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	AGENDA FOR THE MEETING OF THE COUNCIL OF GOVERNORS

22 May 2014, 6.00pm

(registration and hospitality available between 5pm and 5.45pm)

Conference Room, Middlesbrough Teaching and Learning Centre, 

Cargo Fleet Lane, Middlesbrough, TS3 8PB 


Apologies for Absence

Standard Items
	Item 1
	To approve the minutes of the meeting of the Council of Governors held on 26 February 2014.
	Attached 
[image: image1.emf]item 1 draft  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


Quality
	Item 6

	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.
(Brent Kilmurray, Chief Operating Officer)

	Attached
[image: image2.emf]Item 6 Public Agenda  - CQC Report.pdf


Verbal



	Item 7
	To receive an update on service changes.

 (Brent Kilmurray, Chief Operating Officer)


	Attached
[image: image3.emf]Item 7 - COG Service  Update 22 5 14.pdf




Governance

	Item 8
	To receive and note a report on Monitor’s Risk Assessment Framework.
(Phil Bellas, Trust Secretary)

	Attached
[image: image4.emf]Item  8 Risk  Assessment Framework Report.pdf



	Item 9
	To consider the Trust’s Membership Strategy and Scorecard 2014/15.

(Phil Bellas, Trust Secretary)

	Attached
[image: image5.emf]Item 9 - membership  strategy.pdf



	Item 10
	To receive an update on the work of the Task and Finish Group – Holding the Non Executive Directors to account for the performance of the Board of Directors

(Phil Bellas, Trust Secretary)

	Verbal


Performance

	Item 11
	To receive an update on work undertaken to address the resolution of staff disciplinary cases.  

(David Levy, Director of Human Resources and Organisational Development,

Marcus Hawthorn, Non Executive Director) 


	Verbal

	Item 12
	To receive a presentation on the Staff Survey results 2014.
(David Levy, Director of Human Resources and Organisational Development) 


	Presentation

	Item 13
	To receive and note the Finance report as at end March 2014.
(Colin Martin, Director of Finance)

	Attached 
[image: image6.emf]Item 13 Finance  Report Mar 2014 Final.pdf



	Item 14
	To receive and note the Trust Performance Dashboard as at end March 2014.
(Sharon Pickering, Director of Planning and Performance)

	Attached
[image: image7.emf]Item 14 performance  dashboard.pdf

 


Standing Committees

	Item 15
	To receive and note an update on the work of the  Thematic Committees of the Council of Governors since 26 February 2014:


	Verbal

	
	i.
	Improving the Experience of Carers

(Vanessa Wildon, Chairman)

	

	
	ii.
	Making the Most of Membership
(Betty Gibson, Vice Chairman)
	


Procedural Items

	Item 16
	Date and Time of next meeting
24 July 2014, Annual General and Member Meeting, 6pm
Middlesbrough Football Club 


	Verbal


Confidential Motion
	Item 17
	“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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COUNCIL OF GOVERNORS ITEM 6

PUBLIC AGENDA

Date of Meeting: 22 May 2014

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

To continuously improve the quality and value of our work v
To recruit, develop and retain a skilled, compassionate and motivated workforce v

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 | v
for the benefit of our communities

CQC REGISTRATION: Outcomes (v)

Involvement and Information

Respecting & Involving Service v’ | Consent to care and treatment | v/

Users

Personalised care, treatment and support

Care and welfare of people who v’ | Meeting nutritional needs v/ | Co-operating with other v
use services providers

Safeguarding and safety

Safeguarding people who use v' | Cleanliness and infection v’ | Management of medicines v
services from abuse control

Safety and suitability of premises | v/ | Safety, availability and
suitability of equipment

Suitability of staffing

Requirements relating to workers | v/ | Staffing v' | Supporting workers v

Quality and management

Statement of purpose Assessing and monitoring v’ | Complaints
quality of service provision

Notification of death of a person v' | Notification of death or AWOL | v | Notification of other incidents

who uses services of person detained under MHA
Records
Suitability of Management (only relevant to changes in CQC registration) v

This report does not support CQC Registration

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

Yes 4 No (Details must be Not relevant
provided in Section 4 “risks”)
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2.1

2.2

2.3

3.1

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

INTRODUCTION & PURPOSE

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.

BACKGROUND INFORMATION

Further the 2008 Health and Social Care Act (Regulated Activities) Regulations
2009, all NHS provider Trusts were required to apply for registration with effect
from April 1% 2010. Registration applications had to provide assurance of
compliance with the CQC Essential Standards of Quality and Safety in all the
regulated activities across all the locations and service types to be registered.

Staff within the Clinical Assurance and Registration team in the Directorate of
Nursing and Governance have implemented systems to administer, monitor and
supervise the systems to demonstrate the Trust's ongoing compliance position
with the CQC Essential Standards. Those systems include the collation of
evidence of compliance and internal peer inspection programmes to check
demonstration of compliance, highlighting improvement requirements. The team
monitors the Trust's registration status on the CQC website, the current CQC
Quality Risk Profile for the Trust and deal with all Section 64 information requests
pertaining to registration and compliance.

Staff within the Clinical Assurance and Registration team in the Directorate of
Nursing and Governance are required to provide assurance reports in respect of
the monitoring of any action plans which arise from either a CQC external report
or an internal report which may impact on the Trust’'s compliance with the
Essential Standards.

KEY ISSUES:
On the 6™ March 2014 the CQC carried out a compliance inspection on the

learning disability and Forensic learning disability wards at Lanchester Road
Hospital on Outcome 4: Care and Welfare and Outcome 7: Safeguarding.
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Informal feedback was positive and the final report is attached as Appendix 1 to
this report. There were no compliance issues raised.

On 17" March 2014 the CQC carried out a compliance inspection on the Learning
Disability Wards at the Dales site, 163 Durham Road, against Outcome 4: Care
and Welfare and Outcome 7: Safeguarding. Informal feedback was positive
however issues were identified in respect of variation in practice with regard to
Health Action Plans. The inspector also asked how the service was implementing
the Positive Behaviour Support Model (PBS) including how the model would be
embedded into practice. The final report was received on 9" May 2014 which
raised a compliance issue with minor impact on Outcome 4 (Regulation 9) as
they felt that the Trust did not plan and deliver care and treatment in a way that
met the individual needs of people who used the service and ensured their
welfare and safety. The Trust will be sending the CQC the Action Plan to ensure
compliance with this essential standard. . An action plan will be submitted to
CQC which will be monitored via Executive Management Team on a weekly
basis. The Action Plan will be approved and monitored by the Executive
Management Team. The report is attached as Appendix 2.

The actions will include a review of risk assessments and action plans with
additional development for staff in formulating risk management plans. There will
also be education for staff in the implementation of the Positive Behavioural
Support Model and awareness training in the importance of the promotion of
autonomy. There will be improvement work through the TEWV QIS to develop
more comprehensive care plans and changes will be made to the way Health
Action Plans are developed and implemented. Immediate actions will be
complete by 31 May and the longer term improvement planning will be complete
by 315 December.

On 26™ March 2014 the CQC carried out a compliance inspection of the LD
Forensic Wards at Ridgeway, Roseberry Park. Five inspectors came with the
team.

The inspection took three days and the CQC inspectors took away further
information to review and discuss with their manager following the inspection to
seek advice on some issues and for consistency checking. Two standards were
reviewed:-

e Qutcome 4 — Care and Welfare
e Outcome 7 — Safeguarding

Verbal feedback included concerns in respect of restrictive practices. The
example given was around the supervision of telephone calls and around the
reasons for the supervised phone calls being documented and the thresholds for
removing restrictions. It was noted that some patients could not always state why
the restrictions were in place.

The use of seclusion was also identified as an issue, particularly in respect of one
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3.6

patient on Thistle Ward. Assessment of this patient had indicated that their
significant complex and challenging needs could not be adequately met by the
treatment provided by the Trust. The Commissioners are currently trying to
identify an alternative package of care and during this process requested that the
patient remain in Ridgeway where they could be cared for safely.

During the inspection CQC did have detailed discussions with consultants and
multi-disciplinary team members regarding care plans and rationale for seclusion.
However, as part of the inspection they had requested more information on
seclusion and have stated that further information may be required with regard to
the high usage.

The inspectors described the functional assessments as being of a high standard
and good recording in care and intervention plans. They stated that the daily
records did not always cross reference with the care plans. The Speech and
Language therapy communication plans were identified as good practice.

During the inspection the CQC spoke with over 20 patients and not one patient
raised concerns about staff attitude or pressures. Patients also were aware how
to raise concerns and how to contact CQC. They felt that staffing levels had
improved and no staff had raised concerns around staffing levels.

The draft report has now been received and the Trust is completing the accuracy
review expected by the CQC with a return date of 30" May following which the
full report will be issued and an action plan submitted. The draft report highlights
moderate concerns with compliance against the standards inspected in line with
the verbal feedback received about those issues.

The final report of the inter-agency CQC inspection of the Stockton Children and
Safeguarding Services was received in late February and is available on the CQC
website. There was some positive feedback for the Trust and the action plan was
approved by EMT and will be monitored through the Safeguarding Children
Group with exception reports to EMT.

For the period 1 March — 30 April there have been three CQC Mental Health Act
inspections. The report from Cedar Ward, Psychiatric Intensive Care Unit at
Roseberry Park identifies no concerns or compliance issues with the Mental
Health Act Code of Practice. The inspection of Westerdale highlighted some
concerns with the medical documentation and there is not yet a report from the
inspection of Springwood at Malton.

There have beenl0 further internal mock inspections since the production of the
last Council of Governors report under the Trust’'s new framework for monitoring
services:-

Rowan Lea, Cross Lane Hospital, (NY MHSOP)
Fulmer Ward, Ridgeway (FMH)

Foxrush House, Community (AMH Teesside)
Ward 15 — Friarage Hospital — (NY Adult)
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Wessex House — (AMH Teesside)

Sandpiper Ward, Ridgeway (FLD)

Cedar (PICU) West Park — (Co Durham & Darlington AMH)
North Durham Crisis Team (Co Durham & Darlington AMH)
Overdale Ward, Roseberry Park (AMH Teesside)

Bilsdale Ward (AMH Teesside)

The internal inspections have involved members from the Assurance Team,
Mental Health Act Legislation Team, Service Users/carers from the Essential
Standards Group and, when required, specialists from the Nursing and
Governance Directorate. Reports and action plans for all inspections have been
drafted with the exception of Cedar Ward and once finalised will be presented in
the first instance to the respective to QUAGs followed by LMGB and finally the
Quiality and Assurance Committee. It is anticipated that actions will be monitored
through the QUAGs via the Quality Data Reporting System

Three internal inspections have now been reported to their relevant QUAGS out of
a total of thirteen inspections since 1% January 2014 to 31%' March 2014:-

vy and Clover — 10/1/14

Springwood — 24/1/14

Rowan Lea — 03/2/14

A follow up inspection was also carried out at Aygsgarth Unit adult learning
disability respite care service at the Dales. The action plan was monitored
through the QUAG and the follow up inspection noted that all actions had been
completed. The unit also received the accolade of the Trust’'s “team of the week”,
in recognition of the excellent work they have done over the weeks to improve
standards and evidence those improvements. This ward was also inspected as
part of the Care Quality Commission’s inspection at 163 Durham Road and no
issues were highlighted for this ward.

The Trust's CQC Assurance Event was held on 12" February 2014 at Blackwell
Grange Hotel in Darlington. Staff from Thornaby Road gave a presentation on
their recent experience of a CQC Compliance Inspection which was well
received. The Executive Director of Nursing and Governance presented an
update on the Care Quality Commission’s new approach to inspecting and
regulating hospitals as well as an update on the internal inspection process by
the Associate Director of Nursing and Clinical Assurance. Localities also fed
back lessons from peer reviews being carried out in their respective services.
Feedback from attendees is that this event is felt to be useful and further events
have been organised for the future.

A further event was held at Darlington Rugby Club on 2" April 2014 and the
Trust's Compliance Team and Legislation Office fed back trends and themes of
MHA and Compliance inspections to participants from the inspections that have
taken place.
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The Director of Nursing has received three information requests from CQC since
the last Board of Governors meeting in February.

e A Death on a ward reported to CQC via the National Reporting and Learning
System (NRLS). A 72 hour report has been forwarded to the CQC Regional
Assessor and the final SUI report will be forwarded once completed.

e Information of two young people admitted to adult wards. The relevant policy
has been forwarded to the CQC assessor.

e Information concerns raised by an anonymous whistleblower regarding care,
treatment and staffing on Birch Ward at West Park. A full response has been
sent to CQC.

The Care Quality Commission has published the Trust's Quality and Risk Profile
for March 2014 and the summary is shown in Appendix 3. The summary showed
a drop from High Green to Low Yellow in respect of Outcome 1. However when
interrogating the data there was no rationale for this decline, as there were no
changes in either the number or rating of items reported on, which had remained
static from the month previous.

3.10.1 On their website. CQC have requested people to share their experience of

3.11

mental health crisis treatment. It is hoped that this will help CQC to understand
more about the quality of local services by carrying out a special review about the
help, care and support that people receive when they experience a mental health
crisis.

As part of this work, they would like to hear from:

e people who have had personal experience of a mental health crisis and
tried to get help for it in the last two years.

e people who have cared for others going through a crisis in the last two
years.

e groups or organisations that work with people who have experienced a
crisis and/or have an interest in the quality of crisis care in their local area.

e Some of the areas they want to hear about include:

e the care received from GPs, hospitals, community mental health services
or ambulances.

e the support given by other professionals during a crisis (such as the Police
or Approved Mental Health Professionals).

On the 24" February 2014 the Care Quality Commission announced the second
group of mental health and community health providers that will be inspected as
part of their new approach to inspecting specialist mental health services.

The providers cover a broad range of sizes, specialisms and regions across
England as CQC continue to develop their inspection model for mental health and
community healthcare.
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The Trusts to be inspected are:-
Community health providers

Cambridgeshire Community Health Services NHS Trust
Kent Community Health NHS Trust

Birmingham Community Healthcare NHS Trust
Liverpool Community Health NHS Trust

Mental health providers

Birmingham and Solihull Mental Health NHS Foundation Trust
Calderstones Partnership NHS Foundation Trust
Camden and Islington NHS Foundation Trust
Avon and Wiltshire Mental Health Partnership NHS Trust

e Surrey and Borders Partnership NHS Foundation Trust
Combined

¢ Nottinghamshire Healthcare NHS Trust
e Bradford District Care Trust
e Humber NHS Foundation Trust

They will inspect the providers from April, and these follow the First eight mental
health and community health NHS Trusts that they began inspecting in January.

By December 2015, CQC state they will have inspected every NHS Trust.
Each inspection will answer five questions about the service - are they:

safe?

caring?

effective?

well-led?

responsive to people’s needs?

Inspectors will make a judgement about the quality and safety of the care people
receive there. The care will be rated as outstanding, good, requiring
improvement or inadequate, and this should make their findings and judgements
clearer than before.

3.12 CQC have developed a map on their website which they state highlights worrying
restrictions in access to health-based places of safety for young people
experiencing a mental health crisis.

Dr Paul Lelliott, Deputy Chief Inspector of Hospitals (lead for mental health) said:
“We undertook this work because the Home Secretary expressed concern in May
last year about the number of people who found themselves inappropriately taken
to police stations during a mental health crisis. We too are worried about what
appears to be the routine use of police custody as a place of safety. We are
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4.2
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particularly worried about the number of young people affected by this and the
fact that so many areas are not served by a health based place of safety that will
accept a young person who is experiencing a mental health crisis.

“The Mental Health Crisis Care Concordat states that a local health-based place
of safety should be available for young people who are in crisis. Young people
should be able to use this facility even if it is attached to an adult ward. They
should certainly not be taken to police stations routinely.

“We are calling on those providers that restrict access to health-based places of
safety for young people to review their local protocols and to ensure that
appropriate arrangements are in place.

“This map can help the police to identify the nearest health-based place of safety
— where a suitable one is available — to avoid people being taken to a police
station when what they so badly need is to be assessed in a therapeutic
environment.

“We will use this map to inform our inspections of mental health service providers —
helping them to improve crisis care - and our monitoring of police powers under
the Mental Health Act.”

IMPLICATIONS / RISKS:

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.

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.

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.
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6.
6.1

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.

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.

CONCLUSIONS

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.

RECOMMENDATIONS

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

Chris Stanbury,
Director of Nursing and Governance
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Appendix 1

CareQuality

Commission  Inspection Report

We are the regulator: Our job is to check whether hospitalz, care homes and care
services are meeting essential standards.

Lanchester Road Hospital

Lanchester Road, Durham, DH1 SRD Tel: 01914415700
Date of Inzpections: 07 March 2014 Date of Publication: April
06 March 2014 2014

We inspected the following standards in response to concemns that standards weren't
being met. This is what we found:

Care and welfare of people who use services v Met this standard
Safeguarding people who use services from v Met this standard

abuse

Inspection Report | Lanchesier Road HospEal | Aprl 2014 EWW._COC.ong uk E
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Details about this location

Registerad Provider

Tees, Esk and Wear Valleys MHS Foundation Trust

Overview of the
sernvice

The hespital provides accommodation for a range of mental
health and leaming disability services. Each of the single,
en-suite bedrooms iz on the ground floor.

During this inspection we visited wards that provided
inpatient assessment and tfreatment services to adults with
leaming disabilities. We inspected Bek, Ramsey, Talbot,
Harland, and Langley wards. Bek, Ramsey and Talbot are
link=d wards. Langley iz a forensic rehabilitation ward and
Harland is a low secure ward.

Bek iz a six bedded mixed sex ward that provides
assesament, treatment and rehabilitation for adults with a
leaming disability and mental illness and / or risk related
health needs from the County Durham and Dadington
locality. This ward provides short to medium term care.

Famsey is a five bed mixed sex ward that provides

assessment treatment and rehabilitation for adults with
leaming disabilities and challenging behaviour from the
Durham locality. This ward provides medium term care.

Talbot is a five bed mixed sex ward that provides medium
term care for adults with leaming dizabilities and associated
mental health needs from the Durham locality. It is an
assesament, treatment and rehabilitation service.

Harland is a six bedded low secure forensic long term
treatment ward for male adults with a leaming disability.

Langley is a low secure forensic rehabilitation ward for male
adults with a leaming disability. Itiz a 10 bed locked ward,
for adult males who have a diagnosis of learning disabilities
and who have come or have the potential to come into
contact with the ciminal justice system.

Type of services Hospital services for people with mental health needs,
leaming disabilities and problems with substance misuse
Rehabilitation services
Regulated activities Assesament or medical treatment for persons detained
under the Mental Health Act 1953
Diagnostic and screening procedures
Inzpection Report | Lanchester Road Hospkal | Aprl 2014 AW COCang Uk E
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Treatment of dizsease, disorder or injury

Inspaction Report | Lanchesier Road HospEal | Aprl 2014 WWW._COC.ong uk 3

12





Tees, Esk and Wear Valleys INHS|

NHS Foundation Trust

When you read this report, you may find it useful to read the sections fowards the back
called ‘About CGIC inspections’ and 'How we define our judgemenis’.

Page
Summary of this inspection:
Why we camied out this inspection 5
How we camied out this inspection S
What people told us and what we found 5
More information about the provider 6
Owur judgements for each standard inspected:
Care and welfare of people who use services 7
Safequarding people who use services from abuse 13
Abouwt CQC Inspections 15
How we define our judgements 16
Glos=zary of terms we use in this report 18
Contact us 20

Inspaction Report | Lanchesier Road HospEal | Aprl 2014

wWW.CqC.ongLuk | 4

13
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Summary of this inspection

Why we carried out thiz inspection

We carmmied out thiz inspection in response to concems that one or more of the essential
standards of quality and safety were not being met.

This was an unannounced inspection.

How we carried out this inspection

We looked at the perscnal care or treatment records of people who use the service,
carried out a visit on 6 March 2014 and 7 March 2014, checked how people were cared for
at each stage of their treatment and care and spoke with one or more advocates for
people who use services. We talked with people who use the service, talked with carers
and f or family members, talked with staff and reviewed information sent to us by
commissioners of services.

We were supported on this inspection by an expert-by-experence. This iz a person who
has personal experience of using or caring for someone who uses this type of care
SEMVice.

What people told us and what we found

We visited thizs hospital as part of our ongoing work within the region to gain reassurances
about the quality of health and care services for people with a leaming disability. This
follows on from the thematfic review of leaming disability services that took place in 2011.
A sample of services was identified as part of this work, of which Lanchester Road was
one. We inspected all five wards at this hospital which provide services for people with a
leaming disakbility.

We spoke with a number of people who used the service and relatives across all five
wards. They told ug that they were happy with the care they or their relative received.

We found that people who used the service had safe and appropriate care, treatment and
support. This was because their individual needs were established from when they were
refermed to or started to use the service. The model of Positive Behaviour Support was
used to treat and support people on the Bek, Ramsey and Talbot wards. This was
observed to have a positive impact on people’s behaviours and their progress towards
dizcharge from the senvice.

However, the provider may find it useful to note we found staff on Hardand and Langley
had not been trained in Positive Behavioural Support and people who used the service did
not always have detailed "functional assessments”.

Care and treatment was planned and delivered in a way that was intended to ensure
people's safety and welfare.

We found people who used the service were protected from the risk of abuse, because the

| Inspection Report | Lanchester Road Hospal | Aprl 2014 W, OO Uk ]
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provider had taken reasonable steps to identify the possibility of abuse and prevent abuse
from happening. The provider responded appropriately to any allegation of abuse. People
who uzed the service were protected against the risk of unlawful or exeessive control or
restraint because the provider had made suitable arrangements.

You can see our judgements on the front page of this report.

More information about the provider

Please see our website www.cge.ong.uk for more information, including our most recent
judgements against the essential standards. You can contact us using the telephone
number on the back of the report if you have additional questions.

There iz a glossary at the back of this report which has definiions for words and phrases
we uze in the report.

| Inspection Report | Lanchester Road HosoRal | Apri 2014 WWW.COC.ONguE [

15





Tees, Esk and Wear Valleys INHS'|

NHS Foundation Trust

Ouwr judgements for each standard inspected

Care and welfare of people who use services ~"  Met this standard

People should get safe and appropriate care that meets their needs and supports

their rights

Our judgement

The provider was meeting this standard.

Care and treatment was planned and delivered in a way that was intended to ensure
people's safety and welfars.

Reasons for our judgement

Bek, Ramsey and Talbot

Across the three wards we spoke with four people who used the service, the relatives of
two people and an advocate for one person. Although some people told us they wished
they did not have to be in hospital, they told us they understood why this was the case.
People told us about the plans that were being made for after they had left the hospital and
moved back to their local communities. They told us how staff were supporting them to
make plans for this and preparing them for the transition.

‘We saw one person was in the final stages of preparing to leave the service. Their care
was being shadowed by staff from another provider who would ke providing their care in
the community. Thiz gave the person time to get to know the new staff, and offer a
continuity of care when they moved to their new accommodation. This meant people
benefitted from continuity of care as a result of effective communication between all those
who provide services, including other providers. It also reduced the risk of placement
breakdown, as the new provider and its staff had the opportunity to get to know the
person, their needs and the risks they would have to manage.

Staff told us about the dizcharge plans for two people who had been on the ward for a
considerable lzngth of time. These two people shared one ward, and with agreement of
commissioners, further admizsions to this ward had been limited due to their needs. Staff
told us that these people had very complex needs and planning for discharge had been a
complicated process. At the last inspection of this service, in Movember 2011, one person
had just retumed to the ward following a failed placement. Sinee then a planned placement
for the other person had also broken down, meaning they had remained on the ward.

‘We asked ward managers about the plans for these people to be discharged. They said
that since the breakdown in previous placements, planning was still at an eary stage.
They told us that it was planned for Trust staff from the ward to initially suppont these
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people in their community placement and then withdraw using a phased approach. They
told us that it was planned to use this approach to reduce the risk of further placement
breakdown, whilst alzo giving continuity of care. We asked ward managers about the
considerable number of years these people had spent in hospital and the reasons for
delays in discharge. They said that the main concern was to reduce the risk of any future
planned placement breaking down, as thiz would not be in either person’s best interests.
They said they had used the time since the last placement breakdown to better understand
the needs of these people. They told us they had employed a Positive Behaviour Support
approach and had seen considerable improvement in the behaviours of these individuals
as a result. This was supported by the conziderable reduction in incidents and use of
restraint. Positive Behavioural Support (PBS) is a function-based approach to replace
challenging behaviours with positive social skills.

‘We saw that on Ramsey ward they were also using the Life Star recovery model. This was
a tool for supporting and measuring change for people accessing leaming disability
services. It measured the outcomes achieved by people and summarised their progress. It
was a collaborative tool and supported people’s understanding of where they were in
terms of their recovery and the progress they were making.

‘We saw that care planning on this ward was cross referenced with the life star cutcome
areas. We saw that the Life Star was displayed in people's bedrooms. It was personalised
using pictures which meant something to the person. For one person these pictures were
static, whereas for another person these could be changed as required. This reflected the
individual needs of people. Use of this model enabled people to better understand and be
fully informed about their care, treatment and support in a format which they could easily
understand. We saw that the ward alzo used flash cards fo help people understand their
rights under the Mental Health Act 1983, This approach was fully documented in care
planning.

Ramsey ward was piloting the Life Star approach for inpatient wards. The Trust told us
that the Life Star approach was developed nationally, and they were involved in ite
development. People who used services were alzo involved in its development.

‘We spoke with the relatives of two people who used the service. One relative told us, "l
feel involved and informed. If anything happens they will ing me. They recognise that |
know my relative best and that we need to work together. They take a lot of notice of what
families say and my relative has an advocate to help with big decisions. They've done
everything they can to accommodate my relative's needs. When helshe started to lose a
lot of weight, they got the dietician straight in. They have followed their advice. If hefzshe
doesan't eat when they offer them food, they will try again later. They are a phenomenal
staff team. They are caring. They always make sure my relative is clean and tidy and well
dressed. You've got to give them praise where praize is due."

Another relative told us, "l know they offer good care by how my relative is. My relative has
their own ways of telling you if they are unhappy. They [the staff] tell us about approaches
which have worked best, s0 we can use them on home visits. Similarly if we find
something that works at home, we tell them so they know for when my relative is on the
ward. |'ve not had the level of communication and involvement before that | have here. My
relative’s been in hospital over ten years and it is down to the staff that they are looking at
discharge plans. They have really helped my relative understand and express their
emotions in a more positive way. This has dramatically reduced incidents. | feel like the
staff are family. Believe me when | say that if anything was wrong | would have been onto
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CQC before now. | am very happy with the care. *

We looked at the electronic and paper care records for seven people who used the service
out of the twelve people who were inpatients at the time of our inspection on these three
wards. This included the records for two people on Ramsey ward, two peocple on Talbot
ward and three people on Bek ward. We found that people who used the service had safe
and appropriate care, treatment and support. This was becausa their individual needs
were establizshed from when they were referred or started to use the service. We saw that
staff used a computensed risk assessment process to assess the needs of people when
they first accessed services. We saw this assessment was centred on the person as an
individual and conziderad all aspects of their individual circumstances, and their immediate
and longer-term needs. It reflected their needs, preferences and diversity.

We found that people's needs were assessed and care and treatment was planned and
delivered in line with their individual care plans. We saw examples in people’s care records
of a PBS approach across all three wards. Ward managers told us that they had initially
worked with the challenging behaviour team within the Trust to undertake functional
assessments. Functional assessment was a process to identify the possible functions that
behaviour serves in a person's life and identify, develop and use strategies andlor
interventions to help the individuals increase their quality of life. Ward managers told us
they were now in the process of training ward staff to be able to undertake these
assessments for people. The staff we spoke with confirmed this.

We saw that for some people a structured activity schedule was in place, which supported
the development of positive behaviours. We saw that charts were in place to capture and
record these positive behaviours in an easy read format. Thiz meant people who used the
senvice knew what was expected of them, and were helped to understand the
consequences of their actions.

We saw that some people who used the service had complex physical health needs. We
saw that detailed risk assessments and care plans were in place to help staff meet
peoples' physical as well as mental health needs. We saw that staff had accessed a
number of different services to get advice and guidance as to how to meet people's nesds.
For example the Trust's eating dizsorder service, infection control, disticians, speech and
language therapists, occupational and physical therapists. This was reflected in the care
planning for people. Care and treatment was planned and delivered in a way that was
intended to ensure people's safety and welfare. People's care and treatment reflected
relevant research and guidance.

We saw evidence that each person who used the service had a Health Action Plan and
Hospital Passport. A Health Action Plan details the actions needed to maintain and
improve the health of an individual and any help needed to accomplish this. A Hospital
Passport contains important information about the person that healthcare professionals
may need to know when a person is admitted to hospital. This meant the risk of
inappropriate or unsafe care was reduced because information about a person's physical
health needs was kept in one place. This information was available to other healthcare
professionals if the person needed to be admitted to another hospital or access local
healthcare services. On Ramsey and Bek wards these documents were quickly retrieved
when we asked to see them. However on the Talkot ward, staff had initial difficulty in
retrieving these documents for some people, as they were stored in archived files. We
spoke with ward staff and managers about this. They made arrangements during the
inzpection to addreas this concem, and moved these documents to an easier to access
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location within the ward office, so staff could easily retrieve these when needed.

We spoke with people who used the service about whether they were supported to go out
and access community services. People told us there was always something to do and
they were able to go out into the local community. One person =aid, "l am going out on the
bus to go shopping. | like to go shopping." Another person fold us they had been working
on an allotment in the hospital grounds. This was set up as a project to offer opportunities
for meaningful activity for people with a leaming disakility from these three wards and the
leaming dizability forensic service. They told us, "l really like the work and learning about
plants and growing things. We will grow our own veg and then use it for cooking." They
alzo told us they liked helping in the kitchen, telling us "My speciality is brownies "

We saw that people helped set the table for meal times, and staff and patients all ate their
meals together. We found there was a relaxed atmosphere over the lunch period. The
wards had previously moved from using cook/chill meals to preparing all meals from
scratch in the ward kitchens. The expert by experience who accompanied ug on this visit
commented that she felt overall the hospital provided a good, supportive and safe
atmosphers to recover in.

They alzo noted that staff were respectful of people and took action to protect people's
dignity and privacy. For example, they dealt dizcretely with one person who had soiled
clothes on to take them to their room to get changed. Staff also told us about
arrangements in place to meet the needs of female patients. A female lounge was
available for the use of female patients, who were in the minority of patients.

We found that people had access to advocacy services to ensure their views were heard
by the zervice and that any decisions made were in their best interest. We saw that
information about individual rights, legal support and advocacy services were clearly
dizplayed and accessible to people who used the service.

Langley and Harland

Feople's needs were assessed and care and treatment was planned and delivered in line
with their individual care plan. People told us they were happy with their care. One person
said "l am supported to go to the doctor if | am unwell. | go to the dentist regularly. | alzo
ses my psychologist, psychiatrist and social worker for reviews."

We looked at the care plans of five people who used the service. We saw each care plan
included an assessment of the person's health and social care needs and guidance for
staff to follow on how these should be met. Any identified care or treatment needs had
been reviewed and updated at least monthly and where there were any changes in
people's care nesds thiz had been reflected in their care records.

We spoke with staff who were able to tell us about each person and their main care needs,
likes, dislikes and routines. This meant staff had the information they needed to provide
individual, person-centred care to people who used the service. We found that whers
people required support and education to maintain and develop relationships with other
people the service had not accessed support available from within the trust to support
people in this area of their lives. Senior managers acknowledged our findings and told us
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they would zeek additonal support.

People were supported to access healthcare profeasionals to meet their healthcare needs.
Care plans included a record of healthcare appointments that included GP, dentist,
optician and hospital cinic appointments. Healthcare professionals visiting the wards
recorded the outcomes of their visits in the person's care plan. Any advice or changes to
the person's care had also been recorded. However the provider may wish to note advice
from health professionals was not always being followed. For example we looked at the
care plan of one person and found they were required to complete a daily regime of
exercizes and body movements to maintain and develop muscle growth in order to
improve a person's physical health. We looked at care records for a two week period and
found that daily exercise regimes were not being followed as instructed. We spoke with the
deputy ward manager who acknowledged our concems and told us they would ensure the
person was supported in accordance with their care plan and where the person refused
support or care had not been delivered this would be reported within the person's daily
notes.

Care and treatment was planned and delivered in a way that was intended to ensure
people's safety and welfare. We saw people’s care plans included risk assessments and
clear guidance for staff to follow about how to manage identified rizks. We saw risk
assessments relating to the rizk of financial abuse, medication, personal safety,
behaviours that challenge the service, nuiriion and exercise. This meant the provider had
taken action to identify and manage possible risks to people who used the service.

We looked at the care records of some people who had difficulties in communication and
found the service had taken steps to ensure people’s needs were met appropriately. For
example the service had developed with support from speech and language therapists
comprehensive “communication passports™ which supported people to ensure their needs
were properly met. However we did observe that there were limited visual aids around the
wards to support people with their communication as notice boards often had complex
information displayed which was not relevant to people on the wards or difficult to
understand. The senior managers acknowledged our comments and told us they would
improve the environment further by producing more visual aids for people and display
information which is relevant to those using the service.

We looked at the daily records of five people and observed how they spent their day. Many
people attended day colleges and community groups as well as attending activities in their
local community. People told us they enjoyed the activities they participated in. We found
people's daily records did not always reflect how people spent their day and focused very
much around their mental health and physical needs. One person told us they were
frequently "bored™ and felt they spent a lot of ime on the ward. We loocked at the minutes
of both service user group meetings and staff meetings and found that both staff and
service users had raised concems in relation to the limited range of activities being
provided on the wards.

The senior managers acknowledged our concemns and told us they would make further
efforts to ensure the person had a range of meaningful activities to participate in and
encourage the person to join and attend new groups when they were being supervised on
the wards.

People's care and treatment reflected relevant research and guidance. We found people
had health action plans which are care records to ensure that people have regular check-
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ups with their dentist, optician and GP's to ensure people's health and well-being.

The provider may find it useful to note we found staff had not been trained in Positive
Behavioural Support and people using the service did not always have detailed “functional
assessments”. Training in these areas and having detailed functional assessments are
seen to be recognised good practices set out by the British Psychological Society (BPS),
Royal College of Paychiatrists and the Brtish Institute of Learning Disabilites (BILD). The
senior managers told us they would seek additional training for staff in these areas to
ensure pegple’s needs were met in accordance with guidance and best practices.

‘We spoke with one person who had recently been admitted to the ward. They told us staff
made them feel very welcome, they all infroduced themselves and showed him round the
unit. They told us, "They took time to talk to me which is more that | can say about some of
the other places | have been to. Even the doctor came to see me that day."

‘We spoke with ward managers across all five wards inspected at Lanchester Road
Hosgpital about the support for patients who were lesbian, gay, bisexual or transgender.
They told us a senior manager was a champion for the lesbian, gay, bisexual and
transgender (LGBT) communities. They offered advice and guidance to staff and patients.
They told us that no formal mechanisms were in place across the Trust for patients to
access advice and guidance about their sexuality and sexual identity, such as a patient
LGBT network and support group. They said following the inspection, they would consider
approaches to improve the support for LGBT patients at a ward level.
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Safeguarding people who use services from abuse +"  Met this standard

People should be protected from abuse and staff should respect their human

rights

Owur judgement

The provider was meeting this standard.

People who use the service were protected from the rizk of abuse, because the provider
had taken reasonable steps to identify the possibility of abuse and prevent abuse from

happening.

Reasonsz for our judgement

Bek, Ramsey and Talbot

We spoke with six staff about safeguarding people who used the sarvice from abuse. The
staff members we spoke with were aware of both the intermal and multi-agency
safeguarding procedures. Staff members were able to fell us what would constitufe an
incident of abuse and =aid that they would have no hesitation in ‘whistle blowing' (teliing
someone) if they saw or heard anything inappropriate. We saw the contact details for local
safeguarding leads were displayed in clinical areas for staff to refer to.

We spoke to the ward managers about the local area adult safeguarding policy and
procedures in place at the service. They talked us through an ongoing safeguarding
sirategy and told us how they had worked with other agencies to safeguard peopie. For
example, they told us about the action plan they had put in place to address the risks
associated with one patient targeting another and keep people safe.

We spoke with two relatives about how safe they thought their relative was within the
senvice. One relative told us, "It is a good and safe environment on the wards. | feel like my
relative iz safe here. They've managed to deal with a very difficult situation and keep my
relative safe_ Any issues are dealt with straight away." The other relative said, "“They care
for my relative better than | can. Sometimes my relative can still have their moments, but it
is about how staff manage these behaviours. They have managed to dramatically reduce
the number of incidents involving my relative. If something is not right, they take action
siraight away to address it."

We spoke with people who used the service about whether they felt safe. People told us
they feit safe on the units. They told is if they were unhappy about anything they would find
a member of staff to talk to. They told us, "The staff listen to what we say."

We found people who uzed the service were protected from the risk of abuse, because the
provider had taken reasonable steps to identify the possibility of abuse and prevent abuse

———
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from happening. The provider responded appropriately to any allegation of abuse.

We looked at the care records for seven people who used the service. We saw there were
appropriate individual intervention plans which told staff what to do if a patient showed
behaviour that may challenge. This ensured people were supported appropriately and
reduced the risk of abuse. We also saw evidence that all incidents were discussed at the
individual multi-disciplinary meetings, which took place on a regular basis. This ensured
that the service leamt from previous incidents to reduce the risk of similar incidents
happening again. People who used the service were protected against the risk of unlawful
or excessive contral or restraint because the provider had made suitable arrangements.

Langley and Harland

People who uzed the service were protected from the risk of abuse, because the provider
had taken reasonable steps to identify the possibility of abuse and prevent abuse from

happening.

We spoke with four staff members who told us they had completed training in safeguarding
people. This was confirmed by the training records we viewed. Staff we spoke with were
able to tell us how to report any incidents of abuse. Staff were alzo able to tell us which
external agencies, such as the police and the Care Quality Commiszion, they could report
incidents to.

We looked at the provider's policy for safeguarding people which was placed in the office.
The policy informed staff of the steps to take should an instance of abuse occur.

We looked at the provider's incident records and found incidents that had occurred in the
service were appropriately documentad. It was clear reading incident records what action
the provider had taken to ensure people were protected from the risks of abuse.

We spoke with a person who used the service about abuse. The person told us "l feel safe
hers, | would tell the staff if someone did something to me that was not right.” We saw staff
educated people about recognising and reporting inappropriate behaviour from others. For
example during ward meetings abuse was an agenda item where staff talked with people
about their safety and reporting incidents.

We looked at one incident where a person was at risk of financial abuse. We saw the
service had notified the relevant authorities and made arrangements to ensure the person
was protected from the risks of financial abuse.
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About CQC inspections

We are the regulator of health and social care in England.

All providers of regulated health and social care services have a legal responsibility to
maks sure they are meeting essential standards of quality and safety. These are the
standards everyone should be able to expect when they receive care.

The eszential standards are described in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010 and the Care Quality Comimizsion (Registration) Regulations
2009. We regulate against these standards, which we sometimes describe as "govemment
standards”.

We cammy out unannounced inspections of all care homes, acute hospitals and domiciliary
care services in England at lzast once a year to judge whether or not the essential
standards are being met. We cammy out inspections of other services less often. All of our
ingpections are unannounced unless there is a good reason to let the provider know we
are Coming.

There are 16 essential standards that relate most directly to the guality and safety of care
and these are grouped into five key areas. When we inspect we could check all or part of
any of the 16 standards at any time depending on the individual circumstances of the
service. Because of this we often check different standards at different times.

When we inspect, we always visit and we do things like observe how people are cared for,
and we talk to people who use the service, to their carers and to staff. We also review
information we have gathered about the provider, check the sarvice's records and check
whether the right systems and processes are in place.

We focus on whether or not the provider is mesting the standards and we are guided by
whether people are experiencing the outcomes they should be able fo expect when the
standards are being met. By outcomes we mean the impact care hag on the health, safety
and welfare of pecple who use the service, and the experence they have whilst receiving
it.

Our inspectors judge if any action iz required by the provider of the service to improve the
standard of care being provided. Where providers are non-compliant with the regulations,
we take enforcement action against them. If we require a service to take action, or if we
take enforcement action, we re-inspect it before itz next routine inzpection was due. This
could mean we re-inspect a service several times in one year. We alzo might decide to re-
inspect a service if new concems emerge about it before the next routine inspection.

In between inspections we continually monitor information we have about providers. The
information comes from the public, the provider, other organisations, and from cars
workers.

You can tell us about your expenence of this provider on our website.
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How we define our judgements

The following pages show our findings and regulatory judgement for each essential
standard or part of the standard that we inspected. Qur judgements are based on the
ongoing review and analysis of the information gathered by CQC about this provider and
the evidence collected during this inspection.

We reach one of the following judgements for each essential standard inspected.

+  Met this standard

“ Action needed

¥ Enforcement
action taken

Thiz means that the standard was being met in that the
provider was compliant with the requlation. |f we find that
standards were mef, we take no regulatory action but we
may make comments that may be useful to the provider and
to the public about minor improvements that could be made.

Thiz means that the standard was not being met in that the
provider was non-compliant with the regulation.

We may have set a compliance acfion requiring the provider
to produce a report setting out how and by when changes
will be made to make =ure they comply with the standard.
We monitor the implementation of action plans in these
reporis and, if necessary, take further action.

We may have identified a breach of a regulation which is
more serious, and we will make sure action is taken. We will
report on this when it i complete.

If the breach of the regulation was more senious, or there
have been several or continual breaches, we have a range of
actions we take using the criminal andfor civil procedurss in
the Health and Social Care Act 2008 and relevant
regulations. These enforcement powers include issuing a
waming notice; restricting or suspending the services a
provider can offer, or the number of people it can care for;
izsuing fines and formal cautions; in extreme cases,
cancelling a provider or managers registration or prosecuting
a manager or provider. These enforcement powers are set
out in law and mean that we can take swiit, targeted action
where services are failing people.
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How we define our judgements {continued)

Where we find non-compliance with a requiation {or part of a regulation), we state which
part of the regulation has been breached. Only where there is non compliance with one or
more of Regulations 9-24 of the Regulated Activity Regulations, will our report include a
judgement about the level of impact on people who use the service (and others, if
appropriate to the regulation). Thiz could be a minor, moderate or major impact.

Minor impact - people who use the service experienced poor care that had an impact on
their health, safety or welfare or there was a risk of this happening. The impact was not
significant and the matter could be managed or resclved quickly.

Moderate impact - people who use the service experienced poor care that had a
significant effect on their health, safety or welfare or there was a risk of this happening.
The matter may nesd to be resolved quickly.

Major impact - people who use the service experienced poor care that had a serious
current or long term impact on their health, safety and welfare, or there was a rizsk of this
happening. The matter needs to be resolved quickly

We decide the most appropriate action to take to ensure that the necessary changes are
made. We always follow up to check whether action has been taken to meet the
standards.
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Glossary of terms we use in this report

Essential standard

The essential standards of quality and safety are described in our Guwidance about
compiiance: Essential standards of guality and safefy. They consist of a significant number
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and the
Care Cuality Commizsion (Registration) Regulations 2009, These regulations describe the
eszential standards of quality and safety that people who use health and adult social care
senvices have a right to expect. A full list of the standards can ke found within the
Guidance about compliance. The 16 essential standards are:

Respecting and involving people who use services - Qutcome 1 (Regulation 17}
Consent to care and treatment - Outcome 2 (Regulation 158)

Care and welfare of people who use services - Outcome 4 (Reguiation 9)

Meeting Mutriional Meeds - Outcome S (Regulation 14)

Cooperating with other providers - Outcome 6 {Regulation 24)

Safeguarding people who use services from abuse - Quicome 7 (Regulation 11)
Cleanliness and infection control - OQutcome & (Regulation 12)

Management of medicines - Cutcome 9 (Regulation 13)

Safety and suitability of premises - Outcome 10 (Regulation 15)

Safety, availability and suitability of equipment - Cutcome 11 (Regulation 16)
Requirements relating to workers - Cutcome 12 (Regulation 21)

Staffing - Outcome 13 (Regulation 22)

Supporting Staff - Cutcome 14 (Regulabon 23)

Assessing and monitoring the guality of senvice provision - Outcome 16 (Regulation 10)
Complaints - Outcome 17 (Regulation 19)

Records - Cutcome 21 (Regulation 20}

Regulated activity

These are prescribed activities related to care and treatment that require registration with
CQC. These are set out in legislation, and reflect the services provided.
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Glossary of terms we use in this report {continued)

{Registered) Provider

There are several legal terms relating to the providers of services. These include
registered person, senvice provider and registered manager. The term ‘provider' means
anyone with a legal responsibility for ensuring that the requirements of the law are camed
out. On our website we often refer to providers as a "sernvice'.

Regulations

We requlate against the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010 and the Care Quality Commission {Registration) Regulations 2009.

Responsive inspection

Thig iz cammied out at any time in relation to identified concems.

Routine inspection

Thig iz planned and could oceur at any time. We sometimes describe this as a scheduled
inspection.

Themed inspection

This is targeted to look at specific standards, sectors or types of care.
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Phone: 03000 616161

Email: enquiries@ogc.org.uk

Writeto us  Care Quality Commission

at: Citygate
Gallowgate
MNewcastle upon Tyne
ME1 4PA

Website: WWw_cgc.org.uk

Copynght Copynight & (2011) Care Quality Commizsion {CQC). This publication may
be reproduced in whole or in part, free of charge, in any format or medium provided
that it iz not used for commercial gain. This consent is subject to the material being
reproduced accurately and on proviso that it is not used in a derogatory manner or
migleading context. The materal should be acknowledged as CQC copyright, with the
title and date of publication of the document specified.
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Appendix 2

CareQuality
Commission

Inspection Report

We are the regulator: Our job is to check whether hospitals, care homes and care
senvices are meeting essential standards.

163 Durham Road

163 Durham Road, Stockton On Tees, TS19 Tel: 01325552077

OEA

Date of Inspections: 03 Apnl 2014 Date of Publication: May
20 March 2014 2014

17 March 2014

We inspected the following standards in response to concems that standards weren't
being met. This is what we found:

Care and welfare of people who use services Action needed
Safeguarding people who use services from v"  Met this standard
abuse
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Details about this location

Reqgisteraed Provider

Tees, Esk and Wear Valleys NHS Foundation Trust

Overview of the
sernvice

163 Durham Road consists of a number of units, of which
two provide services for people with a leaming disability. The
Dales Unit is an assessment and treatment unit for people
with a learning disability. It has two wards, Teasdale and
Eskdale, both of which have five beds. They provide
services for adults with a leaming disability and associated
challenging behaviours, autism, and epilepsy.

The Aysgarth Unit is a respite service for adults with a
learning disability who can have complex needs or present
with challenging behaviours. It provides planned respite
services and also emergency respite to help families cope
with sudden changing needs or emergencies.

Type of service Hospital services for people with mental health needs,
learning disabilities and problems with substance misuse
Regulated activities Assessment or medical treatment for persons detained
under the Mental Health Act 1983
Diagnostic and screening procedures
Treatment of disease, disorder or injury
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When you read this report, you may find it useful to read the sections towards the back
called ‘About CQC inspections’ and 'How we define our judgements’”
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Summary of this inspection

Why we carried out this inspection

We camied out this inspection in response to concems that one or more of the essential
standards of quality and safety were not being met.

This was an unannounced inspection.

How we carried out this inspection

We looked at the personal care or treatment records of people who use the service,
carried out a visit on 17 March 2014, 20 March 2014 and 3 Apnl 2014, observed how
people were being cared for and checked how people were cared for at each stage of their
treatment and care. We talked with people who use the service, talked with carers and / or
family members, talked with staff and were accompanied by a specialist advisor.

What people told us and what we found

We visited this hospital as part of our ongoing work within the region to gain reassurances
about the quality of health and care services for people with a learning disability. This
follows on from the thematic review of leaming disability services that took place in 2011.
A sample of services was identified as part of this work, of which 163 Durham Road was
one. We inspected both units at this hospital which provide services for people with a
leaming disability. These were the Dales and Aysgarth units.

We completed this inspection over a number of days. We visited 163 Durham Road on 17
March 2014 to speak with people who used the service, speak with staff and review
records. We spoke on the telephone with the relatives of two people who used the
Aysgarth unit on 20 March 2014. We asked the Trust for some additional information
which they provided on 3 April 2014.

The Dale Unit - Teasdale and Eskdale wards

We found the provider did not plan and deliver care and treatment in a way that met
individual needs of patients and ensured their welfare and safety.

Patients told us the service had helped them get better. Howeaver, they also raised
concems about the level of activities on the ward. We were concemed that not enough
meaningful or therapeutic occupation was offered to patients, increasing the risk of
patients becoming bored and therefore also the likelihood of challenging or disruptive
behaviours. The service had not fully implemented a positive behaviour support approach
for patients with a learning disability, who have complex or challenging behaviours. It was
planned for training in this approach to have been delivered to staff at 163 Durham Road
by the end of May 2014. The Trust planned to have completed training and roll this
approach out to all services for people with learning disabilities within the Trust by the end
of 2014.

—
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We found care deliverad on the Teasdale ward in relation to observation and engagement
did not match the planned interventions for two people.

We found that each patient had their needs assessed. They also had plans for care
developed from this assessment, based on their individual needs. We found patients were
having their physical healthcare needs monitored and treated appropriately.

We found staff did not always support and promote the independence and autonomy of
people who used the service.

We found people who used the service were protected from the nsk of abuse, because the
provider had taken reasonable steps to identify the possibility of abuse and prevent abuse
from happening. People who used the service were protected against the nsk of unlawful

or excessive control or restraint because the provider had made suitable arrangements.

Aysgarth Unit

The two relatives we spoke with told us they were generally happy with the service
provided. We found evidence that demonstrated an assessment of people’s needs was
completed before they used the service to ensure their needs could be met. We found staff
had the knowledge needed to provide individual, person-centred care to people who used
the service. We found care and treatment was planned and delivered in line with individual
care plans. There were appropnate arangements in place to deal with foreseeable
emergencies.

We found people who used the service were protected from the nsk of abuse, because the
provider had taken reasonable steps to identify the possibility of abuse and prevent abuse
from happening. People who used the service were protected against the nsk of unlawful

or excessive control or restraint because the provider had made suitable arrangements.

Y'ou can see our judgements on the front page of this report.

What we have told the provider to do

We have asked the provider fo send us a report by 16 May 2014, setting out the action
they will take to meet the standards. We will check to make sure that this action is taken.

Where providers are not mesting essential standards, we have a range of enforcement
powsrs we can use to protect the health, safety and welfare of people who use this service
{and others, where appropriate). When we propose to fake enforcement action, our
decision is open to challenge by the provider through a vanety of internal and extemal
appeal processes. We will publish a further repert on any action we take.

More information about the provider

Please see our website www.cqc.org.uk for more information, including our most recent
Judgements against the essential standards. You can contact us using the telephone
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number on the back of the report if you have additional questions.

There is a glossary at the back of this report which has definitions for words and phrases
we use in the report.

(=]
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Our judgements for each standard inspected

Care and welfare of people who use services . Action needed

People should get safe and appropriate care that meets their needs and supports

their rights

Our judgement

The provider was not meeting this standard.

Care and treatment was not planned and delivered in a way which ensured people's safety
and welfare.

We have judged that this has a minor impact on people who use the service, and have told
the provider to take action. Please see the 'Action’ section within this report.

Reasons for our judgement

The Dales Unit - Teasdale and Eskdale wards

The Dales is an assessment and treatment unit for adults with a leaming disability and
associated challenging behaviours, mental health needs, autism or epilepsy. There were
two wards within this unit; Teasdale and Eskdale. Each had five single occupancy
bedrooms, a kitchen area, secure outside gardens and two lounge areas. Bathing and
showenng facilities were also available. At the time of this inspection there were six people
using the service at the Dales. Three of which were within the Teasdale wards and three
within the Eskdale ward.

Across the two wards we spoke with four patients and the family members for one person.
On the day of our inspection, one persen was in bed unwell and another person was
unable to communicate verbally with us.

Patients told us the service had helped them get better. One person told us that they were
feeling better than when they first armved at the unit in January. Another told us they had a
good experience of care whilst on the ward.

We found that staff had a good knowledge of people’s needs and had developed good
relationships with people who used the service.

We looked at the care records for five patients who used the service. We found people's
individual needs were established from when they were referred or started to use the
service. We saw that staff used a computerised risk assessment process to assess the
neads of people when they first accessed services. We saw this assessment was centrad
on the person as an individual and considerad all aspects of their individual circumstances,
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and their immediate and longer-term needs. It reflected their needs, preferences and
diversity.

We saw detailed assessments had been used to develop plans based on the individual
neads of patients. These were detailed and gave staff information about the interventions
neaded to meet people’s needs. We saw evidence that these were reviewed regulary by
the mult-disciplinary team. These measures supported people to avoid the risk of their
health and wellbeing deteriorating whilst using the service. We looked at the care records
for one person who was unwell on the day of our visit. These demonstrated that the
person was having their physical healthcare needs monitored and treated appropnately.

We spoke with staff about the mix of patients across both wards. They told us that due to
safeguarding concemns they had moved people between the two wards to ensure people
stayed safe. However, they recognised this meant the patient mix across the wards was
not ideal. Previous rnisks identified, and the accommodation available, limited what other
moves could be made across the wards. Therefore they were focussing on identifying
suitable discharge plans for people.

Two patients told us that they found living with the third person on the ward difficult. One
person said they ended up spending more time in their room because of this and another
person said they were often disturbed by this person banging on walls and this caused
them to feel anxious.

Due to the individual risks identified on this ward, all three people were supported by a one
to one enhanced cbservation and engagement plan. This meant that each person should
be in the eye line of an identified staff member at all times in communal areas.

During the day staffing across the unit equated to three staff on each ward, with a qualified
nurse floating across both wards. We observed one patient, who was unable to verbally
communicate, wandering around the ward. This person required constant one to one
nursing and it was clear on the day that this could easily be escalated to a two to one
nursing at times. Staff confirmed this person needed support from two staff to access the
community safely. Staff told us, and we saw evidence in care records that this person had
a structured activity schedule in place. This included the person going out for regular walks
to help them manage their behaviours. This meant for penods of the day there was one
staff member allocated to this ward, with two patients who were identified as needing one
to one observation and engagement. This was contrary to care plan guidance. We spoke
with the ward manager about this. They told us that staff on this ward could call on the
qualified nurse or cther staff from the adjoining ward when needed. They also had CCTV
cameras in place in communal areas. However, no risk assessment had been carmed out
to review if this was safe practice for either patients or staff. We found therefore that the
care delivered on the Teasdale ward in relation to observation and engagement did not
match the planned interventions for two people.

Although people were generally happy with the care provided, they did raise concemns
about the level of activity on the ward. They told us, "Nothing exciting happens here. | have
mentioned about playing badminton, they [the staff] promise they will arange something,
but nothing ever happens” and "There are not encugh staff here to help take me out of the
ward as often as | would like to.” We were concermned if there were no meaningful activities
or therapeutic occupation offered, patients could become bored, thereby increasing the
likelihood of challenging or disruptive behaviours occurming.
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We observed that one person got out of bed at 11am. Staff said that this was because
they had been up until 5am that night. They said this was a regular occurrence although it
was more usual for them to retire around 2am. When this person did come into the lounge
area, they were still in their pyjamas and had no plan for the day. They did tell us that they
were planning to go swimming with staff twice over the next week.

We looked at the care records for this patient. We saw there was a nisk that escalated
when the person was bored and they benefitted from having a structured approach to their
day. We found no evidence of a structured plan in their care records and did not observe
staff use a structured approach for this person.

We saw evidence that the person had detailed in their care plan "l would like to assist in
preparing n1y own meals.” However, we observed that at lunchtime, staff made a sandwich
for this person. We also observed staff prepare a bath for them. We were concemed this
approach did not promote their skills and develop their independence; further contributing
to feelings of boredom.

We spoke with this patient about their plans to move to a more independent setting. They
were aware of the plans for them to be discharged from the service and had been involved
in developing them. However, we did not see any evidence in their care records that staff
had planned interventions fo support their independent living skills and prepare them for
this move. When we asked the manager about this, they told us there was no occupational
therapy input into the ward.

Because of our findings we concluded staff did not always support and promote the
independence and autonomy of people who used the service.

We saw that the service had started to implement the Life Star recovery model. This was a
tool for supporting and measuring change for people accessing leaming disability services.
It measured the outcomes achieved by people and summarised their progress. It was a
collaborative tool and supported people’s understanding of where they were in terms of
their recovery and the progress they were making. The Trust told us that the Life Star
approach was developed nationally, and they were invelved in its development. People
who used services were also involved in its development.

The service was at an early stage in implementing this across the unit, and that each
person who used the service was at different stages in this process.

We saw that some people also had easy read care plans. These were care plans written
by the person themselves to capture their needs and wishes in a format that they could
understand. This meant people were aware of and involved in developing their care plans.
However, we found there was no clear link between the intervention plans developed by
staff, the information collected through the Life Star document and the easy read care
plans. We spoke with the ward manager about this. They told us an improvement
workshop was ormganised to look at how the service could better link this information
together into a coordinated care planning package.

We spoke with staff about the clinical approaches used to assess each person’s behaviour
and the plans in place to manage challenges and promote positive behaviour. 163 Durham
Foad did not use 'functional assessment’, "behavioural analysis' and "positive behaviour
support to support patients with behavioural change. Guidance set out by the Bntish
Psychelogical Society states that positive behaviour suppert and regular assessments of
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people’s behaviour are important to ensure people receive effective care where they have
complex and challenging behaviours. These approaches help understand the reasons for
people’s behaviours, which means care plans can be developed which promoted safe and
effective care. We found the majonity of staff lacked the understanding of how these could
be applied in practice. We spoke with the ward and service manager about this. They told
us that they were in the process of planning training for staff in these approaches. It was
planned for staff to have received training in this approach by the end of May 2014. Once
staff were frained, they planned to roll this approach out across the service. The Trust
planned to have completed training and roll this approach out to all services for people
with leaming disabilities within the Trust by the end of 2014.

We looked at the way patient's general health needs were identified and met. We saw
evidence that each person who used the service had a 'Hospital Passport'’. A Hospital
Passport contains important information about the person that healthcare professionals
may need to know when a person is admitted to hospital. This meant the risk of
inappropriate or unsafe care was reduced because information about a person’s physical
health needs was kept in one place. This information was available to other healthcare
professionals if the person needed to be admitted to another hospital or access local
healthcare services.

We saw each patient also had a Health Action Plan. These detailed the actions needed to
maintain and improve the health of an individual and any help needed to accomplish this.
However, we found the level of detail contained within these was vanable. Some were part
completed and did not clearly cutline the actions needed to maintain or improve the health
of the person. One person had two health action plans in place. We saw these contained
different and conflicting information. For example, it was noted in one that the person had
diabetes and a history of epilepsy but in the other it was recorded that they did not have
either of these conditions. As these documents were not dated, it was difficult to know
which one contained the most up to date information. This increased the nisk of this person
receiving inappropriate treatment, care and support from staff.

We spent time observing the way care and support was offered to patients. We saw staff
were respectful of people and took action to protect their dignity and privacy. For example,
one person did not like to wear a shirt or jumper. We observed staff encouraged them to
wear appropriate clothing when they went out into the garden area or out into the
community.

Three patients showed us their bedrooms. We saw they had personalised their rooms with
a large number of pictures, photos and personal items. This meant patients could make
choices about their environment fo make their rooms more homely and comfortable.

Aysgarth Unit

Aysgarth is a unit set up to provide a respite service for adults with learning disabilities
who can have complex needs or present with challenging behaviours. The service also
provided access to emergency short term admissions. The unit had six single occupancy
bedrooms, a kitchen area, secure outside gardens and two lounge areas, one of which
could be used as a cinema room. Bathing and showering facilities were also available.
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As part of the inspection we spoke with the charge nurse and deputy charge nurse, two
staff nurses and a health care assistant who worked on Aysgarth. We also reviewed the
care records of four patients. We were unable to speak with any patients on the day of the
inspection. This was because they were accessing day care services at the time. There
was one person who used the service present when we arrived, however they left within a
few minutes. Another person amived towards the end of the inspection; however both of
these people had difficulty communicating verbally. We therefore observed how staff
interacted and supported these people. We spoke with two patient's relatives over the
telephone.

The relatives we spoke with told us they were generally happy with the service provided.
One relative said, "They like going to the service during the day, as they enjoy the
company.” They also said, "The staff try and get people out and about as much as
possible. They take them anywhere they can think of that people would enjoy. They meet
my relative's needs. | have no concems about the care provided.” Another relative said,
"They have respite ovemight, but | would like them also to have respite during the day to
give me more of a break. | am not sure why my relative can't be in the service during the
day as well. My relative seems happy with the care provided. They come out and have had
their nails done and been pampered and fussed over. The fact that they enjoy going into
the service is the main thing.”

We spoke with the charge nurse about the referral process that led to people using the
service. They explained it was an open referral service and were received from GP's and
social workers among others. Once a referral was received, a nurse would be allocated to
go out and wvisit the person and complate an "eligibility criteria assessment” with them and
their family. This was to check if people had the required level of identified healthcare
needs to be able to access the service. For example, people with healthcare needs
including autism, epilepsy and challenging behaviours would all be eligible to access the
service. The charge nurse said people would then be invited into the service for a look
around and added "We do a tea visit." This was where a potential patient would come into
the service for a meal with the staff and other service users. This helped to ensure they
were comfortable with the environment and people there before they committed to using
the service. This demonstrated an assessmeant of people's needs was completed before
they used the service to ensure their needs could be met.

We spoke with staff who were able to tell us about the people they supported and their
main care needs, likes, dislikes and routines. One member of staff we spoke with said "l
think we do pretty well here. We've got a really good team and the care is very person-
cenfred.” Person-cenfred care was where people were supported to make informed
decisions about and to successfully manage their own health and care, and choose when
to invite others to act on their behalf. After we spoke with the staff, we looked at the paper
care records for the people they had spoken with us about. It was clear from the
information we saw that the staff knew the people they supported and cared for well, and
were aware of their needs. This meant staff had the knowledge they needed to provide
individual, person-centred care to people who used the service.

We looked at the electronic and paper care records of four people who had used the
service recently. We found that these people had safe and appropriate care, treatment and
support. This was because their individual needs were established when they were
referred to the service. We saw staff used a computensed nisk assessment process to
assess the needs of people when they first used the service. We saw this assessment
focused on the person as an individual and considered all aspects of their individual
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circumstances. It reflected their needs, preferences and diversity.

We found that patient's needs were assessed and care and freatment was planned and
delivered in line with their individual care plans. We saw examples in people's care records
of identified nsks people presented to themselves, to others (including staff and other
people who used the service) and nsks of harm from others. For example, nsks people
presented to themselves included for self-harm and self-neglect and nisks posed to others
included for physical assault and property damage. We saw where nsks had been
identified, plans of care had been put into place to reduce and manager these nsks
appropriately. The charge nurse we spoke with said people who used the service and their
families had been involved with putting these care plans together. We saw some people
who used the service had signed their care plans. This meant people (and where
appropnate their relatives) were involved in the planning of their own care.

We saw evidence within the paper and electronic records to show where people’s neads
had changed, this information had been recorded. For example, we saw on every occasion
a person used the service for respite care, their falls sk assessment was updated. This
meant changes to people’s care needs were being managed.

We spoke with the charge nurse and other staff about the arrangements the service had in
place to deal with foreseeable emergencies. The charge nurse said at any one time, a
maximum of five of the six beds on the unit were "bocked” out. This meant even if there
were six people residing in the unit, at least one person (and their family) was aware that
their bed could be taken by somebody else in the event of them requiring emergency
respite care. The charge nurse added "The families do understand” and said most of the
people who used the service had stayed on that basis at some time. We spoke with family
members about this. They said this had been explained to them.

We also saw the service had a number of action cards in place to direct staff on how to
deal with other emergencies, such as loss of power or the need to evacuate the premises.
The staff we spoke with were also aware of how to respond in the event of a medical
emergency. This meant appropriate amangements were in place to deal with foreseeable
emergencies.
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Safeguarding people who use services from abuse  + Met this standard

People should be protected from abuse and staff should respect their human

rights

Our judgement

The provider was meeting this standard.

People who use the service were protected from the risk of abuse, because the provider
had taken reasonable steps to identify the possibility of abuse and prevent abuse from

happening.

Reasons for our judgement

The Dales Unit - Teasdale and Eskdale wards

We spoke with staff on duty in the Dales Unit about safeguarding people who used the
service from abuse. The staff members we spoke with were aware of both the internal and
multi-agency safeguarding procedures. Staff members were able to descnbe to us what
could potentially be an incident of abuse and said they would have no hesitation in "whistle
blowing” (telling someone) if they saw or heard anything inappropriate. We saw the contact
details for local authority safeguarding team and the Patient Advice and Liaison Services
(PALS) were displayed for staff and people who used the service fo refer fo.

We spoke to the ward manager about the local area adult safeguarding policy and
procedures in place at the service. They told us about a series of low level safeguarding
incidents that had led to a joint agency strategy meeting. They told us about the
arrangements they had made to ensure that people remained safe. This included moving
people onto opposite wards. We saw that incidents of abuse were appropnately identified,
recorded and action taken to reduce further risks occuming.

All of this meant people who used the service were protected from the nsk of abuse,
because the provider had taken reasonable steps to identify the possibility of abuse and
prevent abuse from happening.

We spoke with the ward manager about the use of restraint within the service. They
showed us evidence that regular meetings took place to consider any incident that had
taken place in the service and what action needed to be taken to reduce further risks. This
included incidents that had resulted in physical restraint.

We looked at the care records of five people who used the service. We saw there were
approprate individual intervention plans which told staff what to do if a patient showed any
behaviour that may challenge. This ensured people were supported appropriately and
reduced the nsk of abuse. We saw evidence that incidents were discussed at multi-
disciplinary meetings, which took place on a regular basis. This ensured that the service

| Inspection Report | 183 Durham Aoad | May 2014 wwacqooguk |13

42





Tees, Esk and Wear Valleys INHS|

NHS Foundation Trust

learmnt from previous incidents to reduce the risks of similar incidents happening again.
People who used the service were protected against the nsk of unlawful or excessive
control or restraint because the provider had made suitable arrangements.

Aysgarth Unit

We spoke with the relatives of two people who used the respite service. One relative told
us, "Mo one [who works for the service] would harm my daughter in any way. My relative
would tell me if they did.” Another relative told us, "l have no concems about the care
provided. | feel my relative is safe when they access the service”

We spoke with staff on duty in Aysgarth about safeguarding people who used the service
from abuse. The staff members we spoke with were aware of both the internal and multi-
agency safeguarding procedures. Staff members were able to describe to us what could
potentially be an incident of abuse and said they would have no hesitation in "whistle
blowing” (telling someone) if they saw or heard anything inappropriate. We saw the contact
details for local authority safeguarding team and the Patient Advice and Liaison Services
(PALS) were displayed for staff and people who used the service to refer fo.

We spoke to the charge nurse about the local area adult safeguarding policy and
procedures in place at the service. They talked us through a safeguarding referral that had
been made in 2013 which had been unfounded. Despite the concems that had been
raised being unfounded, they showed us an action plan put in place as a result. Actions
included reviewing people's personal hygiene care plans to capture more detail and some
additional training for staff around wound care. They said "We've got to leam from it and
improve our care delivery.” This demonstrated the provider had responded appropriately to
any allegation of abuse.

We locked at the care records of four people who had used the respite service recently.
We saw there were appropnate individual intervention plans which told staff what to do if a
patient showed any behaviour that may challenge. This ensured people were supported
appropriately and reduced the nisk of abuse. We also saw evidence that all incidents were
recorded appropriately, both within people's paper and electronic care records and within
the provider's incident reporting system. For example, we saw one person had displayed
behaviour that challenged in the form of throwing some objects. This was recorded in their
paper care records and within the provider's incident reporting system.

We asked the charge nurse if physical restraint was used within the service. They said it
wasn't used within the service now, but had been used in the past on rare occasions a few
years ago. The conversations we had with other staff confirmed this. They descnbed to us
a process of de-escalation techniques that were used by staff to manage behaviours that
challenged. We saw evidence of these documented within the care records we viewed.
The staff we spoke with confirmed they were frained in restraint as they would be required
to be first responders’ should help be required within another unit on the site. This meant
people who used the service were protected against the risk of unlawful or excessive
control or restraint because the provider had made suitable arrangements.

All of this meant people who used the service were protected from the risk of abuse,
because the provider had taken reasonable steps to identify the possibility of abuse and

—
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prevent abuse from happening.
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This section is primarily information for the provider

L. l

Action we have told the provider to take

Compliance actions

The table below shows the essential standards of quality and safety that were not being
met. The provider must send CQC a report that says what action they are going to take to
meet these essential standards.

Regulated activities  Regulation

Assessment or Requlation 9 HSCA 2008 {Regulated Activities) Regulations
medical treatment for = 2010

persons detained

under the Mental Care and welfare of people who use services

Health Act 1963 . )
How the regulation was not being met:

Diagnostic and The provider did not plan and deliver care and treatment in a

iﬁoﬁiﬁﬂr%s way that met the individual needs of people who used the
service and ensured their welfare and safety.

Treatment of Regulation 9 (1) b (i) (it} (iir).

disease, disorder or

injury

This report is requested under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.

The provider's report should be sent to us by 16 May 2014.
CQC should be informed when compliance actions are complete.

We will check to make sure that action has been taken to meet the standards and will
report on our judgements.
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About CQC inspections

We are the regulator of health and social care in England.

All providers of regulated health and social care services have a legal responsibility to
make sure they are meeting essential standards of quality and safety. These are the
standards everyone should be able to expect when they receive care.

The essential standards are descnbed in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010 and the Care Quality Commission (Reqgistration) Regulations
2009. We regulate against these standards, which we sometimes descnbe as "government
standards”.

We camy cut unannounced inspections of all care homes, acute hospitals and domiciliary
care services in England at least once a year to judge whether or not the essential
standards are being met. We cammy out inspections of other services less often. All of our
inspections are unannounced unless there is a good reason to let the provider know we
are coming.

There are 16 essential standards that relate most directly to the quality and safety of care
and these are grouped into five key areas. When we inspect we could check all or part of
any of the 16 standards at any time depending on the individual circumstances of the
service. Because of this we often check different standards at different times.

When we inspect, we always visit and we do things like observe how people are cared for,
and we talk to people who use the service, to their carers and to staff. We also review
information we have gathered about the provider, check the service’s records and check
whether the right systems and processes are in place.

We focus on whether or not the provider is meeting the standards and we are guided by
whether people are experencing the cutcomes they should be able to expect when the
standards are being met. By outcomes we mean the impact care has on the health, safety
and welfare of people who use the service, and the experience they have whilst receiving
it.

Owr inspectors judge if any action is required by the provider of the service to improve the
standard of care being provided. Where providers are non-compliant with the regulations,
we take enforcement acfion against them. If we require a service to take action, or if we
take enforcement action, we re-inspect it before its next routine inspection was due. This
could mean we re-inspect a service several times in one year. We alse might decide to re-
inspect a service if new concerns emerge about it before the next routine inspection.

In between inspections we continually monitor information we have about providers. The
information comes from the public, the provider, other organisations, and from care
workers.

You can tell us about your expenience of this provider on our website.
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How we define our judgements

The following pages show our findings and regulatory judgement for each essential
standard or part of the standard that we inspected. Our judgements are based on the
ongoing review and analysis of the information gathered by CQC about this provider and
the evidence collected duning this inspection.

We reach one of the following judgements for each essential standard inspected.

+  Met this standard This means that the standard was being met in that the
provider was compliant with the regulation. If we find that
standards were met, we take no regulatory action but we
may make comments that may be useful fo the provider and
to the public about minor improvements that could be made.

Action needed This means that the standard was not being met in that the
provider was non-compliant with the regulation.
We may have set a compliance action requinng the provider
to produce a report seting out how and by when changes
will be made to make sure they comply with the standard.
We monitor the implementation of action plans in these
reports and, if necessary, take further action.
We may have identified a breach of a requlation which iz
more senous, and we will make sure action is taken. We will
report on this when it is complete.

¥ Enforcement If the breach of the regulation was more senous, or there
action taken have been several or continual breaches, we have a rangs of

actions we take using the criminal and/or civil procedures in
the Health and Social Care Act 2008 and relevant
regulations. These enforcement powers include issuing a
warning notice; restricting or suspending the services a
provider can offer, or the number of people it can care for;
issuing fines and formal cautions; in extreme cases,
cancelling a provider or managers reqistration or prosecuting
a manager or provider. These enforcement powers are set
out in law and mean that we can take swift, targeted action
where services are failing people.

[
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How we define our judgements (continued)

Where we find non-compliance with a regulation (or part of a regulation), we state which
part of the requlation has been breached. Only where there is non compliance with one or
mere of Regulations 9-24 of the Regulated Activity Regulations, will our report include a
Judgement about the level of impact on people who use the service (and others, if
approprate to the regulation). This could be a minor, moderate or major impact.

Minor impact - people who use the service experienced poor care that had an impact on
their health, safety or welfare or there was a risk of this happening. The impact was not
significant and the matter could be managed or resolved quickly.

Moderate impact - people who use the service experienced poor care that had a
significant effect on their health, safety or welfare or there was a nsk of this happening.
The matter may need to be resolved quickly.

Major impact - people who use the service experienced poor care that had a senous
current or long term impact on their health, safety and welfare, or there was a risk of this
happening. The matter needs to be resclved quickly

We decide the most appropnate action to take to ensure that the necessary changes are
made. We always follow up to check whether action has been taken to meet the
standards.

~
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Glossary of terms we use in this report

Essential standard

The essential standards of quality and safety are descnbed in our Guidance about
compliance: Essential standards of qualify and safety. They consist of a significant number
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and the
Care Quality Commission (Registration) Regulations 2009. These regulations descrbe the
essential standards of quality and safety that people who use health and adult social care
services have a right to expect. A full list of the standards can be found within the
Guidance about compliance. The 16 essential standards are:

Respecting and involving people who use services - Outcome 1 (Regulation 17)

Consent to care and treatment - Outcome 2 (Regulation 18)

Care and welfare of people who use services - Outcome 4 (Regulation 9)

Meeting Nutritional Needs - Outcome 5 (Regulation 14)

Cooperating with other providers - Outcome 6 (Regulation 24)

Safeguarding people who use services from abuse - Outcome 7 (Regulation 11)

Cleanliness and infection control - Outcome & (Regulation 12)

Management of medicines - Cutcome 9 (Regulation 13)

Safety and suitability of premises - Outcome 10 (Regulation 15)

Safety, availability and suitability of equipment - Outcome 11 (Regulation 16)

Requirements relating to workers - Outcome 12 (Regulation 21)

Staffing - Outcome 13 (Regulation 22)

Supporting Staff - Outcome 14 (Regulation 23)

Assessing and monitoring the quality of senvice provision - Outcome 16 (Regulation 10)

Complaints - Outcome 17 (Regulation 19)

Records - Qutcome 21 (Regulation 20)

Regulated activity

These are prescribed activities related to care and treatment that require registration with
CQC. These are set out in legislation, and reflact the services provided.
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Glossary of terms we use in this report (continued)

(Registered) Provider

There are several legal terms relating to the providers of services. These include
registered person, service provider and registered manager. The term ‘provider’ means
anyone with a legal responsibility for ensuring that the requirements of the law are carmmed
out. On our website we often refer to providers as a 'service'.

Requlations

We regulate against the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010 and the Care Quality Commission (Registration) Regulations 2009.

Responsive inspection

This is camed out at any time in relation to identified concems.

Routine inspection

This is planned and could occur at any time. We sometimes describe this as a scheduled
inspection.

Themed inspection

This is targeted to lock at specific standards, sectors or types of care.

| Inspection Report | 183 Durham Road | May 2014 e ong. uk [21 |
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Phone: 03000 616161

Email: enquines@cqc.org.uk

Wrtetous  Care Quality Commission

at Citygate
Gallowgate
Mewcastle upon Tyne
NE1 4PA

Website: www_cqc.org.uk

Copyright Copyright @ (2011) Care Quality Commission (CQC). This publication may
be reproduced in whole or in part, free of charge, in any format or medium provided
that it is not used for commercial gain. This consent is subject to the matenal being
reproduced accurately and on proviso that it 1s not used in a derogatory manner or
misleading context. The matenial should be acknowledged as CQC copynght, with the
title and date of publication of the document specified.

—
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Appendix 3

Care Quality Commission Quality and Risk Profiles (QRPSs)

Report on Negative Comments

and actions taken for March 2014

Outcome 1 (R17) Respecting and involving people who use services

Tending

i o towards
] —— worse than

expected

[ LOWYELLOW

Quantitative Items

Tending
towards
better than
expected

Similar to
expected

Number of ltems

Changes from January 2014

1.
2.

Intelligence from NHS Choices -08/11/13
Intelligence from Patient Opinion11/11/13

Outcome 2 (R18) Consent to care and treatment

Quantitative Items

PN Tending
s oy towards
; worse than
| | expected
[ LOWYELLOW |

Tending
towards
better than
expected

Similar to
expected

Number of Items

Outcome 4 (R9) Care and welfare

of people who use services

Quantitative Items ‘ Qualitative ltems ‘
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Tending Tending
towards Similar to towards
worse than | expected | better than
expected expected

Number of ltems 0 1 13 123 6

Outcome 5 (R14) Meeting nutritional needs

Quantitative ltems Qualitative ltems

Tending Tending
towards Similar to towards
worse than | expected | better than
expected expected

Number of Items

Quantitative ltems Qualitative Items
T
>, Tending Tending
£ . towards | Similarto | towards
{ — worse than | expected | better than
| expected expected
[ LOWYELLOW

Number of Items

Quantitative ltems Qualitative Items

P Tending Tending
i towards Similar to towards

worse than | expected | better than
expected expected

[ HIGH YELLOW

Number of Items

Two negative comments removed from previous QRPs

53





Tees, Esk and Wear Valleys INHS'|

NHS Foundation Trust

Outcome 8 (R12) Cleanliness and infection control

~—

k\\
Y

LOWYELLOW

Number of Items

17

Tending Tending
towards Similar to towards
worse than | expected | better than
expected expected
0 265 8

Outcome 9 (R13) Management of medicines

LOW YELLOW

Number of Items

Quantitative ltems

Tending
towards
worse than
expected

Similar to
expected

Tending
towards
better than
expected

Qualitative Items

Number of Items

Tending
towards
worse than
expected

Quantitative ltems

Similar to
expected

Tending
towards
better than
expected

Qualitative Items

Number of Items

Tending
towards
worse than
expected

Quantitative Items

Similar to
expected

Tending
towards
better than
expected

Qualitative Items
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Outcome 12 (R21) Requirements relating to workers

Quantitative Items Qualitative Items

Tending Tending
towards Similar to towards
worse than | expected | better than
expected expected

Quantitative Items

Qualitative Iltems

™, Tending Tending
f_, L towards Similar to towards
L) worse than | expected | better than
| expected expected
[ LOWYELLOW

Number of Items

Quantitative ltems Qualitative ltems

Tending Tending
towards Similar to towards
worse than | expected | better than
expected expected

Number of ltems

1. KF16. % experiencing physical violence from patients / relatives in last 12 months

Outcome 16 (R10) Assessing and monitoring the quality of service provision

Quantitative ltems Qualitative ltems

Tending Tending
towards Similar to towards

worse than | expected | better than
expected expected

Number of ltems
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Outcome 17 (R19) Complaints

Quantitative ltems

. Tending Tending
f, \'~., towards | Similar to towards
/ . \ worse than | expected | better than
| | expected expected
[ LOWYELLOW |

Number of Items

1. Intelligence from Patient Opinion 11/11/13

Qualitative Items

Outcome 21 (R20) Records

Tending
towards
worse than
expected

Quantitative ltems

Tending
towards
better than
expected

Similar to
expected

Number of Items

15

Qualitative Items
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ltem 8
FOR GENERAL RELEASE
COUNCIL OF GOVERNORS
Date of Meeting: 22" May 2014
Title: Monitor Risk Assessment Framework Report
Lead: Phil Bellas
Report for: Assurance/Information
This report includes/supports the following areas:
STRATEGIC GOALS: v
To provide excellent services working with the individual users of our services and their 4

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 | v’
for the benefit of our communities

CQC REGISTRATION: Outcomes (v)

Involvement and Information

Respecting & Involving Service Consent to care and treatment

Users

Personalised care, treatment and support

Care and welfare of people who v’ | Meeting nutritional needs Co-operating with other
use services providers

Safeguarding and safety

Safeguarding people who use Cleanliness and infection Management of medicines
services from abuse control

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 v’ | Complaints
quality of service provision
Notification of death of a person Notification of death or AWOL Notification of other incidents
who uses services of person detained under MHA
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 (v')

Yes No (Details must be Not relevant v
provided in Section 4 “risks”)

Ref. 1 Date: May 2014
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COUNCIL OF GOVERNORS
Date of Meeting: 22" May 2014

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:
(@)  The Trust's risk ratings, as assessed by Monitor, for Quarter 3, 2013/14 (1%
October 2013 to 31°% December 2013).
(b)  The Trust's position against the requirements of the Risk Assessment
Framework for Quarter 4, 2013/14 (1% January 2014 to 31% March 2014).

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 for 2013/14, which came into force on 1%
October 2013, have been provided to Governors.

2.3  The information required by Monitor in the Quarter 4 submission was as follows:

(@) Quarterly financials.
(b) Year-to-date financials.

(c) Information on forward financial events (e.g. notification of material
transactions).

(d) Self certification that “The Board anticipates that the Trust will continue to
maintain a Continuity of Service Risk Rating of at least 3 over the next 12
months.”

(e) Information to enable Monitor to assess organisational governance including
service performance and care quality.

) Self certification of two governance statements as follows:

. “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)
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. “The Board confirms that there are no matters arising in the quarter
requiring an exception report to Monitor (per Risk Assessment
Framework page 21 Diagram 6) which have not already been reported.”
(Statement B)
(9) The results of any Governor elections.

(h)  Information on Executive team turnover which is used as a potential indicator
of quality governance concerns.

(1) Exception reports to be provided to Monitor at any time when risks to
compliance with the financial and governance Licence conditions arise.

3. KEY ISSUES:

Quarter 3, 2013/14

3.1  Monitor has confirmed that the Trust’s risk ratings were “green” for Governance and
4 (no concerns) for Continuity of Services for Quarter 3, 2013/14. A copy of
Monitor’s Executive summary of the Trust’'s performance against the Risk
Assessment Framework for the Quarter is attached as Annex 1 to this report.

Quarter 4, 2013/14

3.2 Atits meeting held on 29" April 2014, the Board approved the Trust's Risk
Assessment Framework submission to Monitor for Quarter 4, 2013/14 based on:

(@  Confirmation of the “Continuity of Services Declaration”.
(b) A financial risk rating of 4 (in line with Plan).
(c) Confirmation of both Governance Statements.
(d) A Governance Risk Rating of “green”.
(Details of the Trust’s performance against the governance targets and

thresholds included in the Risk Assessment Framework for Quarter 4 are
provided in Annex 2 to this report.)
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(e)  The following information on Executive team turnover.

Executive Directors Actual for
Quarter
ending
31/3/14

Total number of Executive posts on 5

the Board (voting)

Number of posts currently vacant 0

Number of posts currently filled by 0

interim appointments

Number of resignations in quarter 0

Number of appointments in quarter 0

M An exception report (see Annex 3 to this report) which was required as the
Trust had received an enforcement notice from the CQC in the last 12
months.

3.3 The Council of Governors is asked to note that no elections were held to the Council
of Governors during the reporting period.

4. IMPLICATIONS / RISKS:

4.1  Quality: The Council of Governors will recall that, although Monitor concluded its
investigation into governance concerns at Quarter 3, 2013/14 and reinstated the
Trust’s “green” Governance Risk Rating, it advised that further regulatory action
might be taken against the Trust if actions from governance reviews already
undertaken (e.g. the Deloitte LLP review of Quality Governance arrangements) and
planned (e.g. the follow up review of Quality Governance arrangements) were not
undertaken effectively and at pace.

4.2  Financial: This issue is covered in the report of the Director of Finance under
agenda item 13.

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 had risk ratings of 4 for
Continuity of Services and “green” for Governance for Quarter 4 2013/14.
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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
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Q3 2013 - 14 Reporting Executive Summary

Summary Income & Cash Flow vs Plan

Risk Ratings
13/14:
Governance Risk Rating:
Declared « None ]
risks at APR: YTD Actual:
Declared
Risks in + None
Year:
Breaches for
Current + None
Period:

Continuity of Service Risk Rating

£m
YTD Actual
4 Op. Rev for EBITDA
Employee Expenses
PFl Op. expense
Green

All other Op. costs

EBITDA

Surplus/(Deficit) pre exceptionals
Net Surplus/(Deficit)

EBITDA %

CapEx (Accruals Basis)

Net cash flow

* EBITDA for YTD 13/14 was £0.2m behind plan. This was predominately driven by higher

» Monitor closed its investigation into the Trust during Q3 but requires the Trust to continue
to improve at pace to address quality governance issues. Information on improvement

than expected employee expenses and lower than expected clinical partnership revenue.
Unfavourable variances were partially offset by a one-off credit note and write back of

overprovisions during the year.

Cash & Equiv

CoSRR Liquidity days
CIP % OpEx less PFI
Net current assets

Borrowing (excluding PFI)

from the scheduled governance re-review will impact on how Monitor views the Trust's

GRR and whether further regulatory action is required.

Key risks

Maintaining the quality of care

Next steps

Monitor launched an investigation into whether the Trust has
appropriate governance arrangements in July 2013. This was
triggered by a CQC warning notice.

Further quality concerns were reported by the Trust following
four patients of the Trust committing suicide within 13 days of
each other in February 2013. Three of the four were or had
been recently been treated at the Trust’s Tunstall ward.
Monitor concluded the investigation in Q3 and found that the
Trust did not breach its provider license. However, this decision
is based on the Trust continuing to make improvement and
implementing actions recommended in multiple external
reviews effectively and on a timely basis, in particular Deloitte’s
governance arrangement review.

» Continue quarterly monitoring

Action taken / committed

The Trust has reported to Monitor, during and subsequent to the
investigation, various actions taken and action plans
implemented to address the concerns highlighted in several
external reviews, including the Deloitte governance arrangement
review. Furthermore the Trust has reported to Monitor its
progress against action plans derived from external reviews.
The Trust has also reported to Monitor certain changes planned
to the Board including a new chair.

The Trust are planning for a quality governance re-review by
Deloitte in April 2014 to confirm whether the Trust has
addressed the recommendations raised in the original review.
The Trust is also planning to engage Deloitte to perform a Board
Competency review (as part of the recommendations raised by
Deloitte).

2013/14 Q3
Plan Actual Variance
69.6 69.0 (0.7)
(53.4) (53.8) (0.4)
(0.6) 0.9 1.5
(10.9) = (11.1) (0.2)
4.7 4.9 0.2
3.7 3.9 0.2
(1.7) 1.3 2.9
6.8% 7.2% 0.4%
(3.2) (3.1) 0.0
0.1 33 32
19.3 20.5 1.2
2.0 3.9 1.9
3.0% 2.9% (0.1%)
1.7 3.5 1.8
0.0 0.0 0.0

2013/14 YTD
Plan Actual Variance
208.9 208.7 (0.2)
(159.2) | (162.2) (3.0)
(1.8) (0.3) 1.5
(32.6) | (31.0) 1.5
15.4 15.2 (0.2)
12.0 11.8 (0.2)
2.0 2.3 0.4
7.4% 73%  (0.1%)
(12.0) | (12.0) 0.0
(4.2) (3.0) 1.2
19.3 20.5 1.2
2.0 3.9 1.9
3.0% 2.9% (0.2%)
1.7 3.5 1.8
0.0 0.0 0.0

Gaps and residual concerns

» The Trust must retain the momentum built to
address issues raised/implement
recommendations raised in order to provide
evidence that the Trust has appropriate
governance arrangements in place.

» Monitor will reconsider its position if the results of
the Deloitte review indicate that the Trust does
not have appropriate governance arrangements
in place and has not improved at the pace
required. As such the receipt of the final Deloitte
governance arrangement re-review will be a key
piece of information required by Monitor.

» Trust to update relationship team on outcomes from Deloitte governance arrangement and board competency review
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DECLARATION OF PERFOMANCE AGAINST HEALTHCARE TARGETS AND INDICATORS IN QUARTER 4 2013/14 Annex 2
Target or Indicator (as per Risk Assessment Framework) Threshold 2013/14 RAF Q4 2013/14 Performance Q3 Score
Weighting
Performance Result
Care Programme Approach (CPA) patlgnts receiving follow up contact within 7 days 95% 10 97 11% Achieved 0.0
of discharge
Care Programme Approach (CPA) patients having formal review within 12 months 95% 1.0 96.56% Achieved 0.0
Minimising MH delayed transfer of care <=7.5% 1.0 1.99% Achieved 0.0
Admissions to inpatient services hadt:(;(r:r?sss to crisis resolution home treatment 95% 1.0 98.11% Achieved 0.0
Meeting commitment to serve new psychosis cases by early intervention teams 95% 1.0 239.00% Achieved 0.0
Data completeness: identifiers 97% 1.0 98.73% Achieved 0.0
Data completeness: outcomes 50% 1.0 69.68% Achieved 0.0
Compliance with requirements regar_dlng_acc_e_ss to healthcare for people with a n/a 10 100% Achieved )
learning disability
Risk of, or actual failure to deliver Commissioner Requested Services n/a Report_ by No n/a -
exception
CQC compliance action outstanding (at end of Quarter) n/a Report_ by No n/a -
exception
CQC enforcement action within the last 12 months n/a Report_ by Yes n/a Except|or_1
exception Report required
CQC enforcement action (including notices) in effect (at end of Quarter) n/a Report_ by No n/a -
exception
Moderate CQC concerns or impacts regarding the safety of healthcare provision (at Report by
n/a ' No n/a -
end of Quarter) exception
Major CQC concerns or impacts regarding the safety of healthcare provision (at end Report by
n/a : No n/a -
of Quarter) exception
Trust unable to declare ongoing compliance with minimum standards of CQC Report by
. . n/a ' No n/a -
registration exception
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Annex 3
Exception Report submitted to Monitor for Quarter 4, 2013/14

On 20" June 2013 the Trust received a Warning Notice from the Care Quality Commission
to the effect that it was failing to comply with the requirements of regulation 17 (respecting
and involving service users) of the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010 at Auckland Park Hospital.

On the same day Monitor announced its formal investigation into governance concerns at
the Trust.

In response the Trust commissioned Deloitte LLP to undertake a review of its quality
governance arrangements. The scope of this review was discussed with, and approved by,
Monitor.

A copy of the report arising from the Deloitte LLP review, and the Trust’s action plan in
response to its findings, have been submitted to Monitor.

Following a re-inspection the CQC lifted its Warning Notice in September 2013.

On 13" December 2013 the Trust held a video conference with Monitor as part of its
investigations.

On 21° January 2014 the Chairman received a letter from Monitor advising that the
investigation into governance concerns had been concluded and that the Trust’'s
Governance Risk Rating would be amended to green.

The letter also set out Monitor’s expectations that the remaining recommendations from the
Deloitte LLP and other reviews, both already undertaken and planned, should be carried out
effectively and at pace.

Since the conclusion of the investigation:

(1)  The Trust has continued to implement the actions arising from the Deloitte LLP report
on quality governance. Monthly progress reports have been provided to Monitor.

(2) A Board Effectiveness Review has been undertaken by Deloitte LLP. A copy of the
report together with the Trust’'s Action Plan in response to its recommendations will
be provided to Monitor in due course.

Deloitte LLP has commenced a follow up review of the Trust’'s quality governance
arrangements with the report expected in June 2014
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ITEM 13
FOR GENERAL RELEASE
COUNCIL OF GOVERNORS
Date of Meeting: 22 May 2014
Title: Finance Report for Period 1 April 2013 to 31 March 2014
Lead Director: Colin Martin, Director of Finance
Report for: Assurance and Information

This report includes/supports the following areas:

STRATEGIC GOALS: v

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 v
of its resources for the benefit of our communities.

CQC REGISTRATION: Outcomes ()

Involvement and Information

Respecting & Involving Service Consent to care and treatment

Users

Personalised care, treatment and support

Care and welfare of people who Meeting nutritional needs Co-operating with other
use services providers

Safeguarding and safety

Safeguarding people who use Cleanliness and infection Management of medicines
services from abuse control

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 v’ | Assessing and monitoring Complaints
quality of service provision
Notification of death of a person Notification of death or AWOL Notification of other incidents
who uses services of person detained under MHA
Records
Suitability of Management (only relevant to changes in CQC registration) v

This report does not support CQC Registration

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

Yes 4 No (Details must be Not relevant
provided in Section 4 “risks”)
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1.

11

2.1

3.1

Finance Report for period 1 April 2013 to 31 March 2014
INTRODUCTION & PURPOSE

This report summarises the Trust’s financial performance from 1 April 2013 to
31 March 2014

BACKGROUND INFORMATION

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.

KEY ISSUES:

Statement of Comprehensive Income

The financial position shows a surplus of £12,262k for the period 1 April 2013
to 31 March 2014, representing 4.3% of the Trust's turnover; which was
£8,758k ahead of plan.

This improved financial performance was as a result of the reversal of
impairments following an independent property review, increased income from
commissioners, slippage on projects and reduced PFI unitary payments.

The graph below shows the Trust’s planned operating surplus against actual
performance.
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3.2 Cash Releasing Efficiency Savings
Total CRES achieved at 31 March 2014 was £9,810k which was £433k ahead

of plan.
Cash Releasing Efficiency Annual Plan
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The monthly profile for CRES achieved by Directorates is shown below.
Cash Releasing Efficiency Savings in Month (Cumulative)
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3.3  Capital Programme
Capital expenditure to 31 March 2014 was £13,412k, and was behind original
plan due to some schemes being delayed.

Cumulative Capital Spend
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34 Cash Flow
Total cash at 31 March 2014 was £24,342k, which was ahead of plan. The
fluctuations within receipts was due to higher than anticipated receipts from
commissioners for additional contract income and PDC received from the NHS
Tech. Fund, which also resulted in increased payments.
Cash Flow - Cash Balances
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The payments profile fluctuated throughout the year for key milestones in the
capital programme and PDC dividend payments which occur in September
and March. Cash receipts in April were as a result of property sales and
receipts in March were due to additional income from commissioners.

Working Capital ratios for period to 31 March 2014 were:
* Debtor Days of 3.2 days
e Liquidity of 13.7 days
» Better payment Practice Code (% of invoices paid within terms)
NHS — 52.4%
Non NHS 30 Days — 96.7%

Debtor Days
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The Trust had a debtors’ target of 5.0 days and actual performance of 3.2
days which was ahead of plan.

The liquidity days graph below reflects the metric within Monitor's risk
assessment framework. The Trust liquidity days ratio was ahead of plan
largely as a result of the increased surplus and revised capital programme.
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3.5 FEinancial Drivers
The following table and chart show the Trust's performance on some of the
key financial drivers identified by the Board.
Quarter 1 | Quarter 2 Oct Nov Dec Jan Feb Mar
Tolerance Average Average
Agency (1%) 2.0% 1.7% | 16% | 16% | 16% | 1.7% | 1.6% | 1.5%
Overtime (1%) 1.4% 11% | 11% | 1.0% | 1.0% | 09% | 0.9% | 0.9%
Bank & ASH (flexed
against
establishment) 2.6% 2.5% 2.5% 2.5% 2.6% 2.5% 2.5% | 2.5%
Establishment (90%-
95%) 94.8% 95.4% | 96.0% | 95.6% | 95.4% | 96.7% | 97.3% | 96.5%
The tolerance for bank and additional standard hour’s expenditure was set at
1% for Agency, Overtime and flexed in correlation to staff in post for Bank &
ASH. For March 2014 the tolerance for Bank and ASH was 1.5%. The
following chart shows performance for each type of flexible staffing.
Staffing KPI Trend April 13 to March 14
3.0%
2.5% —
% 1.5% \ 4—__\
3 1.0%
0.5%
0.0% T T T T T T T )
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
------ Flexible Staffing Target Agency Overtime Bank & ASH
Additional staffing expenditure as a percentage of pay budgets was 4.9%. The
requirement for bank, agency and overtime was due to a number of factors
including cover for vacancies (33%), sickness (26%), enhanced observations
(17%) and cover for annual leave (8%).
3.6  Continuity of Service Risk Rating and Indicators
3.6.1 From 1 October 2013 Monitor introduced the Risk Assurance Framework,
which replaced the Financial Risk Rating with Continuity of Services Risk
Rating, placing greater emphasis on liquidity and cash management.
The Continuity of Service Risk Rating was assessed at 4 for April 2013 to
March 2014, and was in line with plan.
3.6.2 The margins on CoSRR risk ratings were as follows:

* Debt service cover - to reduce to a 2 a surplus reduction of £5,192k
was required.
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» Liquidity - to reduce to a 3 a working capital reduction of £9,888k was

required.
Continuity of Services Risk Rating at 31 March 2014
Monitors Rating Guide Weighting Rating Categories
% 4 3 2 1
Debt Service Cover 50 25 1.75 1.25 <1.25
Liquidity 50 0 -7 -14 <-14
TEWYV Performance Weighting Rating Categories
% 4 3 2 1
Debt Service Cover 50 2.19x
Liquidity 50 13.7 Days
Overall Finance Continuity of Services Risk Rating 4.00

3.6.4

3.6.5

3.6.6

3.6.7

3.6.8

4.1

4.2

5.1

5.2

8.6% of total receivables (£214k) were over 90 days past their due date. This
is above the 5% tolerance set by Monitor but does not give cause for concern
due to the level of debt outstanding and the assurance received around future
settlement.

1.1% of total payables invoices (£102k) held for payment were over 90 days
past their due date. This is within the 5% finance risk tolerance set by Monitor.

The cash balance at 31 March 2014 was £24,342k and represents 34.2 days
of annualised operating expenses.

Actual capital expenditure was 87% of plan and within Monitor tolerances.

The Trust does not anticipate the quarterly Continuity of Services Risk Rating
will be less than 3 in the next 12 months.

IMPLICATIONS / RISKS

There is no direct quality, legal or equality and diversity implications
associated with this paper.

The Trust's annual accounts are subject to external audit and any findings
may alter the financial outturn position and associated financial risk rating
indicators.

CONCLUSIONS

The comprehensive income outturn for the period ending 31 March 2014 was
£12,262k surplus which is equivalent to 4.3% of turnover, and was ahead of
plan due the reversal of impairments following an independent property
review, increased income from commissioners, slippage on projects and
reduced PFI unitary payments.

The Trust was ahead of plan for Cash Releasing Efficiency Savings at 31
March 2014. In addition the Trust has also identified schemes to deliver the
required level of CRES in 2014/15 and 2015/16.
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5.3

5.4

6.0

6.1

Where appropriate individual Locality recovery and mitigation plans have been
developed to address the financial position and continue to be monitored to
ensure they remain effective.

The Continuity of Services Risk Rating for the Trust was 4 for the financial
year to 31 March 2014.

RECOMMENDATIONS
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.

Colin Martin
Director of Finance
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ITEM 14
FOR GENERAL RELEASE
MEETING OF THE COUNCIL OF GOVERNORS
Date of Meeting: 22" May 2014
Title: Trust Performance Report as at 31%' March 2014.
Lead Director: Sharon Pickering, Director of Planning & Performance
Report for: Assurance
This report includes/supports the following areas:
STRATEGIC GOALS: v
To provide excellent services working with the individual users of our services and their v
carers to promote recovery and well being
To continuously improve the quality and value of our work 4
To recruit, develop and retain a skilled, compassionate and motivated workforce v
To have effective partnerships with local, national and international organisations for the v
benefit of our communities
To be recognised as an excellent and well governed Foundation Trust that makes best use v
of its resources for the benefit of our communities
CQC REGISTRATION: Outcomes (v)
Involvement and Information
Respecting & Involving Service v’ | Consent to care and treatment
Users
Personalised care, treatment and support
Care and welfare of people who v' | Meeting nutritional needs Co-operating with other v
use services providers
Safeguarding and safety
Safeguarding people who use v' | Cleanliness and infection Management of medicines
services from abuse control
Safety and suitability of premises Safety, availability and
suitability of equipment
Suitability of staffing
Requirements relating to workers | v/ | Staffing Supporting workers v
Quality and management
Statement of purpose Assessing and monitoring Complaints v
quality of service provision
Notification of death of a person v" | Notification of death or AWOL Notification of other incidents
who uses services of person detained under MHA
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 (v')
Yes v No (Details must be Not relevant
provided in Section 4 “risks”)
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1.1

2.1

2.2

INTRODUCTION & PURPOSE

The Trust Dashboard as at 31 March 2014 is attached. The structure follows the
changes introduced for the September report:

The performance for the same period in 2012/12, i.e. March 2013, has been
included in the narrative for each indicator for comparison purposes. It has been
planned that in the dashboard for 2014/15 the previous year’s performance will be
included in the graphs.

The outturn figure for 2012/13 has also been included within the narrative in order
that the Council of Governors can compare current year’s performance to that
achieved in 2012/13.

The key risks/issues have been highlighted (see Section 2 below)

KEY RISKS/ISSUES:

Monitor Targets

The Dashboard shows that the Trust is achieving all of the relevant Monitor Targets
as at 31° March 2014.

Other Risks

12 indicators underperformed in March 2014 with 14 indicators showing a
reduction in absolute performance compared to the position reported as at the
end of February 2014. This is an overall decline in performance compared to the
February 2014 position.

In terms of 2013/14 as a whole 9 indicators have not reached the targeted levels
(this does not include two indicators for which we have only the position as at the
end of February). It should be noted however that of the 16 indicators that are
directly comparable with the indicators within the Dashboard for 2012/13 12
(80%) have shown an improved position in 2013/14 compared to 2012/13. This
includes %age sickness where we only have February position but it is forecast
that the full year figures will be better than 2012/13, but does not include the
validated appraisal and mandatory training positions (see below). If the
validated appraisal and mandatory training KPIs are included, this position
changes to an improvement in 13 indicators (81%).

Access - Both waiting time targets (KPIs 1 & 2) are showing as under target at
the end of March with both showing a decline in performance from the end of
February 2014 position. Whilst the maijority of those who were not seen within
4 weeks following an external referral are within North Yorkshire performance in
all localities, with the exception of Forensics, showed a decline this month. The
majority of waiters within North Yorkshire continue to be within the AMH Primary
Care service.
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As outlined last month the decline in the external waiting time position may be
linked to the significant increase in referrals in January 2014.

The 2013/14 position for external waiting time (KPI 1) is worse than that at the
end of 2012/13 however it should be noted that the number of referrals received
by the Trust increased by 9.8% (3395) during 2013/14 compared to 2012/13.

Percentage of Complaints satisfactorily resolved (KPI3) — Whilst this indicator
has improved in the month of March 2014 it is still just below target with 1 of the
8 complaints not being resolved following the issuing of the resolution letters.
The data for the full year has been refreshed which has identified that some of
the complainants we thought were satisfied previously, subsequently responded
to state otherwise. The end of year position is below target and this is linked to
particularly poor performance in the months of May, July, August 2013 and
February 2014.

Percentage of those patient surveyed that expressed they were satisfied with
their overall experience (KPI8) — The performance in February 2014 was below
target and the lowest position in the year to date. The locality where more
patients did not rate their experience as excellent or good was Forensic, with
Robin/Kingfisher/Heron Ward (Low Secure Male FLD) reporting the poorest
position with 3 of the 11 patients who completed the survey reporting they were
satisfied with their overall experience (all 3 reported excellent).

Out of Locality Admissions (KPI 14) - The number of Out of Locality Admissions
has increased for the third month running in March. All localities are below their
target with only North Yorkshire showing an improvement compared to the end
of February position. Whilst the position for 2013/14 is significantly above the
target that the Board set it should be noted that the overall position for 2013/14
is significantly better than the 2012/13 performance. In 2013/14 there were a
total of 512 out of locality admissions in the year compared to 680 in 2012/13
which is a 24.7% improvement across the two years.

Appraisal and Mandatory Training (KPIs 18 & 19) — Whilst the position on
appraisal has improved slightly there has been a small deterioration in the
performance in terms of completion of mandatory training. Given that both these
indicators rely on manual process to some extent a validation of the position has
been taken place in April. Following validation, the performance as at the end of
March for these two indicators was 89% and 91.45%. Whilst the validated
position remains under target for 2013/14, there was an improvement compared
to 2012/13.

Sickness Rate (KPI 20) — the sickness rate reduced in February, although it
remains over the target. However the FYTD figure remains below the 5% target.

Percentage of disciplinary investigations completed within 8 weeks (KPI 21) —
performance against this indicator has significantly decreased during March.
Further work is on going to raise the importance of concluding investigations
within the 8 week period.
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2.3

Psychological Therapies

KPI 25(Access) — In response to feedback from the Council of Governors, the
presentation of this KPI has been changed in order to make it clearer how we are
performing against the 15% target. The performance against this indicator
continues to be significantly below target both for the month of March 2014 and
the full year 2013/14. The action plan which was developed in response to the
performance notice issued by the commissioner continues to be implemented.

Performance against KPI 26(recovery) has improved during March and remains
above target for the Trust as a whole. However there are differences within the
localities with the services in Darlington CCG and Hartlepool and Stockton CCG
not achieving the 50% recovery rates. Whilst performance for 2013/14 has not
achieved the annual target it has improved compared to the position for 2012/13.

Commissioners are continuing to focus upon these areas of underperformance.

Detail on the number of unexpected deaths is available in Appendix 1. In response

to a request from the Council of Governors the delayed discharges positions have

been broken down by CCG locality in Appendix 2. Appendix 3 represents the

glossary.





TRUST SUMMARY DASHBOARD - APRIL - MARCH 2014
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1 Perce.ntage of patients who have not waited longer than 4 weeks for a first 08% TAGES 575 e R AT - '. TS - '. A 0 e 0T ! BT Ro0E]
appointment
2 ?ercentage of patients who have not waited longer than 4 weeks following an “98% e = ‘ = : : B0 R = ‘ N o : = e R 7 ! 88.33% N/A
internal referral
3 Percentage of complaints satisfactorily resolved by the Trust 90% 80.009 4 9 8.57% 0.00% 42.869 81.82% 8.75% 9.239 0.00% 9.239 0.009 87.509 1 % A
4 Percentage CPA 7 day follow up (AMH only) (pre validated position) 95% 9 9 94.899 9 g 98.919 98.169 96.479 9 g 96.209 98.209 9 9 95.839 91.469 J 9 7 90.929
Percentage of CPA Patients having a formal review documented within 12
5 95% 97.899 97.469 97.409 97.599 96.989 9 o 97.209 96.869 96.969 96.589 96.40° 9 o hot 96.909
months (AMH only)** ° T shapshof
Percentage of admissions to Inpatient Services that had access to Crisis
6 Resolution Home Treatment Teams prior to admission (AMH only) (pre 95% 90.41% 88.98% 84 A 9 A 93.02% 85.62% 8 A 86 A 92.66% 84.50% 88.03% 8 A J 80% 4.05%
validated position)
; Median number of days from when a patient is discharged as an inpatient to 140 " : o l cumulative o
their next admission as an inpatient (AMH and MHSOP only) y y snapshot
s Pe.rcenta.ge of those pat.ients surveyed th?t expressed they were ‘satisfied” 90% 88.94% 91.44% 92.84% 9 6 91.08% 88.61% 91.04% 91.95% 89.86% 9 6 84.62% J 90.72% N/A
with their overall experience (month behind)
9 Number of clinically inappropriate admissions of children aged less than 18 o o
onto Adult Mental Health Wards
10 Percentage of non acute patients whose transfer of care was delayed 7.50% 2.07%
1 Number of unexpected deaths classed as a serious incident per 10,000 open 1 15.91
cases
12 Data completeness: outcomes** 90% J snapshot 96.73%
13 Data completeness: identifiers 99% J snapshot 99.18%
14 The number of ‘out of locality’ admissions 25 (3:01]
15 Percentage of CROMs that have improved: affective & psychosis superclass tbe 38.12% 37.29% 36.57% 37.09% 37.49% 38.28% 37.74% 38.17% 38.72% 39.34% 38.99% 38.78% J 38.12% N/A
16 Percentage of CROMs that have improved: organic superclass the 25.43% 25.01% 24.61% 23.36% 24.79% 24.97% 25.18% 24.92% 25.40% 24.99% 25.10% 25.22% ) 24.96% N/A
17 Number of RIDDOR incidents per 100,000 occupied bed days 15 20.78 4.06 12.52 7.97 27.36 8.20 16.41 8.38 12.61 12.72 13.78 8 15.36
18 Percentage of staff in post more than 12 months with a current appraisal 95% 88.77% 87.29% 87.22% 86.45% 86.23% 86.84% 86.31% 85.22% 85.36% 82.12% 82.07% 82.49% snapshot 86.93%
19 Percentage compliance with mandatory and statutory training 95% 89.02% 83.25% 85.28% 87.54% 88.43% 88.78% 88.51% 88.41% 88.54% 89.42% 89.75% 89.45% snapshot 87.13%
20 Percentage Sickness Absence Rate (month behind) 5% 4.78% 4.58% 4.33% 4.74% 4.63% 4.50% 4.76% 5.10% 5.50% 5.60% 5.17% 5.26%
21 Percentage of disciplinary investigations completed within 8 weeks 90% 33.33% 27.78% 20.00% 40.00% 57.14% 25.00% 22.22% 57.14% 50.00% 16.67% 50.00% 00% 33.67%
22 Percentage of medical staff who have gone through revalidation 100% 96.15% 100.00% | 100.00% & 100.00% @ 100.00% & 100.00% @ 100.00% | 100.00% & 100.00% & 100.00% @ 100.00% @ 100.00% 100.00%
23 Number of EIP new cases 259 54 106 137 210 420 476 522 574 619 cumulative
24 Number of crisis resolution/home treatment episodes 3,383 327 644 949 1,275 2551 2849 3168 3438 3725 cumulative
Access to Psychological Therapies Adult IAPT — Percentage of people that . o . . . . o o . . o o
25 enter treatment against the level of need in the general population (Durham 15.00% s 9:4% 9:4% 10:1% 8:0% 5-8% 9:7% 8:5% Z220% 8:2% 8:68%
R Rate Adult IAPT — Py t f [ h lete treat t
2 ecovery Rate Acu ercentage of people who complete treatmen BV 2250% | 46.61% | 47.87% | 50.00% 48.54% | 52.42% | 48.96% & 50.40% | 52.65% 48.78% | 45.11%
who are moving to recovery
27 Number of GP Referrals into the Trust Services 2,603 3,110 2,968 ERE] 2,765 3,523 3,216 37,879 34,484
28 Trust Cluster Price < 95 against the National Publication 95 91 91 90 90 920 920 snapshot
Post validated CPA position 95% 98.37% 97.71% 96.84% 99.45% 97.28% 98.20% 96.86% 95.60% 97.86% 97.14%
Post validated Crisis position 95% 97.12% 98.35% 94.44% 97.96% 98.58% 98.15% 99.20% 98.15% 97.58% 97.35%

* Target was 96% from April 13 - November 13 and increased to 98% in December 13
** The definitions for CPA Reviews within 12 months and Data Completeness: Outcomes changed on the 1st October 2013 and the data displays adheres to the construction as defined in the Monitor Risk Assessment Framework 2013/14






Users of our Service

1) Percentage of patients who have not waited longer than 4 weeks for a first appointment
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The Trust position for March 2014 is 82.04%, which relates to 650 patients out of 3620 who had waited longer than 4 weeks for a first appointment. This is 15.96% below target and a deterioration on February
2014 perfomance. The outurn for 2013/14 is 86.24% and therefore the annual target of 98% has not been achieved. All areas, except Forensics, are showing a deterioration with Durham and Darlington at
84.01%, Teesside at 86.40% and North Yorkshire at 71.93%. Forensics continues to report 100%. The March 2013 position was 89.75% and the annual out-turn for 2012/13 was 89.08%. Performance for
2013/14 is slightly worse than for 2012/13.

98.00%






Users of our Service
2) Percentage of patients who have not waited longer than 4 weeks following an internal referral
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The Trust position for March 2014 is 87.29%, which relates to 250 patients out of 1967 that were not seen within 4 weeks of an internal referral. This is 10.71% below target and a slight deterioration on
February 2014 performance. The outturn for 2013/14 is 88.33%. Teesside and Forensics have both seen an improvement this month at 89.87% and 100% respectively. However, Durham & Darlington and

North Yorkshire have both reported a deterioration; 84.84% and 83.82% respectively. It is not possible to give the equivalent figures for March 2013 or the annual out-turn for 201,2/13 as this is a new target
for 2013/14






Users of our Service

3) Percentage of complaints satisfactorily resolved by the Trust
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The Trust position for March 2014 is 87.50%, which is below target but an improvement on February 2014. 8 resolution letters were sent out in March; 3 in Durham
and Darlington, 4 in Teesside and 1 in Forensics; 7 were resolved satisfactorily. No trends have been identified. The complaint that has not been satisfactorily resolved
was reported for Teesside Adult Services. The Trust actively encourages patients to discuss any outstanding issues or concerns relating to information given in
response to complaints raised. Issues raised with the Trust continue to be complex, often with a number of elements, and the Trust undertakes a detailed
investigation into each one. Complainants who are not satisfied with aspects of the explanations offered and/or are seeking further explanation or clarification, can
often respond several months after receiving the initial response. The data for the full year has been refreshed which has identified that some of the complainants we
thought were satisfied previously, subsequently responded to state otherwise.The 2013/14 outturn is 65.77%, therefore the 90% target has not been achieved. The
March 2013 position was 91.67% and the annual out-turn for 2012/13 was 76.36%. Overall performance for 2013/14 is worse than for 2012/13.






Users of our Service
4) Percentage CPA 7 day follow up (adult services only)

0, 0,
Current Month 91.46% 895 .00% @ 100% —
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80% —
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95.00%

The Trust's pre validated position for March 2014 is 91.46%, which is 3.54% below the target of 95% and a deterioration on February 2014 peformance. The pre validated FYTD position ending March 2014 is
96.17%. The Trust post validated position for March 2014 is 95.60% which is 0.60% above the target. This relates to 7 actual breaches of which 3 were in Vale of York CCG, 1 in South Tees, 1 in Scarborough
and Ryedale, 1 in North Durham and 1 in Other CCG. The Trust post validated 2013/14 position is 97.86%. The March 2013 post validated postition was 96.86% and the 2012/13 out-turn was 97.14%
Performance is slighlty better for 2013/14 than for 2012/13.






Users of our Service

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

Current Month 96.56% 95.00%
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Data for this indicator has been extracted in accordance with the new construction as defined in the Monitor Risk Assessment Framework 2013/14, which came into operation on the 1st October. The Trust
position for March 2014 is 96.56%, which relates to 149 patients out of 4336 that have not had a formal review documented within 12 months. This is 1.56% above the target of 95% and is a slight

improvement on February 2014 perfomance. The annual target of 95% has been achieved. North Yorkshire is reporting below target at 93.53%. As the construction of the indicator has changed a comparison
to the 2012/13 position is not possible.
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Users of our Service

0, 0,
Current Month 87.35% 995 .00% @ 100% —

6) Percentage of admissions to Inpatient Services that had access to Crisis Resolution Home Treatment Teams prior to admission (adult services only)
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The Trust pre validated position for March 2014 is 87.35%, which is 7.65% below the target of 95% and a deterioration on February 2014 perfomance. The FYTD pre validated position is 87.80%. The Trust
post validated position for March 2014 is 98.15%, which is 2.78% above target. This relates to 3 actual breaches this month, 1 in North Durham CCG and 1 in Vale of York CCG. The Trust post validated
2013/14 position is 97.58%. The March 2013 post validated position was 97.14% and the out turn for 2012/13 was 97.35%. Performance for 2013/14 is slightly better than for 2012/13
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Users of our Service

7 ) Median number of days from when a patient is discharged as an inpatient to their next admission as an inpatient
Current Month 171.26 140.00 ay

PN V) 180

177 @ Actuals

— Target
171

Actual
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FYTD Months

The Trust position for March 2014 (cumulative snapshot) is 171, which is 31 above target but a slight decrease on the February 2014 perfomance. The annual target of 140 days has been achieved. The mean
number of days from discharge to next admission in March 2014 is 306. The March 2013 position was 115 and the annual out-turn was 140. The mean number of days from discharge to next admission was
251 days in March 2013. Performance for 2013/14 is significantly better than in 2012/13, for both median and mean position.

12





Users of our Service

8) Percentage of those patients surveyed that expressed they were satisfied with their overall experience (Month behind)
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3

The Trust position in February is 84.62% which is 5.38% below the target of 90% and a deterioration on January performance. The FYTD position ending February 2014 is 90.72% and we would anticipate
that the annual target of 90% will be achieved. There were 63 patients who did not rate their experience as excellent or good out of 460; 13 were in Durham and Darlington, 14 in Teesside, 10 in North
Yorkshire and 26 in the Forensic Directorate. It is not possible to give the equivalent figures for February 2013 or the outturn for 2012/13 as this is a new target for 2013/14
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Quality

9 ) Number of clinically inappropriate admissions (including transfers) of children aged less than 18 onto Adult Mental Health Wards
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3

There have been no clinically inappropriate admissions and the 2013/14 target has been achieved. It is not possible to give the equivalent figures for March 2013 and the out-turn for 2012/13 as this is a new
target for 2013/14.
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Quality

10) Percentage of non acute patients whose transfer of care was delayed
0, 0, =
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7.50%

2012/13; however the outturn for the year is better.

The Trust position for March 2014 is 2.13% which is 5.37% under the target of 7.50% and a slight deterioration on February 2014 performance. The 2013/14 position is 1.89%; therefore the annual 7.50%
target has been achieved. All Localities have achieved target. The March 2013 position was 1.71% and the annual out-turn for 2012/13 was 2.07%. Performance for March 2013/14 is slightly worse than for
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Quality

11) Number of unexpected deaths classed as a serious incident per 10000 open cases
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The Trust position for March 2014 is 1.57, which is above the target of 1.00 and a deterioration on February 2014 peformance. The 2013/14 position is 11.88; the annual target of 12 has been achieved. The
March 2013 position was 1.17 and the annual out-turn for 2012/13 was 15.91. The position for 2013/14 is better than for 2012/13
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Quality
12) Data Completeness: Outcomes
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The Trust position for March 2014 (snapshot) is 96.68%, which relates to 748 out of 22552 records being incomplete. This is 6.68% above the Trust target of 90% and significantly above the Monitor target of
50%: the annual target has been achieved. It is not possible to give the previous year's comparisons as the construction of the indicator changed on 1st October 2013, in accordance with Monitor's Risk
Assessment Framework.
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Quality
13) Data Completeness: Identifiers

Current Month 98.73% 99.00%
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The Trust position for March 2014 (snapshot) is 98.73% which relates to 4025 records out of 317,442 that are not complete. This is 0.27% below the target of 99% and a slight deterioration on February 2014
performance. We have not achieved the internal Trust annual target of 99%; however Monitor's target of 97% has been achieved. The NHS number, GP and Commissioning code identifiers are all below
target. The out-turn for 2012/13 was 99.18%; performance is slightly worse for 2013/14 than for 2012/13.
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Quality

14) The number of out of locality admissions
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The Trust position for March 2014 is 44 'out of locality' patients in Durham and Darlington, Teesside or North Yorkshire beds, which is 19 more than the target of 25 and a deterioration on the February 2014

figure. The 2013/14 position is 512; the annual target of 299 has not been achieved. All localities are reporting a deterioratior; in performance on February 2014; Durham & Darlington have reported 20
Teesside 13 and North Yorkshire 11. The March 2013 position was 45 and the annual out-turn for 2012/13 was 680. Performance for 2013/14 is better than for 2012/13
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Quality

15) Percentage of patients (within the scope of PbR) whose most recent score (this can be most recent or discharge depending on what stage of care they are
at) is lower than their referral score: affective & psychosis superclass
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No target has been set at present for this indicator. It is not possible to give the equivalent figure for March 2013 or the out-turn for 2012/13 as this is a new target for 2013/14.
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Quality

16) Percentage of patients (within the scope of PbR) whose most recent score (this can be most recent or discharge depending on what stage of care they
are at) is lower than their referral score: organic superclass
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24.96%

No target has been set at present for this indicator. It is not possible to give the equivalent figure for March 2013 or the out-turn for 2012/13 as this is a new target for 2013/14
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Workforce

17) Number of RIDDOR Incidents per 100000 occupied bed days
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The Trust position for March 2014 is 8.18, which is below the target of 15 and an improvement on February 2014 performance. The 2013/14 position is 12.78; the
annual target of 15 has been achieved. The March 2013 position was 26.01 and the annual outturn was 15.36. Performance for 2013/14 is better than for 2012/13.
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Workforce

18) Percentage of staff in post more than 12 months with a current appraisal (snapshot)
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The Trust position for March 2014 (snapshot) is 82.49% which relates to 930 members of staff out of 5311 that do not have a current appraisal. This is 12.51% below the target of 95% but a slight improvement
on February 2014 performance. The annual target of 95% has not been achieved. However, validation exercises are being undertaken during April and the final figures will be reported in the quarterly
Workforce Report to be presented to Trust Board in April. Regular monthly compliance reports are sent to Heads of Service who have performance management processes operating to monitor and manage
compliance rates. Directors of Operations provide a monthly update on actions being taken to attain the target level through the Performance Improvement Group. The designated link Operational Human
Resources Manager report the locality compliance rate at the LMGB meetings on a monthly basis for the group to consider. The annual outturn for 2012/13 was 86.93%; therefore, performance this year is
worse than in 2012/13.
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Workforce

19) Percentage compliance with mandatory and statutory training (snapshot)
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The Trust position for March 2014 (snapshot) is 89.45% which relates to 4205 courses out of 39,864 that have not been completed. This is 5.55% below the target of 95% and a slight deterioration on
February 2014 performance. The annual target of 95% has not been achieved. However, validation exercises are being undertaken during April and the final figures will be reported in the quarterly Workforce
Report to be presented to Trust Board in April. Significant progress has been made in relation to Information Governance Training. Regular monthly reports are produced and distributed on a monthly basis
through the Heads of Service and performance management processes are operating to monitor and manage non compliance of individuals. The designated link Operational Human Resources Manager
report the locality compliance rate at the LMGB meetings on a monthly basis for the group to consider. The annual outturn for 2012/13 was 87.13%; therefore, performance this year is slightly better than at
this point in the year in 2012/13.
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Workforce
20) Percentage Sickness Absence Rate (month behind)
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The Trust position for February 2014 is 5.17% which is 0.17% above the target of 5.00% but an improvement on January performance. The FYTD position ending February 2014 is 4.88%; we would anticipate
that the annual target of 5% will be achieved. Estates, Forensics, Teesside and Durham and Darlington are the areas that are under-performing. HR Managers have, through the LMGB'’s, reminded managers
of the reporting and recording requirements of sickness absence, which may have had an impact on increased reporting. The February 2013 position was 5.49% and the annual outturn for 2012/13 was
5.26%. Performance for this year is better at this point in the year than in 2012/13.
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Workforce

21) Percentage of disciplinary investigations completed within 8 weeks
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The Trust position for March 2014 is 0%, which relates to 2 disciplinary investigations out of 2 that were not completed within 8 weeks. This is below the target of 90% and a deterioration on February 2014
performance. Of the 2 investigations that were completed during March, one of the cases took longer than the expected timeframe due to the sickness absence of the person under investigation and some of
the witnesses involved. There are no specific reasons for the delay with the second investigation case, other than capacity of the investigating officer at the time. Both cases resulted in no formal action via
the disciplinary process. The annual outturn is 33.67%; therefore the annual target of 90% has not been achieved. It is not possible to give the equivalent figure for March 2013 as this is a new target for
2013/14.
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Workforce
22) Percentage of medical staff who have gone through revalidation
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The medical revalidation that was not carried out in April has since been completed and, therefore, the 2013/14 outturn should be 100% and has achieved target. It is not possible to give the equivalent figure
for March 2013 or the out-turn for 2012/13 as this is a new target for 2013/14.
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Partnerships

23) Number of Early Intervention Teams (EIP) new cases
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The Trust position for March 2014 (cumulative position) is 619 which is 360 above the target of 259. The annual target has been achieved. The out-turn for 2012/13 was 599. Performance for 2013/14 is better
than in 2012/13.
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Partnerships

24) Number of crisis resolution/home treatment episodes
Current Month :
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The Trust position for March 2014 (cumulative position) is 3,725 which is 342 above the target of 3,383. The annual target of 3383 has been achieved. The annual out-turn for 2012/13 was 6,152. However,
the logic changed for the reporting of Crisis Home Treatment Episodes at the beginning of 2013/14 to correct an issue that had been identified during 2012/13; therefore a direct comparison between the years
is not possible.
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Partnerships

25) Access to Psychological Therapies - Adult IAPT: The proportion of people that enter treatment against the level of needs in the general population (15%)
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Total number of people who have
entered service 418 512 512| 552 435 422 418 436 317 529 462 392] 5405
Expected number of people who
should enter service (15% of 65,561) 820 820 820 820 820 820 820 820 820 820 820 820 9834
Percentage of people who entered of
the expected number 51.0%| 62.5%| 62.5%|67.4%| 53.1%| 51.5%)| 51.0%| 53.2%)| 38.7%)| 64.6%| 56.4%| 47.8%| 55.0%

The reporting of this KPI has been changed to try and ensure the performance being presented is clearer, following feedback from the Board and Council of Governors.
The Trust position for March 2014 is 7.2% which equates to 392 people entering treatment from 5463 of the general population. This is 7.8% below the target of 15%. All 3 CCGs are below,
target and have seen a deterioration in performance from last month. Work continues to fulfill the actions in the Action plan on marketing the service, looking at DNAs, cancellations and drop
outs as well as caseload capacity of therapists. The annual outturn is 8.24% against the cumulative target of 15%; therefore the annual target of 15.00% has not been achieved. The table

shown above shows the number of people who have entered service againt the expected number of people who should enter which links to 15% of a general population of 65,561.
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Partnerships

26) Recovery Rate - Adult IAPT: The proportion of people who complete treatment who are moving to recovery
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The Trust position in March 2014 is 52.65%, which relates to 259 people out of 547 that have not completed recovery. This is 2.65% above target and an improvement on February's performance. The annual
outturn is 48.78%; therefore the annual target of 50% has not been achieved. Durham and Darlington report 53.20%; DDES (59.84%) and North Durham (50.63%) are achieving their target on this indicator,

whilst Darlington (45.76%) is below target and has deteriorated since last month. The service is continuing to be affected by staffing issues (maternity leave and vacancies) but work is underway to recruit to

vacant posts. Hartlepool and Stockton CCG is reporting below target at 46.67%. South Tees is reporting above target at 53.85%. The service continues to monitor the circumstances of each patient who has
not achieved recovery and a range of actions are in place to ensure that as many patients as possible achieve recovery. The March 2013 position was 44.63% and the annual outturn for 2012/13 was 45.11%
Performance this year is better than in 2012/13.
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Sustainable Organisation
27) Number of GP Referrals into Trust Services
Current Month :
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The Trust position for March 2014 is 3216 which is 613 above the target of 2,603 and an increase on February 2014 performance. The 2013/14 position is 37,879. The March 2013 position was 3,052 and the
annual out-turn for 2012/13 was 34,484. Performance for 2013/14 is better than for 2012/13.
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Sustainable Organisation

28) Trust Cluster Price < 95 against the national publication (where 100 represents national mean)
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is a new target for 2013/14.

The Trust position in March 2014 is 90 which is 5% below target and has remained static since September 2013. It is not possible to give the equivalent figure for March 2013 or the out-turn for 2012/13 as this
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Appendix 1

|[Number of unexpected deaths and verdicts from the coroner March 2014

Number of unexpected Number of unexpected Number of unexpected Number of unexpected
deaths in the community  deaths of patients who are an deaths where the patientis deaths where the patient was
inpatient and took place in an inpatient but the death no longer in service

the hospital took place away from the
hospital

Accidental death

0

Natural causes 0
Hanging 0
1

0

Suicides
Open
Awaiting verdict

N|O|O|O0|O|O
g1|Oo|O|O|O|O

w|o|o|o|o|Oo

September October November December January February March

Trust-wide the actual number of unexpected deaths is 8 in March 2014; 7 are awaiting confirmation from the coroner and 1 was suicide.

This table has been included into this appendix for comparitive purposes only
Number of unexpected deaths and verdicts from the coroner 2012 / 2013
Number of unexpected Number of unexpected Number of unexpected Number of unexpected
deaths in the community  deaths of patients who are an deaths where the patientis deaths where the patient was
inpatient and took place in an inpatient but the death no longer in service
the hospital took place away from the
hospital

Accidental death 2 0 2
Natural causes 1 0 0 0
Hanging 1 0 0 0
Suicides 13 0 1 4
Open 0 0 3
Awaiting verdict 5 3 4

July August September | October November | December NETIETY February March
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Delayed transfers of care by CCG

CCG March 2014 FYTD

Hartlepool and Stockton 3.63% 0.92%
South Tees 1.98% 3.48%
Darlington 0.00% 0.62%
Durham Dales, Easington and Sedgefield 2.49% 1.14%
North Durham 7.15% 3.48%
Sunderland 0.00% 0.00%
Scarborough and Ryedale 0.08% 4.31%
Hambleton, Richmondshire and Whitby 0.00% 7.07%
Harrogate and Rural 0.00% 1.53%
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Appendix3

Description Comment
. . These waiting times are in relation to patients being referred from external sources (for example GPs).
Percentage of patients , seen in month who have not . . L
1 . N ) They relate to patients seen in the month, and of those, the percentage who were seen within four
waited longer than 4 weeks for a first appointment weeks
Percen_tage of patients , seen in the m_onth, who have These waiting times relate to patients seen in the month, and of those, the percentage who have been
2 [not waited longer than 4 weeks following an internal L i ; i
referral seen within 4 weeks of being referred from another service within the Trust.
. . . This indicator reports the percentage of resolution letters sent within the month, for which we have not
Percentage of complaints satisfactorily resolved by . - o .
3 received a further response from the complainant indicating they were not happy with the response
the Trust -
and wanted further action.
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
4 |Percentage CPA 7 day follow up (adult services onl A . . . .
9 Y P y) 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.
5 Percentage of CPA Patients having a formal review |This indicator relates to the percentage of adults who have been on CPA for more than 12 months
documented within 12 months (adult services only)  |who have had at least one meeting with their Care Co-ordinator in the past 12 months.
Percentage of admissions to Inpatient Services that |An admission has been gate kept by the Crisis Resolution Team if they have assessed the service
6 |had access to Crisis Resolution Home Treatment user before admission and if they were involved in the decision-making process, which resulted in
Teams prior to admission (adult services only) admission.
This indicator measures the median (mid point from a range of data) time, in days, from a patient being
. Lo discharged from an Assessment & Treatment ward to readmission back into an Assessment &
Median number of days from when a patient is L L . p X "
. - N - . Treatment ward. It is intended that this indicator will monitor the effectiveness of the discharge process
7 |discharged as an inpatient to their next admission as . . . . L .
an inpatient as well as the robustness of the community services maintaining patients within the community. A
P higher number of days would suggest that the discharge process was more effective and the
community teams interventions more successful.
Percentage of those patients surveyed that This indicator reports the number of those patients surveyed within the patient experience survey that
8 |expressed they were satisfied with their overall rated their overall experience as good or excellent against the number of patients who submitted a
experience (month behind) response to the overall experience question within the patient experience survey.
Number of clinically inappropri mission . . . .
Ny b? ot clinically inapprop iate admissions This indicator reports the number of clinically inappropriate admissions onto Adult Mental Health
9 [(including transfers) of children ages less than 18 . . . :
Wards, which also include transfers from elsewhere of any child who is less than 18.
onto Adult Mental Health Wards
Delayed transfers of care relates to those patients (other than children) who are medically fit enough to
10 Percentage of non acute patients whose transfer of |be discharged but who remain on the ward as there is no identified package of care/place for them to
care was delayed be discharged to.
This KPI measures the number of unexpected deaths classed as a serious incident per 10,000 open
1 Number of unexpected deaths classed as a serious |cases against the number of unexpected deaths classed as a serious untoward incident (SUI)
incident per 10,000 open cases The total number of open cases on the Paris system is divided by 10,000 to obtain the correct ratio for
this calculation.
This indicator relates to measurable outcomes for adults and reports the percentage of valid entries on
12 |Data completeness: outcomes patient records for employment status, in settled accommodation and if they have had a Health of the
P ’ Nation Outcome Scales (HoNOS) assessment in the last 12 months.
This indicator relates to the completeness of patient records and counts the number of valid entries for
13 [Data completeness: identifiers the following; NHS number, Date of Birth, Postcode, Gender, GP Practice code, Commissioner
Organisation code.
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
14 |Number of 'out of locality' admissions show where patients from each commissioning area should be admitted. This indicator measures the
Y 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."
Percentage of patients (within the scope of PbR)
whose most receqt score (this can be most recent or This indicator is based on the number of affective and psychosis patients within the scope of PbR who
15 |discharge depending on what stage of care they are .
; ) ) ) are on an active caseload
at) is lower than their referral score: affective &
psychosis super class
Percentage of patients (within the scope of PbR)
h most recen re (thi n be most recent or - . . . - .
whose ost rece .t score (this can be most recent o This indicator is based on the number of organic patients within the scope of PbR who are on an active
16 |discharge depending on what stage of care they are
- ; N caseload
at) is lower than their referral score: Organic super
class
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
17 Number of RIDDOR incidents per 100,000 occupied |inpatient bed days date on a month on month basis. The number of RIDDOR incidents. This data is
bed days 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).
Staff employed by the trust must have completed an appraisal with their supervisor, and informed the
18 Percentage of staff in post more than 12 months with |workforce information department
a current appraisal (snapshot) Information is entered onto ESR at least once a month.
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
19 Percentage compliance with mandatory and statutory |Information is entered onto ESR at least once a month.
training (snapshot) 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
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Description

Appendix 2

Comment

This KPI measures the Trust percentage sickness absence rate (monthly in arrears). Results are
20 Percentage of Sickness Absence Rate (Month grouped on a month by month basis and depicted at Cost Centre Level.
behind) 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
N . A This indicator relates to the number of disciplinary investigations that have been completed within 8
Percentage of disciplinary investigations completed - ; B . SR . L
21 | - weeks within the reporting period against the number of disciplinary investigations that were completed
within 8 weeks e - .
within the reporting period.
. This indicator relates to the number of revalidations that are completed for medical staff within the
Percentage of medical staff who have gone through . . . S . o .
22 revalidation reporting period against the number of planned revalidations for medical staff within the reporting
period.
This is a national indicator which monitors cases of first episode psychosis which have been taken on
23 |Number of new Early Intervention Teams (EIP) cases byAdedlcattled Early Inte:rvlennon Teams for treatment and support since 1 April 2009. Pgtlents who are
being monitored for a limited period because they are suspected cases should not be included in this
count.
24 Number of crisis resolution / home treatment This is a national indicator which is based on the number of Crisis Resolution Home Treatment
episodes Episodes within the month
The Improving Access to Psychological Therapies (IAPT) programme aims to improve access to
Access to Psychological Therapies - Adult IAPT: The |evidence based talking therapies in the NHS through an expansion of the psychological therapy
25 |proportion of people that enter treatment against the |workforce and service. This indicator is comprised of the number of people who have entered (i.e.
level of need in the general population received) psychological therapies / the number of people who have depression and or anxiety
disorders.
Recovery Rate - Adult IAPT: The proportion of peaple This indicator is comprised of the number of people who are moving to recovery of those th h_ave
26 . completed treatment / the number of people who have completed treatment who are not at clinical
who complete treatment who are moving to recovery
caseness at treatment commencement.
. . This KPI measures the number of GP referrals into Trust services. This measure counts patient Paris
27 |Number of GP referrals into Trust Services . .
IDs grouped on a month on month basis by referral received date/referral sent date
28 Trust Cluster Price < 95 against the national
publication (where 100 represents the national mean)
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FOR GENERAL RELEASE ITEM

COUNCIL OF GOVERNORS

Date of Meeting: 22 May 2014

Title: Membership Strategy 2014/15

Lead Director:

Report for:

Phil Bellas, Trust Secretary

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 (v)

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 (v)

Yes

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

Not relevant

Ref. KO

Date: 9/5/2014






Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

COUNCIL OF GOVERNORS
Date of Meeting: 22 May 2014

Title: Membership Strategy 2014/15
1. INTRODUCTION & PURPOSE

1.1  To seek approval from the Council of Governors on the proposed Membership
Strategy for 2014/15.

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 Under the Constitution, the Council of Governors has responsibility for the Trust's
Membership Strategy. The development and implementation of the Strategy,
monitoring of the Scorecard and action plan are overseen by the Making the Most of
Membership Committee.

2.3  The proposed Membership Strategy, Scorecard and Action Plan for 2014/15 is
attached as Appendix 1 to this report.

2.4  The Committee is now seeking approval of the Membership Strategy and associated
scorecard and plan 2014/15 by the Council of Governors.

2.6  The Membership Strategy informs the development of the Trust’'s Business Plan.
3. KEY ISSUES:

3.1 In2012 (1/1/12 — 31/12/12) the Trust achieved its membership recruitment target of
500 nett new members. In total 1,026 new public members were recruited with an
overall nett increase of 813.

In 2013/14 the Trust aligned its Membership Strategy and Plan to the financial
reporting year and set a target of 577 nett new members (0.45% of the eligible
population). In total 650 new public members were recruited in an overall nett
increase of 535 (37 member shortfall).

3.2 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.

3.3  Membership levels should be maintained in all other areas.

Ref. KO 2 Date: 9/5/2014
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3.4

4.1

4.2

4.3

4.4

4.5

5.1

6.

Taking the above into consideration, it is therefore proposed to set an objective of
achieving a nett increase of new public members and to maintain the level of staff
membership against those staff members who are eligible.

IMPLICATIONS / RISKS:

Quality: Public Governors, elected by Members, have a responsibility for holding the
Board to account for the quality of services provided by the Trust.

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

Legal and Constitutional: The Membership Strategy supports compliance with the
Foundation Trust’s Licence.

Equality and Diversity: Equality and Diversity implications are addressed by having
a representative membership.

Other Risks: There are no other identified risks.
CONCLUSIONS

The Trust is broadly representative of its eligible population in the following
Constituencies:

e Darlington

Hartlepool

Middlesbrough

Redcar and Cleveland

Stockton on Tees

Priority Targeting of the recruitment of new members during 2013/14 will take place
in the following Constituencies:

e Harrogate and Wetherby

e Hambleton and Richmondshire

e Durham

e Scarborough and Ryedale (where resource allows)

RECOMMENDATIONS

The Council of Governors are asked for their approval on the proposed Membership
Strategy 2014/15 with a target of 7737 public members (250 nett new members from 1/4/14
until 31/1/15)

Phil Bellas
Trust Secretary

Background Papers:

Ref. KO

3 Date: 9/5/2014





Tees, Esk and Wear Valleys NHS'|

NHS Foundation Trust

Membership Strategy
2014 - 2017

Phil Bellas, Trust Secretary

Kathryn Ord, Deputy Trust Secretary,
Head of Member Services

Version: 0.1 |Date Date of Next
Completed: |Review:
9 May 2014






Tees, Esk and Wear Valleys NHS'|
NHS Foundation Trust
.
The Aim of the Strategy

® To outline a coherent and consistent approach to membership recruitment and
engagement that fits within the overall vision of the organisation:

® To be a recognised centre of excellent with high quality staff providing high quality
services that exceed people’s expectations.

® To identify key objectives aligned to this Strategy that support the work of the
Council of Governors and their membership.

® To demonstrate how this Strategy will influence and support the achievement of
all 5 Strategic Goals of the Trust.

® To improve, monitor and evaluate membership
representation and engagement.

® To demonstrate adherence to the Trust’'s own
Constitution and Membership Charter.

® To provide members (public) with a choice of |
iInvolvement to suit their needs. S —
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The Case for Change

® To adhere to the Foundation Trust’s Licence issued by Monitor,
the Regulator of Foundation Trusts in that an active an engaged
public and staff membership is demonstrated.

® To set a broad direction to further embed and recognise the
importance of membership within the operation of the Trust.

® To embrace a culture of openness, honesty and candour.

. T havin a viieithina tatnrmnonnt
1V 1I1AvVCT A VIoOIVIT Lalcliiiclil

: . S ] Becoming a member
which outlines the actions that
of the NHS Foundation Trust

WI I I be take n a'n d m O n Ito rS By signing up as a member, the Trust is better able to listen to the views of loca! peosle.
p ro g reSS ag ai n St th Ose aCtI O n S The Trust now has a greater freedom to provide services that help maks a positive difference to the neads of local people.

The Trust provides specizlist mental hezlth, leaming ¢'sability and substance misuse services predominantly within County

. H . Durham, Darlington, Teesside and North Yorkshire. In addition to this we also provide some specialist services within and
to recruit and maintain an o e e i
- Membershia is open to all public residents in England over the age cf 14 years. Membership is FREE ard you decide how
e n g ag e d a.n d I nfo rm e d mucll' or how ittle you want '.cLae imvolved, whether it is just rE:E ving in\Fcrrratim or stending as a lﬁi-i'lme:T!::‘—h:.}'E
. choice is yours,
membership.
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G &G G
A Vision for the Future

® \We will develop and engage with

our membership by focussing on
qualitative rather than quantative
members.

® By having a more engaged
membership, greater
accountability of the Trust will be
visible by members through the
Governing Body — The Council of
Governors.

=0 [ ]
Hambleton and Richmondshire

°.,’

Scarborough and Ryedale '
Ve o

® To provide openness and .
transparency through the
involvement and engagement of
members. i o o
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G G
Objectives
Objective 1

To ensure that the Trust has a representative membership.

® To ensure that all Public Constituencies of the Trust have a
representative membership based on age, gender, ethnicity and
demography.

® To maintain a register of eligible staff membership aligned to the
appropriate Classes of membership.
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G G G
Objectives
Objective 2

To facilitate member engagement that is effective, timely and
appropriate.

To embrace an emphasis not only on the recruitment of members but to
ensure that the engagement of those members is of equal or higher status.

To provide members with direct contact with their elected Governors, the
Council of Governors and the Board of Directors through a range of
engagement opportunities.

To inform members about the Trust’ s work and future plans through public
engagement events and various communication mediums.

To reduce the stigma associated with mental ill health and learning
disabilities by increasing and engaging with the Trust's membership.

For Governors, through their personal interests and experience to share
the work of the Trust with groups, organisations and their local
communities.
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G G G
Objectives

Objective 3

For the Council of Governors via the membership to contribute to
the effective Governance of the Trust.

The Trust’'s membership will facilitate accountability by the Council of
Governors.

The Council of Governors will be involved in setting the strategic planning
and key quality priorities of the Trust and be consulted on major service
changes.

Staff Governors will seek assurance for and from their members on the
overall direction and performance of the Trust as well as the quality, safety
and provision of services. Alternatively they are able to challenge
decisions on behalf of their members through their work with the Council
of Governors.

Appointed Governors will have a specific role which allows formal
representation from key stakeholders which supports partnership working.
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Scorecard

Membership Objective

Metric Description

To increase the public membership of the Trust by 250 public members (net) by 31 March 2015.

To maintain staff membership levels.

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

To issue the Trust’s magazine ‘Insight’ to every public member at the membership level of an ‘Informed Member’ and above.

To organise and host Celebrating Positive Practice Events throughout the Trust.

To achieve an attendance level of 150 members or more at the Trust’s Annual General/Member meeting.

To seek views of Governors and members on major service changes.

3 forms.

as key

% of level 1 projects where Governors and are s for Itation within project mar

To hold an annual general election for those Governor tenures due to end on 30 June 2015 or appropriate by-election for vacant Governor
positions.

% vacancy rate for Public and Staff Governors on the Council of Governors.

To hold a minimum of 4 Council of Governor meetings per year.

The % of Governors agreeing that the Council of Governors is effective in representing the views of Members (Annual Performance Evaluation)

difference

making a

Lead

Head of Member Services

Head of Member Services

Head of Member Services

Head of Member Services

Head of Member Services

Head of Member Services

Chief Operating Officer

Chief Operating Officer

Head of Member Services

Head of Member Services

Chairman

Council of Governors

Baseline as at 1/4/14

7524

5673

128

Actual 31/3/15

Target end 2014/15 Monitored by

>/=7737 members

>=5673

<138 members

=4 issues

>150

>0

Target baseline to be established during 2014/15

55%

=/>1

<20%

>/=4

=/>55%

together






Tees, Esk and Wear Valleys NHS'|

NHS Foundation Trust

Action Plan

&

Action plan
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FOR GENERAL RELEASE ITEM 7

COUNCIL OF GOVERNORS
Date of Meeting: 22 May 2014

Title: Service Changes Update
Lead Director: Brent Kilmurray
Report for: Information

This report includes/supports the following areas:

STRATEGIC GOALS: v

To provide excellent services working with the individual users of our services and their v
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 v
of its resources for the benefit of our communities

CQC REGISTRATION: Outcomes (v)

Involvement and Information

Respecting & Involving Service Consent to care and treatment

Users

Personalised care, treatment and support

Care and welfare of people who Meeting nutritional needs Co-operating with other
use services providers

Safeguarding and safety

Safeguarding people who use Cleanliness and infection Management of medicines
services from abuse control

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 Complaints
quality of service provision
Notification of death of a person Notification of death or AWOL Notification of other incidents
who uses services of person detained under MHA
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 (v')

Yes No (Details must be Not relevant
provided in Section 4 “risks”)

Ref. BK/IKA 1 Date: May 2014
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COUNCIL OF GOVERNORS
Date of Meeting: 22 May 2014

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 a more comprehensive 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

AMH
The new community rehabilitation service is gearing up to be fully functional in the
next month.

The Recovery College now has a manager. A hub building has been identified in
Durham and a range of community buildings are being assessed to use in each of
the localities.

MHSOP
Contractual negotiations are still under way but it is looking very likely that the acute
hospital liaison and care home liaison schemes will be funded permanently.

The move to two single sex wards at Auckland Park has been completed and is
working well.

LD

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.

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.

Ref. BK/IKA 2 Date: May 2014
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3.2

3.3

CAMHS
The new crisis and self harm service is gearing up to be operational in the north of
Durham with further recruitment allowing this to extend into the south of Durham.

The new crisis service should take away some of the pressures on community
teams who are struggling to keep pace with demand.

Tees

CYPS

Recruitment is taking place and new staff are commencing into post following the
investment last year. This is fortunate because there has been a significant increase
in referrals (40% in a year) and good that unmet need is now being addressed.

Furthermore the CCG have asked us to bid for money this year for the third year of
the investment strategy and to establish a CYP liaison service that would provide
more intensive support to younger people and particularly those who self harm.

LD

Plans for patients who have had their care reviewed following Winterbourne are
progressing and we are pleased that funding has been allocated to enhance our two
community teams so that they will be available 8-8 seven days a week.

There are a group of patients who should move on in the next three months and a
second tranche later.

MHSOP

The dementia detection rates in Tees are improving and we are managing the
workload resulting from this at present, with patients moving through the memory
assessment and treatment service in about three months with diagnosis, medication
prescribed and dosage titrated.

Adult

Although there has been recruitment to consultant posts, not all vacancies have
been filled and this is a concern and a cost.

North Yorkshire

Upgrade works to inpatient facilities in Briary Wing, Harrogate and Mental Health
Unit, Friarage Hospital are complete and all units are back to full operational
capacity.

Street Triage service in partnership with North Yorkshire Police, for Scarborough,
Whitby and Ryedale, commenced on 28 March 2014 and has provided support for
over 90 people to date.

Ref. BK/IKA 3 Date: May 2014
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3.4

The new Adult Mental Health resource centre for Harrogate, Valley View Resource
Centre opened in April 2014 and is now operational. Services provided from there at
present include Harrogate CMHT, Ripon and Rural CMHT, Primary Care Mental
Health Team. Services due to move in over the next month include the Assertive
Outreach Team and Psychology staff.

Work is due to start on site at the Orchards, in Ripon, to develop a new rehabilitation
service to replace the existing Abdale House and to make the service more
accessible to residents of Hambleton and Richmondshire.

The first phase of the capital development at West Lane Hospital has been
completed with the opening of the new Westwood low secure facility for young
people. A video link for a virtual tour of the new facility can be found on the Trust
website. The young people have successfully moved into the new facility.

New investment has been agreed in North Yorkshire for the development of liaison
services linked to the three main acute hospital sites. These services will become
operational over the summer months.

Plans are progressing to undertake some redesign work at Friarage Hospital to
accommodate a local Section 136 facility. It is anticipated the new service will be
operational by October 2014.

Forensic

Forensic Mental Health

Reconfiguration of beds following discussions with NHS England with several ward
moves to provide better clinical and environmental pathways for patients.

A review of service user involvement and the launch of the new Forensic Mental
Health user group ‘Our Views Our News’ with a presentation to EMT on 30™ April
2014 of the first edition of the service user newsletter.

Offender Health

Recruitment for staff to the pilot Liaison & Diversion service in South Tees is well
under way and we are on track to be fully operational by 1% July 2014.

Commissioners have withdrawn the prison tender on the 28" March 2014 due to
technical problems with the process and in the meantime the current contract has
been extended. The pre-qualifying questionnaire is to be reissued on 19" May
2014.

The Primrose and the Psychologically Informed Planned Environment (PIPE)
programmes have been formally transferred to NHS England commissioning from
the Department of Health and the National Offender Management Service.
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4.1

4.2

4.3

4.4

4.5

Forensic Learning Disabilities

The ‘Creating Compassionate Care’ project (culture work) continues with a range of
initiatives, including a new induction programme for all staff.

Also across our inpatient services the Centralised Rostering Project commences in

June as a six month pilot. It is intended that there will be greater efficiency and
flexibility for managers and staff.

IMPLICATIONS / RISKS:

Quality:
None.

Financial:
None.

Legal and Constitutional:
None.

Equality and Diversity:
None.

Other Risks:

None.

CONCLUSIONS

This paper provides a high level summary of some of the key service changes
currently being managed.

RECOMMENDATIONS

That the Council of Governors receive the report and raise any questions they may
have.

Brent Kilmurray
Chief Operating Officer

Ref. BK/IKA 5 Date: May 2014
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MINUTES OF THE COUNCIL OF GOVERNORS MEETING HELD ON 26
FEBRUARY 2014, 2.00 PM AT THE MIDDLESBROUGH TEACHING
AND LEARNING CENTRE

PRESENT:

Jo Turnbull (Chairman)

Cliff Allison (Durham)

Dr Kate Bidwell (CCG representative for Co Durham and Darlington)
Vince Crosby (Durham)

Andrea Darrington (Scarborough and Ryedale)
Hilary Dixon (Harrogate and Wetherby)

Gary Emerson (Stockton on Tees)

Andrew Everett (Durham)

Betty Gibson (Durham)

Chris Gibson (Harrogate and Wetherby)
Catherine Haigh (Middlesbrough)

Simon Hughes (Teesside)

Prof Pali Hungin (Durham University)

Lesley Jeavons (Durham County Council)

Dr Matthew Kiernan (Hambleton and Richmondshire)
Dr John Kelly (North Yorkshire)

Cllr Ray McCall (Stockton on Tees)

Cllr Ann McCoy (Stockton Borough Council)
Keith Marsden (Scarborough and Ryedale)
Jayne Mitchell (Redcar and Cleveland)

Zoe Sherry (Hartlepool)

Sandy Taylor (Harrogate and Wetherby)

Doug Wardle (County Durham and Darlington)
Judith Webster (Scarborough & Ryedale)
Chris Wheeler (Durham)

Vanessa Wildon (Redcar and Cleveland)

Mark Williams (Durham)

Colin Wilkie (Hambleton & Richmondshire)

IN ATTENDANCE:

Phil Bellas (Trust Secretary)

Angela Grant (Membership Administrator)
Marcus Hawthorn (Non Executive Director)
Brent Kilmurray (Chief Operating Officer)
Ulrike Klaerig-Jackson (Team Secretary)

Dr Nick Land (Medical Director)

Colin Martin (Director of Finance)

Barbara Matthews (Non Executive Director)
Kathryn Ord (Deputy Trust Secretary)

John Robinson (Senior Independent Director)
Richard Simpson (Non Executive Director)
Chris Stanbury (Director of Nursing and Governance)
Jim Tucker (Deputy Chairman)
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PUBLIC OBSERVERS:

Ashleigh Allinson (Student Nurse)
Lisa Blowman (Student Nurse)
Samantha Carr (Student Nurse)
Holly Chapman (Student Nurse)
Beth Cormack (Student Nurse)
Nicola Davies (Student Nurse)
Kristina Doy (Student Nurse)
Hannah Hardman (Student Nurse)
Laura Hunter (Student Nurse)

Erin Hutchinson (Student Nurse)
Ashley Morrow (Student Nurse)
Samantha Mortimer (Student Nurse)
Natalie Pillai (Student Nurse)
Hannah Raffell (Student Nurse)

14/01 APOLOGIES

Gill Alexander (Hartlepool Borough Council)
Andrea Goldie (Darlington)

Dennis Haithwaite (Darlington)

Clir Tony Hall (North Yorkshire County Council)
Prof Paul Keane (University of Teesside)

David Lawson (Durham)

Mike Newell (Non Executive Director

Debbie Newton (representative for North Yorkshire Clinical Commissioning Groups)
Jean Rayment (Hartlepool)

Dr Nadja Reissland (Durham)

Douglas Taylor (Non Executive Director)

Lisa Taylor (Forensic)

Ann Tucker (Middlesbrough)

Prof lan Watt (University of York)

Ann Workman (Darlington Borough Council)

14/02 WELCOME
The Chairman welcomed attendees to the meeting and apologies were noted.
14/03 MINUTES OF PREVIOUS MEETING

The Council of Governors considered the minutes from the last public meeting held on
21 November 2013.

Agreed- The minutes of the public meeting held on 21 November 2013 be
approved and signed by the Chairman subject to the following
amendment.

1. Dr Kate Bidwell was a representative of the following Clinical

Commissioning Groups (CCGs), North Durham; Durham Dales
Easington and Sedgefield and Darlington.
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14/04 MATTERS ARISING

1.

Minute 13/67 - Carer Strateqy

Mrs Stanbury informed the Council that work on the Carer Strategy was
underway following the completion of the ‘Rae’ report (minute P/13/40 refers).
The Improving the Experience of Carers Committee would be consulted during
the review.

Action item: Mrs Stanbury

Minute 13/87 - Care Quality Commission (CQC)

In response to a question, Mrs Stanbury confirmed that the Trust was not
included within the first or second wave of inspections under CQC’s new
regime. The CQC were currently focussing on those Trusts who were in
special measures or who were in the process of applying for Foundation Trust
status.

Minute 13/92 — Performance Dashboard
Mr Bellas on behalf of Mrs Pickering provided the following updates:

€) Care Pathways
Data had been interrogated and a report on the cancellation of
appointments by the Trust was to be taken forward under agenda item 6
of the public agenda.

(b) Foxrush House
There had been no negative impact on waiting times for patients in
receipt of services from Foxrush House in Redcar following recent
flooding. Miss Wildon confirmed that she had received this information.

(c) Data Reporting
Data within the performance dashboard now contained numbers
alongside percentages to aid understanding and context.

Mr Emerson advised that patients who had reported missed depot injections
and non return of crisis calls wished to take up their concerns individually.

Minute 13/93 — Task and Finish Group

The next meeting of the Governor Task and Finish Group on Holding the Non
Executives to account for the performance of the Board was scheduled for 18
March 2014.

Minute 13/94 - Committee Update

€) Improving the Experience of Carers
Mr Kilmurray advised that a position was available for a Governor on the
Care Programme Approach (CPA) Steering Group.

(b)  Transport Difficulties
Mr Kilmurray confirmed that the concerns of the Committee had been
raised within the review looking at patient transport.
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(©) Model Lines
Mrs Ord confirmed that a briefing on Model Lines had been held in
December 2013. Further sessions were integrated into the Governor
Development Programme under the Quality Improvement System.

6. Minute 13/95 — Complaints and PALSs service

Mr Wilkie advised that a meeting with the Mental Health Forum Group who
originally raised issues was due to be held in the coming weeks when more
feedback would be gathered.

14/05 DECLARATIONS OF INTEREST
There were no declarations of interest.
14/06 CHAIRMAN’'S REPORT

The Chairman reported on her activities since the last meeting. She had:
(1) Undertaken a number of visits mainly within North Yorkshire including:
e Learning Disability services in Skipton and Brotton village near Whitby.
e A number of services in Scarborough.
e Child and Adolescent Mental Health Services (CAMHS) in Northallerton,
Harrogate and Scarborough.
e Older People’s service in Harrogate.
e Windsor House, Harrogate’s new community base, currently undergoing
refurbishment. The expected completion date was end March 2014.
e Primrose Lodge in Chester-le-Street providing rehabilitation services.

(2) Attended a national meeting in London where the Royal College of Nursing
(RCN) led a discussion on the current thinking on the future use of restraint.
There was talk that the use of prone restraint might be banned. Mrs Stanbury
advised that the clinical point of view was it was unhelpful for additional
restrictions to the choice of clinical interventions to be introduced and that
following risk assessment a range of interventions should be available to staff
to manage situations.

(3) Attended a meeting of Chairmen for North Yorkshire where the provision of the
national training for Governors had been discussed. The majority of Trusts
within North Yorkshire were not utilising the external training provided by
GovernWell due to cost. She confirmed that the Trust was investing money in
training its Governors and was supportive of the continuation of attendance.

It had been suggested that joint regional training was undertaken within the
next six months.
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She advised that resignations had been received from Mr Stuart Johnson, Staff
Governor representing Corporate Services and Mr Gareth Rees, Public Governor
representing Stockton on Tees. Both were due to time constraints and other personal
commitments.

Mr Doug Wardle was retiring from the Trust; he had indicated that he may stand as a
Public Governor in the future. The Council of Governors wished Mr Wardle well in his
retirement.

Mr Douglas Taylor, Non Executive Director and Chairman of the Audit Committee had
tendered his resignation effective from the 28 February 2014. As part of the cost
reduction for the Trust, consideration was being given to reducing the number of Non
Executive Directors by one position in the future, however the Trust would be seeking
re-appointment during the summer for a Non Executive Director with accountancy
experience.

Agreed — That a letter of thanks be sent to Mr Taylor on behalf of the Council of
Governors for his support and work since 2008.
Action item: Chairman

14/07 GOVERNOR QUESTIONS

The Chairman drew attention to a summary of Governor questions that had been
circulated, those not already included within the agenda were:

1. Mr Wheeler, Public Governor Durham had requested:

‘To explain the on call arrangements of the Board of Directors and identify
when it would be appropriate for the Council of Governors to know details and
when this should be utilised.’

In response Mr Martin advised that:

(&) The purpose of the on call arrangement for the Board of Directors was to be a
point of contact for any ‘significant’ issue that could relate to the following
examples:

e Press.
e Bed availability.
e Escalation route following normal management chains.

(b) It was difficult to describe a circumstance when a Governor would need to know
the details of this arrangement.

(c) The Chairman and Non Executive Directors were not aware of the details of the
on call arrangements.

(d) If Governors had concerns about an incident outside of normal working hours
that may have repercussions for the Trust they should ring their nearest
hospital switchboard and request to speak to the manager on call.

(e) Directors generally did access emails outside of normal business hours.
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Mr Marsden reported that:

0] The question had arisen following a member of the Trust contacting him with
concerns about an incident involving a patient and a taxi driver in the Durham
Constituency.

(i) He had emailed key personnel within the Trust as soon as he was aware of the
issue.

(i)  Following consideration, he had wished to ensure that someone was aware of
the detail (concern was that the email would not be accessed until the Monday
morning) which had occurred over a weekend.

(iv) A number of difficulties were encountered in finding the appropriate person to

contact.
Agreed:
1. Mr Barkley noted the concerns of Mr Marsden in contacting an
appropriate manager to escalate the incident.
2. To raise the awareness of manager escalation routes specifically

within West Park Hospital.
Action item: Mr Barkley

1. Mr Emerson, Public Governor Stockton on Tees had requested:

‘Can the Chief Operating Officer confirm how many patients under the age of
18 years had been admitted to Adult Mental Health wards in the current
financial year and in 2012/13? What actions were the Trust taking to address
these issues?’

In response Mr Kilmurray advised that:

(1)  Children under the age of 18 years but not under the age of 16 years had been
admitted into adult wards in the Trust on the following number of occasions:

2011/12 11
2012/13 8
2013 to date 6

(2) In all cases the admittance of an under 18 year old to an adult ward had been
clinically appropriate.

(3) There were no cases of admittance where it was not deemed clinically
appropriate; therefore there was no action for the Trust to take regarding those
admissions.

(4) In determining appropriateness factors such as patient choice, needs of the
patient and future care if a patient was near the age of 18 years were taken into
consideration.

(5) In no cases were admissions due to the unavailability of a bed in a Tier 4
CAMHs service.

Mrs Stanbury advised that a policy was in place for an admission of an under 18 year

old to an adult ward which included identified single sex wards where staff had been
trained in children’s needs such as safeguarding and medication.
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14/08 CANCELLATION OF APPOINTMENTS WITHIN HAMBLETON AND
RICHMONDSHIRE

At the request of Dr Kiernan, Mr Kilmurray presented a report outlining the number of
Trust cancelled appointments across the Trust with a particular emphasis on the
Constituency of Hambleton and Richmondshire. He advised that:

(1) The CCG area of Hambleton and Richmondshire was an outlier for the number
of cancelled appointments.

(2) Team managers were fully aware of the issue and an instruction had been
issued that no appointment should be cancelled unless clearance had been
obtained by the team manager.

(3) Work was being undertaken to determine reasons for cancellations which
would be reported into the Mental Health Forum.

In response to questions the Council of Governors noted that:

(1) The Trust had not considered and agreed what an acceptable number of
appointment cancellations would be.

(2)  The levels within Hambleton and Richmondshire were unacceptable.

(3) The number of cancelled appointments was one of the suggested metrics to
measure patient experience within the Quality Strategy.

Dr Kiernan thanked Mr Kilmurray and Mrs Pickering for their work and requested an
update in 6 months time.
Action item — Mr Kilmurray and Mrs Pickering

14/09 COMPLIANCE ACTIVITY RELATING TO THE CARE QUALITY
COMMISSION (CQC)

Arising from the report Mrs Stanbury advised that:
(1) Three compliance inspections had taken place:
e Bankfields Court
e Thornaby Road
e Children’s Services in Stockton on Tees
All services were found to be compliant.

(2)  The inspection of Thornaby Road resulted in positive feedback around patient
experience, safeguarding, and providing safe and appropriate care.

(3) The inspection of Children’s Services in Stockton on Tees was an interagency
inspection and the work of the think family campaign was recognised.

(4) A strategic engagement meeting had been held with CQC covering the new
inspection regime and structural changes within the CQC.

(5) The Trust had implemented a new mock inspection regime to mirror that of the
CQC.

(6) A number of legal enquiries had been received from the CQC in relation to
anonymous allegations and complaints. This was a relatively new function of
the CQC which encouraged the public to raise issues and concerns with them
direct about services.

(7)  The Trust had declared full compliance against all Essential Standards within
Harrogate, Hambleton and Richmondshire from 26 February 2014. Inspections
were expected to commence in due course.
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In response to questions it was noted that:

(2) The patient electronic record system (PARIS) did prompt information from initial
assessment to pre populate a Common Assessment Framework (CAF), which
was aimed at reducing the reliance on individual decision making.

(2)  The redaction of letters was to protect the personal information of anonymous
allegations / concerns.

Agreed — The Council of Governors received and noted the report submitted to
the Quality Assurance Committee in relation to the Care Quality
Commission.

14/10 NATIONAL PATIENT SURVEY RESULTS ACTION PLAN

Further to minute P/13/36 Mr Kilmurray presented the proposed action plan which had
been developed following the results of the National Community Mental Health Survey
in 2013 including:

(1) The action plan had been developed following a review of survey findings by
individual services and localities.
(2)  Target areas for improvement were around four key themes:
e Building closer relationships.
e Providing safe, high quality and coordinated care.
e Access and waiting domains.
e Better information and more choice.

He confirmed that following presentation to the Board of Directors on 25 February
2014, further work was required on the action plan and a revised version would be
submitted to the Council of Governors at its meeting in May 2014.

Action item: Mr Kilmurray

14/11 UPDATE ON SERVICE CHANGES
Mr Kilmurray reported on the following matters:

(1) FEorensic Services
€) The Trust was in the process of re-tendering for the mental health and
learning disability element of the Offender Health Contract within North
East Prisons following success at Pre Qualification Questionnaire stage.
(2) North Yorkshire
€) Excellent feedback had been received from service users and carers
from the Springwood Unit in Malton which opened in December 2013.
This unit provided care for Dementia patients with complex needs.
(3) Durham
€) Following the receipt of non recurrent funding a new service was being
provided for the CAMHSs service in Durham for self harm.
(4) Middlesbrough
@) Work on the Westwood Unit at West Lane in Middlesbrough was
progressing. An open day was planned in March 2014.
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Arising from questions:

(1) Clir McCoy requested an update on the work of the CAMHS service for self harm
in Durham as work had been undertaken by the Health and Wellbeing Board
which showed a higher than national average figure of self harm in Stockton on
Tees.

Action item: Mr Kilmurray

(2) Dr Land advised that there was an issue when self harm was deliberate and
when it was the result of an iliness, the investment being made into liaison
services was assisting in stigma identification and training staff in other
healthcare services.

14/12 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) Monitor had reinstated a Trust governance rating of ‘green’ following the
investigation undertaken as a result of findings of the CQC at Auckland Park
Hospital in 2013. A copy of the letter from Monitor was circulated.

(2) A number of Governors had participated in a focus group facilitated by Deloittes
LLP as part of the Trust's Governance review.

(3) The Trust was continuing work on completing the requirements of the
governance review action plan.

(2)  The Board of Directors had agreed (on 29 January 2014) the Quarter 3 2013/14
submission to Monitor of:

(@  Afinancial risk rating of ‘4’ in line with plan.

(b) A governance rating of ‘green’.

(c) Confirmation of the ‘continuity of services declaration’” and both
governance statements.

(3)  An exception report was being provided to Monitor as a technicality in that a
Warning Notice had been issued by CQC within the last 12 months.

Agreed — The Council of Governors received and noted the content of the
Monitor Compliance Framework for Quarter 3, 1 October 2013 — 31
December 2013.

14/13 DISCIPLINARY INVESTIGATIONS

At the request of Dr Kelly, Staff Governor representing North Yorkshire. Mr Barkley
presented this report on behalf of Mr Levy in relation to the number of disciplinary
investigations exceeding the 8 week target.

He highlighted:

(1) That 8 weeks was an ambitious target, there were no plans to change the
target.

(2)  The Trust had the lowest number of investigations outstanding for some time
and progress was expected on achievement of targets.
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3) The Executive Management Team (EMT) reviewed the number of disciplinary
investigations and achievement of target each month.

(4) The Board of Directors reviewed the detailed performance of disciplinary
investigations each quarter and information was contained in the performance
dashboard each month.

Arising from the report Dr Kelly raised the following issues:
(2) Was there a Non Executive Director (NED) responsible for this area of work?

Mr Barkley responded indicating that this work was the responsibility of
Executive Directors. No specific NED held this as an area of responsibility.

The Chairman confirmed that collectively the NEDs did regularly challenge the
Board on the performance of this indicator.

The Council of Governors suggested that this matter be considered within the Task
and Finish Group — Holding the Non Executive Directors to Account for the
Performance of the Board.

Action item — ClIr McCoy/Mr Bellas

14/14 FINANCE REPORT

The Council of Governors received the finance report for the period up to 31
December 2013. Mr Martin advised that:

(1) The financial position of the Trust was ahead of plan with a surplus of £2,330k
equivalent to a 1.1% of turnover due to:
(@) aslippage of some projects.
(b)  areduced unitary payment.
offset by
(c) lower than expected IAPT referrals.
(d)  additional flexible staffing.
(e) under occupancy of Forensic beds.
(2)  The CRES position was marginally behind plan
(3)  The continuity of services risk rating for Trust remained at ‘4".

Agreed — The Council of Governors received and noted the Finance update
report as at end of December 2013.

14/15 PERFORMANCE DASHBOARD

The Council of Governors received and noted the Performance Dashboard position as
at end December 2013 with a further paper circulated stating the position as at end
January 2014.

Governors sought clarity on:

(2) Inpatient admissions, whether the re-admission rate of some patients was
taken into account in calculating bed numbers.
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(2)

3)

(4)

(5)

(6)

Mr Barkley advised that inpatient bed numbers were calculated on the Mental
lliness Needs Index (MINI) which took into account the demographic makeup of
the population aggregated per 100k population. This Index did include a range
of factors. This number of beds is based on the overall predicted needs of a
large population, not the predicated needs of individual people.

Which surveys were used to inform indicator 8 — Percentage of those patients
surveyed that expressed that they were satisfied with their overall experience

Mrs Stanbury confirmed that this indicator related to the patient surveys
undertaken by the Trust within wards and community surveys by hand held
electronic devices and some paper based versions.

The number of patients that had entered treatment against the need of the
general population — Indicator 25 — Access to Psychological Therapies, Adult
IAPT.

Mr Martin agreed that the wording could be changed to better reflect and
explain the position. The statement was designed to advise how many people
had entered treatment against the number who were expected to enter
treatment. He advised that the number of referrals and the performance was
still below target.

Action item: Mrs Pickering / Mr Martin
The performance of Indicator 15 — Percentage of patients (within the scope of
PbR) who most recent score is lower than their referral score: affective and
psychosis superclass was stagnant and unchanging. Was there any
comparator to other Trusts?

Mr Martin confirmed that there was no current target for this indicator but
agreed the performance should be higher than at present.

Overall data was comparable to other Trusts, but there were data quality issues
with regard to this Indicator where underscoring of need was taking place
therefore only a small rate of improvement could be measured.

Staff sickness within Indicator 20 — Percentage sickness Absence Rate was
higher than target during November and December 2013.

Mr Martin advised that the overall percentage sickness rate was below target.
The increase was due to infection at this time of year when sickness was
usually higher than average.

Whether Indicator 10 — Percentage of non acute patients whose transfer of care
was delayed included instances of delayed discharges not caused by the Trust.
As this was a healthy position for the Trust, were discussions taking place with
Health and Wellbeing Boards to maintain the performance.

Mr Martin confirmed that this included a wide range of reasons why delayed
discharges occurred. Data quality was regularly checked due to variations of
performance. Mr Barkley advised that the Better Care Fund was designed to
protect those elements of social care.

The Council of Governors requested a breakdown of the individual performance
of Constituencies.
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Action item: Mr Martin / Mrs Pickering

Agreed- The Council of Governors received and noted the Performance
Dashboard report as at end of January 2014.

14/16 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 Carers, Ms Vanessa Wildon, Chairman

The Committee last met on 20 November 2013, no further update was available.

2. Improving the Experience of Service Users, Ms Catherine Haigh,
Chairman, Miss Vanessa Wildon, Vice Chairman

The Committee met on 10 January 2014, items discussed were around:
e Food provision in hospitals.

Deaf awareness.

CQC inspections and involvement of service users.

Provision and availability of Statutory Advocacy support.

Patient experience standards, feedback and reporting.

A review of the Patient Experience and Involvement Strategy.

No specific recommendations were made.

Future work priorities were around:
1. Continuing work on the Patient Experience and Involvement Strategy
review.
Further discussions around Advocacy.
Food contract updates.
Review of the Terms of Reference.
Patient Experience updates.
To receive information on Family and Friends test linked to the Patient
Experience Survey.
7. Recovery with a focus on volunteers and recruitment and selection.
Personal social care budgets linked to Section 117.
Access/Preferences and choice of service users.
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3. Making the Most of Membership Committee, Mr Sandy Taylor, Chairman,
Mrs Betty Gibson, Vice Chairman

The Committee met on 17 February 2014, items discussed were:

Membership Strategies of other Mental Health Foundation Trusts.

The requirement for the Trust to embed membership into activities.

The current status of the membership within the Trust.

Identification of key areas to include in the 2014/15 Membership Strategy
with a priority for recruitment in:
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0 North Yorkshire
0 Durham
0 Rest of England
e Plans for public engagement events and the Annual General/Members
meeting.
e Insight magazine content.

Recommendations put forward:
1. To note the current membership statistics.
2. To recommend the topic of Recovery as the main theme of the Annual
General and Members meeting.

Future work priorities were around:
1. Development of the Membership Strategy for 2014/15 and action plans.
2. Monitoring membership statistics and achievements.
3. Planning and evaluation future engagement events and the Annual
General / Members Meeting.

4. Promoting Social Inclusion and Recovery Committee, Mr Chris Wheeler,
Chairman, Cllr Ann McCoy Vice Chairman

The Committee met on 6 February 2014 and discussed:

e Engaging with Health and Wellbeing Boards.

Better Care Funding and the impact on social care and mental health
services.

Volunteering.

Parental mental health and the impact on children.

The outcome of the Connecting Communities project in Murton.

Progress on the Recovery Project.

Recommendations put forward to:
1. Raise the profile of the Trust engaging with Health and Wellbeing Boards
and where roles fit.

2. Seek clarification on the impact of the Better Care Fund within Local
Authorities on mental health services.
3. Raise the concerns of the Committee in relation to volunteering in terms

of:

I. An indication that there were ‘volunteers’ working within the Trust
that were not known to Volunteering Services and who may not
be ‘screened’. The Committee wished to highlight safeguarding
issues and request immediate action to address/verify this.

il. The number of volunteers ‘on hold’, 43, was seen to be an
unacceptable level.

iii. The apparent lack of willingness of the organisation to take
volunteers on with a particular emphasis on North Yorkshire with
only 3% of registered volunteers compared to 45% in the South
and 52% in the North of the Trust.
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V. The lack of resource available within Volunteering Services and
that investment provided to deliver the strategy on a non recurrent
basis was insufficient.

V. The Committee requested that the issue of volunteers was
included on the risk register for the Recovery project.
4, Request consideration of the importance of delivering the required

CQUIN related safeguarding training to staff timely due to the delayed
start of the project. Acknowledged work would continue but on a much
slower basis.

5. Request that Recovery was considered as the main theme of the Annual
General/Members Meeting for 2014.

Future work priorities were around:

Delivery of the Recovery College and the Recovery project.
Continuation of work around volunteering

Information from Time to Change

Dementia Strategy.

World Mental Health day.

Training provided to Associate Hospital Managers.
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In response to recommendations made the Council of Governors noted that the:

1. Focus of discussions around the use of the Better Care Fund was targeted at
Acute Trusts rather than Mental Health. Nationally the focus on mental health
was to increase the provision of liaison services. Mr Martin confirmed that
there were no discussions underway with regard to the withdrawal of funding
from mental health.

Mr Barkley added that the Trust was proportionally engaged with CCGs with
the exception of one area where a meeting had already been set to discuss.
He agreed to provide an update on this status at the next meeting.

Action item: Mr Barkley

2. Funding for the provision of additional training to support a CQUIN target for the
safeguarding training was time limited to 12 months. All targets for the CQUIN
target had now been met and training was now embedded.

3. Concerns raised around volunteering within the Trust had been taken forward
by the Board. Three audits had resulted in six individuals working as
volunteers that were not registered within the Trust's Volunteer Service.
However, the individuals were volunteers from reputable charitable
organisations and as such had undergone full screening by their own
organisation.

Mr Barkley reiterated that the Trust had a new Volunteer Policy, worded to
recruit more volunteers and this was an important feature in the delivery of the
Recovery project.

Agreed —

1. The Council of Governors received and noted the update on the work
of the four thematic Committees and the current membership of the
Trust.
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2. The topic of Recovery for the Annual General and Members Meeting
for 2014.

14/17 DATE OF NEXT MEETING

The Chairman confirmed that the date of the next meeting would be held on 22 May,
2014 at 6pm at the Middlesbrough Teaching and Learning Centre.

14/18 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 -

@) 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 3.40pm.
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