the meeting. 
 


The general feedback from attendees was extremely positive.  Mr Kilmurrary, 
Chief Operating Officer advised that the West Lane Hospital in Middlesbrough 
was considering how to utilise this type of publicity for their services as a result 
of the excellent feedback received.   All videos produced by Biomation for Lake 
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House in Scarborough were available on the Trust’s Website, 
www.tewv.nhs.uk. 


 
 
2. Mr Cliff Allison, Public Governor representing Durham  
 


 ‘Following contact from a member of his Constituency he wished to ask the 
Trust for information in relation to the actions put in place for risk identified for 
loss of live following the Care Quality’s Commission’s (CQC) recent publication 
which had allocated the Trust in a low risk band of four.’     


 
 Mr Kilmurray advised that the CQC had issued their intelligent monitoring report 
which had identified the Trust as a low risk.  The report was produced taking 
into account a wide range of intelligence information that it regularly gathered 
about the Trust and its services.   
 
In relation to loss of live the Trust had: 


 Seen the number of deaths increase during 2012/13 (from 3 to 5) for 
detained patients. 


 Ensured that a full investigation process was conducted following a 
Serious Untoward Incident (SUI) which involved the Police and Coroner. 


 Developed action plans to learn lessons following incidents. 
 Seen an increase in natural cause deaths due to the increased age 


profile of patients. 
 A larger number of detained patients within the Trust’s services following 


the findings of the Supreme Court (Cheshire West case). 
 Recorded in this financial year 16 detained inpatient deaths to which the 


Council needed to be alerted to.  The number of deaths was expected to 
increase due to the factors included in the above points.   


 
Mr Allison thanked Mr Kilmurray for his response and that stated that he had 
been pleased to receive the request from a public member.  It was important 
that the issue of an expected rise in detained deaths, particularly in  the Mental 
Health Service for Older People was highlighted. 
 


3. Mr Colin Wilkie, Public Governor representing Hambleton and Richmondshire 
 
 ‘Could the Trust comment on issues raised by the Royal College of Nursing 
 around staffing levels and a risk averse approach nurses were being forced to 
 take.’ 
 


 Mr Kilmurray advised that the Trust was fortunate not to be in the same position 
as a number of Trusts in terms of their nurse staffing levels.  There had been no 
reduction, rather an increase in the number of nurses employed in the Trust.  
The Board of Directors reviewed nurse staffing levels, on a monthly basis. 


 
 Any cost reduction improvement within the Trust was required to undergo a 
 quality impact assessment which looked at detriment to recovery or clinical care 
 of patients. 
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 Mr Wilkie thanked Mr Kilmurray for the response and requested that a positive 
 story about the position of the Trust was made to the public. 


Action Item – Mrs Pickering 
  
 
4. Mr Sandy Taylor, Public Governor representing Harrogate and Wetherby 
 
 ‘When would the Council of Governors receive detailed information on the 
 outcome of the Community Mental Health Patient Survey?’ 
 


Mr Kilmurray advised that some information had been included with the CQC 
report contained within the agenda for the meeting.  A company had been 
commissioned to undertake a benchmarking exercise for which the Trust was in 
the process of developing an action plan.  It was expected that this information 
would be submitted to the February or May 2015 meeting of the Council 
(pending completion). 


Action Item – Mr Kilmurray 
 
14/92 CONSTITUTION 
 
Consideration was given to a report to amend the Constitution in response to the: 
 


 Establishment of the Trust’s Subsidiary, agreed by the Council of Governors at 
its meeting in July 2014 (P/14/25 refers). 


 Introduction of a fit and proper persons test for Directors of Foundation Trusts. 
 Review of Terms of Reference of Board Committees. 
 Introduction of new model election rules.  
 Appointment of an Associate Non Executive Director. 
 Introduction of paperless meeting of the Board. 
 A number of general amendments and changes to provide consistency within 


the Constitution. 
 
Mr Bellas advised that the Board of Directors had approved the amendments to the 
Trust’s Constitution at its meeting on 28 October 2014 subject to agreement of the 
Council of Governors.   
 
Agreed - That the proposed changes to the Constitution (as set out in Annex 1 


to the report) be approved.   
 
14/93 TASK AND FINISH GROUP - ‘Holding the Non Executive Directors to 
account for the performance of the Board’ 
 
Mr Bellas presented the proposed action plan which had been developed following the 
agreement of the recommendations made by the Task and Finish Group – ‘Holding 
the Non Executive Directors to account for the performance of the Board’ by the 
Council at its meeting held on 24 September 2014 (minute 14/70 refers).   
 
Clarification was provided that the development of a rota of Governors to attend 
meetings of the Board of Directors would be applicable to all Governors, not just 
Public Governors. 
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Agreed - That the action plan to support the implementation of the 


recommendations of the Task and Finish Group -  ‘Holding the Non 
Executive Directors to account for the performance of the Board’ be 
approved.   


 
14/94 TASK AND FINISH GROUP – Review of the Conduct of Council of 


Governors Business  
 
Mrs Booth, Governor Sponsor advised the Council that the Task and Finish Group had 
been established with a membership of: 
 


Dr Judith Hurst, Staff Governor Corporate Services 
Prof Paul Keane, Appointed Governor Teesside University 
Stuart Fawcett, Public Governor Durham 
Cliff Allison, Public Governor Durham 
Lesley Bessant, Chairman  


 
With support provided from the Trust Secretary’s Department. 
 
The first meeting of the group was due to take place on 2 December 2014. 
 
14/95 MONITOR RISK ASSESSMENT FRAMEWORK 
 
The Council of Governors received a report on the Trust’s position against the 
requirements of Monitor’s Risk Assessment Framework. 
 
It was noted that: 
(1) The Board of Directors had agreed (on 28 October 2014) the Quarter 2 2014/15 


submission to Monitor of: 
(a) A continuation of service risk rating of ‘4’ in line with plan with a  


  declaration of  a continuation of service risk rating of at least ‘3’ for the 
  next 12 months. 


(b) A governance rating of ‘green’. 
(c) Confirmation that no Subsidiaries were included within the financial 


 results. The Council noted that although the Trust had established a 
 Subsidiary no trading had been undertaken. 


(d) The inclusion of a new requirement in that the Trust anticipated that 
 capital expenditure for the remainder of 2014/15 would not differ
 materially from the re-forecast plan. 


(e) Confirmation of the continuity of services declaration and the two 
 governance statements. 


(f) Information on the Trust’s performance against the governance targets 
as contained within the report. 


 An exception report was being provided to Monitor including: 
(i) The compliance issues found by the CQC following its visit to the 


Dales, Stockton on Tees in March/April 2014. 
(ii) The moderate concerns and compliance issues found by the CQC 


following its inspection of forensic learning disability wards at 
Roseberry Park Hospital in March 2014.   
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(2) No feedback had been received from Monitor in relation to the Quarter 2 


submission.   
 
 
Agreed – The Council of Governors received and noted the content of the 


Monitor Compliance Framework for Quarter 2, 1 July 2014 – 30 
September 2014. 


 
14/96 APPOINTMENTS TO TRUST WORKING GROUPS 
 
Mr Bellas advised that at its meeting on 26 September 2013 (minute 13/72 refers) and 
21 November 2013, (minute 13/89 refers) the Council of Governors reviewed and 
agreed the appointment of Governors to Trust Working Groups  
 
The Working Groups Governors currently appointed to were: 


1. Spirituality Working Group – Vanessa Wildon. 
2. Workforce and Development Group - Simon Hughes. 
3. Patient Experience Working Group – Catherine Haigh. 
4. Equality and Diversity Working Group – Betty Gibson. 
5. Environmental Strategy Working Group – group suspended previous 
 appointment was Miss Jayne Mitchell. 


 
There was a requirement to review Governor representation on Trust Working Groups 
for the next 12 months.   
 
The Chairman advised of nominations received: 
 
Environmental Strategy Working Group  NIL 
 
Spirituality Working Group    Hilary Dixon  


       Judith Hurst 
       Paul Emerson-Wardle 
 


Equality and Diversity Working Group  Betty Gibson  
       Stuart Fawcett 
 
Patient Experience Working Group  Stuart Fawcett 
       Catherine Haigh 
       Paul Emerson-Wardle 
 
Workforce and Development Group  Simon Hughes  
       Sandy Taylor 
 
Agreed that: 
1. Sandy Taylor be appointed as a member of the Workforce and 


Development Working Group for 12 months. 
2. Betty Gibson would continue as a member of the Equality and Diversity 


Working Group for a further 12 months.  
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3. Catherine Haigh would continue to be a member of the Patient Experience 
Working Group for 12 months. 


4.  Judith Hurst be appointed as a member of the Spirituality  Working Group 
for 12 months.  


 
14/97  COMPLIANCE ACTIVITY RELATING TO THE CARE QUALITY 


COMMISSION (CQC) 
 
Arising from the report Mr Kilmurray advised that: 
(1) The Council of Governors at its Governor Development Day on 20 November 


2014 had received a presentation on the Trust’s preparation for the CQC 
inspection which was due to start on 19 January 2014 in North Yorkshire. 


(2) An unannounced inspection had taken place at Ridgeway, Roseberry Park 
Hospital, Middlesbrough focussing on seclusion and segregation.  The report of 
the inspection was awaited, verbal feedback had been positive.  


(3) Since the last meeting: 
 8 Mental Health Act monitoring reports had been received with issues 


raised around understanding of rights, records of prescribed medication, 
patient and room searches, and general record keeping. 


 A further 4 inspections had been undertaken during September and 
October 2014 for which reports were awaited. 


(4) The CQC had published the Trust’s draft intelligent monitoring report which 
 highlighted two areas of risk: 


 Deaths of patients detained under the Mental Health Act (minute 14/91 
provides further detail) 


 Proportion of service users waiting more than 28 days from referral in 
relation to Improving Access to Psychological Therapies (IAPT) services. 


   
   The Council noted that the IAPT service for North Yorkshire had only 
   recently transferred to the Trust and had lengthy waiting times which 
   were in the process of being addressed. 
(5) The CQC had published the results of the Community Mental Health Services 
 survey.  The findings for the Trust included: 


 The majority of staff listened carefully (73%) and treated patients with 
respect and dignity (75%). 


 20% felt they did not see the mental health services often enough to 
meet their needs. 


 23% not told who was in charge of their care. 
 23% felt they had not agreed with someone from mental health services 


what care they would receive. 
 26% felt they had not had a formal meeting to discuss their care. 


 Overall the Trust scored average on all questions compared with Trusts in the 
 survey. 
(6) A call for urgent action from the CQC to continue to improve access to and the 
 operation of health based places of safety. 
 
Arising from a question Mr Kilmurray confirmed that the call for urgent action in 
relation to health based places of safety was a general statement and not specific to 
this Trust. 
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Agreed –  The Council of Governors received and noted the report submitted to 
the Quality and Assurance Committee in relation to the Care Quality 
Commission. 


 
14/98 UPDATE ON SERVICE CHANGES 


 
Mr Kilmurray updated on key service changes including: 
(1) Durham and Darlington 


 The Community Rehabilitation Team was now in operation and in receipt 
of positive feedback. 


 The tender process for drug and alcohol services had commenced. 
 The Recovery College had been officially launched in September 2014 


with classes now available. 
 The reduction of 5 dementia care beds across three wards had 


commenced.  
 The crisis and self-harm service for children and young people was now 


in operation with positive feedback.  This service had also reduced some 
pressure on the community teams. 


 Work was underway to develop a specialist community learning disability 
service model.  


 
 (2) Teesside 


 Proposals had been made to the CCGs to create a single access point 
for crisis services and to increase capacity for home treatment and 
liaison as a result of the national initiative.  The outcome was awaited. 


 Improvements were being seen in IAPT services following 
implementation of an organisational change process.   


 The roll out of the model lines approach in psychosis teams had been 
extended to Hartlepool.  


 Reduced levels of occupancy on Westerdale North for older people with 
a functional illness had been seen. 


 Dementia detection rates had increased. 
 The implementation of plans developed as part of the Better Care Fund 


around single point of access. 
 Children and Young People’s community teams were now able to offer 


appointments for 68 hours a week due to extended hours of service. 
 It was anticipated that the introduction of the crisis and liaison service for 


children and young people would take place early 2015 following 
agreement by the CCGs. 


 Additional funding had been agreed to enhance community service for 
Learning Disabilities. 


 An increase in the number of patients on pathways of care in Learning 
Disability services had increased.  


 
 (3) North Yorkshire 


 The Place of Safety (Section 136 suite) at The Friarage Hospital in 
Northallerton became operational in October 2014. 


 Due to building damage patients had been moved from Rowan Ward to 
Alexander House to allow repairs to take place. 
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 A new model of service which focussed on a single central point of 
access had been developed for children and young people’s services. 
 


(4) Forensic 
 Continuation of changes implemented to restrictive practice and 


managing risk. 
 Delays continued in relation to appropriate packages of care being 


sourced resulting in pressures on services. 
 Information on patient leave monitoring continued  


 
Clarification was sought on the following: 
(1) The position of the waiting times for Durham and Darlington for Adult Mental 
 Health and Children and Adolescent Mental Health Services and the 
 development of a single point of access. 
 
 Mr Kilmurray advised that improvements had been made in terms of waiting 
 times with teams continuing to work through action plans.  In relation to the 
 single point of access, he advised he would need to conduct further 
 investigations. 


Action Item: Mr Kilmurray 
 
(2) In working to develop the single point of access for Teesside, it was questioned 
 whether Hartlepool would be included within discussions.  
 
 Mr Kilmurray confirmed that Hartlepool were included within discussions with 
 Clinical Commissioning Groups (CCGs). 
 
(3) Cllr Hall reported to the Council that he had visited the Section 136 suite in 
 Northallerton, his original perception of this just being a room was unfounded, it 
 was in fact a whole service with which he was very impressed. 
 
Agreed – The Council of Governors received and noted the service development 


update report. 
 
14/99 QUALITY ACCOUNT 2014/15 QUARTER 2 


 
Mrs Pickering presented the Quarter 2 update of the Quality Account 2014/15 
including: 
(1) 2 of the 4 quality priorities identified for 2014/15 were on track to being 
 achieved.   
(2) Priority 1 ‘To have more staff trained in specialist suicide prevention and 
 intervention’ had been delayed by 6 months due to the project manager 
 leaving. The expected completion date for this project was now Quarter 3 
 2015/16. 
(3) Priority 4 ‘Managing pressure on acute beds’.  A number of milestones were 
 delayed but it was still expected that the pressure on inpatient beds would be 
 reduced by March 2015.   
(4) 14 out of 24 quality metrics were reported as ‘green’, 7 reported as ‘red’ 
 including: 
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 Patient falls.  Assurance was provided that risk assessments were being 
undertaken and processes followed in relation to falls but Mrs Stanbury 
was re-establishing the Trustwide falls group to investigate reasons for the 
increase in falls and to work to reduce these occurrences.   


 
Arising from questions the following was noted: 
(1) As priorities were internally generated, no penalties were imposed for failure to 


meet them. 
(2) A breakdown of the geographical areas was recorded in terms of patient falls, 


this would be provided. 
Action Item – Mrs Pickering 


(3) Crisis services were still a priority within the Trust and this linked to the quality 
priority to reduce pressure on inpatient beds.  The Trust was looking to appoint 
an expert practitioner to support crisis services.   


 
Agreed – The Council of Governors received and noted the Quarter 2 update of 


the Quality Account 2014/15. 
 
14/100 GP SURVEY 
 
Mrs Pickering presented the headline results of the bi-annual GP survey  
 
The Council of Governors noted that: 
(1) 1154 surveys had been issued in June 2014 with 250 (21.6%) returned. 
(2) Surveys were sent by post, with a reminder issued by post after a month, an 
 email reminder after a further month.  Survey monkey was promoted as a 
 further way for GPs to complete the survey electronically. 
(3) Within the survey an addition option for ‘don’t know’ was included. 
(4) Overall improvements in satisfaction rates had been seen with increases in the 
 following areas: 


 67% from 60% in the adult mental health rating. 
 91% against 84% for mental health services for older people. 
 82% from 68% for adult learning disability services. 
 64% from 47% increase for children and young people’s services. 


(5) Suggested improvement areas included: 
 Communications. 
 Reduction in wait times. 
 Improved access routes to services and clearer referral pathways. 


(6) Recognition from GPs that a number of actions from the 2012 survey had
 resulted in a positive impact and provided evidence of improvement. 
(7) The GP Bulletin was reaching 51% of GPs, but there was a concern that GPs in 
 North Yorkshire felt the publication was of little relevance to them. 
(8) The Trust would be communicating the results of the survey to GPs, CCGs 
 and other key stakeholders.  
 
In response to questions Mrs Pickering: 
(1) Agreed that responses rates did vary considerable depending on locality.  The 


purpose of the survey was a ‘temperature check’ and that there was ongoing 
dialogue in all areas with GPs and service teams. 
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(2) Advised that there were other processes in place to collect intelligence from 
GPs and there was recognition that not all GPs attended meetings. 


(3) Acknowledged that some GPs might not have completed due to their 
satisfaction level being high.  


 
Agreed – The Council of Governors noted the outcome of the GP survey 2014.   
 
14/101  PERFORMANCE DASHBOARD 
 
In receiving the report the following issues were raised: 
 
(1) 9 out of 11 Forensic Service wards were not achieving more than 80% for 
 satisfaction levels for inpatient survey returns. 
(2) Automated implementation of withholding pay progression for non-compliance 
 with appraisals had only been in place since August 2014.  It was therefore not 
 possible to report on this impact and whether the decline would be greater if 
 this had not been implemented.  Mrs Pickering would seek clarity from Mr Levy. 


Action Item – Mrs Pickering. 
(3) The Board were still monitoring out of locality admissions. Performance in 
 October 2014 had improved but levels were still higher than target. 
 
Agreed - The Council of Governors received and noted the Performance 


Dashboard report as at end of September 2014.  
 
14/102 FINANCE REPORT 
 
Mr Martin presented the finance report for the period up to 30 September 2014 which 
included: 
(1) The Trust had undertaken an unplanned re-valuation of 3 main hospitals 


resulting in a decreased value. This was due to a VAT ruling that was not 
payable on the construction of premises where residents spent more than 30 
days. Excluding this, the financial position of the Trust was £366k ahead of 
plan. 


(2) Cash Releasing Efficiency Savings (CRES) were £257k ahead of plan with 
schemes continuing to be identified to meet the required level for 2015/16 and 
2016/17. 


(3)  The continuity of services risk rating remained as 4. 
 
Clarity was sought on the in year governance statement confirming maintenance of a 
continuity of service risk rating of at least 3 in the next 12 months.   
 
Mr Martin advised that a statement was required by Monitor and the Trust was not 
intending to reduce to a 3 rating but it needed to issue a statement outlining the 
minimum it would achieve over the next 12 months.    
 
Agreed - The Council of Governors received and noted the Finance report as at 


end of September 2014.  
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14/103 COMMITTEE UPDATES 
 
The Chairman invited the Chairmen of the thematic Governor Committees to update 
the Council of Governors on their work.   
 
1. Improving the Experience of Service Users, Miss Catherine Haigh, 


Chairman, Miss Vanessa Wildon, Vice Chairman 
 
The Committee met on 6 November 2014, items discussed were around: 


 Deprivation of Liberty Safeguards. 
 Service User choice and access. 
 Food provision. 


 
Future work priorities focussed around: 


 Food provision including taste testing. 
 To understand better the implementation of Section 117. 
 Friends and Family Test update 
 Feedback from the Patient Experience Group 


 
2. Improving the Experience of Carers, Ms Vanessa Wildon, Chairman, Mr 


Gary Emerson, Vice Chairman 
 
The Committee met on 13 November 2014, items discussed were around: 


 An update on the Carer Strategy Implementation Plan. 
 Achievement of Carer CQUIN targets. 
 Identification and support for Young Carers.  
 Recognition that a request had been made for Committee start times not to be 


before 11am.  
 
Future work priorities focussed around: 


 Young carers. 
 National Carers week. 
 Ongoing monitoring of CQUIN, Carer Strategy Implementation Plan.   


 
Recommendations: 


 That the Council of Governors note the importance of recognition and support 
of Young Carers and support the Committee’s recommendation that this should 
be the theme of the 2015 Annual General and Members’ Meeting.   


 
Agreed –  The Council of Governors  


1. Received and noted the update on the work of the thematic 
Committees.  


2. Supported the recommendation of the consideration of young 
carers as a theme for the 2015 Annual General and Members 
Meeting.   


 
14/104 CONFIRMATION OF NEXT MEETING 
 
The Chairman confirmed the next meeting as 17 February at 2pm at Middlesbrough 
Football Club.    
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14/105 CONFIDENTIAL RESOLUTION  
 
RESOLVED – that representatives of the press and other members of the public 
be excluded from the remainder of this meeting on the grounds that the nature of 
the business to be transacted may involve the likely disclosure of confidential 
information as defined in Annex 9 to the Constitution as explained below: 


 
Information relating to the financial or business affairs of any particular person 
(other than the Trust). 
 
Any terms proposed or to be proposed by or to the Trust in the course of 
negotiations for a contract for the acquisition or disposal of property or the supply 
of goods or services. 
 
Information which, if published would, or be likely to, inhibit -  
(a) the free and frank provision of advice, or  
(b) the free and frank exchange of views for the purposes of deliberation, or  
(c) would otherwise prejudice, or would be likely otherwise to prejudice, the 


effective conduct of public affairs. 
 
The Chairman closed the public session of the meeting at 3.10pm. 
 
 
 
 
 
 






