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AGENDA FOR THE MEETING OF THE BOARD OF DIRECTORS  
TUESDAY 29TH OCTOBER 2019 
VENUE: THE HILTON YORK, 1 TOWER STREET, YORK,  
YO1 9WD 
AT 9.30 A.M.  
 

Apologies for Absence  
 

Standard Items (9.30 am) 
 
Item 1 To approve the public minutes of the special 

meeting held on 17th September 2019 and 
the last ordinary meeting held on 24th 

September 2019. 
 

 Attached 
 

Item 2 Matters Arising.  - 
 

Item 3 Public Board Action Log. 
 

 Attached 
 

Item 4 Declarations of Interest. 
 

 - 

Item 5 Chairman’s Report. Chairman Verbal 
 

Item 6 Chief Executive’s Report. 
 

CM Attached 

Item 7 To consider any issues raised by Governors. Board Verbal 
 

Quality Items (9.50 am)  
 
Item 8 To receive a briefing on key issues in the 

North Yorkshire and York Locality. 
 

Liz Herring 
to attend 

 

Presentation 

Item 9 To consider the report of the Quality 
Assurance Committee. 
 

HG/EM Attached  
 

Item 10 To consider the monthly Nurse Staffing 
Report. 
 

EM Attached 

Item 11  To consider the initial feedback received 
from the CQC from its core service 
inspection undertaken in September and 
October 2019. 
 

EM Attached  
 

Item 12 To receive and note an update report on 
outcome measures. 
 

AK Attached 

Item 13 To receive and note the learning from 
deaths report. 
 

EM Attached 

PUBLIC AGENDA 
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Item 14 To consider the gender pay gap report. DL Attached 

Item 15 To receive and note the annual report on 
Medical Education. 

AK Attached 

Item 16 To consider any matters of urgency 
arising from the meeting of the Mental 
Health Legislation Committee to be held 
on 23rd October 2019. 

PM/EM Verbal 

Performance (11.25 am) 

Item 17 To consider the summary Finance Report as 
at 30th September 2019. 

Wendy 
Griffiths 
(WG) to 
attend 

Attached 

Item 18 To consider the Trust Performance 
Dashboard as at 30th September 2019. 

SP Attached 

Governance (11.40 am) 

Item 19 To receive and note a report on the Trust’s 
position under the NHS Oversight 
Framework. 

PB/SP Attached 

Items for Information (11.50 am) 

Item 20 Policies and Procedures ratified by the 
Executive Management Team. 

CM Attached 

Item 21 To note that the next meeting of the Board of Directors will be held on Tuesday 
26th November 2019 in the Boardroom, West Park Hospital, Darlington at 9.30 
am. 

Confidential Motion (12.00 noon) 

Item 22 The Chairman to move: 

“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. 
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Information relating to any particular applicant for, or recipient or former 
recipient of, any service provided by the Trust. 

Information relating to the financial or business affairs of any particular 
person (other than the Trust). 

Any documents relating to the Trust’s forward plans prepared in 
accordance with paragraph 27 of schedule 7 of the National Health 
Service Act 2006. 

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.

Any advice received or information obtained from legal or financial 
advisers appointed by the Trust or action to be taken in connection with 
that advice or information. 

The meeting will adjourn for a refreshment break 

Miriam Harte 
Chairman 
23rd October 2019

Contact: Phil Bellas, Trust Secretary Tel: 01325 552312/Email: p.bellas@nhs.net 

mailto:p.bellas@nhs.net
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MINUTES OF THE SPECIAL MEETING OF THE BOARD OF DIRECTORS HELD ON 
17TH SEPTEMBER 2019 IN THE BOARDROOM, WEST PARK HOSPITAL, 
DARLINGTON COMMENCING AT 9.30 AM 
 
Present: 
Ms. M. Harte, Chairman 
Mr. C. Martin, Chief Executive 
Dr. H. Griffiths, Deputy Chairman 
Mr. M. Hawthorn, Senior Independent Director 
Prof. P. Hungin, Non-Executive Director 
Mr. D. Jennings, Non-Executive Director 
Mr. P. Murphy, Non-Executive Director 
Mrs. B. Reilly, Non-Executive Director 
Mrs. S. Richardson, Non-Executive Director 
Mrs. R. Hill, Chief Operating Officer 
Dr. A. Khouja, Medical Director 
Mr. P. McGahon, Director of Finance and Information 
Mrs. S. Pickering, Director of Planning, Performance and Communications (non-voting) 
 
In Attendance: 
Mr. G. Robinson, Public Governor for Durham 
Mr. M. Williams, Public Governor for Durham 
Mr. P. Bellas, Trust Secretary 
Mrs. S. Paxton, Head of Communications 
Mrs. K. Ord, Deputy Trust Secretary 
 
The Chairman welcomed Mrs. Reilly and Prof. Hungin to their first formal Board 
meeting. 
 
19/206 APOLOGIES 
 
Apologies for absence were received from Mrs. E. Moody (Director of Nursing and 
Governance and Deputy Chief Executive) and Mr. D. Levy (Director of HR and 
Organisational Development). 
 
19/207 STATEMENT OF COMPLIANCE FOR MEDICAL APPRAISAL 2018-19 
 
Consideration was given to a report which: 
(1) Based on the assurances provided in the Revalidation/Appraisal Annual Report 

(Appendix 1 to the covering report) sought the signing off of the 2018/19 Annual 
Statement of Compliance for Medical Appraisal (Appendix 2 to the covering 
report). 

(2) Highlighted the following quality improvements to be introduced in 2019/20: 
(a) The presentation of an annual report to the Board on the number of 

disciplinary cases/low level concerns, their type and outcome, as well as 
an analysis of the protected characteristics of the doctors.  

(b) To simplify the SARD system for medical appraisal.  

(c) To support appraisers to develop a coaching approach.  

(d) To undertake the peer review of appraisal summaries in July 2019.  
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In response to questions, Dr. Khouja advised that: 
(1) Dr. Whitton was listed in the Revalidation/Appraisal Annual Report as she had 

undertaken her role as an Associate Responsible Officer during the reporting 
period.  Dr. Cornwall had, subsequently, been appointed to the role on her 
retirement. 

(2) The retendering of the SARD contract had been completed and the system 
would continue to be used. 

(3) Whilst the Trust did not have a quality assurance process, at present, for 
reporting the findings of concerns about doctors to the Board, it was intended 
that this would be addressed in 2019/20 as one of the quality improvements. 

 
It was noted that only a few concerns were raised annually and the Trust 
encouraged the recording of them. 

 
Agreed -   
(1) that the 2018-19 Annual Statement of Compliance for Medical Appraisal 

and the Framework of Quality Assurance for Responsible Officers and 
Revalidation (Appendix 2 to the above report) be approved; and 

(2) that the quality improvements for 2019/20, as listed above, be supported. 
Action: Dr. Khouja 

 
19/208 FINANCE REPORT AS AT 31ST AUGUST 2019 
 
The Board received and noted the Finance Report as at 31st August 2019. 
 
The discussions focussed on: 
(1) The CRES position. 
 

The Non-Executive Directors raised the following matters: 
(a) The impact of cost pressures arising from the closure of West Lane 

Hospital as the CRES position was 50% behind the three-year rolling 
target. 

 
It was noted that: 
 The CRES target for 2020/21, at this stage, was £6.6m.  
 A CRES workshop held with clinical services, during the summer, 

had produced more prospective savings than expected and work 
was now being undertaken with the Localities, in terms of their 
implications and potential for delivery, for central review in October 
2019. 

 The financial implications of the closure of West Lane Hospital were 
not yet fully understood and work was continuing on this matter. 
 

(b) Noting that non-recurrent schemes had contributed to the overall “green” 
position on CRES, and had been used in previous years to support the 
achievement of the annual CRES targets, the level of confidence that 
sufficient savings would be made from recurrent schemes to deliver the 
CRES target for 2019/20. 
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Mr. McGahon responded that: 
(a) Recurrent CRES was £400k behind plan due to slippage on schemes 

but it was expected that the position would recover by year-end. 
(b) In addition, some non-recurrent schemes, for example those arising 

from MEA revaluations, would contribute saving each year and were, 
in effect, recurrent.   

(c) Overall, the position on recurrent savings was stronger than in 
previous years and there was confidence that the Trust would 
achieve the full year’s recurrent position on CRES.   

 
(2) Agency expenditure. 
 

In response to questions it was noted that: 
(a) Improvements had been made on reducing agency usage particularly for 

administrative roles; estates functions, where agency usage had been 
eliminated; and for HCAs following significant recruitment activity.   

(b) In terms of agency usage for administrative roles, an “admin bank” was 
being established and a review was being undertaken of the role of ward 
clerks/clinical administrators focussing on issues such as their skills set, the 
sharing of resources and the use of the PARIS system. 

(c) Reducing agency usage for nurses was more challenging; however, there 
had been significant movement on this issue and the forecast was closer to 
target than anticipated. 

(d) The review to seek to understand the reasons for the high use of agency 
workers in the Trust had been completed.  NHSI had also visited the Trust 
on two occasions and the support offered by the regulator had been very 
useful. 

 
The Chairman reminded the Board that it was due to receive an update on 
recruitment and retention. 
 
It was noted that a progress report on this matter was scheduled to be presented 
to the Resources Committee in November 2019 and that the Board was also due 
to receive an update on agency usage. 
 
The Chairman asked for updates on both matters to be presented to the Board 
by its meeting in November 2019 at the latest. 

Action: Mr. Levy 
 

In addition, assurance was sought that there were no direct CQC, quality, legal or 
equality and diversity implications as stated in the report. 
 
Mr. McGahon responded that: 
(1) The view taken in regard to West Lane Hospital was that the Trust should incur 

any necessary costs and there were no financial barriers to this approach. 
(2) The Trust also had a robust quality impact assessment process for CRES 

schemes. 
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19/209 EMERGENCY PREPAREDNESS RESILIENCE AND RESPONSE  
 
On the recommendation of the Audit Committee consideration was given to the Trust’s 
submission to NHS England with regard to compliance with the Core Standards for 
Emergency Preparedness, Resilience and Response. 
 
A report was previously circulated which: 
(1) Provided assurance that the Trust was fully compliant on 52 of the 54 applicable 

standards (Appendix 1 to the report). 
(2) Presented the findings of a “deep dive” self-assessment covering severe weather 

and climate adaptation (Appendix 2 to the report). 
(3) Included a copy of the “Statement of Compliance” based on the position that the 

Trust was substantially compliant with the Core Standards (Appendix 3 to the 
report). 

 
It was noted that the Audit Committee had also raised two issues for further attention: 
(1) The development of a media strategy (Standard 39). 
(2) The contribution that the Trust could make to the provision of support in response 

to mass casualty incidents (Standard 18). 
 
Mr. McGahon advised that a meeting was due to be held later in the week to 
consider how the Trust could undertake this in practice. 

 
Agreed – that the Statement of Compliance as signed by the Director of Finance 
and Information as the Trust’s Accountable Emergency Officer (Appendix 3 to the 
above report) be approved for submission to the Local Health Resilience 
Partnerships and NHS England. 

Action: Mr. McGahon 
 
19/210 ANNUAL REPORT AND ACCOUNTS OF THE CHARITABLE TRUST 

FUNDS 2018/19 
 
On the recommendation of the Audit Committee consideration was given to the Annual 
Report and Accounts of the Charitable Trust Funds 2018/19. 
 
The Board noted that the independent review conducted by Mazars LLP had concluded 
that there were no material issues to be raised with the Board. 
 
In response to questions Mr. McGahon advised that: 
(1) The fund balances were regularly discussed by the Resources Committee. 
(2) It was permissible to carry the present level of funds; however there was a 

requirement from the Charity Commission that they would be used.  The Trust 
had engaged the Smile Foundation on this matter and its advice was being taken 
into account. 

(3) It was recognised that the restricted funds were more difficult to use and the 
potential consolidation of them into general funds was one of the 
recommendations of the Smile Foundation. 
 

It was considered that the development of processes to improve access to the funds 
might provide learning to apply elsewhere. 



 

Ref. PB 5 18
th
 July 2019 

 
Agreed- that the Annual Report and Accounts of the Charitable Trust Funds 
2018/19 be approved and submitted to the Charity Commission. 

Action: Mr. McGahon 
 
19/211 USE OF THE TRUST SEAL 
 
The Board received and noted the report on the use of the Trust Seal in accordance 
with Standing Orders. 
 
19/212 CONFIDENTIAL MOTION 
 

Agreed – 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). 
 

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. 
 

Following the transaction of the confidential business the meeting concluded at 11.25 
am. 
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MINUTES OF THE MEETING OF THE BOARD OF DIRECTORS HELD ON 24TH 

SEPTEMBER 2019 IN THE BOARDROOM, WEST PARK HOSPITAL, DARLINGTON 
COMMENCING AT 9.30 AM 
 
Present: 
Ms. M. Harte, Chairman 
Mr. C. Martin, Chief Executive 
Dr. H. Griffiths, Deputy Chairman 
Prof. P. Hungin, Non-Executive Director 
Mr. D. Jennings, Non-Executive Director 
Mr. P. Murphy, Non-Executive Director 
Mrs. B. Reilly, Non-Executive Director 
Mrs. S. Richardson, Non-Executive Director 
Mrs. R. Hill, Chief Operating Officer 
Mrs. E. Moody, Director of Nursing and Governance 
Mr. P. McGahon, Director of Finance and Information 
Mr. D. Levy, Director of HR and Organisational Development 
 
In Attendance: 
Mr. M. Eltringham, Public Governor for Stockton-on-Tees 
Mrs. G. Restall, Public Governor for Stockton-on-Tees 
Mr. A. Williams, Public Governor for Redcar and Cleveland 
Mrs. J. Lightfoot, Care Quality Commission 
Mr. P. Bellas, Trust Secretary 
Mrs. S. Paxton, Head of Communications 
Ms. S. Theobald, Head of Corporate Performance (representing Mrs. Pickering) 
Dr. K. Passmore, Deputy Medical Director - Designate (representing Dr. Khouja) 
Ms. J. Keenan, Chair of Staff Side 
Mr. G. Lees, RCN Representative/Staff Side 
 
19/219 APOLOGIES 
 
Apologies for absence were received from Mr. M. Hawthorn (Senior Independent 
Director), Dr. A Khouja (Medical Director) and Mrs. S. Pickering (Director of Planning, 
Performance and Communications). 
 
19/220 MINUTES 
 

Agreed – that the minutes of the last meeting held on 18th July 2019 be 
approved as a correct record and signed by the Chairman. 

 
19/221 MATTERS ARISING AND PUBLIC BOARD ACTION LOG 
 
The Board received and noted the Public Board Action Log. 
 
In response to a question, Dr. Passmore advised that, further to minute 19/103 
(30/4/19), work to address the shortage of Second Opinion Approved Doctors (SOADs) 
was continuing but the position remained challenging. 
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Board Members suggested that undertaking the role via the internet or developing a 
regional bank of SOADs might improve their availability. 
 
19/222 DECLARATIONS OF INTEREST 
 
There were no declarations of interest. 
 
19/223 CHAIRMAN’S REPORT 
 
The Chairman reported: 
(1) That, since the last meeting, the Board’s main activities had focussed on West 

Lane Hospital including responding to the regulatory action taken by the CQC; 
supporting staff; providing reassurance to the remainder of the organisation; and 
considering future options for the provision of the services. 
 
Ms. Harte: 
(a) Recognised the tremendous work undertaken and progress made since the 

last CQC inspection. 
(b) Highlighted, in regard to the forthcoming CQC inspection, the importance of 

reminding staff not to be reticent about being proud of their services and 
highlighting areas of good practice. 

(2) On her attendance at the Shadow QuAG meeting in York which had been an 
inspiring event. 

 
The Chairman believed that the Trust should consider expanding these groups 
across all clinical directorates. 

(3) On her attendance at meetings with BAME staff, with three held to date and a 
further one planned. 

 
The Board noted that the meetings had been interesting but the feedback 
provided by the staff had been disappointing. 
 
The Chairman considered that considerable thought needed to be given to how 
the Trust should respond to the issues raised, for example, by ensuring 
appropriate representation on appointments panels. 

 
19/224 CHIEF EXECUTIVE’S REPORT 
 
The Board received and noted the Chief Executive’s Report. 
 
Mr. Martin drew attention to the following matters: 
(1) The update provided on West Lane Hospital. 
 

The Board noted that: 
(a) The Hospital had now closed following the transfer of the last patient. 
(b) NHS England (NHSE) had commenced the commissioning of an 

independent investigation and was engaging with stakeholders, including 
families and staff, in preparing its terms of reference. 

(c) The Trust was working through the staff transfers and temporary moves 
from the Hospital. 
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(d) Steps had commenced on establishing a programme team which would 
report regularly to the Board on all elements relevant to the position at the 
Hospital. 

(2) The receipt of a letter from Baroness Harding, Chair of NHS Improvement 
(NHSI), on learning lessons to improve people practices which included the 
outcomes of a recently completed piece of work, undertaken in response to a 
very tragic event at a London NHS Trust in 2016, together with national guidance 
relating to the management and oversight of local investigation and disciplinary 
procedures. 
 
It was noted that a detailed report on how local policy compared to the national 
guidance and the next steps to be taken by the Trust would be presented to the 
Resources Committee at its meeting in November 2019. 

Action: Mr. Levy 
(3) New guidance for Boards on Freedom to Speak Up which had been published by 

the National Freedom to Speak Up Guardian’s Office and NHS Improvement. 
 

It was noted that time would be dedicated at a forthcoming Board Seminar to 
consider the guidance and complete a further self-review to help identify the 
Trust’s present position and any improvements needed.  

(4) Further to minute 19/189 (18/7/19), the award of the Trust’s second star in the 
National Triangle of Care Membership Scheme. 

(5) The commencement of the rectification works at Roseberry Park on 13th 
September 2019 following the appointment of Interserve Construction Ltd as the 
preferred contractor. 

 
It was noted that the first phase of the rectification works was planned to be 
completed, for Blocks 5 and 10, in May/June 2020 with the construction of Block 
16 (the decant block) due to be finished by September/October 2020. 

(6) The Trust’s success, in partnership with Spectrum CIC and Humankind, in the 
tendering process for the provision of healthcare services to the seven North 
East prisons. 

(7) The publication of the new NHS Oversight Framework by NHS England and NHS 
Improvement on 23rd August 2019. 

(8) The seven teams and individuals shortlisted in the Royal College of Psychiatry 
Awards 2019. 

 
19/225 GOVERNOR ISSUES 
 
It was noted that many Board Members had attended the last meeting of the Council of 
Governors, held during the previous week, and there were no further issues, raised by 
Governors, to be brought to the Board’s attention. 
 
19/226 REPORT OF THE QUALITY ASSURANCE COMMITTEE 
 
The Board received and noted the report of the Quality Assurance Committee (QuAC) 
including: 
(1) The confirmed minutes of its meeting held on 4th July 2019 (Annex 1 to the 

report). 
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(2) The key issues considered by the Committee at its meeting held on 5th 
September 2019. 

 
Dr Griffiths, the Chairman of the Committee, and Mrs. Moody drew attention to the 
following matters: 
(1) The extraordinary meeting of the Committee held on 29th August 2019 to discuss 

the issues at West Lane Hospital in detail. 
 

It was noted that, in the main, the thoughts and recommendations of the 
Committee, from this meeting, had been discussed at the special Board meeting 
held on 17th September 2019. 

(2) The significant improvements made to the Patient Experience Reports to the 
Committee which were now provided in a new format and included SPC charts. 

(3) The draft strategy on sexual safety which had been tabled at the meeting of the 
Patient Safety Group and was due, following consultation, to be presented to the 
Committee at its meeting on 3rd October 2019. 

(4) The Quality Account priorities identified by the Committee as follows: 
(a) Reducing the number of preventable deaths.  

(b) Feeling safe on the wards.  

(c) Continuing to improve CYP to AMH transition.  

(d) Continuing the development of personalised care planning (dialog 
system).  

 
It was noted that: 
(a) Feedback from the stakeholder event in July 2019 had been taken into 

account in developing the above priorities. 
(b) The priorities were due to be further discussed at the Board Business 

Planning Event to be held on 1st and 2nd October 2019. 
 

The focus of the discussions was on the position on Elm and Maple Wards at West Park 
Hospital as both were mentioned for a number of issues across a range of reports 
considered by the Committee. 
 
In addition: 
(1) The Chairman reported that both wards had featured in her discussions with 

BAME staff in regard to leadership and management, fairness and appropriate 
treatment. 

(2) The Non-Executive Directors also highlighted that Elm Ward was mentioned on a 
number of occasions in the Safe Staffing Report (see minute 19/227). 

 
Mrs. Moody advised that: 
(1) Both wards featured in the report on the Intensive Team Support initiative 

(minute 19/C/248 refers).   
(2) The position on the wards had been discussed recently by the Executive 

Management Team (EMT) as they were not achieving the expected levels of 
improvement.  It had been agreed for further scoping work to be undertaken on 
the areas of concern with a report due to be provided to the EMT in October 
2019.    
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In response to questions, it was noted that there was an expectation from the 
EMT that any actions arising from the further scoping work would be undertaken 
with some urgency. 

(3) In view of concerns about bed occupancy and turnover, the EMT had also 
agreed to reduce the number of beds on Elm Ward from 20 to 18 in order to 
stabilise the position and feedback, in response to this, had been positive. 

 
From her recent visit and her conversation with the Ward Manager, Mrs. Reilly 
considered that, whilst acknowledging the challenges faced, the quality of the services 
provided on Elm Ward had been quite impressive. 
 
In addition, Board Members sought clarity on the following matters: 
(1) The action taken, following discussions on failings around communication and 

transition between a crisis team and EIP by Directors Panels, to seek to reinforce 
processes and to prompt compliance with policy. 

 
It was noted that: 
(a) The services had been reminded about the need for teams to work 

together to ensure patients did not fall between them. 
(b) An update from the services, in response to the issues raised, would be 

provided to the patient safety team and reported to the Committee. 
 

(2) The position on physical interventions and restraint which was double the target 
rate and increasing. 

 
Mrs Moody advised that: 
(a) An update on the position on physical interventions and restraint was due 

to considered at a Board Seminar.   
(b) The red ratings on the metrics might reflect improved reporting. 
(c) The metrics also covered all types of restraint and there had been 

progress in some areas on reducing the use of prone restraint. 
(d) When the force reduction project had been established, physical 

interventions had usually been used in response to incidents of violence 
and aggression.  This had changed, with the focus now on preventing self-
harm, personal care in MHSOP and feeding in CAMH Services, and 
needed to be better understood. 

 
(3) The “dip-sampling” of safeguarding concerns, not escalated to the Local 

Authority, to look for any themes. 
 

Mrs. Moody explained that: 
(a) A number of cases were to be reviewed following some concerns raised 

about the application of safeguarding processes in a case involving a 
patient on Maple Ward. 

(b) A meeting had been held with the local authority to discuss the threshold 
for reporting safeguarding concerns and, following this, training would take 
place as reinforcement. 

(c) The case on Maple Ward had also been discussed with the CQC at a 
recent engagement meeting. 
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The need to ensure the presentation of high quality information to the Committee, 
recognising the improvements made through the use of SPC charts, was also raised. 
 
Dr. Griffiths advised that: 
(1) Improvements had been made to reporting but further work was required. 
(2) Unfortunately, discussions on this matter, which had been due to take place in 

August 2019, had been overtaken by events at West Lane. 
 
19/227 NURSE STAFFING REPORT 
 
The Board received and noted the exception report on nurse staffing for August 2019 as 
required to meet the commitments of “Hard Truths”, the Government’s response to the 
Public Inquiry into Mid Staffordshire NHS Foundation Trust (the “Francis Review”). 
 
The report included an assurance statement that the Trust was meeting its 
requirements for safe staffing within the current legislative framework. 
 
Board Members: 
(1) Raised concerns about, and sought clarity on, the significant increase in missed 

breaks which appeared to be particularly attributable to day shifts. 
 

On this matter: 
(a) Mrs. Moody explained that the reasons for the increase were not fully 

understood and needed to be reviewed; however, as breaks not being 
taken tended to be due to holidays and activity levels, the August holiday 
period and holidays not being level loaded in the rosters might have had an 
impact. 

(b) It was noted that the position at Bankfields Court, which had the highest 
number of missed breaks for the period, was due to acuity following the 
transfer of a patient who exhibited challenging behaviour. 

 
(2) Sought further information on the statement that “It has been identified that there 

is little spare capacity in the nursing establishments as they have been planned 
for maximum efficiency” in the light of recent events and the ongoing 
establishment reviews. 

 
In response Mrs. Moody provided the following update: 
(a) The process for the establishment reviews of both inpatient and, for the 

first time, community services had been developed through a series of 
kaizen events. 

(b) Previously the Trust had used the Hurst Tool but this had been replaced 
by the Mental Health Optimum Staffing Tool (MHOST) which was more 
attuned to meet the needs of specific mental health services. 

(c) The programme manager for safe staffing, who was a member of the 
national safe staffing faculty, had also invited Prof. Hurst to visit the Trust 
to discuss the development of a community tool focussed on acuity and 
dependency and to work with services on the professional judgement 
approach. 

(d) The data from the establishment reviews would be considered within the 
Trust’s governance framework and was due to be reported to the Board at 
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its meeting in February 2020 in time for discussion ahead of the next 
financial year. 

 
(3) Sought an update on the merger of Meadowfields and Acomb Garth. 
 

It was noted that: 
(a) The merger, which had happened a couple of weeks previously, had gone 

well and there were no issues with bed capacity, etc. 
(b) A team awayday had been held to address teething problems and to 

discuss changes required ahead of the move to Foss Park. 
(c) As previously reported, the position on the ward was being monitored 

using the metrics developed for the zonal observation pilots. 
 
(4) Questioned how the Trust could improve the level loading of holidays. 
 

Mrs. Moody considered that the position continued to be frustrating and that the 
skills and use of the e-rostering system by managers and clinicians remained 
variable.  To address this, capacity had been increased in the safe staffing team 
with the appointment of a senior nurse to oversee rostering. 

 
In addition Mr. Levy highlighted that from, 1st October 2019, the in-house procurement 
of agency staff would be introduced.  It was hoped that this approach would improve the 
relationship with wards, and the quality of supply, and support the reduction of agency 
usage over time.  
 
In response to a question, assurance was provided that the in-house approach would 
be based on the same process, and subject to the same performance metrics, as in 
place with the previous external provider. 
 
19/228 ANNUAL REPORT ON PATIENT SAFETY 
 
The Board received and noted the Annual Report on Patient Safety. 
 
Board Members welcomed the extensive range of the data provided in the report. 
 
The following matters were raised: 
(1) In regard to serious incidents, concerns about: 

(a) Further information being awaited, at year end, on the confirmed 
method/cause of death in 56 cases. 

(b) The age profile of the service users involved in serious incidents becoming 
younger. 

 
Mrs. Moody explained that: 
(a) The increase in the number of deaths, which had doubled over the last 

three years, had been discussed by the Quality Assurance Committee.   
(b) There were a number of reasons for the change including a broader criteria 

being applied to the reporting and investigation of deaths, for example, if a 
service user had contacted the crisis or liaison services, but had not been 
taken on for treatment, their death, unlike previously, would now be 
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investigated.  There had also been an increase in the number of people 
accessing those services. 

(c) The Trust was also more aware of high risk groups, for example people 
charged with historical sexual offences.   

 
Although considering the explanation to be plausible, the Non-Executive 
Directors asked for a further analysis, or benchmarking information, to be 
provided for, amongst other matters, assurance that other factors which had 
contributed to the increase in the number of deaths was not being missed. 
 
In response it was noted that, with the recent appointment of a Director of Public 
Health, the Trust now had access to the skills and experience needed to provide 
the information requested.   

Action: Dr. Khouja 
 
(2) How information on serious incidents was reflected back to staff so they were 

aware of risk. 
 

Mrs Moody advised that: 
(a) As highlighted in Appendix 4 to the document, incidental findings identified 

during investigations were collated into themes and shared with each 
Locality, via LMGB meetings, with the intention that they were then 
cascaded to wards and teams for review and discussion. 

(b) The information was also broken down Trustwide, by Specialty and by 
Locality, by the patient safety team so that themes could be examined and 
linked into key pieces of work e.g. findings relating to engagement with 
families and carers would be used, as part of work on the Triangle of Care, 
to support carers awareness training.   

 
(3) As the increase in male suicides for ages 45 to 54 years for the Trust was 

following the national trend shown in the 2018 National Confidential Enquiry data, 
whether there was clarity, at a national level, on the reasons for the pattern. 

 
It was noted that there were a number of risk factors including males being less 
open about their feelings and more reticent about seeking support.  The 
incidence of suicide in the specific age group also reflected issues of deprivation 
and life events such as divorce, separation from children, unemployment, etc. 

 
It was considered that work was required to the safety summary in the care plan 
to clearly identify potential triggers. 
 
Concerns were raised that, it was apparent through reports provided to Directors’ 
Panels, that demographic information and static risks were not always taking in 
account by clinicians in risk assessments. 
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(4) The emphasis on training, as part of learning, and the potential lack of a second 
line of defence if it was not effective. 

 
(5) Whether the Board gave the correct balance of attention to community services 

compared to inpatient services given the number of serious incidents in the 
community.   

 
It was suggested that the Board might wish to reflect on this matter at the 
forthcoming business planning event. 

 
(6) The need for further understanding on how SPC charts were constructed 

particularly as they could be used to frame the Trust’s risk appetite. 
 

It was noted that NHS Improvement would be providing training for Board 
Members at the Seminar to be held on 12th November 2019. 

 
(7) Whether, given the increase in incidents, there were sufficient resources to 

ensure that processes could provide accurate and timely information. 
 
Mrs. Moody advised that: 
(a) The introduction of the central approvals team had significantly improved 

the timeliness of reporting.   
(b) At present the average time from reporting to final approval was 

approximately 8 days.   
(c) Although this level of performance was, generally, good, sickness absence 

in the team and the complexity of cases had had an impact. 
(d) A review of performance over the last six months would be undertaken to 

inform the target time taking into account the resources in the team and the 
number of incidents. 

 
(8) The time taken to identify learning from an incident. 
 

It was noted that: 
(a) Immediate learning would be identified in the 72 hour report. 
(b) Weekly reports on serious incidents were also provided to the EMT. 
(c) The overall target was to complete an investigation within 60 days. 

 
(9) Whether the number of cases to which the Duty of Candour was applied was felt 

to be at an appropriate level. 
 

Mrs. Moody considered that the Duty of Candour was applied appropriately 
taking into account the levels of root causes and contributory factors, which 
caused harm, identified through serious incident investigations.  However, over 
and above its formal duty, the Trust also ensured that services made contact with 
families to apologise for any serious incident. 

 
(10) The issues identified by Directors’ Panels about misunderstanding of the rules of 

disclosure of personal information (confidentiality) and the hope that this issue 
would be addressed in learning and training. 
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(11) The benefits of the report in counteracting views that the Trust was a low reporter 
of serious incidents. 

 
The Board noted that: 
(a) The report was shared with Commissioners. 
(b) The Trust believed it had higher levels of reporting and undertook more 

investigations than for comparable services in other providers. 
(c) Work was being undertaken in the Cumbria, North East, Yorkshire and 

Humber regions to introduce a standardised approach to reporting. 
 
19/229 WAITING TIMES 
 
Further to minute 18/339 (18/12/18) the Board received and noted a report on the 
position against the waiting times indicators. 
 
The Non-Executive Directors sought clarity on the definition of a “unique referral” and 
the reason for the approach.  
 
Mrs. Hill explained that people could be referred to a service in a number of ways e.g. 
by their GP, by crisis services, etc.  The purpose of identifying unique referrals was to 
look at individual cases and how they were managed to gain a better understanding of 
the position.  Work was being undertaken, through the Right Care Right Place 
Programme to understand the reasons for multiple referrals, as they could increase 
work, and to make the system easier to navigate. 
 
The following matters were discussed: 
(1) The arrangements in place, in the community, to safeguard patients who were 

waiting. 
 

Mrs. Hill advised that the Single Points of Access (SPAs) provided the ability to 
assess and triage patients, based on risk, and to offer support, advice and 
signposting to them during waits; however, it was recognised that this approach 
could create problems, in the future, as the patients would not always receive the 
level of care they required until treatment commenced. 

 
(2) The work undertaken with Commissioners to address waiting times. 
 

Assurance was provided that the Trust continued to work in partnership with 
Commissioners including to reduce referrals; prioritise services; and to access 
investment.   

 
In response to a question Mrs. Hill advised that different approaches, such as 
whole pathway commissioning (recently agreed for CAMHS), would be helpful in 
supporting overall service requirements rather than focussing on limited 
investments. 

 
(3) The variation in waiting times between Localities and the approach being taken 

to tackling it. 
 



 

Ref. PB 11 24
th
 September 2019 

Mrs. Hill advised that there was an appreciation of the reasons for variation and 
the tools developed for the PPCS programme (e.g. electronic diaries) had had a 
significant impact on addressing waiting times; however, it was recognised that a 
more sophisticated approach to understanding capacity and demand was 
required and work towards this was ongoing. 

 
(4) The significant increase in demand for children’s services provided by local 

authorities and the impact of this on CAMHS. 
 

It was noted that: 
(a) Demand for the Trust’s services mirrored the national picture. 
(b) In response to the challenges, the Trust did not seek to respond to all 

demand itself but to commission others to help provide additional capacity 
e.g. the roll out of Kooth.  

 
Mr. Martin reported that the Trust remained in the top five trusts in the country for 
CAMHS referrals per head of population and this was partly due to the lack of 
alternative early intervention services.   
 
It was noted that this issue was being looked into by the ICP and others but the 
ability to put in place the required levels of investment was limited.   

 
19/230 ANNUAL REPORT ON DIRECTORS’ VISITS 
 
The Board received and noted the annual progress report on actions arising from 
Directors’ visits undertaken during the period June 2018 to May 2019. 
 
Reports on each of the visits undertaken during the period had been provided on the 
Diligent system for information. 
 
The key issues raised during the discussions were on whether staff found the visits to 
be helpful and whether processes were in place to provide feedback to teams following 
visits. 
 
It was noted that: 
(1) There was anecdotal feedback that staff appreciated the visits.  
(2) It was usual practice for Directors to share their draft feedback reports with the 

ward/team manager and then for the actions to be put in place to close off the 
material issues identified.   

 
Board Members considered that it would be beneficial to improve feedback using 
a “you said/we did” approach. 
 
Mr. Martin suggested that the “EMT roundup” could provide a suitable method for 
this. 

 
19/231 MENTAL HEALTH LEGISLATION COMMITTEE 
 
The Board received and noted the report of the Mental Health Legislation Committee 
(MHLC) including: 
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(1) The confirmed minutes of its meeting held on 24th April 2019 (Annex 1 to the 
report). 

(2) The key issues considered by the Committee at its meeting held on 24th July 
2019. 

 
Mr. Murphy, the Chairman designate of the Committee, drew attention to: 
(1) The discussions on the use of Section 136 of the MHA. 
 

The Board noted that changes arising from the Policing and Crime Act 2017, e.g. 
to reduce the maximum period of detention under s136 from up to 72 to up to 24 
hours and to restrict the use of police stations as a place of safety, had been 
expected to be challenging.   
 
However, the Committee had received good assurance that, in the previous 
quarter, only 11 detentions under Section 136, out of 165, had lasted for more 
than 12 hours and there had been no instances of police stations being used as 
a place of safety. 

(2) The new escalation process for ensuring information was provided to detained 
patients under Section 132 of the MHA which appeared to be working well. 

(3) The new Liberty Protection Safeguards, which had replaced the Deprivation of 
Liberty Safeguards, had received Royal Assent in May 2019. 

 
He suggested that, as they represented a significant change, it would be 
beneficial to hold a Board seminar on the new Safeguards. 

 
Mr. Murphy also considered that, over the next year, it was important for the Committee 
to focus on the ethnicity of those patients detained under the MHA and to gain 
assurance that there was nothing untoward in regard to this matter. 
 
Mr. Levy confirmed that work on this issue was ongoing. 
 
In addition: 
(1) Clarity was sought on the meaning of “seclusion”. 

 
In response it was noted that seclusion was the enforced segregation of 
someone in an area i.e. a seclusion room. 
 

(2) The Non-Executive Directors sought further understanding of the work being 
undertaken on medical reviews for seclusion. 

 
It was noted that checks on a sample of 10 patients had found that formulation, 
audits and medical reviews were not always carried out in a timely manner and 
Dr. Khouja was undertaking some work on these matters at Roseberry Park. 
 
The Non-Executive Directors asked to be informed of the timescale for this work. 

Action: Dr. Khouja 
 

(3) The Chairman reported on her recent visit to the Crisis Assessment Suite at 
Roseberry Park. 
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Board Members noted that, although the service was very busy, it appeared to 
work well and to be highly regarded by the Police.   
 
The Chairman also advised that her visit had included the acute wards at 
Roseberry Park where, with bed occupancy at 100%, the environment was 
extremely challenging. 

 
19/232 MEMORANDUM OF UNDERSTANDING FOR THE NORTH EAST AND 

NORTH CUMBRIA INTEGRATED CARE SYSTEM 
 
Consideration was given to the latest draft version of the Memorandum of 
Understanding (MOU) for the North East and North Cumbria Integrated Care System.  
 
The Chairman reported on the ongoing work being undertaken by a group of Trust 
Chairmen on the governance arrangements of the ICS and the update recently received 
on this matter from Mr. Neil Mundy who had been instrumental in preparing the MoU. 
 
The Board received assurance that the wishes of the Trust Chairmen, for the approach 
not to introduce another structural layer in the NHS, had been heeded. 
 
The Chairman gave her full support to the recommendation to approve the MOU. 
 
In response to questions, Mr. Martin advised that: 
(1) Engagement with the local authorities in the ICS was being strengthened.   
(2) At a local level, through the ICP, there was good engagement with them in 

County Durham and the approach was developing in Teesside.   
(3) Previously, engagement had been through the Directors of Social Services but 

this was now being extended to include the Chief Executives and Leaders of the 
local authorities. 

(4) Although there had been a lot of engagement through partners, the development 
of the public and patient voice in the ICS was still being worked through and 
there were significant opportunities to take this forward through the separate 
workstream on mental health and learning disability services.   

(5) To date the focus of the ICS had been on optimising resources and discussions 
had not ventured into quality; however, this would now be a matter of greater 
emphasis.   
 
Agreed – that the latest draft version of the Memorandum of Understanding for 
the North East and North Cumbria Integrated Care System be approved. 

Action: Mr. Martin 
 
19/233 PERFORMANCE DASHBOARD AS AT 31ST AUGUST 2019 
 
The Board received and noted the Performance Dashboard Report as at 31st August 
2019. 
 
The focus of discussions was on the detailed analysis of performance regarding KPI 14 
(“Percentage of Patients Re-admitted to Assessment and Treatment Wards within 30 
Days”), as set out in Annex D to the report, which had been provided in accordance with 
minute 19/164 (25/6/19). 
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Dr. Griffiths, whilst welcoming the information provided, considered that the key issue 
was not the appropriateness of admissions but of discharges as the level of re-
admissions could suggest that patients were being discharged without adequate 
community arrangements being in place.  In particular he highlighted: 
(a) The high rate of readmission of patients with a diagnosis of psychosis (37%) as 

re-admissions could have a detrimental effect, in the longer term, on their mental 
health.   

(b) The statement in the report that, “key themes … were highlighted within crisis 
intervention post discharge and the CMHT” (in the 28.74% of cases where a 
reflection or learning point was identified) which suggested that there were 
potential issues. 

 
In response Mrs. Moody advised that discussions were being held on seeking the 
patients’ perspective on re-admissions and this work could provide an indication of 
benefits or harm arising from them. 
 
The Non-Executive Directors asked that the views of families and carers on the impact 
of re-admissions should be included in the work. 
 
It was also noted that information provided in the report had been collated specifically 
for the Board and it would be beneficial, in the context of the Right Care Right Place 
Programme, to ensure discharges, support and reviews of individual patients were 
discussed with the specialty development groups.  
 
In addition: 
(1) The Non-Executive Directors highlighted the significant increase in the 

percentage of serious incidents found to have had a root cause or contributory 
finding (KPI 5), since June 2019, and asked for a breakdown (by finding) to be 
provided to the Board. 

Action: Mrs. Moody 
(2) It was noted that further work was required on the vacancy rate (KPI 15) as the 

data in the report did not correlate with that from the vacancy census and could 
provide a false positive position. 

 
It was noted that there were issues about the definition of a “vacancy” which 
needed to be addressed. 
 

19/234 STRATEGIC DIRECTION PERFORMANCE REPORT 
 
Consideration was given to the Strategic Direction Performance Report for Quarter 1, 
2019/20 including proposals: 
(1) To increase the trajectory of the sickness absence rate within the Workforce 

Strategy Scorecard from 4.40% to 4.50% (and for the amendment of subsequent 
years in line with the increase) to provide consistency with the target for KPI 9 in 
the Strategic Direction Scorecard. 

 
The Chairman considered that: 
(a) The rate should be standardised at 4.40% based on the Workforce 

Strategy Scorecard. 
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(b) There would be benefits from expressing sickness absence in terms of lost 
days, shifts, etc. 

 
(2) To replace the present KPI 21 in regard to all Trust clinicians to have access to 

their key service/team/ patient information in near to real time. 
 

In response to a question, it was noted that the six key pieces of information, 
listed in the report, were in addition to the patient record. 

 
(3) To make changes to the Trust Business Plan (as set out in Appendix 1 to the 

covering report).  
 

Agreed-  
(1) that the target for KPI 9 be 4.40%; 
(2) that KPI 21 be amended as follows: 

“All clinicians to have access to the following six pieces of information in near 
to real-time:  
• Datix Incidents  
• Datix Risks  
• Datix Complaints  
• Clinical Caseload  
• Clinical Huddle Dashboard  
• Bed Management View;” and 

(3) that the changes to the Business Plan, as set out in Appendix 1 to the 
above report, be approved. 

Action: Mrs. Pickering 
 
19/235 BOARD COMMITTEE ARRANGEMENTS 
 
Further to minute 18/218 (19/7/19) consideration was given to a report on the annual 
review of the Board’s committee arrangements. 
 

Agreed -  
(1) that the Commercial Oversight Committee be disestablished on 30th 

September 2019; 
(2) that the amendments to the terms of reference of the Audit and Risk 

Committee, the Nomination and Remuneration Committee and the 
Resources Committee (as set out in Annexes 1, 3 and 5 respectively to 
the above report) be approved to come into effect on 1st October 2019; 

(3) that a separate Workforce Committee be not established and the 
proposed review of workforce reporting to the Resource Committee, 
together with improvements to agenda management, be supported; and  

(4) that any proposed changes to the terms of reference of the Quality 
Assurance Committee, arising from ongoing discussions, be presented to 
the Board in due course. 

Action: Mr. Bellas 
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19/236 NON-EXECUTIVE DIRECTORS - COMMITTEE AND SERIOUS 
INCIDENT PANEL MEMBERSHIP 

 
Agreed – that, with effect from 1st October 2019, the Non-Executive Directors be 
appointed as the Chairmen and Members of the Board’s Committees and to 
Serious Incident Panels as set out in the schedule attached as Annex 1 to these 
minutes. 

Action: Mr. Bellas 
 
19/237 BOARD BUSINESS CYCLE 2020 
 
Consideration was given to the Board Business Cycle for 2020 comprising the calendar 
of Board meetings, seminars and those of the Board’s Committees (Annex 1 to the 
report) and an indicative schedule of the business to be transacted at each Board 
meeting (Annex 2 to the report). 
 
The Board noted that, since the preparation of the list included in the report, strategic 
communications and the methodology underpinning the Yale Smoking in Pregnancy 
Proclamation had also been suggested as potential topics for Board seminars.  
Additional topics had also been identified at the meeting (see minutes 19/224, 19/226 
and 19/231). 
 
In view of limited capacity within the overall programme, it was agreed that the 
Chairman and Trust Secretary should review and prioritise the list of topics to be 
considered at Board seminars during the year. 

Action: Chairman/Mr. Bellas 
 

Agreed – that the Board Business Cycle 2020 be approved. 
Action: Mr. Bellas 

 
19/238 REGISTER OF INTERESTS OF THE BOARD OF DIRECTORS 
 
The Board received and noted the revised Register of Interests of the Board of 
Directors. 
 
At the meeting Mr. Jennings updated his interests to include the following positions:  
Member of the Board and Audit Committee Chairman of the Bernicia Housing Group; 
Independent Appointed Member of Northumbria University’s Audit Committee; and 
Chair of the Audit One Consortium. 
 
It was noted that the updated Register of Interests, as amended, would be published on 
the Trust’s website. 
 
19/239 POLICIES AND PROCEDURES RATIFIED BY THE EXECUTIVE 

MANAGEMENT TEAM 
 
The Board received and noted the report on the Executive Management Team’s 
ratification of policies and procedures. 
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19/240 DATE OF NEXT MEETING 
 
It was noted that the next ordinary meeting of the Board of Directors was due to be held 
at 9.30 am on 29th October 2019 in the Hilton York, 1 Tower Street , York, YO1 9WD. 
 
19/241 CONFIDENTIAL MOTION 
 

Agreed – 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. 
 
Information relating to any particular applicant for, or recipient or former recipient 
of, any service provided by the Trust. 
 
Information relating to the financial or business affairs of any particular person 
(other than the Trust). 
 
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. 
 

Any advice received or information obtained from legal or financial advisers 
appointed by the Trust or action to be taken in connection with that advice or 
information. 
 

Following the transaction of the confidential business the meeting concluded at 1.15 
pm. 



 

 

Annex 1  
 

Non-Executive Director Committee and SUI Panel Membership from 1st October 2019 
 

 

 
 

Audit 
Committee 

Resources 
Committee 

Mental Health 
Legislation 
Committee 

Quality 
Assurance 
Committee 

SUI Panel 

Maximum Number of Non-
Executive Director seats 
(excluding Chair of the 
Committee and Ex Officio 
Members) 

3 2 2 3 - 

Miriam Harte  
Ex Officio 
Member 

Ex Officio 
Member 

Ex Officio 
Member 

Ex Officio Member 

Dr. Hugh Griffiths    Chair  

Marcus Hawthorn  Chair    

Prof. Pali Hungin      

David Jennings Chair     

Paul Murphy   Chair   

Shirley Richardson      

Bev Reilly      

 
 
(Note: All Non-Executive Directors are members of the Board Nomination and Remuneration Committee) 
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ITEM NO. 3
FOR GENERAL RELEASE 

BOARD OF DIRECTORS 

DATE: 29th October 2019 

TITLE: Board Action Log 

REPORT OF: Phil Bellas, Trust Secretary 
REPORT FOR: Information/Assurance 

This report supports the achievement of the following Strategic Goals: 
To provide excellent services working with the individual users of our services 
and their families to promote recovery and wellbeing 

 

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 the communities we serve 

 

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

 

Executive Summary: 

This report allows the Board to track progress on agreed actions. 

Recommendations: 

The Board is asked to receive and note this report. 



RAG Ratings:
Action completed/Approval of documentation

Action due/Matter due for consideration at the meeting.

Action outstanding but no timescale set by the Board.

Action outstanding and the timescale set by the Board having 
passed.
Action superseded

Date for completion of action not yet reached

   Minute No. Action Owner(s) Timescale Status
20/12/2016 16/312 EM Apr 17 Completed

26/03/2019 19/66

The response from the DWP to the letter highlighting concerns 
about the impact of benefit cuts on some vulnerable service 
users to be provided to Governors via the Governor Briefing AK -

Timing dependent on 
the receipt of the 

response from the 
DWP

30/04/2019 19/103
The shortage of SOADs and its impact on operational services 
to be included in the corporate risk register RH Sept-19 Completed

25/06/2019 19/165
The opportunities for Board Members to engage with service 
users and carers to be mapped CM

Oct-19
Nov-19

18/07/2019 19/185

Discussions on AHPs and their future role in delivering care to 
be included in a future nurse staffing report or as part of an 
update on the Right Staffing Programme to a Board Seminar

EM
Jan-20

(six monthly Nurse 
Staffing Report)

17/09/2019 19/207

To note:
- Approval of the 2018-19 Annual Statement of Compliance for 
Medical Appraisal
- Support for the quality improvements for 2019/20

AK - To note

17/09/2019 19/208

Update reports on the Recruitment and Retention Action Plan 
(following review by the Resources Committee) and Agency 
Usage to be provided to the Board

DL Nov-19

Board of Directors Action Log
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   Minute No. Action Owner(s) Timescale Status

17/09/2019 19/209

To note approval of the Statement of Compliance on 
Emergency Preparedness Resilience and Response for 
submission to the Local Health Resilience Partnerships and 
NHS England.

PM - To note

17/09/2019 19/210

To note approval of the Annual Report and Accounts of the 
Charitable Trust Funds 2018/19 for submission to the Charity 
Commission.

PM - To note

24/09/2019 19/224

A detailed report on how local policy compares to the national 
guidance on learning lessons to improve people practices and 
next steps to be presented to the Resources Committee.

DL
Jan-20
Nov-19

24/09/2019 19/228

A further analysis, or benchmarking information, to be 
presented to the Board to provide assurance on the Trust's 
awareness of the factors which have contributed to the 
increase in the number of deaths over the last three years 

AK -

It has been suggested 
that the issue should be 

included as part of a 
broader briefing to a 

Board Seminar from the 
new Director of Public 

Health

24/09/2019 19/231

Information to be provided to Board Members on the timescale 
for the completion of work on medical reviews for seclusion

AK Oct-19

24/09/2019 19/232

To note approval of the latest draft version of the Memorandum 
of Understanding for the North East and North Cumbria 
Integrated Care System CM - To note

24/09/2019 19/233

Information on serious incidents broken down by finding (root 
causes/contributory factors) to be provided to the Board. EM Nov-19

24/09/2019 19/234

In regard to the Strategic Direction Performance Report, to 
note approval of:
- the target for the sickness absence rate (KPI 9) at 4.4%
- the recommended change to KPI 21 in the Strategic Direction 
Scorecard
- the proposed changes to the Business Plan

SP - To note
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   Minute No. Action Owner(s) Timescale Status

24/09/2019 19/235

To note approval: 
- to disestablish the Commercial Oversight Committee on 30th 
September 2019;
- of the proposed amendments to the terms of reference of the 
Audit and Risk, Nomination and Remuneration and Resources 
Committees to come into effect on 1st October 2019

PB - To note

24/09/2019 19/235

To note the appointment of Non-Executive Directors as the 
Chairmen and Members of the Board’s Committees and 
Serious Incident Panels from 1 October 2019 PB - To note

24/09/2019 19/236
To note approval of the Board Business Cycle 2020

PB - To note

24/09/2019 19/236
The proposed list of topics for Board seminars to be held in 
2020 to be reviewed and prioritised Chairman/PB Nov-19
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 ITEM NO 6 
PUBLIC 

 
BOARD OF DIRECTORS 

 

DATE: Tuesday 29 October 2019  
TITLE: Chief Executive’s Report 
REPORT OF: Colin Martin, Chief Executive 

REPORT FOR: Information 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

 
 
A briefing to the Board of important topical issues that are of concern to the Chief 
Executive. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendations: 

 
To receive and note the contents of this report. 
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MEETING OF: Board of Directors 

DATE: Tuesday 29 October 2019 

TITLE: Chief Executive’s Report 

 
1. Brexit 

 
The Trust continues with its planning for Brexit based upon the scenario that the UK 
will leave the EU on 31 October 2019.  The Trust’s Brexit Group held an internal 
meeting on 3 October 2019 to review the current risk assessment and contingency 
plans.  There were no significant changes to current plans and another internal 
meeting is being held on 23 October.  The Trust attended the Regional Brexit 
Workshop on 14 October 2019 but no changes to current contingency plans are 
required from this meeting. T he daily Sitrep reporting process started on 21 
October.  The Trust’s website includes the latest available information provided by 
NHS England and the Department of Health and Social Care.  
 

2. Clinical Commissioning Groups Mergers 
 
It has been recently announced that with effect from 1 April 2020: 
 

 A single NHS Tees Valley CCG will be created, replacing NHS Darlington CCG, 
NHS Hartlepool and Stockton on Tees CCG and NHS South Tees CCG. 

 

 NHS County Durham CCG will also replace NHS Durham Dales, Easington and 
Sedgefield CCG and NHS North Durham CCG. 

 
The two neighbouring CCGs will work closely together under a joint leadership team 
which has been in place since October 2018.  Dr Neil O’Brien will remain as the 
single Accountable Officer, supported by two Chief Officers (Nicola Bailey focusing 
on Tees Valley and Stewart Findlay focusing on County Durham). 
 

3. Sexual Health in Inpatient Units 
 
In September 2018, the CQC issued a themed report on sexual safety on mental 
health in-patient units. Together with patient experience reports that service users on 
our wards do not always feel safe, a Trust-wide strategic approach to addressing this 
important issues was felt essential.  As a consequence, Dr Ahmad Khouja, Medical 
Director, commenced a piece of work to improve the experience of sexual safety in 
in-patient settings.  This is being managed through the Patient Safety Group, with a 
updated reported being received at QUAC on 3 October 2019. The agreed 
objectives are:  
 

1. Ensure Board ownership and visibility of the issue 
2. Raise awareness of sexual safety amongst staff and patients    
3. Identify best practice nationally 
4. Co-produce guidance and interventions 
5. Ensure safe ward environments   
6. Have effective monitoring of incidents in place 
7. Ensure effective learning 



 
 

Ref.   3 Date: October 2019 

 
Dr Khouja will continue to be the Board sponsor and Lead Executive.  A staff briefing 
and ward posters for patients have been created.  An annual thematic review of 
incidents will be produced by the Patient Safety Group.  It is also noted that as part 
of the Strategy, Bedale ward (mixed sex PICU, RPH) was accepted to be part of a 
national collaborative on sexual safety. 
 

4. New Clinical Director for Research and Development 
We have appointed Professor David Ekers as the new clinical director for Research 
and Development.  He will be taking over from Professor Joe Reilly from 1st 
November and will be our first Nurse in this role.  I would like to place on record my 
thanks to Joe for his leadership of the Trust’s R&D Department which has developed 
from very humble beginnings to its current position of being a dynamic and forward 
thinking hub of mental health research.  
 

5. National Freedom to Speak Up Guardian  
We recently received national recognition for our work to support staff to speak up 
about issues affecting patient care. We were one of ten NHS trusts in the UK to be 
highlighted in a new report monitoring speaking up culture in the NHS for their 
positive practice. The report, known as the freedom to speak up index, has been 
compiled by the National Guardians Office (NGO), an independent, non-statutory 
body sponsored by the Care Quality Commission (CQC), NHS England and NHS 
Improvement. 
 

6. GMC trainee survey 
Junior doctors have placed the Trust among the top five organisations in the UK for 
medical education for the third consecutive year.  The annual General Medical 
Council (GMC) trainee survey, which collects feedback from junior doctors across 
Great Britain, ranked TEWV as the fourth best NHS Trust in the UK.  The survey, 
which monitors and reports on the quality of postgraduate medical education,  
provides a valuable insight into the training and learning experiences delivered by 
organisations and demonstrates how well NHS Trusts support newly qualified 
doctors and those in training. 
 

7. External awards recognition  
The new NHS England Chief Nursing Officer Awards were announced at the Chief 
Nurse Summit earlier this year. A silver badge aims to recognise individuals who 
have excelled, celebrating performance of those who have gone above and beyond 
the expectations of the role. Margaret Kitching, regional Chief Nurse awarded the 
prestigious Silver Chief Nursing Officer Award to John Savage, Head of Nursing 
Durham and Darlington at the Trusts Annual Nursing Conference on the 3rd October 
2019. 
 
 
 
 
 
Colin Martin 
Chief Executive 



 

 

 

  

ITEM NO 9        
FOR GENERAL RELEASE 

 

BOARD OF DIRECTORS 
 

DATE: Thursday 29 October 2019 
TITLE: Assurance report of the Quality Assurance Committee 
REPORT OF: Dr Hugh Griffiths, Chairman, Quality Assurance Committee 

REPORT FOR: Assurance  

This report supports the achievement of the following Strategic Goals:  
To provide excellent services working with the individual users of our 
services and their families to promote recovery and wellbeing 

 

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 the communities we serve 

 

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

 

Executive Summary: 
 

The purpose of this report is to update the Board of Directors on any current areas of concern in 
relation to quality and to provide assurance and exceptions on the systems and processes in place. 
Assurance statement pertaining to the QuAC formal meeting held on 05 September 2019  
 
The Quality Assurance Committee has consistently reviewed all relevant Trust quality related 
processes, in line with the Committee’s Terms of Reference. 
Key matters considered by the Committee were: 

 The top concerns for Tees and Forensic Services  

 Compliance with CQC  

 Patient Safety 

 Safeguarding & Public Protection 

 Drug & Therapeutics 

Recommendations: 
That the Board of Directors:  

 Receive and note the report of the Quality Assurance Committee from its meeting held on 
03 October 2019. 

 Note the unconfirmed minutes of the formal meeting held on 05 September 2019 (Annex 1) 
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1.  INTRODUCTION & PURPOSE 

 The purpose of this report is to advise the Board of Directors of any concerns and exceptions, 
together with levels of assurance in meeting the CQC fundamental high quality questions. 

2.  BACKGROUND INFORMATION AND CONTEXT 

 This report makes reference to the regular assurance and exception reports from the working 
groups of the Quality Assurance Committee, the localities and compliance with the Care Quality 
Commission regulatory standards. 

3. KEY ISSUES 

3.1      Tees Services 

The Committee discussed the Tees LMGB report. 
 

The key concerns highlighted were: 

 The closure of West Lane Hospital and the impact this will have on CYPs community and 
crisis teams and the ability to sustain referrals into the Trust.  This is being worked though by 
the locality leads. 

 The continued high levels of bed occupancy within adult mental health services, which is 
being discussed with Commissioners.  

 The viability and sustainability of other independent hospitals in the region for people with a 
learning disability since this will impact accommodating TEWV patients. 

 24 serious incidents reported in adult mental health, 15 of which were patient deaths. 
The Committee sought assurance on how the locality would be responding to these serious 
incidents and the Director of Operations advised that a thematic review will be undertaken 
with results presented to the Executive Management Team on 30 October 2019.  

 The locality reported using the trans e slide within Tier 4 CYPS on one occasion and AMH 
had used soft cuffs and belts on one occasion.  Tear proof clothing was used on four 
occasions across AMH and CYPS over the reporting period. 

 Resuscitation bags were checked daily in line with policy, with the exception of 13 across 
four wards.  The locality provided assurance that processes have been strengthened to 
ensure further checks are not missed. 

 
In addition to discussing the report, the Committee challenged assurances around safe staffing, 
medication errors and the well-being of staff that were moved from West Lane Hospital to other 
localities and wards across the Trust. 
 

3.2 Forensic Services  
 
 The Committee discussed the Forensic Services report: 
 
 The key concerns highlighted were: 

 

MEETING OF: Board of Directors 

DATE: Thursday 29 October 2019 

TITLE: Assurance report of the Quality Assurance Committee 
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 Staffing – with ongoing challenges around nurse staffing impacting on consistency of care, 
continuity and potentially patient experience.  There are some particular staffing pressures 
within Kestrel Kite ward and an action plan has been put into place, which would be 
monitored closely. 

 Roseberry Park environmental work.  Plans were in place to minimise disruption and 
respond to any issues that might arise.   

 Patient experience – a qualitative piece of work has been completed following issues 
highlighted around patients being treated with respect and dignity by staff.  An action plan 
had been put in place to address the findings and two further band seven staff have been 
recruited to support clinical leadership. 

 The locality reported seven uses of soft restraint devices and 31 uses of tear proof clothing 
over the reporting period. 

 
In addition to discussing the report, the Committee sought assurance around cancelled patient leave 
and requested some benchmarking with other large sites. 
 

3.3  Compliance with CQC Requirements 
 

The Committee received a verbal update on compliance with CQC registration requirements due to 
the CQC inspections that were currently underway to core services across the Trust.  A written 
report will be provided to the November QuAC meeting. 

 
 3.4 Patient Safety Group   
 

The Committee received the assurance report of the Patient Safety Group. 
 
 The key matters for Board members to note are: 

 There has been a drop in the performance of the 60 day KPI to 42% which relates to the 
increasing volume of SIs and a backlog due to staff sickness and this will continue for the 
medium term future.  A 12 month fixed term secondment and any appropriately skilled 
displaced staff would be pursued to help make an improvement. 

 A report was received with regard to level 3 incidents in Tier 4 services (April - June 2019). 
The services were now suspended and it was agreed that the Committee would receive an 
update report on this for the 07 November 2019 meeting.  
Assurance was provided to the Committee that there will be some improvement to the 
reporting of self-harm on the positive and safe dashboard in the future, which will include all 
levels of self-harm, rather than only level 3. 

 A draft strategy has been produced on sexual safety on inpatient wards, which will go out for 
wider consultation. The Trust has also joined a national collaborative on the matter and one 
of the mixed sex wards, Bedale, will be contributing to this piece of work. 

 
3.5 Drug & Therapeutics  
  

The Committee received a bi-monthly report from the Drug & Therapeutics Committee covering 
updates around improved systems and reducing waste, prescribing governance, medicines safety 
and information. 

 
The key matters for the Board to be aware of are:  

 A new Medication Safety Series document will be drafted, following agreement at the Safe 
Medication Practice Group to support best practice on the safe transfer of Depot prescribing 
from inpatient to community teams.  
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 Assurance was provided that there is a robust infrastructure in place prior to discharge for 
patients receiving long acting Olanzapine injection. 

  
3.6  Safeguarding and Public Protection 
  

The Committee received an exception report for safeguarding. 
 
The Board is to note there are no concerns and assurance was provided in the report that the Trust 
is compliant with the safeguarding regulations as set out in Working Together (2018) and the Care 
Act (2014). 
 

4  IMPLICATIONS 
 
5 Quality 

One of the key objectives within the QuAC terms of reference is to provide assurance to the Board 
of Directors that the organisation is discharging its duty of quality in compliance with section 18 of 
the Health Act 1999.  This is evidenced by the quality assurance and exception reports provided, 
with key priorities for development and actions around any risks clearly defined.   

 
6 CONCLUSIONS 

The Quality Assurance Committee considered the corporate assurance and performance reports 
during the meeting.  
 

7 RECOMMENDATIONS 
 

That the Board of Directors is asked to: 
(i) Note the issues raised at the Quality Assurance Committee meeting on 03 October 2019. 
(ii) Note the unconfirmed formal minutes of the meeting held on 05 September 2019. 
 
 
 
 

Dr Hugh Griffiths 
Chairman of Quality Assurance Committee 
29 October 2019     
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NOTES OF THE FORMAL MEETING OF THE QUALITY ASSURANCE 
COMMITTEE, HELD ON 05 SEPTEMBER 2019, IN THE BOARDROOM, WEST 
PARK HOSPITAL, DARLINGTON AT 2.00PM 
 

Present:  
Ms Miriam Harte, Chairman of the Trust 
Dr Hugh Griffiths, Chairman of the Committee  
Mrs Shirley Richardson, Non-Executive Director  
Dr Ahmad Khouja, Medical Director 
Mrs Jennifer Illingworth, Director of Quality Governance 
Mrs Ruth Hill, Chief Operating Officer 
Mrs Elizabeth Moody, Director of Nursing & Governance 
 
In attendance:  
Ms Donna Oliver, Deputy Trust Secretary (Corporate) 
Dr Steve Wright, Deputy Medical Director 
Mrs Bev Reilly, Non-Executive Director 
Mrs Naomi Lonergan, Director of Operations 
Miss Laura Kirkbride, Planning & Business Development Manager 
Mr Anthony Davison, Head of Nursing, NY& York 
Mrs Delia Hopkins, Community Nurse for LD in Scarborough 
Mrs Emma Haimes, Head of Data Quality & Patient Experience, Nursing and Governance 
Mrs Ann Marshall, Deputy Director of Nursing 
Sharon Pickering, Director of Planning, Performance & Communications 
 
19/112  APOLOGIES FOR ABSENCE  
  
Apologies for absence were received from, Mrs Karen Agar, Associate Director of Nursing and Mr Colin 
Martin, Chief Executive  
 

 19/113  MINUTES OF THE PREVIOUS MEETING  
 

The minutes of the meeting held on 04 July 2019 were accepted as a true recording of the discussion and 
signed by the Chairman. 
 
The Chairman noted that in light of events at West Lane Hospital the Quality Assurance Committee held an 
Extraordinary meeting on 29 August 2019 to discuss the position and future actions. 
 
19/114  ACTION LOG 
  
The Committee received and noted the QuAC action log. 
 
Arising from the report: 
18/166 Patient Safety Group Report: benchmarking with other Trusts who provide nasogastric 

feeding and other interventions. 
 This item was deferred to the 07 November 2019 QuAC meeting. 
 
18/170 Report on automated defibrillators had been previously deferred to the July 2019 QuAC 

meeting. 
 The Director of Nursing and Governance noted that the requirements for patients in terms of 

emergency resuscitation were in place, this next step was around an enhanced community 
response. This item was deferred to November 2019 QuAC. 
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 19/04 Discuss the possibility of correlating the longer view of acuity on wards linked to patients 
feeling safe. 

 Mrs Illingworth confirmed that discussions had taken place with IT around whether there 
could be a link between acuity and feeling safe on the wards, however this would be more 
difficult than thought.   Some targeted work on AMH wards had taken place in order to try to 
get some quality narrative about how patients were feeling and this work would continue and 
be reported in the future PEG reports 

Completed   
 
19/30 A review of audits rated red and amber at the March 2019 position to identify any 

trends/seek assurance why audits had not been compliant. 
 This item was deferred to the 05 December 2019 QuAC meeting.  
 
19/115  NORTH YORKSHIRE AND YORK SERVICES LMGB REPORT   

The Committee received and noted the North Yorkshire and York Services LMGB Report. 

Arising from the report it was highlighted that the top concerns to note were: 
 

(1) Waiting times, impacting on services across NY and York, with the most significant waits in the 
memory assessment service, secondary waits in IAPT and for autism services. 

(2) This was linked to issues such as the capacity in nursing and medical posts across community and 
inpatient teams where vacancies, maternity leave, sickness, referrals rates and caseloads was 
impacting on productivity. 

(3) Service changes with the final agreement to close the rehab and recovery inpatient unit, the planned 
merger of the two organic wards and the engagement plan for Harrogate in partnership with the CCG. 
It was noted that there had been some support from Organisational Development to manage the team 
dynamics following the merger of teams on Oakrise, together with daily lean management processes 
in place and a service manager supporting the ward manager. 

 
It was noted that there would be a report going to the Board of Directors at its meeting to be held on 
24 September 2019, on the matter of teams requiring support. 

(4) Recruitment  
 
Following discussion it was noted that: 
 

(1) The risk register for North Yorkshire and York services was currently being coordinated, however 
this would also be dependent on a Datix fix.  The risk register would be considered in more detail at 
the September 2019 LMGB meeting. 

(2) A lead psychiatry role was being established in CAMHS, similar to Teesside that would support the 
Clinical Director to ensure medical management requirements were being met. 
Dr Khouja noted his full support of this role and that a paper was currently being written with a view 
to arranging the finances. 

(3) Ongoing recruitment plans for inpatient wards included over-establishment and at interview stage 
any other suitable applicants would also be considered.  Other ideas for making recruitment more 
attractive included social media avenues. 

(4) It had been disappointing that NHS England had cancelled the visit to York to discuss autism waiting 
times. This would be pursued. The current waiting times around autism services for a new referral 
was currently 52 weeks for the full ASD assessment. 
 

19/116 COMPLIANCE WITH CQC REGISTRATION REQUIREMENTS 
 
The Committee received and noted an update report on Compliance with CQC Registration Requirements. 
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The following key matters were highlighted from the report: 

 
(1) Following the CQC enforcement action on the Trust around issues at West Lane Hospital and the 

notice to close the IP services the Trust had been focussing on minimising the impact on the 
patients and families involved and had been working closely with NHS England and other partners 
to ensure the effective and safe transition for patients to alternative services.  
On this matter it was noted that there were five young remaining individuals currently moving 
towards discharge and transfers with the latest date planned for 16 September 2019.  
Mrs Moody advised that some of the concerns around observation and policy compliance raised by 
the CQC had led to the development of proformas for enhanced compliance on these matters and 
these would be rolled out across the Trust.  Care rounds had been built into the Trust observational 
policy to ensure it complied with NICE guidance, which stated the minimum level of observation 
should be every sixty minutes.  

  
 In addition it was highlighted that all inpatient services across the Trust would be visited to check for 
any similar issues that needed to be rectified. 

(2) The Quality Assurance Committee had held a confidential extraordinary meeting on 29 August 2019 
to discuss the issues at West Lane Hospital in detail where all Non-Executive Directors had been 
invited to attend.   

(3) There would be a CQC inspection of core services commencing on 23 September 2019 for two 
weeks. There would be a Well-Led inspection taking place on the 5th and 6th of November 2019 and 
preparations were being made for this with Trust staff. 

 
Non-Executive Directors raised issues picked up by the CQC following the MHA Inspection on 6 June 2019 
and sought assurance as to how actions would be undertaken to ensure issues would not escalate. 
 
The Medical Director advised that assurance was now being provided through the live audits that were 
being undertaken on the ward. 
 
19/117 PATIENT SAFETY GROUP REPORT  
 
The Committee received and noted the Patient Safety Group Report and the Quarterly Quality Report for 
the period 1 April to 30 June 2019. 
 
The key matters highlighted from the report were: 
 

(1) Two items had been discussed from Director Panels involving CAMHS and EIP services not 
adhering to agreed standard operating processes when delivering care.  There had been failings 
around communication and transition between the crisis team and EIP.    
 
Assurance was provided to the Committee that all those involved had been sent communication to 
reinforce processes. 
 

(2) The Patient Safety Group had developed a risk register on any patient safety issues considered to 
be a risk to the organisation where assurance wasn’t strong or clear.  This would be known as the 
“issues log”.  The role of the Patient Safety Group as a sub Committee to QuAC would be to provide 
assurance around any potential risks to patient safety. 
 
Non-Executive Directors queried incidents on the issues log that correlated with staffing levels and it 
was noted that this data was presented in the monthly safe staffing report and that twice a year a 
piece of work was undertaken to look at any correlation between safe staffing and complaints. 
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(3) From the data quality report the Group had discussed concerns around the number of level 3 self-
harm incidents.  Elm Ward was currently the biggest outlier in terms of self-harm and it had been 
agreed that some work would be undertaken to look at teams on both Elm and Maple Ward, 
together with any support that might be needed in terms of cultural and leadership issues.  

(4) Teesside are outliers in relation to restraint which is not reducing however includes the Tier 4 
CAMHS data which explains the majority of the incidents for the locality. 

(5) A draft strategy on sexual safety was tabled for discussion. It was agreed that some further work 
was required and that it would be brought back to QuAC at the October 2019 meeting. 

 
The following matters were raised in discussion: 
 

(1) Members welcomed the SPC charts for the presentation of the information, which made for easier 
reading and understanding of the data. 

(2) Work was being undertaken to look at factors around patient deaths in LD inpatients including   any 
deaths of patients with a diagnosed learning disability in the last 12 months, or if there have not 
been any in 12 months, the last time such a death occurred?  Also the numbers of those deaths 
where duty of candour had been applied and any that had resulted in family/carer complaints, 
highlighting any that had subsequently gone to the PHSO (complaints where a death had occurred, 
not just complaints in general). 

(3) Assurance was sought that there would be an investigation into the upward spike in the physical 
interventions up to June 2019 for Teesside. 
It was confirmed that the Tees locality had set out a number of actions to address this. 

 
(4) The level of self-harm incidents on Elm had been reported as significantly higher than other areas. 

The  Director of Nursing and Governance stated that this had been discussed recently at EMT and 
was something that would be looked into in more detail with consideration of leadership and the 
culture of the ward and a report would be brought back to QuAC in November 2019.  

Action: Mrs E Moody 
 

(5) Physical intervention incidents for CYPS for inpatients were reported between April and June 2019 
as being an outlier which was typical for these services. 
Mrs Moody suggested that it might be useful to do a deep dive of the repeated instances of physical 
interventions for one individual, in order to look at safety and whether there were any lessons to be 
learned.  
Mrs Moody undertook to bring something back to QuAC on this to the 03 October 2019 meeting. 
 

(6) Confirmation that the information contained in the Patient Safety Group quality report was shared 
with Commissioners along with some specific details for individual Commissioners. 

(7) It was highlighted that there was an error on page 3 of the report under key issues: i. Decision 
making and involving young patients where it was written “young person aged 17 years old who was 
discharged from the service after a call from his mother, who was also his GP ”and this should be 
amended.  

 
19/118 INFECTION, PREVENTION AND CONTROL REPORT   
 
The Committee received and noted the Infection, Prevention and Control Report. 
 
Mrs Moody drew attention to the following: 

(1) A new Head of Infection, Prevention and Control had been appointed, who had previously worked at 
NTW Foundation Trust.  One of the first things planned for implementation would be for the IP&C 
team to wear uniforms when visiting the wards.  
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(2) There were no significant exceptions to note from the reporting period of quarter one, apart from 
fails by Elm and Esk wards around validation audits.  There were 20 outstanding actions due to be 
completed for Elm Ward and three for Esk and the IPC Committee would be monitoring progress. 

  
Following discussion it was noted that the data for West Lane Hospital needed to be moved into the 
Teesside section of the report rather than North Yorkshire where it currently sat in the report. 
Mrs Moody undertook to take that back to the Group. 

Action: Mrs E Moody 
 

 19/119  SAFEGUARDING AND PUBLIC PROTECTION EXCEPTION REPORT 
 

The Committee received an exception report for Safeguarding and Public protection,  
 

The following matters were raised: 
 

(1) The serious adult review had been agreed by Durham Safeguarding Adult Board, expected to start 
in 2020. 

(2) Both of the recent deaths of young people on West Lane site were subject to a rapid response 
meeting, part of the Child Death Overview process. 

(3) One of the deaths had been referred by Middlesbrough LSCB to the independent chair for a serious 
case review as the individual was a Looked After Child, detained under the Mental Health Act. 

(4) Concerns had been raised by Darlington Local Authority and the CQC regarding an adult acute 
patient at West Park Hospital. Safeguarding had been in place for this person however there were 
some wider concerns about responding to safeguarding which were being explored by doing some 
‘dip-sampling’ of safeguarding concerns that were not escalated to the local authority to look for any 
themes.  
On this matter it was advised that the CQC would be kept appraised of the situation. 

 
Assurance was provided in the report that the Trust was compliant with the safeguarding regulations as set 
out in Working Together (2018) and the Care Act (2014). 
 
19/120  PATIENT EXPERIENCE GROUP REPORT  
 
The Committee received and noted the assurance report of the Patient Safety Group. 
 
The key matters highlighted from the report were: 
 

(1) The Patient Experience Report had been through a period of redevelopment in the layout and 
presentation of the data and now contained SPC charts with narrative and analysis of the 
information.  There was still some way to go towards working on how matters could be triangulated 
from patient experience to things like safe staffing. 
The report was now presented to QuAC on a quarterly basis and Dr Wright acknowledged that this 
allowed for more time for working on the actions.  
 
Members of the Committee welcomed the new style of reporting as a significant improvement in 
terms of understanding the information, in a clear format and agreed they felt better informed. 
 

(2) The 2018 Community Mental Health Survey results and action plan were detailed in the update 
report, however it was noted that the 2019 results were now available, although at the time of the 
meeting, embargoed for internal use only. Members suggested that the 2019 Community Mental 
Health Survey results should be considered in a timelier manner and reported on sooner.  
 
Following discussion: 
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(a) Non-Executive Directors requested that feeling safe needed to include “sexual safety” and asked 
the Patient Experience Group to think about how this could be captured and reported in future.   

Action: Mrs J Illingworth 
 
(b) Non-Executives sought assurance on patient advocacy and it was confirmed that this could be 

evidenced though patient groups which were very active and engaged. 
 
19/121  CLINICAL AUDIT AND EFFECTIVENESS REPORT  
 
The Committee received and noted the progress report on Clinical Audit and Effectiveness. 
 
The main points highlighted from the report were: 
 

(1) The Clinical Audit Programmes at the end of Q1 were 15.58% complete (12 out of 77 audits 
complete) and by the end of August 26.25% complete.  

(2) The re-audit of blanket restrictions, subject to approval of the policy around this would be 
undertaken in December 2019 and reported to a future QuAC meeting. 

 
19/122  TRIANGLE OF CARE STAGE 2 SUBMISSION  
 
The Committee received and noted the report around Triangle of Care stage 2 Submission. 
 
Arising from the report: 
 

(1) Mrs Moody was pleased to advise that following further assessments the Trust had achieved stage 
2 of the Triangle of Care (and the 2 star kite mark). Triangle of Care involved Trust staff working with 
carers and carers organisations to complete and submit self-assessment tools based on six national 
key standards.  

(2) Community teams had taken time out to consider how they supported and involved carers on a day 
to day basis.  Staff attending training heard first-hand how they could help carers and carers were 
asked their opinions and involved in the whole process. 

 
Non-Executive Directors acknowledged the significant progress that had been made, with nearly two 
thousand staff receiving face to face training. 
 
Mrs Richardson commented that during a recent Director’s visit it had been apparent that there was a real 
improvement in the level of understanding around the Triangle of Care work. 
 
19/123  COMMUNITY MENTAL HEALTH SURVEY 2019  
 
The Committee received and noted the Community Mental Health Survey results for 2019.  
The key matters highlighted were: 
 

(1) The report was embargoed for internal use only until the CQC published the Trust results in 
November 2019.  

(2) The overall results showed a positive picture with all scores either in the top 20% or intermediate 
60% ranges, with no scores in the lower 20% range. The results were comparable with 52 other 
MH Trusts.   

(3) A further report would be written with an action plan for the Board later in the year. 
 
19/124  QUALITY ACCOUNT – Q1 PROGRESS REPORT  
 
The Committee received the progress report on quarter one for the Quality Account. 
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The key areas highlighted from the report were: 

(1) Progress on Q1 had been good with 53/56 (95%) either completed or on track for planned 
completion. 

(2) Three out of nine of the quality metrics (33%) were reported as green.  There were six out of nine 
metrics reported as red (66%) however three of the four patient reported figures (feeling safe on 
the ward, overall experience excellent or good and respect from staff) was improving. 

(3) Of the red metrics, the most concerning was the number of physical interventions and restraint 
which was double the target rate and steadily going up.   
Mrs Moody advised the Committee that action plans and regular reports on this would be received 
through the Positive and Safe report. 

 
19/125  REPORT OF QUALITY ACCOUNT STAKEHOLDER WORKSHOP AND PRIORITIES  
  FOR NEXT YEAR’S QUALITY ACCOUNT  
 
The Committee received and considered the Quality Account Stakeholder Event Outcomes and possible 
priorities for 2020/21. 
 
The priorities recommended by the Committee for discussion at the Business Planning Workshop on 1st 
and 2nd October were: 

1. To reduce the number of preventable deaths; 
2. Feeling safe on the wards; 
3. Improving the CYP to AMH transition; 
4. Introducing personalised care planning. 

 
19/126 EXCEPTION REPORTING (LMGBS, QUAC SUB-GROUPS)  
 
There were no matters of exception raised. 
 
19/127 ISSUES DISCUSSED THAT REQUIRE ESCALATION TO THE BOARD 
 
There were no other issues that required escalation. 
 
19/128 ISSUES DISCUSSED THAT MIGHT IMPACT ON THE TRUST’S STRATEGIC OR KEY 

OPERATIONAL RISKS 
 
There were no issues that might impact on the Trust’s risks. 
 
19/129 COMMITTEE EVALUATION 
 
Members expressed no concerns around the meeting, agenda and reports. 
 
19/130 QUAC ASSURANCE TRACKER 
 
The Committee received and noted the Committee’s Assurance Tracker for the period May to July 2019. 
Members considered that the Tracker was up to date and represented the levels of assurance for that 
period. 
 
19/131 ANY OTHER BUSINESS 
 
There was no other business to discuss. 
 
19/132 DATE AND TIME OF NEXT MEETING 



                 

12 
 

 
The next meeting of the Quality Assurance Committee will be held on Thursday 03 October 2019,  
2.00pm – 5.00pm in the Board Room, West Park Hospital.  
 
 
 
The meeting concluded at 5.12pm 
 
………………………………………………………………….. 
Dr Hugh Griffiths 

 



 
 
 

 
ITEM 10 

FOR GENERAL RELEASE 
 

BOARD OF DIRECTORS 
 

DATE: 29 October 2019 
TITLE: To consider the “Hard Truths” monthly Nurse Staffing 

Exception Report  
REPORT OF: Elizabeth Moody, Director of Nursing and Governance  

 

REPORT FOR: Assurance/Information 
 

 

This report supports the achievement of the following Strategic Goals:  

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

To continuously improve to 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 the communities we serve  

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

 

Executive Summary: 

This report is an exception report for the Trust Board, regarding the monthly staffing 
of in-patient wards across the Trust. 
 
Assurance Statement: 
The Trust is meeting its requirements for safe staffing within the current legislative 
framework as set out in section 2.  
 
 

Recommendations: 

 
That the Board of Directors note the outputs of the report and the issues raised for 
further investigation and development. 
 

 
 
 
 
 
 
 
 
 
 
 



 
 
 

 

 
MEETING OF: Board of Directors 

DATE: 29 October 2019 

TITLE: To consider the “Hard Truths” monthly Nurse Staffing 
Exception Report 

 
1. INTRODUCTION & PURPOSE: 
 
1.1 This report is to provide a monthly written exception report to the Trust Board 

to highlight any issues of note or concern. 
 
1.2 This is in addition to the report required by the Board on a six monthly basis. 

This report refers to September 2019 data. 
 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 The monthly reporting of daily staffing levels is a requirement of NHSE/I and 

the National Quality Board in order to appraise the Trust Board and the public 
of staffing levels within inpatient wards.  

 
2.2 The commitments set by the DH response to the Francis Report (Hard Truths, 

November, 2013 and subsequent update of the NQB guidance in 2016) are 
for NHS providers to address specific recommendations about nursing staff. 
The Trust has met these directives as required including the publication of this 
report and a dedicated web page on nurse staffing. (Nurse staffing - Tees Esk 
and Wear Valleys NHS Foundation Trust).  

 
3.  EXCEPTIONS 
 
3.1 Staffing related to inpatient units have been coordinated during September 

through the participation of inpatient services in daily huddles to review and 
understand staffing levels across sites and specialties. This has allowed for 
the staffing resource to be used in the most effective way to ensure high 
quality, patient centred care continues to be delivered safely across all 
inpatient units.  

 
3.2 Themes remain consistent with previous issues that the Board have been 

appraised of with planned staffing not always met due to sickness, vacancies 
and high levels of patient acuity.  

 
3.3 Where green fill rates were not achieved, patient safety on in-patient wards 

was maintained by nurses working additional unplanned hours, staff cross 
covering across wards, temporary staffing, the multi-disciplinary team and 
ward manager supporting nursing staff in the delivery of planned care and 
patient care being prioritised over non-direct care activities. Specific 
exceptions where safety concerns have arisen have been reported through 
Datix and escalated through operational management including Locality 
Heads of Nursing to action.  

 
 
 

https://www.tewv.nhs.uk/about-us/how-are-we-doing/nurse-staffing/
https://www.tewv.nhs.uk/about-us/how-are-we-doing/nurse-staffing/


 
 
 

 
4.  IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards:  
 

There are a number of areas that have had high levels of clinical activity 
necessitating increased observation and engagement levels with patients in 
addition to sickness and vacancies.  This has resulted in difficulties in some 
wards meeting their planned staffing levels particularly with regard to 
registered nursing staff fill rates on days. In some ward areas this has resulted 
in high levels of agency and bank HCA’s. This issue has been highlighted as 
a concern by the CQC in recent inspections and poses a risk to compliance 
under the safe domain.  

 

4.2 Financial/Value for Money:  
 

It has been identified that there is little spare capacity in nursing 
establishments as they have been planned for maximum efficiency – it is 
therefore implied that the workforce deployment needs closer scrutiny to 
ensure those efficiencies do not constitute risks. This work is being 
progressed and inpatient establishment reviews are currently being 
undertaken using the Mental Health Optimum Staffing Tool (MHOST) in order 
to measure patient acuity and dependency to inform evidence-based staffing 
decision making on future staffing.   

 
4.3 Legal and Constitutional (including the NHS Constitution):  
 

The Care Quality Commission and NHS England have set regulatory and 
contractual requirements that the Trust ensures adequate and appropriate 
staffing levels and skill mix to deliver safe and effective care. Inadequate 
staffing can result in non-compliance action and contractual breach.  

 
The March 2013 NHS England and CQC directives set out specific 
requirements that will be checked through inspection and contractual 
monitoring as they are also included in standard commissioning contracts. 
The Trust has complied with the directive ‘Safe, sustainable and productive 
staffing: An improvement resource for mental health (NHSI , 2018) with regard 
to its approach to safe staffing.  
 

4.4 Equality and Diversity:  
 

Ensuring that patients have equal access to services means staffing levels 
should be appropriate to demand and clinical requirements. 

 
4.5 Other implications:  
 

From the data presented it is essential that a consistent reporting framework 
is maintained in particular the assigning of severity ratings.   

 
 
 
5. RISKS: 
 



 
 
 

 
5.1 Safe staffing and the risks regarding the Trusts ability to meet planned staffing 

levels on a daily basis have been escalated to the Trust Risk Register. Risks 
are managed and mitigated through operational services and the work being 
undertaken as highlighted within the Right Staffing work streams. 

 
5.2  Due to continued vacancies, sickness and level of agency usage, additional 

management oversight and support for safe staffing has been put in place at 
Cedar Ward, North Yorkshire.  

 
 
6. CONCLUSIONS: 
 
6.1 The Trust continues to comply with the requirements of NHS England and the 

CQC in relation to the Hard Truths commitments and continues to develop the 
data collation and analysis to monitor the impact of nurse staffing on patient 
safety, clinical effectiveness and experience.  

 
6.2   The report sets out the work that continues in localities and through the Right 

Staffing programme to address shortfalls where planned establishments are 
not being met and to address capacity and capability in line with severity 
scores.  

 

7. RECOMMENDATIONS: 
 
7.1 That the Board of Directors notes the exception report and the issues raised 

within the attached Safe Staffing Report for further investigation and 
development.   

 
 
Emma Haimes 
Head of Quality Data and Patient Experience 
October 2019 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Produced: 11
th

 October 2019 
The purpose of this document is to present to the Board by ‘exception’ the monthly safe staffing information as required to 
meet the commitments of the ‘Hard Truths’ response to the Public Inquiry into Mid-Staffordshire Foundation Trust (Francis 
Review). This report refers to July 2019 data.  

        
         

 

 
 
 

 
 
Safe Staffing Fill Rates September 2019: 
 The number of rosters equated to 62 inpatient 

wards in September. 

 The highest number of red fill rate indicators relate 
to Registered Nurses on day shifts. This equated to 
23 in September 2019, a decrease of 5 when 
compared to August 2019.   

 The top 3 inpatient areas where a low staffing fill 
rate has been reported are: 
o Bek/Ramsey (LD) – 67.7% RN on Days – Low fill 

rate is due to sickness. HCA skill mix has been 
used to support RN staffing.  

o Westerdale South (MHSOP) – 69.4% RN on 
Nights – Low fill rate is due to not always having 
2 qualified members of staff on duty.  

o Jay (FMH) – 71.1% RN on Days and 87.8% HCA 
on Days. The ward is running at 60% occupancy 
so has reduced staffing numbers.  

 There were 62 fill rate indicators that had staffing in 
excess of their planned requirements to address 
specific nursing issues.  

 The top 3 inpatient areas where a high staffing fill 
rate has been reported are: 
o Westerdale South (MHSOP) – 339.7% HCA on 

Nights and 182.3% HCA on Days - the increase 
was necessary to support on average 3/4 

enhanced observations during the month. Zonal 
observation pilot is commencing this month. 

o Bedale Ward (AMH) – 248% HCA on Nights and 
156.1% HCA on Days – the increased staffing 
was to cover observations on a 2:1 and to 
support increased acuity and dependency.  

o Springwood (MHSOP) – 201.7% HCA on Nights 
and 137.2% HCA on Days. The increase is in 
relation to providing staff to assist with personal 
care due to  increased risks of patients.  

Bank Usage: 
o The bank usage across the trust equated to 21.8% in 

September, which is a decrease of 0.4% when 
compared to August.  

o There was one ward (Eagle, single patient enhanced 
care package, FLD) that had a bank usage rate of 
72.1% of the actual hours worked in September and 
were the highest users of bank. The reasons given 
for requesting bank included enhanced 
observations (107 shifts) and vacancies (11 shifts) 

o There were 19 wards that reported greater than 
25% bank usage.  

Agency Usage: 
o There was no usage at Acomb Garth for the 

first time. Cedar (NY) was the ward with the 
highest usage with 167 requests; 146 of which 
were filled.  

o The agency usage across the trust equated to 5.9% 
in September, a decrease of 1.6% when compared 
to August.  

o Cedar Ward NY (AMH) reported the highest agency 
usage in September equating to 48.7% of the total 
hours worked. Vacancies (126 shifts) were cited as 
the highest reason for using agency. The ward are 
using regular agency where possible.  

o Those wards reporting 4% or more agency usage in 
September equated to 19 wards.  

o The Retinue report highlights the following 
information: 
o The number of requests reduced significantly 

by 376 in September.  
o September saw 345 shifts go unfilled; a 

reduction of 55 on August.  
o Fulfilment for HCAs decreased to 79% during 

September. 877 HCA shifts were filled in 
September compared to 1178 in August. 

o A total of 191 RMN shifts were filled in 
September with fulfilment remaining at 64%. 

Staffing 

Establishments 

Temporary 
Staffing 

Recruitment 

Staff Retention 

Workforce Roles 

Training and 
Development 

Six workstreams exist to provide a framework to 
support the implementation of the Right Staffing 
Programme - based on the NQB Guidance 

Safe Staffing – September 2019 
 

“To be a compassionate, fair and just organisation where all staff want to work and excel and where patients have choice and confidence 

in working with the right staff having the right skills at the right place and time to receive outstanding care and treatment”. 
 

Right Staffing 
Programme 

https://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-how-to-guid.pdf


 

For more information on the content of this report 
please contact elizabeth.moody1@nhs.net 

 

Key links to documents & guidelines: 
Monthly and Daily Staffing Report – September 2019 
NQB Guidance July 2016 

o The total number of no shows reported for 
September remained at 13. No shows as a 
percentage of shifts filled equated to 1.22%.  

o Average monthly spends of £281k from October 
2017 to September 2019 – this remained the same 
as August. Overall spend now sits at £6.76m.  

o HCA continues to attribute to 79% of overall spend  
o All shifts booked during this period have been 

booked below cap with zero breaches recorded . 

Missed Breaks: 
o There were 264 shifts in September where an 

unpaid break had not been taken. This is a 
substantial decrease of 953 shifts when compared 
to August 2019. 

o 233 shifts where breaks were not taken were 
attributable to day shifts.  

o 31 shifts where breaks were not taken were 
attributable to night shifts. 

o A breakdown by locality is as follows: 
o Teesside = 49 shifts with no breaks (Thornaby 

Road, had the highest with 13 shifts) 
o Forensics = 81 shifts with no breaks (Sandpiper, 

had the highest with 13 shifts) 
o Durham & Darlington = 48 shifts with no breaks 

(Willow, had the highest with 19 shifts) 
o North Yorkshire & York = 86 shifts with no 

breaks (Springwood, had the highest with 37 
shifts) 

o This information is being monitored daily as part of 
the operational services huddle process.  

Incidents Raised Citing Staffing Levels: 
o There were 33 incidents reported in September 

2019 citing issues with staffing covering both 
inpatient and community services.   

o Issues reported were as follows: 
o Staff feeling unsafe and difficulties managing 

activity due to staffing shortages 
o Staff and patient safety compromised due to 

ward acuity and lack of staff. 
o Long waiting lists reported for Easington 

Affective Disorders  
o Staff wellbeing compromised Easington 

Affective Disorders. 
o Unable to rely on other wards to respond to 

alarms for assistance in emergency,   
particularly across West Lane site and Forensic 
wards at Roseberry Park. 

o Breaks not taken. 
o Unable to carry out essential interventions. 
o Each Head of Nursing reviews incidents for their 

areas and takes appropriate action including 

addressing issues that have not been escalated 
in a timely way.  

Severity Rating: 
 Using a severity rating scale to identify potential 

outliers, the top 5 is as follows: 
o Rowan Ward – 10 points awarded 
o Kestrel/Kite – 9 points awarded 
o Sandpiper – 8 points 
o Birch Ward – 8 points 
o Rowan Lea – 8 points 

 Using the YTD score (September 18 to September 
19) the following appear in the top 5: 
o Westwood Centre – 112 points awarded 
o Evergreen Centre – 100 points awarded 
o Elm Ward – 92 points awarded 
o Westerdale South – 92 points awarded 
o Newberry Centre – 88 points awarded 

(Please note Westwood, Evergreen and 
Newberry Wards closed September 2019) 

 

Care Hours per Patient Day: 
 This metric tracks the total number of direct nursing 

care hours compared to the number of patients as a 
count at midnight.  

 CHPPD overall rating for September is reporting at 
10.16 and is broken down as follows: 
o 3.50 registered nurses 
o 6.29 unregistered nurses 
o 0.02 registered nurse associates 
o 0.06 non-registered nurse associates 
o 0.20 registered AHP  
o 0.10 unregistered AHP 

 Using standard deviation (September 18 to 
September 19) the following appear as positive 
outliers: 
o Harland – registered and unregistered nurses 
o Danby Ward – registered nurses 
o Jay Ward – registered nurses 

 
Conclusion: 
 The Trust continues to comply with the 

requirements of NHS England and the CQC in 
relation to the Hard Truths commitments. 

https://www.tewv.nhs.uk/about-us/how-are-we-doing/nurse-staffing/
https://www.tewv.nhs.uk/about-us/how-are-we-doing/nurse-staffing/
https://www.england.nhs.uk/wp-content/uploads/2013/04/nqb-guidance.pdf
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 ITEM NO. 11 
FOR GENERAL RELEASE 

 
BOARD OF DIRECTORS 

 

DATE: Tuesday, 29 October 2019 

TITLE: To consider the initial feedback received from the CQC from its 
core service inspection undertaken in September and October 
2019 

REPORT OF: Elizabeth Moody, Director of Nursing and Governance 

REPORT FOR: Information 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

 
The CQC undertook a responsive inspection to the following core services across the Trust, 
week beginning the 23rd and 30th September: 
 

 Forensic Inpatient/Secure Wards 
 Long stay/Rehabilitation Mental Health Wards for Working Age Adults 
 Acute wards for Adults of Working Age and Psychiatric Intensive Care Units 
 Wards for People with Learning Disabilities or Autism 
 Mental Health Crisis services and health-based places of safety 
 Community based Mental Health Services for Older People 
 Specialist Community Mental Health services for Children and Young People 
 Wards for Older People with Mental Health Problems  
 Specialist Eating Disorder Services 

 
The verbal feedback provided by inspectors during the inspection and the letters (attached at 
appendix 1) from the CQC following this raised no immediate patient safety concerns. These 
letters do not replace the draft report and evidence appendix that will be sent to us, but 
simply confirms what was verbally fed back on during the inspection and provides the Trust 
with a basis to start considering what action is needed.  
 
The early feedback has been summarised in the main body of the report under key issues. 

 
 

Recommendations: 
 
That the Trust Board note the content of the report and consider what action is needed. 
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MEETING OF: Board of Directors 

DATE: Tuesday 29, October 2019 

TITLE: To consider the initial feedback received from the CQC from its 
core service inspection undertaken in September and October 
2019 

 
1. INTRODUCTION & PURPOSE: 
 
1.1 The purpose of the report is to provide early feedback from the Trust’s recent 

core service inspection which will feed into the Well-led inspection, taking place 
on the 5th and 6th November 2019. This information does not replace the full 
reports we will receive but enables the Board to begin to consider what actions 
may need to be taken. 

 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 The CQC undertook a responsive inspection to the following core services 

across the Trust, week beginning the 23rd and 30th September: 
 

 Forensic Inpatient/Secure Wards 

 Long stay/Rehabilitation Mental Health Wards for Working Age Adults 

 Acute wards for Adults of Working Age and Psychiatric Intensive Care Units 

 Wards for People with Learning Disabilities or Autism 

 Mental Health Crisis services and health-based places of safety 

 Community based Mental Health Services for Older People 

 Specialist Community Mental Health services for Children and Young People 

 Wards for Older People with Mental Health Problems  

 Specialist Eating Disorder Services 
 
3. KEY ISSUES: 
 
3.1  The CQC letters detailing feedback from each core service are attached at 

appendix 1 however verbal feedback received by teams during the inspection. 
  has also been summarised in this section. 
 
3.2   Positive feedback: 

 Welcoming and friendly teams 

 CQC observed good interactions with patients and staff had good knowledge 
of patients needs and care plans 

 Well maintained and clean environments  

 Improved personalisation of care plans in many areas 

 Positive feedbacks from patients and carers 

 Staff reported feeling well supported by Managers 

 Appropriate use of blanket restrictions and least restrictive practices 

 Excellent physical health monitoring of patients 

 Some very good safety summaries/ risk management 

 Strong MDT working 

 Good relationships and involvement of multi-agency partners 

 Good availability of activities on some wards 

 Some good examples of research and patient involvement in research 
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3.3.  Early feedback would also suggest actions may be required to address the 

following areas: 

 Still work to do in some services regarding the quality of person centred care  
 plans 

 Some inconsistencies in record keeping – differences in where information is 
located on Paris 

 Staffing levels in some areas 

 Observations and engagements  
- Consistency of recording in some areas 
- Observation of patients using assisted bathrooms 

 Use of Mental Capacity Act 
- Knowledge of the 5 principles of the MCA and MCA assessments 

 Privacy and dignity in Rowan Ward – partitions between bed bays 

 Disposal of small amounts of medicines in sharps bins 

 Flumazenil availability for use in resuscitation 

 Use of e-BNF rather than older hard copies 

 Limited ward based evidence of escalation for when clinic room 
temperatures exceed limits 

  
4.  IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards:  
 Whilst the initial feedback has not highlighted any immediate patient safety 

issues, the Trust will not know if its core services or an overall rating has been 
re-rated until after the Well-led review has taken place.  

 Once the final report has been received, the Trust will develop an action plan to 
address any should do’s or must do’s in order to comply with fundamental 
standards.  

 
4.2 Financial/Value for Money:  
 Initial review of the feedback would indicate that there may be 

financial/resource considerations for actions that need to be taken in relation to 
staffing, environments and training. For staffing, this consideration has already 
been flagged up as the establishment reviews are underway.  

 
4.3 Legal and Constitutional (including the NHS Constitution):   
 None noted. 
 
4.4 Equality and Diversity:  

Following the well-led inspection, the CQC feedback will be reviewed and 
considered to ensure all actions promote equality and diversity across the 
Trust.  

 
5. RISKS:  

Whilst there were no immediate safety issues or breaches highlighted, the Trust 
will not receive written reports for factual accuracy checking until after the Well-
led inspection (anticipated between Christmas and New Year).  
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6. CONCLUSIONS: 
 The Trust has received some positive feedback, particularly in relation to staff 

interactions and knowledge of patients and their communication with 
inspectors. It has been highlighted that there remains some work to do to 
embed care processes that have previously been identified on the Trust’s 
action plan such as personalised care planning. A number of pieces of work are 
already in place that will help the Trust to address some of the concerns 
highlighted such as staffing and Mental Capacity Act, however the feedback 
received provides an opportunity to consider any further actions we may need 
to take in advance of the reports being published.  

 
7. RECOMMENDATIONS: 

That the Trust Board note the content of the report and consider what action is 
needed. 

 
Elizabeth Moody 
Director of Nursing & Governance 
 
 

Background Papers:  
 
CQC feedback letters 

 
 



 
 

 
 
 
Sent by email 
 
Your account number: RX3 
Our reference: INS2-5165095284-
1386984422ENQ1-1386984 
Mr Colin Martin 
Chief Executive 
Tees Esk and Wear Valleys NHS FT 
West Park Hospital 
Edward Pease Way 
Darlington. 
DL2 2TS 
 
Date: 09/10/2019 
 
 
Dear Mr Martin 
 
Re: CQC inspection of Tees, Esk and Wear Valleys NHS Foundation Trust  
Long stay/rehabilitation services 
 
Following our feedback meetings with staff teams between 01 October 2019 and 04 
October 2019, I thought it would be helpful to give you written feedback as 
highlighted at the inspection and given to your colleagues Marion Lee and Paul 
Wilson (Talbot), Emma Tully and Sarah Tweddle (Kirkdale and Lustrum Vale), Darren 
Barker (Primrose Lodge), Beverley Martin and Paul Wilson (Oakwood), Deb Storr 
and Gemma Readman (Willow) at the feedback meetings.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                
 
This letter does not replace the draft report and evidence appendix we will send to 
you, but simply confirms what we fed back on during the inspection and provides you 
with a basis to start considering what action is needed.  
 
We would encourage you to discuss the findings of our inspection at the public 
session of your next board meeting. If your next board meeting takes place prior to 
receiving a final or draft inspection report and evidence appendix, this 
correspondence should be used to inform discussions with the board.  
 
An overview of our feedback 
 
The feedback to you was: 
 
The Orchards, Princess Close, Ripon 
 
Areas for improvement 

 There was no formal local protocol to manage vistamatic blinds.  

Care Quality Commission 
Citygate 
Gallowgate 
Newcastle Upon Tyne 
NE1 4PA 
 
Telephone: 03000 616161 
Fax: 03000 616171 
 
www.cqc.org.uk 



 
 

 Patients were not able to access medication when they go on leave unless it 

had been planned.  

 There was no evidence of quarterly legionella monitoring from Jan 2019, 

although monthly and annual checks had been carried out.  

Areas of good practice 

 Patient care records were detailed and comprehensive. They were holistic, 

recovery focused, and goal orientated.  

 There was a positive feel about the ward, with an open and relaxed 

atmosphere.  

 There was good leadership on the ward; leaders are well skilled and 

knowledgeable in their roles.  

 There was a strong recovery ethos throughout the ward and this is reflected in 

the culture of staff, environment and records. 

 Staff were motivated, positive and had a strong team ethic. They 

demonstrated a warm and caring attitude towards patients.  

 
Talbot ward, Lanchester Road Hospital, Durham 
 
Areas for improvement 

 Patients did not have access to call alarms.  

 Recovery language was not used in all care plans. 

 One patient with autism did not have a specific autism care plan. 

 Patients’ and carers’ voices were not recorded consistently. 

 
Areas of good practice 

 There was good implementation of ‘safe wards’. 

 The ward had won a trust award for introducing e-cigs. 

 Patients had regular contact with their advocates. 

 Patients come into handover meetings to give their view of their day. 

 Use of ‘plan on a page’ within ‘my shared pathway’.  

 Patients were involved with staff in champion roles.  

 Staff were very motivated and caring. 

 Patients’ care plans showed their involvement and were written in ways they 
understood. 

 Good examples of adapted communication.  

 The ward was entirely self-catering, including budgeting and shopping.  

 Patients involved in setting research priorities for health and justice service. 
 
 
 
 
 
 



 
 
Primrose Lodge, Durham 
 
Areas for improvement 

 There was no couch in the clinic room. 

 There were limitations of the environment in terms of accessibility. 

 Central wellbeing activities, such as the staff retreat and yoga sessions, were 

difficult to access. 

Areas of good practice 

 Good implementation of ‘safe wards’. 

 Use of QRISK3 in physical health care. 

 Care plans were personalized and individual and included discharge plans. 
Patients’ involvement was clear and care plans were written in ways in which 
they understood. 

 The ward was AIMS accredited. 

 Care plans were personalised, individualised and included discharge plans.  

 The unit was self-catering, including budgeting and shopping.  

 Patient’s reported being involved and their voices were clear in care plans 

 Staff were very motivated and caring 

 A complaint response was styled as ‘you said we did’, and the language used 

was respectful. 

 
Kirkdale ward, Roseberry Park 
 
Areas for improvement 

 Patients were only able to self-medicate at Level 1. 

 Community meeting minutes were not all up to date and not detailed. 
 
Areas of good practice 

 Patients had hand held call alarms 

 Handovers were detailed and there was a daily theme, such as Move on 

Monday’ and ‘Physical Friday’. 

 Understanding of safeguarding was good. A ‘mate crime’ poster” had been 

developed to raise awareness of peer safeguarding issues.  

 Patients could opt out of hourly care checks at night.  

 There was clear learning from incidents.  

 Care plans included patients’ views. They were risk specific and included 

discharge planning from an early stage. 

 There was good access to psychology.  

 There was good implementation of safe wards, including calm down methods, 

a chill out room, mutual help meetings and safewards champions.  

 Care incorporated the Vona Du Toit Model of Creative Ability, which engages 

at people at different levels.  



 
 

 There were good interactions between staff and patients. Patients reported 

good relationships. 

 Good community links  

 There was evidence of learning from complaints, around the expectations of 

relatives. 

 Modern matron is a research champion.  

 Managers were visible on the ward and staff felt supported and valued 

 Outcome measures were being used to drive improvement.  

 The ward was a NHSE pilot site for NHSE project to improve rehabilitation 

services.  

 
Oakwood, Belle Vue Grove, Middlesbrough 
 
Areas for improvement 

 One patient’s ‘cope ahead of time’ plan was not on the electronic system. The 

paper file did not have a name on it. 

 Discharge plans for one patient referred to “waiting for the law to change” 

before it would be possible to discharge him. 

 There was no visitors room or MDT room. 

 The unit was not fully accessible.  

Areas of good practice 

 Good implementation of ‘safewards’. 

 All patients had a hand-held alarm. 

 Care was individual and personalised. The care records contained a lot of 

information. Intervention plans were written in first person and in ways patients 

could understand. There were easy read care plans in files for those that 

needed them.  

 Patients felt involved in their care. Records showed that they were engaged. 

 Patients’ views going into CPA and their review of CPA used their own words 

and language. 

 Most patients were self-medicating. 

 There was a variety of activities, including in the community. 

 Patients gave an overview of their day in handover. 

 Staff used recovery language.  

 Patients were supported to complain about care rounds.  

 
Lustrum Vale, Stockton 
 
Areas of good practice 

 Good, detailed handovers 



 
 

 There were call alarms in all bedrooms, bathroom and toilets, and patients had 

access to personal alarms  

 All rooms en suite. Male and female sleeping areas were segregated. There 

were separate female and male lounges as well as communal lounge 

 Risk assessments were comprehensive and were formulated into risk 

management plans. 

 Patients could opt out of care rounds at night. 

 Care plans were comprehensive, with clear patient involvement, and included 

physical health.  

 There was good implementation of safewards and information around ward 

about expectations, calm down methods, soft words, positive words. 

 There were safety pods on the ward. 

 Capacity assessments good. 

 The ward worked closely with the community rehabilitation team to help 

reduce length of stay, then post-discharge interventions to help reduce 

readmission. The community occupational therapist worked with the ward 

occupational therapist. 

 Staff had protected time for supervision. 

 There were good interactions between staff and patients, and patients 

reported good relationships. 

 Discharge plans showed clear patient involvement and focus on moving 

forward. 

 Staff were using outcome measures to support improvement. 

 Linked to NHSE improvements in rehabilitation services.  

 
Willow ward, West Park Hospital, Darlington 
 
Areas for improvement 
 

 Care plans were detailed but focused on immediate support needs with no 

connection to a longer-term formulation of what was necessary for discharge. 

One discharge plan lacked detail 

 The level of activity on the wards was low. A lot of patients were in bed and a 

lot had activity planners that were 75% “free time”.  

 
Areas of good practice 

 Care plans were up to date and linked to risk assessments, with detailed 

discharge plans. 

 Good examples of duty of candour.  

 Patients met regularly with their named nurse. 

 There was good implementation of ‘safe wards’, including personalised 

information about staff.  

 We saw kind and helpful interactions and staff knew the patients well. 



 
 

 Reflective practice debriefs and supportive team. 

 Care plans were detailed and up to date and linked to risk assessment. 
Families were involved in care.  

 There was clear eligibility criteria and admissions were managed well.  

 Lot of information on the boards.  

 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report.  
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organise the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely 

 

 

Jenny Wilkes 

Head of Hospitals Inspection 

 

 



 
 

 
 
 
Sent by email 
 
Your account number: RX3 
Our reference: INS2-5165095284-
1386984422ENQ1-1386984 
Mr Colin Martin 
Chief Executive 
Tees Esk and Wear Valleys NHS FT 
West Park Hospital 
Edward Pease Way 
Darlington. 
DL2 2TS 
 
Date: 09/10/2019 
 
 
Dear Mr Martin  
 
Re: CQC inspection of Tees Esk and Wear Valleys NHS Foundation Trust Crisis 
and Health based places of safety.  
 
Following our feedback meeting with staff teams between 1 October 2019 and 03 
October 2019, I thought it would be helpful to give you written feedback as 
highlighted at the end of each day to the manager on site.  
 
This letter does not replace the draft report and evidence appendix we will send to 
you, but simply confirms what we fed-back on during the inspection and provides you 
with a basis to start considering what action is needed.  
 
We would encourage you to discuss the findings of our inspection at the public 
session of your next board meeting. If your next board meeting takes place prior to 
receiving a final or draft inspection report and evidence appendix, this 
correspondence should be used to inform discussions with the board.  
 
An overview of our feedback 
 
The feedback to your staff was: 
 
Day one, 1 October 2019 
 
Oak Rise - Feedback with Clare Stewart (Lead Inspector), Selina Armstrong (B6 
Nurse) Armstrong and Community manager (name not recorded) 
 
Positive: 
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 Positive medicines management practice in place. Good pharmacy input, 
effective audits and detailed, personalised medicines plans in place 

 Staff supportive; good staff team and close working relationships 

 Innovative practice; use of the safety cross to visually map patient behaviours 
and improvement  

 Patient profiles are informative and accessible 

 Care records, including PBS plans and risks are reviewed regularly. Visible 
health monitoring 

 Individualised care provided by caring staff. Warm caring interactions 
observed 

 Good staff morale within local team, staff feel listened to within the team 

 HCAs would like to be able to input more 
 

 
Areas of concern: 

 Limited in terms of the environment. Staff do well to safely manage patients 
and have good solutions 

 Blind spots in the environment though these are identified in the environmental 
assessment. No mirrors used 

 Patient information folder in communal area to record observations 
 
  
  
Day two, 2 October 2019 
 
Morning - Bek-Ramsey 
Feedback with Clare Stewart (Lead Inspector), Julie Maskell (Modern Matron) 
and Bunny Forsythe (Consultant Psychiatrist) 
 
Positive: 
 

 Positive medicines management practice in place. Good pharmacy input, 
effective audits and detailed, personalised medicines plans in place 

 Detailed care plans including very personalised rapid tranquilisation plan 

 Good feedback from all staff and positive MDT working 

 Shared mealtimes with staff allow patients and staff to spend time together 
and plan and cook meals together 

 Care and treatment plans are individualised and devised with the patient in 
mind 

 Communication tools such as Makaton, communication boards etc are patient 
focussed 

 Physical health checks, capacity and best interests all recorded and evident in 
care provided 

 Incorrect recording of information in one incident 

 Some uncertainty around staff understanding of appropriate holds on patients 

 Some staff don’t feel senior trust managers are present 
 
 



 
 

  
Areas of concern: 

 Incorrect recording of information in one incident 

 Some uncertainty around staff understanding of appropriate holds on patients 

 Some staff don’t feel senior trust managers are present 
 
 
Afternoon - Aysgarth 
Feedback with Clare Stewart (Lead Inspector), Jemma Watkinson (Ward 
Manager) and Allison Peggs (Qualified nurse) 
 
Positive: 
 

 Positive feedback from families 

 Staff have a good rapport with clients 

 Good preadmission processes to capture information from families and carers 

 Patients have varied activities available 

 Medicines management all in order 

 DoLS paperwork complete and in date 
 
Areas of concern: 

 Open doors approach did not consider patient confidentiality or risk to 
patients. Clinic room doors were left open where there were hazardous 
materials and operational documentation and patient files were stored in 
unlocked cupboard 

 Blind spots and ligatures are visible on the ward 

 Missing datix for the missing camera and no record of contacting families to 
inform of information breach 

 Risk from patient that had to be restrained in a shower chair should have been 
identified and mitigated 

 
Day three,  3 October 2019 - Bankfields  
Feedback with Lisa Holt (Team Inspector), Carla Sharif (Modern Matron) and 
Rebecca Stonehouse and Claire Stran (Ward Managers at Bankfields 3,4, Flats 
and Lodge) 
 
Positive: 
 

 Positive feedback from the patients and most carer’s 

 Clean and safe environment 

 At a glance summary about patients positive 

 Good management of restrictive practices and oversight via a register that was 
reviewed regular 

 Reduction in restraints reported at QUAG and good mapping of incidents. 

 Activities of daily living positive for patients and access to outside trips 
planned and varied. Patients helped cook their meals  

 Advanced health Practitioner role positive and psychology involved in MDT  
  



 
 
Areas of concern: 
 

 Staff not calling a patient by her name and instead referring to her as ‘the 
patient from Whorlton Hall’ 

 Risk assessments had all the information, but it was difficult to locate a snap 
shot on the system 

 Limited information about the units for carer’s and patients 

 Family spoken to highlighted the heat in the independently nursed patients 
unit was excessive in hot weather 

 Limited occupational therapy input  

 Delayed discharges and long lengths of stay, however progress being made in 
terms of finding suitable placements 

 
 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report.  
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organise the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely 

 

 

Jenny Wilkes 

Head of Hospitals Inspection 



 
 

 
 
 
Sent by email 
 
Your account number: RX3 
Our reference: INS2-5165095284-
1386984422ENQ1-1386984 
Mr Colin Martin 
Chief Executive 
Tees Esk and Wear Valleys NHS FT 
West Park Hospital 
Edward Pease Way 
Darlington. 
DL2 2TS 
 
Date: 09/10/2019 
 
 
Dear Mr Martin 
 
Re: CQC inspection of Tees, Esk and Wear Valleys Foundation NHS Trust, 
Roseberry Park, forensic services 
 
Following your feedback meeting with Victoria Boyle and Rachael Davies on 
03/10/2019. I thought it would be helpful to give you written feedback as highlighted 
at the inspection and given to you and your colleagues Simon Lancashire, Neil 
Woodward, Nicola Foreman, Halyey Todd and Jonna Yorker at the feedback 
meeting.  
 
This letter does not replace the draft report and evidence appendix we will send to 
you, but simply confirms what we fed-back on 03/10/2019 and provides you with a 
basis to start considering what action is needed.  
 
We would encourage you to discuss the findings of our inspection at the public 
session of your next board meeting. If your next board meeting takes place prior to 
receiving a final or draft inspection report and evidence appendix, this 
correspondence should be used to inform discussions with the board.  
 
An overview of our feedback 
 
The feedback to you was: 

 The environment on all wards was clean and tidy, the personalisation on the 
wards was great.  

 Mandatory training was at the trust target level.  

 Risk assessments and care plans were generally okay.  

 Staff where able to explain confidently the safeguarding procedures and how 
to identify possible safeguarding. 
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 Extensive multidisciplinary team - psychology, OT, access to physio, SALT. 
Facilities at the activity centre were great.  

 Easy access to physical health care including health centre. 

 Some inconsistencies with physical health checks including MEWS. 

 Other record keeping inconsistencies on Paris - filed in different places.  

 Flumazenil - information up in the clinic although no longer in use.  

 Used urine analysis sticks stored near cotton swabs/clean equipment.  

 Some gaps in Mental Health act paperwork, these were raised to the ward 
managers on the wards.  

 Staffing level concerns has been a theme with patients and staff. 

 Some positive practice on some wards in relation to restrictive practice -  the 
removal of all pre approved tear proof clothing plans, policy available on the 
ward for staff. Discussing restrictive practices with patients. 

 Positive practice of Newtondale ward  - section 17 leave folders managed by 
the patient. 

 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report.  
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organise the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(above) to hand. It may cause delay if you are not able to give it to us. 
 
Yours sincerely 

Jenny Wilkes 

Head of Hospitals Inspection 



 
 

 
 
 
 
 
 
 
Sent by email 
 
Your account number: RX3 
Our reference: INS2-5165095284- 
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Mr Colin Martin 
Chief Executive 
Tees, Esk and Wear Valleys NHS Foundation Trust 
West Park Hospital 
Edward Pease Way 
Darlington 
Co Durham 
DL2 2TS 
 
 
Date: 09 October 2019 
 
 
Dear Mr Martin 
 
 
Re: CQC inspection of wards for older people with mental health problems for 
Tees, Esk and Wear Valleys NHS Foundation Trust 
 
I thought it would be helpful to give you written feedback of our preliminary findings 
highlighted at the inspection. This letter does not replace the draft report we will send 
to you, but simply provides you with a basis to start considering what action is 
needed rather than waiting for the draft inspection report.   
 
An overview of our preliminary findings 
 
Firstly we would like to take this opportunity to thank the trust and teams inspected 
for welcoming the inspection team into the service and for providing us with the 
arrangements required to undertake this inspection.  
 
At this stage we are only able to provide high level feedback which is subject to 
further consideration of evidence gathered during inspection and information that we 
may request following inspection to support our report.  
 
During our inspection we discussed with managers of the teams the following; 
 
Day 1 – Springwood Ward and Rowan Lea Ward 
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Positives  
 

 We observed kind and compassionate care from staff. Staff demonstrated that 
they knew the patients and how best to interact with them.  

 The ward environments were clean and well maintained, furniture, fixtures and 
fittings were appropriate.  

 Frailty meeting was a positive experience, with a holistic approach to each 
individual and a clear overview of risk.  

 Physical health monitoring was positive, including the use of the NEWS and 
pain monitoring scales.  

 Staff were positive, morale was high.  

 MDT approach was really positive. There was no heirachy and everyone got 
their say.  

 We received positive feedback from carers and patients. There appears to be 
close family involvement with decision making.  

 
Areas for improvement  
 

 We had concerns how information was captured and documented. For 
example, staff were not always capturing the positive work they are doing 
within patient care records.  

 Although it was recognised there a different platforms of supervision, we had 
concerns around how the service monitors supervision compliance.  

 There was no provision for out of hours medical care apart from the 999 111 
(Springwood Ward) 

 No PEEPs plans in place for patients in case of a fire (Springwood Ward) – no 
risk assessment had been completed to identify if a patient needed a PEEP or 
not.  

 Staff were disposing of medication in sharps boxes.  

 Checks of equipment including hoist and bed in high-dependency room were 
out of date (Rowan Lea). 

 

Day 2 – Meadowfields and Cherry Trees 
 
Positives 
 

 Ward areas were clean and well maintained, fixtures, fittings and furniture 
were appropriate for use.  

 The service had clear PEEP plans for patients; recognising the risks around 
emergency evacuation and the impact their illness/disability may have in that 
situation.  

 We observed compassionate care, for example a member of staff singing 
to/with a patient as she was walking with him down the corridor.   

 Wards were well led and had a strong management team.   

 Staff were positive in there roles and demonstrated a strong team ethic.  



 
 

 We recognised there is a physical health lead in post who is RGN and RMN 
qualified which was benefial to the service   

 Patients had access to various activities and therapies  

 Patient and carer feedback was consistently positive 

 Staff told us they felt supported and able to share their views in an open and 
honest culture 

 
Areas for improvement 
 

 The clinical supervision process was not robust, but it was recognised the 
Allied health professionals supervision is good. 

 We raised concerns that staffing levels at times may not have met the 
requirement.  

 Staff were not consistently using leave risk assessments with patients 

 Physical health monitoring for one patient was not consistently carried out per 
the care plan 

 
 
Day3 – Rowan Ward 
 
Positives  
 

 We observed some kind and compassionate care from staff. They 
demonstrated that they knew the patients and how best to interact with them.  

 The ward environment was clean and well maintained, furniture, fixtures and 
fittings were appropriate.  

 Physical health monitoring was positive, staff had a good understanding of the 
relevance of NEWS and how to escalate concerns 

 MDT approach was positive, no heirarchy and everyone got their say.  

 
Areas for improvement 
 

 Most recent copies of patient’s care plans/ risk assessments were not 
contained in paper files (these held old copies which could cause confusion if 
staff were not accessing most recent documents) 

 One patient had not had a capacity assessment before a best interest’s 
meeting was held 

 Information relating to a patient who had had a recent fall was not contained 
within that patient’s safety summary  

 We raised concerns re. remaining dormitories with only curtains for privacy  

 Staff were not always repeating NEWS when concerns were identified and the 
need to repeat had been identified  

 

Day 4 – Westerdale North and Westerdale South 

Positives  



 
 
 

 We observed kind and compassionate care from staff. Staff had a good 
understanding of patient need and responded appropriately 

 Positive physical health monitoring  

 Staff felt supported and worked well as an MDT  

 Positive discussions around how to reduce physical aggression and use of 
PRN medication  

 Positive carer support and appreciation of the impact on carers  

 
Areas for Improvement 
 

 One patient was given IM haloperidol rapid tranquilisation but this was not 
prescribed on their medication chart 

 Ligature assessment differed to what was done in practice (south ward) 

 Supplements were stored under the sink which could cause concerns related 
to infection prevention and control (south ward) 

 Not all patients taking section 17 leave were being risk assessed prior to leave 
and leave forms were incomplete 

 We found missing recordings on patient observation charts 

 Two rapid tranquilisation episodes were not recorded as incidents and 
according to documentation it was unclear what de-escalation had been 
attempted first (north ward) 

 

Day 5 – Ceddesfeld and Hamsterley  

Positives 
  

 We observed positive interactions and caring attitudes demonstrated by staff 

 Patients had access to a range of activities such as pamper rooms and sport 
areas 

 Physical health – positive monitoring, assessment and ongoing support. Clear 
benefit of role of physical health nurse to patient care.  

 Positive carers support including ongoing support post-discharge  
 
Area for Improvement 

 

 Within one patients record we saw reference to a best interests meeting in 
relation to physical healthcare but could not find a capacity assessment on 
best interests meeting on the system  

 One patient missed medication as it was not in stock. Pharmacy staff were on 
long term sick who would normally do the ordering, and it was unclear of 
current oversight  

 Room temperatures were over safe temperatues (Ceddesfeld). This had been 
reported and staff stated the lifespan of medications had been reduced 
following advice but we could not see this had actually been done 



 
 

 Lack of s17 leave risk assessments for all patients and no leave forms i.e. to 
check patients in/out 

 
 
Day 6 – Roseberry Ward and Oak Ward 
 
Positives 
  

 Personalised care records reflected that staff understood patients need and 
respected their wishes and values 

 Environment was clean, tidy and welcoming and patients were positive about 
the environment  

 Staff were positive about the overall teamwork on the ward and felt supported 
by management  

 Activities were well considered and appropriate for the patient group 

 Positive support and lots of clear information for carers  

 Post-incident management was positive  

 Physical health monitoring was positive 

 Rewards and recognition for staff  
 

Areas for Improvement 
 

 Patients’ Mental Health Act status was not recorded on medication cards  

 Dispensing medication from room with no handwashing facilities (Oak) 

 Room temperatures were over safe temperatures (Oak). This had been 
reported and staff stated the lifespan of medications had been reduced 
following advice but we could not see this had actually been done 

 No PEEP plans considered for patients who may require assistance in the 
event of a fire and no record of a recent fire drill (Oak) 

 Concerns around documentation relating to incident reporting (Oak) 

 Concerns regarding mixed-sex accommodation (Oak) 

 Female only lounge used by male patients (Oak) 
 
 
As part of our inspection methodology we may carry out further site visits to support 
our inspection. If we do so these will take place within the next 10 working days and 
will be unannounced.  
 
A draft inspection report will be sent to you once we have completed our due 
processes and you will have the opportunity to check the factual accuracy of the 
report.  
 
Could I take this opportunity to thank you once again for the arrangements that you 
made to help organise the inspection, and for the cooperation that we experienced 
from you and your staff.   
 
If you have any questions about this letter, please contact me through our National 
Customer Service Centre using the details below: 
 



 
 
Telephone:  03000 616161 
 
Write to: CQC  

Citygate 
Gallowgate 
Newcastle upon Tyne 
NE1 4PA 

 
If you do get in touch, please make sure you quote or have the reference number 
(INS2-3179697385) to hand. It may cause delay if you are not able to give it to us. 
 

Yours sincerely 

 
Jenny Wilkes       
CQC Head of Hospital Inspections  
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 ITEM NO. 12 

FOR GENERAL RELEASE 
 

Trust Board 
 
 

DATE: 29 October 2019 

TITLE: Update from the Clinical Outcomes Group 

REPORT OF: Dr Ahmad Khouja, Medical Director 

REPORT FOR: Information and discussion 

 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

This report is to update the Board on the work of the Clinical Outcomes Group.  

While a good start has been made in terms of engaging clinical leaders, agreeing 
principles and sharing best practice, the time line for full implementation will go 
beyond Sept 2019.  

Over the next three months the group will develop a detailed timeline (using the 
implementation guide already produced) and develop more detailed guidance at 
clinical and team level. 

The work programme is designed to integrate with the work being undertaken in the 
Recovery Programme Board regarding Patient Reported Outcome Measures 
(PROMS) and the CPA Project.  

 

Recommendations: 

Trust Board to note the progress made in the development of clinical outcome 
measures, and comment accordingly.  
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MEETING OF: Trust Board 

DATE: 29 October 2019 

TITLE: Update from the Clinical Outcomes Group 

 

1 INTRODUCTION & PURPOSE: 

1.1 The purpose of this report is to update Trust Board on the work of the Clinical 
Outcomes Group after six months.  EMT has been updated on progress in June 
2019 and again October 2019.   

2 BACKGROUND INFORMATION AND CONTEXT: 

2.1 The clinical outcomes group was established in March 2019, chaired by Dr Ruth 
Briel and included SCDs, DMDs as well as representatives from performance, tariffs 
and recovery.  The group was tasked to achieving the following outputs: 

1) To bring together senior clinical staff to understand the variation between and 
within specialties in relation to their attitude to and implementation of the use of 
clinical outcome measures. 

2) To develop cross-cutting principles for the use of clinical outcome measures. 

3) For specialties to agree what they felt was the most important thing to measure 
and a process for doing this. 

4) To agree how outcomes could be best utilised at clinical level. 

5) To consider how best to utilise outcome measures at team level. 

6) To produce a guide to using clinical outcomes at clinical and team level. 

2.2 The original timeline for the work was that it would be completed by September 
2019, but this was amended to December 2019 following the report to EMT in June 
2019.  The group asked EMT to extend this again and to consider planning a Trust-
wide event on outcome measures for 2020 (new output 7), both of which was agreed 
in October 2019. 

3 KEY ISSUES: 

Output 1: approach to outcome measures 

3.1 This was reported as achieved at the report to EMT in June 2019.  There was a high 
level of agreement in the group that using outcome measures better was a priority 
for the organisation and that this could be achieved.   The group did not include 
service users and carers and it was agreed that this involvement was best devolved 
to the SDGs.  
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Output 2: principles 

3.2 The final version of the set of principles is attached (appendix 1).  The most recent 
meeting of the group noted that confusion over nomenclature needs to be avoided.  
Therefore the word ‘Routine’ has been removed.  ROMs are not routine outcome 
measures, they are ‘Reported’ Outcome Measures.  A draft overarching narrative 
statement for staff has also been developed (appendix 2) 

 

Output 3: what to measure 

3.3 A Step by Step guide for specialty implementation has been agreed and was 
presented in the report to EMT in June 2019 (appendix 3).  Using this, each specialty 
has produced its own implementation plan.  Some specialties are further advanced 
than others e.g. CAMHS now has ROMs firmly embedded in clinical practice.  

 

Output 4 & 5: agreeing how to use at the clinical and team level 

3.4 This has been discussed and group members will write up from their perspectives.  
This is to be reviewed and developed at forthcoming meetings. 

 

Output 6: producing guidance  

3.5 The guide for clinicians is in development.  The core content of the guide that has 
been agreed so far is: 

 the narrative introduction for staff 

 principles document 

 therapeutic alliance document (currently in preparation) 

 case examples (to be developed) 

 specialty implementation guide 
 

Output 7: Trust-wide event 

3.6 The group has yet to discuss plans for a Trustwide event, but was given EMT 
approval in principle on 16 October 2019. 

4 IMPLICATIONS: 

4.1 Compliance with the CQC Fundamental Standards:  

CQC Fundamental Standards on Effectiveness require services to be able to show:  

 E2.1 Is information about the outcomes of people's care and treatment (both 
physical and mental where appropriate) routinely collected and monitored? 

 E2.2 Does this information show that the intended outcomes for people are 
being achieved? 

This work is aimed at addressing these standards 
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4.2 Financial/Value for Money:  

Although it was previously believed that payment mechanisms in mental health 
would in the future be linked to demonstrating outcomes, at the present time this 
appears to be less of a policy driver.  The key driver for this work is therefore quality.  
Outcome focused care should be of a higher quality but potentially at a reduced cost 
because of the opportunity to reduce wasted clinical effort. 

4.3 Legal and Constitutional (including the NHS Constitution): 

Legal issues relate to CQC compliance. 

4.4 Equality and Diversity:  

No direct equality and diversity issues identified in relation to the work of the group, 
other than the absence of input of service users and carers as already addressed in 
the report.  The use of outcome measures in practice can raise issues around 
equality and diversity which will be identified as far as possible in the work. 

5 RISKS: 

The key risks are around sustaining momentum for the work, setting and meeting an 
appropriate timeline and integrating this work with CITO.  

The group will aim to mitigate these risks by developing a detailed plan to allow 
oversight and engage with appropriate senior leaders to overcome barriers to 
implementation and to support this work on an on-going basis. 

In relation to CITO these is an on-going risk due to the lack of IT representation on 
the group – but it is hoped that the specialties and currency and tariff teams can help 
support this interface. 

The work on DIALOG and DIALOG+ also needs to be integrated with this work as it 
can be used as an outcome measure. 

6 CONCLUSIONS: 

Overall progress has been steady but timescales have slipped.  We are now looking 
at completion of specialty plans by the end of 2019 with a timescale for 
implementation in 2020. 

The work programme will integrate with the work being undertaken in the Recovery 
Programme Board regarding Patient Reported Outcome Measures (PROMS) and 
the CPA Project. 

The group has recommended that the Clinical Leaders Board provide oversight of 
this work through 2020. 

7 RECOMMENDATIONS: 

Trust Board is asked to note and approve this report and endorse the outputs of the 
group so far. 

 

Author: Dr Lenny Cornwall (chair, Clinical Outcomes Group) 
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APPENDIX 1: TEWV Principles in the use of outcomes (Output 1) 

The following outcomes have been established through an iterative process with 
senior clinicians and their leadership teams. 

Principles relating to vision  

TEWV is committed to making a difference to people’s lives and therefore supports 
the use of Outcome Measures to improve services, and to evidence the impact we 
are making.  Outcome Measures will be used in a way which adds to the quality of 
the work, and will therefore be done in a way which is meaningful to service users 
and clinical staff. It is acknowledged that Outcome Measures do not measure 
everything, and therefore need to be used alongside other means of evaluating 
services. 

We believe that used effectively, outcomes can significantly enhance the therapeutic 
alliance between service users and clinicians and therefore lead to improvements for 
both service users and staff. 

Principles relating to patient relationships  

We will use Outcome Measures that are meaningful and relevant to the patient and 
clinician and in a way which adds value. All aspects of Outcome Measures will be 
accessible for service users and clinicians.  

Principles relating to staff involvement 

Outcome Measures must be valuable, meaningful and integral to clinical practice. 
The information needs to be easily accessible at a patient level, as well as at a 
clinician and team level. 

Principles relating to measurement tools 

 We will use standardised measures with good psychometric properties 
(reliability and validity).  

 We will use Patient Reported Outcome Measures (PROMs), Clinician 
Reported Outcome Measures (CROMs) and Patient Reported Experience 
Measures (PREMs) 

 We will agree measures that are accessible and easy to use. 

Principles relating to how outcome should be used and fed back 

 At a clinical level – Outcome Measures will be integral to practice including in 

a way which reflects the evidence base within clinical sessions and in clinical 

supervision.  

 Information will be available and easy to interpret. Outcome Measures 

information will be integral to assessment, care planning and monitoring 

progress in a way which enhances these processes.  
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 We will work to enhance the therapeutic alliance (task, goal and bond) as this 

accounts for 40% of variance of outcome. 

 Within teams –information will be used for feedback to monitor effectiveness 

of services. These may be aggregated to provide evidence at service and 

organisational level. 

Principles relating to leadership 

Leaders at all levels within TEWV will be invested and accountable to ensure 
improved use of Outcome Measures and of clinical outcomes. 

Principles relating to staff training and awareness 

 We acknowledge that staff need time to learn about the measures and to 

understand how to include them into practice in a way which is meaningful 

and enhances their interventions.  

 Clinicians will have access to scores of Outcome Measures and to be 

confident in knowing how to discuss with clients. 

Principles relating to implementing outcome measures into every day practice 
and team practice 

 We recognise that implementation takes time. It requires team training and 

on-going support (e.g. in supervision, huddles, MDT etc) to embed. 

 We will performance manage carefully to ensure we are supporting good 

clinical practice. 
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APPENDIX 2:  Draft narrative introduction for staff (Output 2) 

 
Listening to staff it is very clear that people come to work because they want to make 

a positive difference to service users’ lives.  But how do we know if we have made a 

difference and it’s the right difference?  This is where outcome measurement comes 

in.  An outcome is basically the difference that you see before and after something. 

In the case of mental health, we want to know the difference that our input is making.  

This means we need to compare how the person is before and after our intervention 

to find out if this has made a difference. 

 
When thinking about outcomes, the first thing we need to decide is what outcome is 

important to the service user.  What is it that they want to work on and change?  We 

can only find this out by working together and listening to what is important to them.  

An outcome measure can be used to help structure the conversation.  To explore 

where that person is now and to talk about where they want to be.  It should ensure 

clinicians and service users are working on the most important issues and should 

help with care planning.   

 
After the intervention, the outcome measure can be used again and compared with 

the previous occasion.  This should help both you and the person you are working 

with recognise whether things have changed at all and whether you are getting 

closer to achieving the goals you have set.  Sometimes, you’ll find that things haven’t 

improved or might even have got worse.  Measuring outcomes can help you 

recognise when things are stuck.  On these occasions it can be helpful for you and 

the service user to work together and talk about any potential problems and possible 

ways forward.  Rather than be something that gets in the way of a good therapeutic 

relationship, we know that when used appropriately, the use of outcome measures 

can be beneficial.  Service users say they feel more involved and listened to and 

believe that time gets spent working on issues that are important to them. 

 
Collecting outcomes can have other benefits for service users too.  By comparing the 

outcomes of different service user groups (e.g. different teams), we can start to work 

out which service user groups do best and start to think about what makes the 

difference.  For example, is it the interventions that are being delivered, is it the 

amount of time available to deliver interventions, is it that they’re an ‘easier’ group of 

people to work with?  Once we get a better understanding of what works for who, 

this can feed into service developments to ensure service users get the best possible 

chance of recovery. 
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APPENDIX 3: Step by step guide to embedding clinical outcomes 

Step 1 Clarity of the vision 
There are three elements to this stage. 

 Developing a vision that SDG members believe in 

 SDG members being able to articulate the vision 

 SDG members start to articulate the vision with other leaders in the service.  
This may be taken forward as awareness sessions in the specialty – an early 
precursor to more detailed training. 

 
Example narrative: 

The use of clinical outcomes are a key part of clinical work, not separate from it.  
They are important as they enable a therapeutic alliance between clinician and 
service user.  They are used to inform the assessment process,  to help understand 
what is happening from a service user point of view and to inform clinical decision 
making about the efficacy of intervention. 

There is no perfect outcome measure that will capture everything.  And there are 
times when it is not appropriate to use an outcome measure. 
Not everything we do can be captured by outcome measures.  And much of what 
service users and carers value is about the human relational aspects of what we do 

BUT – outcome measures can definitely help us to make improvements in some of 
the care we deliver – and we cannot afford to overlook this and not use outcome 
measures.  Our service users and staff gain benefit from have a clear sense of 
purpose (goals and tasks) and these are an essential aspect of a good therapeutic 
alliance. 

 
Step 2  Agreeing what matters 
SDGs  agree what the key aim of their service is trying to deliver 

 We cannot measure everything – but we do need to consider what it is that is 
important to measure 

 e.g. recovery, symptoms, wellbeing . Decision would need to be informed by 
the clinical work/ expected changes/ stability/ reducing decline 

 To embed within practice, will need an easy means of scoring and presenting 
the results, so best to include IT at an early stage 

 
Step 3 Identifying options 
At this point specialist advice will probably be required to understand what possible 
outcome measure have: 

 Content validity for the area identified above validity,  

 Construct validity 

 Normative values 

 Valid model to report as outcome measure  

 Are free to use and are licenced for electronic use on Paris (link to NHS site) 
 
Step 4 Agreeing an option 
If there are alternative possibilities for the above SDG will need to consider the 
principles for the use of outcome measures set out by the Trust and select the best 
outcome measure based on those criteria for their chosen area identified at step 2 
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Step 5 Develop a communication strategy 
This in part relates back to step 1.  People see outcome measures as an additional 
bureaucratic burden, rather than something that can enhance care.  This narrative 
needs to be challenged if outcome measures can be useful 
 
Step 6 Piloting 
At this step it might be worth considering the utility of having one or a small number 
of pilot teams who want to make use of outcome measures meaningful.  It is key to 
involve their clinical leadership team in understanding the purpose and utility of use 
of outcomes.  This needs to be a specific piece of work over a couple of sessions. 

Leaders in the team need to be on board and see the value in use of outcome 
measures, be able to articulate that vision and be able to use outcome measures 
themselves in practice. 

Pilot teams need to be trained in outcome measures and their use and develop 
processes within the team for reviewing outcome measures.  Those offering clinical 
supervision to be fully on board and aware of how to embed information from OM 
into clinical practice  

The team need a way of ensuring they get feedback from the outcome measures at 
a team and service level, to help them improve further.  This needs to be done with a 
quality improvement approach, not a punitive approach. 

Practical issues need to be thought through – such as how outcome measures will e 
reported back.  The Trust Currency and Tariff Team will be extremely important at 
this stage. 

Careful performance management will be required to support the balance between 
moving forward with the use of outcome measures and making them clinically 
meaningful. 

The training should be delivered by clinical staff supported by currency and Tariff 
Team.  A standardised training package will be required both for leaders training and 
for clinician training. 

 
Step 7  Scale up 
Scale up the work with case examples of how use of outcome measures has 
improved team functioning/care for service users at step 6. Pilot team narrative and 
service user narrative will be important at this stage. All teams coming on line will 
need leadership engagement sessions and training in the same way as in step 6. 
 
Step 8  Maintain momentum 
Although temping to think the work is done at this point – this is just the start.  
Keeping outcome measures at the forefront of people’s minds and continuing to 
refine their utility will require on-going work and tenacity and team and SDG level.  

There should be sense of celebration and a willingness for continued learning and 
improvement. 

The Currency and Tariff team will continue to support the work at SDG level as well 
as LMGB level. 
 



 
 

Ref.  PJB 1 Date:  

 The Vision: Tewv is committed to making a difference to people's lives and supports the use of Routine Outcome Measures (ROMS). We are committed 

to improving services and evidencing the impact we are making. Routine Outcomes measures will be used in a way which adds to the quality of the work 

and be meaningful to service users and clinical staff. We recognise that ROMS do not measure everything and need to be used alongside other means of 

evaluating services. We believe that used effectively, outcomes can significantly enhance the therapeutic alliance between service users and clinicians and 

lead to improvements for both.

Time is required to allow staff to 
learn about the measures and 
understand how to use them in 
routine practice in a meaningful 
way.

Leaders at all levels within 
TEWV will be invested and 
accountable to ensure 
improved use of ROMS and of 
clinical outcomes.

• We will use routine 
outcome measures that are 
meaningful and relevant to 
the patient and clinician and 
in a way which adds value.

• All aspects of routine 
outcome measures will be 
accessible for service users 
and clinicians

ROMS must be valuable, 
meaningful and integral to clinical 
practice. The information needs 
to be easily accessible at a 
patient level as well as at a 
clinician and team level.

• We will use standardised measures 
with good psychometric properties 
(reliability and validity).

• We will use PROMS/CROMS and 
PREMS.

• We will agree measures that are 
accessible and easy to use.

• We recognise that implementation 
takes time and requires on-going 
support (e.g. huddles, supervision, 
MDT etc) to embed.

• We will performance manage 
carefully to ensure we are 
supporting good clinical practice.

• At a clinician level outcome measures 
will be integral to practice in a way 
which reflects the evidence base 
within clinical sessions and in clinical 
supervision.

• Information will be available and easy 
to interpret. Routine Outcome 
Measurement will be integral to 
assessment, care planning and 
monitoring progress.

• Within teams information will be 
used for feedback to monitor 
effectiveness of services. These may 
be aggregated to provide assurance  
at service and organisational level.

Clinical Outcomes
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 ITEM No.13   
FOR GENERAL RELEASE 

 
BOARD OF DIRECTORS 

 

DATE: Tuesday, 29th October 2019 

TITLE: Learning from deaths – Dashboard Report Q1&Q2 2019/20 

REPORT OF: Jennifer Illingworth, Director of Quality Governance 

REPORT FOR: Information 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

 
The Learning from Deaths dashboard report sets out the approach the Trust is taking towards 
the identification, categorisation and investigation of deaths in line with national guidance. The 
mortality dashboard for the Q1&Q2 2019/20 financial year is included at Appendix 1 and 
includes 2018/19 data for comparison. 
 
Work continues to ensure the numbers of deaths reported (both in and out of scope) are as 
accurate as possible to allow us to gain maximum learning from this process. The mortality 
review process has also continued to be refined and there is further detail included within the 
body of the paper. 
 
 

Recommendations: 
 
The Board of Directors is requested to note the content of this report, the dashboard and the 
learning points identified. 
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MEETING OF: BOARD OF DIRECTORS 

DATE: Tuesday, 29th October 2019 

TITLE: Learning from deaths - Dashboard Report Q1&Q2 2019/20 

 
1. INTRODUCTION & PURPOSE: 
 
1.1  To formally report to the Board of Directors key information on ‘Learning from deaths’ 

in line with national guidance and the Trust ‘Learning from deaths: the right thing to 
do’ policy (CORP 00-65).  

  
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 Following the publication of the Southern Health report in 2015 there has been 

continued enhanced national scrutiny on how all NHS organisations respond to the 
deaths of service users in their care.  

 
All NHS Trusts are required to publish a dashboard (Appendix 1) highlighting the 
numbers of deaths that occur in the organisation on a quarterly basis, which are in-
scope of the learning from deaths policy, and also the proportion of those deaths 
which were subject to any investigation or mortality review. It is important to note that 
when reviewing the data presented in the dashboard all of the deaths categorised as 
‘in scope for the learning from deaths policy’ are subject to an initial clinical review 
before determining if they require further investigation.  
 
The Learning from Deaths policy is currently being reviewed, in conjunction with the 
other trusts in the region and this work is anticipated to be completed by the end of 
the financial year. 
         

3. KEY ISSUES: 
 
3.1       Mortality Review and Learning 
 
            In Q1&Q2 2019/20 there were 108 mortality reviews undertaken. Of those 108 cases  
            20 were selected for a more detailed structured judgement review. 
 

Our previous approach to mortality review was to identify those service users on the 
Care Programme Approach who had died but did not fall into the category of a 
Serious Incident. Following guidance from the Royal College of Psychiatrists and in 
line with peer organisations across the region in 2019/20 this process has been 
amended to look at service users who have died and fall into a ‘red flag’ category: 
 

 Family, carers or staff have raised concerns about the care provided 

 Diagnosis of psychosis or eating disorders during the last episode of care 

 Psychiatric inpatient at the time of death, or discharged from care within the 
last month 

 Under Crisis Resolution and Home Treatment Team at the time of death 

 Patient had Learning Disability diagnosis 
 
A random selection of cases is also considered each month. It is felt that this revised 
criteria will allow for greater learning from a more suitable selection of cases 
reviewed. 
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Appendix 2 includes an overview of the cases reviewed and key learning points from 
the structured judgement reviews which took place. These issues were not felt to be 
contributory to the deaths which occurred but have all been fed back to the relevant 
teams and/or other organisations where appropriate. 

 
3.2      Appendix 1: Dashboard  
 

The learning from deaths dashboard is attached at Appendix 1 which also includes 
2018/19 data for comparison. For Q1&Q2 2019/20 the dashboard highlights the 
following: 
 

 1224 deaths were recorded in total (1259 in 2018/19) 

 62 serious incident reviews relating to deaths were completed (65 in 2018/19) 

 23 learning points* were identified from the 62 serious incidents reviewed (this 
equates to 37% - in 2018/19 for the same period it was 47%) 

 108 cases were reviewed as part of the mortality review process  

 17 learning disability deaths (16 community) were reviewed and also reported 
to LeDeR  

 15 deaths of in-patients were reported in Q1&Q2 2019/20 (9 are being/have 
been investigated as serious incidents, 5 were reviewed as part of the 
mortality review process and 1 was a Head of Service review). I of the 15 
deaths was a person with a Learning Disability which is being reviewed as a 
serious incident. 

 
The numbers on the dashboard are broadly similar to the comparison from the 
previous year which suggests our processes are satisfactory. The exception to this is 
the number of learning points identified from serious incidents which stands at 37% 
for Q1&Q2 2019/20 which is 10% lower than the previous year (this is a positive 
reduction). 

 
*For the purpose of this report the learning identified from Serious Incidents has been 
categorised as those cases which concluded with either a root cause or contributory 
finding meaning the outcome may have been different if different decisions had been 
made or different circumstances in place.  
 

4.0       IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards:  

CQC look at a range of data to help them monitor trusts that provide mental health 
services.  This report provides evidence in respect of Regulation 17 – Good 
Governance. 

 
4.2 Financial/Value for Money:  

There are financial and reputational implications associated with poor standards of 
quality service.   

 
4.3 Legal and Constitutional (including the NHS Constitution):  

CQC’s Fundamental Standards in respect of Regulation 17 - Good Governance. 
 
4.4 Equality and Diversity:  

Feedback received associated with discrimination is, where this is apparent, 
forwarded for review by the Equality and Diversity lead. 
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4.5 Other implications: No other implications identified. 
 
5. RISKS: There is a risk that the data published is compared by others with the data of 

other organisations that may not provide similar services. 
 
6. CONCLUSION:  

Work continues to ensure the numbers of deaths reported (both in and out of scope) 
are as accurate as possible to allow us to gain maximum learning from this process. 
The numbers on the dashboard (Appendix1) are largely comparable to that of the 
same period in 2018/19 however it is worthy of noting that the number of serious 
incidents completed where there was significant learning for the Trust is currently 
lower than at the same point in the previous year.  

 
7. RECOMMENDATIONS: 
 

The Board of Directors is requested to note the content of this report, the dashboard 
and the learning points. 
 

 
Jennifer Illingworth 
Director of Quality Governance 
October 2019 
 

Background Papers:  
 
Learning From Deaths Framework 
https://www.england.nhs.uk/?s=Learning+from+Deaths 
 
Southern Health Report 
 https://www.england.nhs.uk/2015/12/mazars/  
 

 

   
    

  
 
 
 
 
 

https://www.england.nhs.uk/?s=Learning+from+Deaths
https://www.england.nhs.uk/2015/12/mazars/
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Appendix 1 Dashboard 
 

2019/20 2019/20 2019/20 2019/20 2019/20

Q1 640 m 661 8 k 4 32 m 34 43 m 53 9 m 13

Q2 584 m 598 6 k 2 30 m 31 65 m 66 14 m 18

Q3

Q4

YTD 1224 m 1259 14 k 6 62 m 65 108 m 119 23 m 31

2019/20 2019/20 2019/20 2019/20

Q1 16 m 21 0 n 0 10 k 7 10 k 7

Q2 13 k 11 1 k 0 7 k 6 7 k 6

Q3

Q4

YTD 29 m 32 1 k 0 17 k 13 17 k 13

Learning from Deaths Dashboard    - Data Taken from Paris and Datix

 Reporting Period - Quarter 2 - July - Septemebr 2019

2018/192018/192018/192018/19

Summary of total number of deaths and total number of cases reviewed under the SI Framework or Mortality Review

Total Number of Deaths, Deaths Reviewed (does not include patients with identified learning disabilities)

Summary of total number of Learning Disability deaths and total number of cases reviewed under the SI Framework or Mortality Review

Total Number of Learning Disability Deaths, and total number reported through LeDer

2018/19 2018/19 2018/19 2018/19 2018/19

Total Deaths (not 

LD)

Total Number of In-

Patient Deaths

Total Deaths 

Reviewed SI 
Mortality Reviews 

Total Number of 

Learning Points

LD Deaths
Total Number of LD 

In-Patient Deaths

LD Deaths Reviewed 

Internally

LD Deaths Reported 

to LeDer
7

3

6 6

3
4

0 0 0
1

0 0

0

5 5

0

2

5

0

2

4

6

8

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

Learning Disability Deaths

LD Deaths Total Number of LD In-Patient Deaths

LD Deaths Reviewed Internally LD Deaths Reported to LeDer

246
217

177
213 199

172

3 2 3 1 3 2
6

16
21

10

23

32

2 5 2 3
8

3

0
50
100
150
200
250
300

0

10

20

30

40

Total Recorded Deaths ( not including Learning Disability)

Total Deaths (not LD) Total Number of In-Patient Deaths Total Deaths Reviewed SI

Mortality Reviews Total Number of Learning Points
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7

13

Breakdown of Gender for Patients 
Death requiring a Structured 

Judgement Review 

Female

Male

4

4

2

9

Age Range for Patient Death's requiring  
a Structured Judgement Review

30-40yr old

40-50yr old

50-60yr old

Over 70yr

0

5

10

15

20

Poor Adequate Good Excellent

1 1

15

3

Overall Rating Assigned to Care 
following Review

0

10

20

1
7

2 2 3 1 2

18

Themes from Lesson Points Identified 

Appendix 2 
 

Mortality Review April 2019 – 31st September 2019 
 
Overall Figures        

 

 Month Total Number of Deaths which 
met criteria for a review  

Total Number identified as requiring a 
Structured Judgement Review  

April 6 1 

May 16 5 

June 21 3 

July 10 0 

August 23 3 

September 32 8 

Total 108 20 

From the 108 there were a total of 17 were Learning Disability Deaths reviewed and sent to LeDer 
 

 
 

Demographics of Patients 
 

 
                 Rating of Care  Themes of Lessons Learned  
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Details of Learning Points from Structured Judgement Reviews 
 

Care Records  
1. Care Records – records refers to patient’s diagnosis of alcohol related dementia, no results or 

information from third party to confirm this diagnosis. 
 

Communication 
1. Communication between MH and Acute regarding patients best interests, pt. was admitted into MH 

ward when his main needs were clearly physical health, learning for TEWV/acute trust as to 
whether appropriate 
 

Intervention Plan  
1. No new interventions identified in response to increase in the patients risk level 
2. Not fully completed, not clear what interventions were being provided to patient to meet individual 

needs 

Harm Minimisation 
1. No evidence of ongoing risk assessing, only at points of crisis.   
2. Safety Summary completed by Access not updated by receiving team 
3. Safety Summary not updated in relation to risks from lifestyle i.e. when drunk pose risk to others 
4. Safety summary not updated following self-harm episodes to reflect risk posed and to clarify 

management plan. 
5. Safety Summary was not accurate in relation to patient’s risks, in particular in relation to harm from 

others. 
6. There was evidence of stock piling physical health medication – no evidence of intervention or risk 

assessed.  
7. Safety summary not updated at point of being transitioned  between teams to identify risks at point 

in patients journey 

Policy Compliance 
1. Safety summary documents not updated or closed by different teams 
2. Staff did not following the standards set out in the Falls Policy following the patient having a fall on 

the ward. 
3. Reference to capacity assessment within patients records however, no evidence this took place. 

Referral 
1. Seen by access numerous occasions within 2yr period, may have benefited from referral to primary 

or secondary services for further assessment/treatment. 
2. Patient should have been referred to the end of life care team earlier 

Transfers  
1. It took a lengthy time for the patient to be transferred from Crisis to Affective Disorders   
2. The patient missed critical medication when transferred to Acute Trust - more robust process 

required to ensure all patients needs continue to be met when on leave from the ward or 
transferred to another healthcare provider. 

 

Areas of Good Practice Noted  
 

1. Effective collaborative working and formulation of care 
2. Robust risk assessments and discharge plans in place for Mental Health. 
3. All care documents regularly completed and open lines of communication with all other Healthcare 

Professionals involved 
4. Evidence of robust care planning to mitigate risks posed and to promote recovery. 
5. Open lines of communicating maintained with GP in form of letter regards outcome of primary care 

assessment and future plan. 
6. Good Partnership working 
7. Multi-agency working between MH & Acute Trust, actively including family in decision making. 
8. Good review of needs when deterioration noted in physical health needs. 

 



 
 

 ITEM NO. 14 
 
 

BOARD OF DIRECTORS 
 

 
DATE: 29th October 2019 

 
TITLE: Gender Pay Gap Report 

 
REPORT OF: Director of Human Resources and Organisational Development 
REPORT FOR: Information 

 
 
This report supports the achievement of the following Strategic Goals:  
To provide excellent services working with the individual users of our services 
and their carers to promote recovery and wellbeing 

 

To continuously improve to 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 the communities we serve 

√ 

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

√ 

 
Executive Summary: 
 
The latest TEWV Gender Pay Report tells us that the gender pay gap in March 2019 
was less than in March 2018, particularly in respect of mean average pay. There has 
been a continuation of the trend toward employing proportionately more females. 
More needs to be done to reduce the pay gap further including detailed analysis of 
the reason(s) for the pay gap and consideration of additional actions. 
 
 
 
 
 
 
 

Recommendations: 
1) To note the contents of the report, to comment accordingly and to approve 

publication of the gender pay gap information in Appendix A by 31st October 
2019. 

2) That the Resources Committee considers additional information about the 
reason(s) for the scale of the gender pay gap, and potential responses to this 
information at its meeting in January 2020.  
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MEETING OF: BOARD OF DIRECTORS 

 
DATE: 29th October 2019 
TITLE: Gender Pay Gap Report 

 
1. INTRODUCTION & PURPOSE: 
 
1.1 The purpose of this report is to share information ahead of publication about 

the latest available TEWV gender pay gap as part of efforts to help ensure 
that TEWV complies with the Equality Act 2010 (Specific Duties and Public 
Authorities) Regulations 2017. The report will also be shared with the 
Executive Management Team and the Joint Consultative Committee over the 
coming weeks.    

 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 From March 2018 public, private and voluntary sector organisations with 250 

or more employees have been required to report annually on their gender pay 
gap using six different measures. This report is based upon a snapshot date 
of 31st March 2019. In previous years the gender pay gap information has 
been reported almost 12 months after the snapshot date. The Board of 
Directors agreed in March 2019 that the next Gender Pay Gap Report be 
published in October 2019 rather than March 2020 to help ensure that the 
information being reported is more contemporary and to avoid potential 
confusion about the reporting periods and dates. There is a legal requirement 
for TEWV to publish the data on the Government Equalities Office website by 
no later than 30th March 2020.    

 
2.2 Gender pay gap reporting obligations complement other equality and diversity 

reporting requirements for specified public bodies. These requirements 
include the annual publication of information to demonstrate that TEWV is 
meeting its Public Sector Equality Duty and the publishing of equality 
objectives every four years  

 
3. KEY ISSUES: 
 
3.1 The six gender pay gap reporting measures are: 
 
 ● Mean gender pay gap – the difference between the mean hourly rate of pay 
              of male full-pay relevant employees and that of female full-pay relevant  
              employees 
 
 ● Median gender pay gap – the difference between the median hourly pay  
              rate of male full-pay relevant employees and that of female full-pay relevant  
              employees  
 
` ● Mean bonus gap – the difference between the mean bonus pay paid to  
               male relevant employees and that paid to female relevant employees 
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 ● Median bonus gap – the difference between the median bonus pay paid to  
              male relevant employees and that paid to female relevant employees 
 
 ● Bonus proportions – the proportions of male and female relevant employees  
              who were paid bonus pay during the relevant period 
 
 ● Quartile pay bands – the proportion of male and female relevant employees  
              in the lower, lower middle, upper middle and upper quartile pay bands   
 
3.2 Appendix A includes TEWV gender pay gap information that it is intended to 

publish by no later than 30th March 2020. The 2019 TEWV mean gender pay 
gap fell by 10% compared to 2018 and the median gender pay gap fell by 
0.1%. These reductions are welcome and reverse the upward trend previously 
reported though they are in respect of one year only. 

 
3.3 The previous gender pay gap report (March 2018) identified that a 68% 

increase in the number of female staff accessing salary sacrifice schemes had 
contributed to an increase in the gender pay gap. The latest gender pay gap 
report (March 2019) identifies an increase in female staff accessing salary 
sacrifice schemes of only 10%. Nationally prescribed reductions in the 
number of Agenda for Change pay points, as part of a three year pay deal, 
may also have contributed to the reduction in the TEWV gender pay gap. 
Local changes made to the TEWV Healthcare Assistant Career Framework 
earlier this year increased earnings amongst this predominantly female staff 
group though the full effect upon the gender pay gap of these changes may 
not be apparent until next year.  Further analysis will be needed to enable us 
to try to be certain about the reason(s) for the recent positive change in the 
gender pay gap position.    

 
3.4 There has been a small increase in the proportion of the workforce that is 

female compared to last year with 78% of the TEWV workforce being female. 
This continues a small but steady trend of TEWV employing proportionately 
more females. 

 
3.5 The gender breakdown by pay band information highlights few changes in 

distribution between 2018 and 2019 though there has been a marked 
increase in the proportion of females in Band 9 and Very Senior Manager 
posts compared to last year. The changing gender profile of the Executive 
Management Team is consistent with this information.     

 
3.6 Only the particular gender pay gap information that is described in paragraph 

3.1 will be published on the Government Equalities Office website. The 
additional gender pay gap information provided within Appendix A can be 
published on the TEWV website.    

 
3.7 The 2019 annual staff survey is underway at present and the very latest views 

of TEWV staff about TEWV acting fairly with regard to career progression and 
promotion will not be known until December 2019 or January 2020.  
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3.8 The timing of this report is such that comparable gender pay gap information 

from many other NHS organisations is not yet available. Most NHS 
organisations are expected to report their March 2019 gender pay gap 
information at a later date.    

 
3.9 The Government Equalities Office has recently published three pieces of 

research about the barriers to progression that are faced by women in the 
workplace and what employers can do help overcome these barriers. The key 
messages from this research will be examined and ought to inform related 
future TEWV actions.     

 
4.  IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards: None identified. 
 
4.2 Financial/Value for Money: None identified. 
 
4.3 Legal and Constitutional (including the NHS Constitution): TEWV is 

required to publish its Gender Pay Gap Report on the Government Equalities 
Office website and on the TEWV website.  

 
4.4 Equality and Diversity: Publishing gender pay gap information is part of the 

commitment of TEWV to being open and transparent about sharing this 
important information, to better understanding the reasons why gender pay 
differences exist and to taking actions in response. Reporting encourages 
TEWV to strive to be more diverse and inclusive through increasing its 
available talent pool.   

 
4.4 Other implications: None identified.  
 
5. RISKS: Gender pay gap information could be confused by some with 

information about equal pay.    
 
6. CONCLUSIONS: 
 
6.1 The TEWV Gender Pay Gap Report identifies that the average pay of female 

TEWV employees is lower than male employees by 14.65% (mean) and by 
10.14% (median). This information is to be published on the Government 
Equalities Office website and on the TEWV website by the end of October 
2019.  

 
6.2 The gender pay gap in March 2019 was less than that in March 2018 and this 

is welcome. More needs to be done however to better understand the reasons 
for the reduction and what additional actions ought to be taken to help further 
reduce the TEWV gender pay gap. 

 
7. RECOMMENDATIONS: 
 
7.1 To note the contents of the report, to comment accordingly and to  
           approve publication of the gender pay gap information in Appendix A by 
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           October 31st 2019. 
 
7.2 That the Resources Committee considers additional information about the  
           reason(s) for the scale of the gender pay gap, and potential responses to this  
           information at its meeting in January 2020.  
 
Beverley Vardon-Odonkor  
Head of HR and Workforce Assurance 
 
Background Papers:  
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Tees, Esk and Wear Valleys NHS Foundation Trust 

Gender Pay Gap Report – 2019- Appendix A 

The Equality Act 2010 (Specific Duties and Public Authorities) Regulations 2017 introduced a 
statutory requirement to produce information outlining details of any gender pay differences that exist 
within an organisation.  As from April 2018 public, private and voluntary sector organisations with 250 
or more employees were required to report on their gender pay gaps using six different measures.  
This is the third report and is based upon a snapshot date of 31st March 2019.  We are required to 
publish data on the Government Equalities Office website and on the Trust website by 30th March 
2020 and annually going forward. The Board of Directors agreed to bring forward the report of the 
March 2019 position to October 2019 to help ensure that more contemporaneous information is 
published.    

The gender pay gap differs from equal pay in the following way.  Equal pay deals with the pay 
differences between men and women who carry out the same jobs, similar jobs or work of equal 
value. It is unlawful to pay people unequally because they are a man or a woman.   The gender pay 
gap shows the differences in the average pay between men and women.   

The following report includes the statutory requirements of the gender pay gap reporting legislation 
along with further context to demonstrate our commitment to equality.  The Trust is committed to 
understanding any differences identified in the gender pay report and will undertake further analysis to 
gain a better understanding as to the reason for the differences and to take action where appropriate. 
The latest Trust staff survey results (2018) tell us that 92.5% of female employees believe that the 
Trust acts fairly with regard to career progression and promotion regardless of gender compared to 
86.4% of male employees.  

 

     The gender profile of the Trust is  

                                                   

    78.0%          22.0% 

There has been a 0.4% increase in the female workforce over the last 12 months.  The gender profile 
in the previous report showed 77.6% of the workforce was female.   

 

1 
 



Mean and Median Gender Pay Gap 

The mean gender pay gap and median gender pay gap for all employees is as follows:-   

    Mean Gender Pay Gap    Median Gender Pay Gap 

                                                                         

    14.65% less than males -      10.14% less than males - 
 equating to £2.64 per hour less                                      equating to £1.51 per hour less 

The mean gender pay gap has decreased by 10% and the median gender pay gap has decreased by 
0.1% compared to the previous year. 

The Trust operates a number of salary sacrifice schemes which affords staff the opportunity to 
purchase vouchers towards childcare costs, purchase a cycle or a lease car.    The table below 
highlights the number of staff by gender contributing to the schemes.  The majority of staff opting to 
participate in one or more salary sacrifice schemes are female.  The costs associated with salary 
sacrifice schemes are deducted prior to calculating gross pay.  This will have an impact on the gross 
pay calculations undertaken to determine the mean and median gender pay gap and will be one of a 
number of contributory factors which may be causing the differences being reported.  There has been 
a slight increase of 10% in the number of staff contributing to the lease car salary sacrifice scheme 
compared to March 2018.  This figure is significantly lower than the increase of 68% reported in 
March 2018.   Based on the average monthly sacrifice of £285 this will reduce the gross pay of a 
female member of staff by approximately £3,400 per annum.   It is also worth noting a proportion of 
staff contribute to more than one salary sacrifice scheme. 

March 2019 
Salary Sacrifice 
Schemes 

Child Care Vouchers Lease Car Scheme Cycle to Work 
Scheme 

Female 212 (77.4%)  
average sacrifice per 

month £166 

147 (72.8%) 
average sacrifice per 

month £285 

57(67.1%) 
average sacrifice per 

month £46 
Male 62 (22.6%) 

average sacrifice per 
month £145 

55 (27.2%) 
average sacrifice per 

month £301 

28 (32.9%) 
average sacrifice per 

month £49 
 
March 2018 
Salary Sacrifice 
Schemes 

Child Care Vouchers Lease Car Scheme Cycle to Work 
Scheme 

Female 219 (77.3%)  
average sacrifice per 

month £167 

135 (73.7%) 
average sacrifice per 

month £294 

48 (65.7%) 
average sacrifice per 

month £43 
Male 64 (22.7%) 

average sacrifice per 
month £142 

48 (26.2%) 
average sacrifice per 

month £280 

25 (34.3%) 
average sacrifice per 

month £46 
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The mean gender pay gap and median gender pay for those staff employed on Agenda for Change 
terms and conditions shows the difference in rate to be lower. 

  Mean Gender Pay Gap (AfC &       Median Gender Pay Gap (AfC & 
  Executive Pay)                                                                  Executive Pay) 

                                                                                     

  6.27% less than males -               6.05% less than males – 
equating to £0.99 per hour less        equating to 0.85p per hour less.  
 
The mean gender pay gap has decreased by 16.4% and the median gender pay gap has decreased 
by 8.74% compared to the previous year. 
 
 
The information below highlights the mean gender pay gap and median gender pay gap for those staff 
employed on Medical and Dental terms and conditions.  The figures include the Clinical Excellence 
Awards payments that are paid to eligible medical staff, which is a section of the workforce with a 
higher proportion of males.   
 
  Mean Gender Pay Gap (M&D)   Median Gender Pay Gap (M&D) 
 

                          
 
   15.35% less than males -            5.68% less than males –  
equating to £6.65 per hour less    equating to £2.46 per hour less   
 
The mean gender pay gap has decreased by 2.22% which has resulted in a smaller difference in 
hourly pay for females based on the previous report.  The median gender pay gap has decreased by 
29.7%. 
 
Gender Pay Quartile Profile 
 
The graph below shows the proportion of males and females in each pay quartile.  The lower quartile 
represents the lowest salaries in the Trust and the upper quartile represents the highest salaries.  The 
Trust employs more women than men in every quartile.   82% of employees in the lower quartile are 
female, compared with 71% in the upper quartile.  The gender pay quartile profile has remained the 
same as the previous reporting period. 
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Bonus Payments 

Under the national Medical & Dental terms and conditions Consultants are eligible to apply for 
Clinical Excellence Awards (CEA).  These awards recognise individuals who demonstrate 
achievements in developing and delivering high quality patient care over and above the standard 
expected of their role and are part of a commitment to the continuous improvement of the NHS.  The 
table below highlights the mean and median bonus pay linked to clinical excellence awards.                                                                 

Gender Mean Bonus Pay Median Bonus Pay 
Male £11,331 £9,048 
Female £5,986 £3,150 
Difference £5,345 £4,791 
Pay Gap % 47.1% 65.2% 
 

At the time of reporting the Trust was operating a local clinical excellence award scheme based on 
the national terms and conditions.  Eligible Consultants are invited to submit evidence to a panel who 
subsequently determined if an award would be made.  Once an award had been made the Consultant 
continued to receive that level of award going forward.  A further submission may be made the 
following year and as a consequence progression through the varying payment levels occurred.  This 
may account for one of the reasons for the significant difference being reported.   

Proportion of eligible Consultants receiving a CEA 

                       

            71.8%           50.0% 

22% 18% 22% 20% 29% 

78% 82% 78% 80% 71% 
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100%

120%
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Gender Pay Quartile Profile - 31st March 2019  
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The proportion of eligible Consultants receiving a CEA has increased by 15.6% for males and by 
7.29% for females compared to the previous year. 

Long Service Awards 

The Trust operates a locally agreed long service award scheme to recognise the service of staff who 
have 25 years NHS service.  The award is a £100 gift voucher.  In the reporting period a total of 83 
staff received an award.  66 females and 17 males received an award, equating to 80% of females 
which is greater than the Trust gender breakdown. 

Under the Regulation we are required to include payments which relate to profit sharing, productivity, 
performance, incentive or commission should be included in the bonus calculations.  It could be 
argued long service awards do not provide the incentive usually associated with the criteria outlined 
above.  Guidance from ACAS states that such payments with a monetary value should be included.  
The table below provides combined details of the clinical excellence awards and long service 
awards. 

Gender Mean Bonus Pay Median Bonus Pay 
Male £9,055 £6,032 
Female £1,981 £100 
Difference £7,074 £5,932 
Pay Gap % 78.1% 98.4% 
 

It is important to recognise when combining the bonus awards in this way the data is skewed as long 
service awards are predominantly paid to women with a higher proportion of males receiving clinical 
excellence award payments.  

Gender Breakdown by Pay Band 

The following two graphs provide a gender profile breakdown by pay band as at March 2019 and 
March 2018.  The graphs highlight there have been changes in the profile in a number of bands, most 
notably in band 8c, 8d and band 9 and Executive pay. 

 

Trust Band 1

Band 2
&

Trainee
s

Band 3 Band 4 Band 5 Band 6 Band 7 Band
8a

Band
8b Band 8c Band

8d

Band 9
& Exec

pay

Medical
Consult

ants

Other
Medics

Male 22% 10% 21% 22% 16% 21% 21% 21% 22% 31% 27% 44% 50% 55% 29%

Female 78% 90% 79% 78% 84% 79% 79% 79% 78% 69% 73% 56% 50% 45% 71%
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Gender Breakdown by Pay band - March 2019 

5 
 



 

Gender Pay Gap by Banding 

In addition to statutory requirements, we have also analysed our gender pay gap by banding.  The 
shaded boxes below highlight the pay bands where females are paid more than males. The tables 
relates to those staff employed on Agenda for Change conditions and locally agreed Executive Pay. 

 Band 1                          

 

Band 2 

 

Band 3            

 

Band 4 

 

Band 5 

 

Band 6 

 

Mean pay 
difference 

0.20p per hour 
2.19% more 

0.28p per hour 
2.67% less 

0.24p per hour 
2.17% less 

0.38p per hour 
3.22% less 

0.54p per hour 
3.67% less 

0.68p per hour 
3.81% less 

Median pay 
difference 

No difference 
reported 

0.33p per hour 
3.33% less 

0.16p per hour 
1.50% less 

£1.49 per hour  
12.46% less 

0.54p per hour 
3.67% less 

£1.25 per hour 
6.67% less 

 

 Band 7                         

 

Band 8a 

 

Band 8b            

 

Band 8c 

 

Band 8d 

 

Band 9 and 
Executive Pay 

 
Mean pay 
difference 

0.04p per hour 
0.19% less 

0.51p per hour 
2.11% less 

0.07p per hour 
0.24% less 

0.63p per hour 
1.83% less 

£1.17 per hour 
2.93% less 

£10.95 per hour 
17.39% less 

Median pay 
difference 

0.09p per hour  
0.44% more 

0.85p per hour 
3.47% less 

0.18p per hour 
0.58% more 

0.76 per hour 
2.08% less 

£4.18 per hour 
10.05% less 

4.31p per hour 
7.68% less 

 

The table below highlights the gender pay differences for female Medical Staff.  

 Consultants                         

 

Speciality Drs 

 

Speciality 
Registrars 

 

Foundation  
Doctors 

 
Mean pay 
difference 

£3.48 per hour 
7.04% less 

£2.45 per hour 
8.09% more 

0.71p per hour 
3.01% less 

£0.22 per hour 
1.34% less 

Median pay 
difference 

£2.85 per hour  
5.98% less 

£4.91 per hour 
15.51% more 

£1.33 per hour 
5.87% less 
 

£1.06 per hour 
6.57% less 

Trust Band 1

Band 2
&

Trainee
s

Band 3 Band 4 Band 5 Band 6 Band 7 Band 8a Band
8b Band 8c Band

8d

Band 9
& Exec

pay

Medical
Consult

ants

Other
Medics

Male 22% 10% 21% 22% 16% 20% 20% 22% 23% 30% 28% 42% 60% 59% 32%

Female 78% 90% 79% 78% 84% 80% 80% 78% 77% 70% 72% 58% 40% 41% 68%
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Update on Progress from Gender Pay Report 2018 

Following the publication of the last Gender Pay Report (March 31st 2018 snapshot date) further 
analysis was undertaken and shared with the Resources Committee to better understand the data 
being presented.  A review of recruitment to vacancies band 8b and above and Medics was 
undertaken.  The findings of the analysis are reported below:- 

The gender split by pay band highlights that at band 8b and above the proportion of females to males 
reduces in comparison with the gender split of the organisation.  Analysis of band 8b and above and 
Medical vacancies found the following:- 

• That job advertisements for  Agenda for Change bands 8b, 8c, and 8d posts 
generated a higher proportion of applications from females than males.    

• Although VSM vacancies generated fewer applications from females this did not 
seem to impact on the ratio of females to males successfully appointed to the 
positions available.   

• Twelve out of the twenty appointments made were internal candidates compared to 
seventeen out of nineteen last year.   

• Analysis of vacancies for Medical Consultants tells us that although a higher 
proportion of applications were received from males than females the likelihood of 
being appointed was more evenly balanced than in the previous year. 

• Analysis of appointments to Specialist Doctors posts confirms a comparable success 
rate for female and male applicants. 

• The 2018 National Staff Survey highlights that 92.5% of females believed that TEWV 
acts fairly with regard to career progression and promotion regardless of gender 
compared to 86.4% of males.   

• Analysis undertaken to better understand the pay differentials of staff appointed to 
the same pay band highlighted that the differences were attributable to the Agenda 
for Change pay structure.   

 

Clinical Excellence Awards 

Following a review of last year’s Clinical Excellence Awards, the decision was made to host two 
separate assessment panels for the awards, one to focus on the review of full time applications and 
one to focus on the review of part time with a view to encouraging greater numbers of applications 
from part time individuals who are predominantly female. Analysis of the awards has indicated that 
44% of applications received were from female applicants, which has led to a positive increase in the 
number of female applicants then successful in application when compared with the previous year.  
 
The Trust has therefore agreed to continue to have two panels again in the next round of awards. 
 
The Trust has also commenced participation in a national research project with the Government 
Equalities Office into the Clinical Excellence Awards, and how they relate to the Gender Pay Gap in 
medicine. Giving consideration to which (if any) aspects of the process are leading to differential 
outcomes for men and women. This will involve analysis of data from both the new LCEA for 2018 – 
2021 process and any pre-existing awards held by individuals. A report is anticipated in the coming 
months which will include feedback on the Trusts performance and recommendations into how the 
clinical excellence awards process may be further improved.   
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 ITEM NO. 15 
FOR GENERAL RELEASE 

 
Trust Board 

 
 

DATE: 29 October 2019 
 

TITLE: Annual Review of Medical Education in the Trust  
 

REPORT OF: Dr Ahmad Khouja, Medical Director 
 

REPORT FOR: Information 
 

 

This report supports the achievement of the following Strategic Goals:  

To provide excellent services working with the individual users of our services 
and their families to promote recovery and wellbeing 

 

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 the communities we serve 

 

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

 

 

Executive Summary: 
This annual update provides an overview of the medical education activity in the proceeding 
twelve months and outlines the priorities for the Faculty of Medical Education in the 
forthcoming year. 
 
The Trust provides placement opportunities in Psychiatry for over 350 medical students and 
250 junior doctors per year. The provision of medical education is overseen and governed 
through Health Education England and the General Medical Council.  Trainee feedback 
remains excellent, and this year has seen the Trust climb to a rank of 4th in the UK of all 
mental health, acute and community trusts (288).  There has been some slippage however 
in the trainer feedback, which may be indicative of increased operational pressures doctors 
are facing.   
 
The report describes the proposed new structure of the Faculty, following the appointment of 
a new Director of Medical Education, Dr Hany El Sayeh. New roles are noted (such as 
dedicated tutors for physician associates and inter-professional learning), as well as a 
consolidation of some roles e.g. Associate DMEs.  

  
 

Recommendations: 
Trust Board note the content of this paper and comment accordingly. 
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MEETING OF: Trust Board 

DATE: November 2019 

TITLE: Annual Review of Medical Education Activity in the Trust 

 
1. INTRODUCTION & PURPOSE: 
 
1.1 This report provides an overview of the core medical education activity over the 

last twelve months and outlines the key priorities for the Faculty of Medical 
Education in the next year.  The intention of the report is to provide assurance 
that the Trust is meeting its commitment set out in the Learning and Development 
Agreement (LDA) towards the provision of quality medical education placements. 

 
2.  CURRENT ISSUES: 
 
2.1 In relation to postgraduate education, the Trust continues to provide 

approximately 150 junior doctor placements approved for training in the different 
programmes; foundation, GP, core and higher training. In total, the Trust hosts 
250 junior doctors annually. The number of Trust Grade doctor posts remains 
static at around 15, but increasing numbers have been successful in getting on to 
core training schemes and so there needs to be a fresh round of recruitment. 

 
2.2 Internal governance of postgraduate medical education continues through the 

Trust’s Psychiatry Specialist Training Committees. The committees, along with 
the junior doctor forums led by the Guardian of Safe Working, report to the 
Medical Education Quality and Assurance Committee. The cycle of quality control 
continues through the self-assessment report (SAR) and quality improvement 
plans (QIP) with these reports setting out how the Trust meets the GMC 
standards for delivering training.   

 
2.3 A dashboard report is produced by Health Education England (HEE) that 

summarises at Trust level progress in the delivery and quality assurance of all 
clinical education.  In future years, it is our aim to work more collaboratively with 
other clinical professions in the Trust and produce a clinical education annual 
report rather than one focussed on medical training. The dashboard can be seen 
below and is green which indicates a healthy compliance rate and satisfaction by 
HEE of the quality of medical education (5 point scale, 0=no concerns).  

 
2.4 The Trust continues to support and train medical students from Leeds, Hull & 

York and Newcastle medical schools, totalling ~350 placements each year.  With 
the expansion of students in HYMS and the opening of Sunderland Medical 
School, we expect to have 450-500 medical students on placement by 2022, a 
significant increase.  Pilots are underway to help us understand how we can offer 
community based placements that meet curriculum outcomes.  Given the number 
of other disciplines who are also looking to increase trainee numbers accessing 
our community teams, there will need to be consideration how this demand can 
be best met within teams.   

 
2.5 In Autumn 2018, the Trust was inspected by the GMC. Despite being nominated 

by HEE as an exemplar of good practice, feedback was mixed and the Faculty 
believed undue emphasis was given to the evidence from the few trainees they 
met on the day, rather than the overall evidence provided.   
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HEE North East & North Cumbria Current View of Tees Esk & Wear Valleys NHS FT – 2019 Year End up to 19 Sept 19 DEMQ 
Initial LDA HEE NE Funding provided to Trust for 2019/20: £ 4,571,034 

GMC TRAINEE  2019 GMC TRAINER NTS 2019 Care Quality Commission NHSI Segment Rating CNE QSG Monitoring 

4/206 HEE,  4/233 UK 14/206 HEE, 
16/233 UK 

GOOD – RI,G,G,G,G    
October 2018 

1 ?ENHANCED 

Current HEE Intensive Support Framework Escalation Levels 
Service Areas 
Acute Trusts 

Overall 
ISF Level 

Domain 1 
Learning 

Environment & 
Culture 

Domain 2 
Educational 

Governance & 
Leadership 

Domain 3 
Supporting & 
Empowering 

Learners 

Domain 4 
Supporting & 
Empowering 

Educators 

Domain 5 
Delivering 

Curricula & 
Assessments 

Domain 6 
Developing a 
Sustainable 
Workforce 

 
Comments/Concerns 

 
 
TEWV - LEP Overall 

   0 0 0*   0* 0 1 

Overall: 
1: Fragility of workforce overall - 
both service & ES capacity 

Clinical Service Groups ISF Escalation Levels by Domain for Clinical Service Groups NEGATIVE POSITIVE 

Adults of Working Age  
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 General: 
Lanchester 1,2 

Child & Adolescent 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 CAMHS: Trustwide 
1,2,3 

Community 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 
 

 

Older People 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 Old Age: Trustwide 
1,2 

Forensic 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 
 

 

Rehabilitation 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 
 

 

Learning Disability 
 
 

 
0 

 
0 

 
0 

 
0* 

 
0 

 
0 

 
 

 

Sustained Positive 
Feedback 

Supportive 
Environment 

Escalated/Continuing 
Concerns 

Emerging/Recurrent 
Concerns 

Resolving Recent Concerns Workforce Concerns 

Overall Trainee 
Feedback 
Overall Trainer 
Feedback 
Support to Trainers & 
Educators 

POSITIVE 
Core Psychiatry  
Foundation Psychiatry: 
Roseberry, Friarage 
General Psychiatry: 
Lanchester Road 
Old Age Psychiatry 
 
NEGATIVE 
Forensic Psychiatry: 
Roseberry Park 

 
 
 

Systemwide concerns re West Lane 
CAMHS 

Core Psychiatry -  Roseberry 
Park 
General Psychiatry - West Park 
 

Exception Reporting 
Code of Practice 
Overall fragility of MH Workforce 
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2.6 Similar to the concerns highlighted in last year’s update, the number of medical 

vacancies continues to have a significant impact on how training is delivered. 
There are insufficient consultant psychiatrists to provide the necessary levels of 
supervision and support to junior doctors to which we aspire.  There has also 
been a reduction in the interest to support taught sessions for students and junior 
doctors by senior staff, which is reflected in the latest GMC trainer survey (2019).   

 
2.7 Despite these challenges, the majority of indicators used to measure the quality 

and success of medical education in the Trust demonstrate that we provide high 
quality placements and that the governance framework is robust.  This meant that 
as we reviewed the Faculty of Medical Education, only small modifications were 
necessary. Fundamentally, the changes will ensure resources are given to 
emerging and/or expanding agendas and that governance remains strong.  The 
most significant change to Faculty roles is the reduction of four senior Associate 
Directors of Medical Education (ADMEs) to two enhanced roles.  One ADME will 
oversee North Yorkshire and York and the other will oversee Teesside, Durham 
and Darlington, with both roles given fixed time in their job plans. All educational 
agendas for junior doctors, including Trust doctors, medical student teaching, 
foundation, GP and higher training will fall under the remit of these posts.  It was 
also agreed that greater focus would be placed on the divergent medical 
curriculums with local strategies developed to support better relationships with 
the individual medical schools (no other Trust has to deal with four medical 
schools, a challenge in its own right). 

2.8 Another significant change is the separation of the Foundation Doctor and GP 
tutor roles. Historically, tutors have been responsible for both agendas and this 
was because in the past there were significantly fewer posts and GP registrars 
generally required far less input and support. Now the GP Programme Directors 
require far greater assurance and the number of foundation posts has also 
expanded resulting in the previous structure been unsustainable. 

 
Overleaf you will find a copy of the new Faculty Structure.  
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3. FEEDBACK IN MEDICAL EDUCATION  
 
3.1 Quality Improvement 

The quality improvement schedule for medical education is set out in the 2018/19 
Quality Improvement Plan and the Self-Assessment Report (supporting 
documents can be obtained through Dr Khouja), and remains on track.   

 
3.2 GMC Surveys 

The national GMC survey provides an opportunity for junior doctors and trainers 
to provide feedback and evaluate how the Trust supports them.  It allows the 
Trust to benchmark the level of training provided against other similar 
organisations regionally and within the same specialty.  
 
This year the Trust has again delivered an exceptionally high level of training 
across the programmes. The Trust was ranked as number two when compared 
to ten other Trusts in the North East patch. For the first time we could also 
compare the Trust with others in Yorkshire and Humber region and we were 
ranked as number one.  The Trust was rated as the 4

th
 best training provider 

in England from all acute, mental health and community-based Trusts and 
also 4

th
 amongst all Trusts in the whole of the UK. When comparing the 

feedback from the trainer survey to other organisations, the Trust was not as 
highly ranked as previous years, but still achieved a ranking of 18

th
 in the country 

out of 286 organisations.   
 
3.3 Medical School Teaching 

In relation to medical student teaching, progress remains largely positive across 
the three current medical schools. A summary from each is included below: 

 
3.3.1 Hull & York Medical School 
 

For Year 1 students, York piloted a teaching programme based on small groups 
of students observing a senior consultant/higher trainee interviewing an expert 
patient about their experiences of mental illness. Feedback was positive and this 
seems in part due to creating a more consistent structure for students, doctors 
and expert patients.  An unintended benefit was that students used the 
experience as the basis of their reflective essay.  In Year 3, York continued to 
focus on community experience in adult and old age running parallel to acute 
experience in inpatient units. This was also linked to urgent care (crisis and 
liaison) teams and there was also sub-specialty weeks in CAMHS and Intellectual 
Disabilities.  Overall feedback was positive and the students felt the quality of 
seminar teaching was very good. Pleasingly they reported staff as friendly, 
helpful, welcoming & engaging.  This year students also had the option of 
attending a community substance use clinic with local GPs at Changing Lives 
service. This widened students’ knowledge and understanding of the link 
between substance use & mental health and how this was managed in the 
community across NHS and non-statutory services.  

 
Scarborough continued to receive positive feedback with students feeling that the 
placements were well organised with varied exposure to clinical services. Staff 
were reported as friendly, welcoming and who provided a good educational 
environment, with quality of teaching well structured around learning outcomes.  
Students in the last academic year were given the opportunity of attending a 
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Physical Health Monitoring clinic in the Community Mental Health Team and 
found this to be particularly helpful in making them understand and recognise the 
importance of physical healthcare in psychiatry. This will become a timetabled 
session for students in future. 
 

3.3.2 Leeds Medical School 
 

The placement evaluation data rated TEWV at 94% which compares favourably 
to the ‘All Trust Average indicator’ of 88% for the psychiatry placement.  Areas 
that scored particularly high were the delivery of scheduled teaching - 97%, and 
opportunities for learning and clinical experience - 98%.  The two areas where 
scores were relatively low were around internet/I.T. access (44%) and feedback 
at the final assessment (67%).  Internet access is currently being looked into by 
the I.T. department and the clinical supervisors asked to provide more 
supervision whilst students are on placement and provide informed feedback on 
their performance.  
 
In April 2020, the acute in-patient services in Harrogate District Hospital will close 
and this experience may be offered in York. In order to continue to offer in-patient 
psychiatric care to meet their learning outcomes, a proposal has been put to the 
medical school to offer students two days in a local adult mental health 
rehabilitation facility (the Orchards) in Ripon. The medical school are also 
undergoing a planning exercise regarding an expansion of student numbers.  

 
3.3.3 Newcastle Medical School 
 

5
th
 Year Students  

On Teesside there were 4 rotations of 16 students. Overall satisfaction was 73% 
which is above the University average of 50%. Exceptional areas included the 
information provided about placements, that teaching was accurate, that there 
was a well prepared induction and teaching was intellectually stimulating and 
took place when planned. Students were offered the opportunity to shadow a 
Junior Doctor on call in the evening but only a small number of students chose to 
take part. Areas highlighted for improvement were providing students with patient 
responsibilities appropriate to their learning, allowing them to undertake more 
tasks, rather than observing clinicians. There were also occasions when students 
felt they should have been supervised more in clinical areas and that there was 
not always a culture of collaboration between professionals. 
 
In Durham, there were 4 rotations of 8 students, with overall satisfaction of 
87.38%.  Exceptional areas included that students were expected by doctors on 
wards, that small group teaching discussions were of high quality as was the 
general quality of the organisation. The Introductory Days were also valued by 
the students for the quality and content of roleplay and simulation teaching. Areas 
highlighted by students for improvement included mixed reviews of the teaching 
seminars - in particular, the legal & ethical and the talking therapies & psycho-
pharmacology sessions.   

 
3

rd
 Year Students 

On Teesside there were 6 rotations of approximately 14, with overall satisfaction 
of 96.10%. Exceptional areas identified were the induction and preparation for the 
placement. Teaching was highlighted as good quality and the organisation and 
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assessment process of high standard. Students also felt that they had good 
access to clinical areas. Timetables were changed during the rotation to try and 
reduce the number of students attending wards at any one time but it wasn’t 
always possible.  Travel was also raised as a concern by some students but we 
attempted to support students who didn’t drive, by providing taxis when travel 
was more than one journey was required in a day.  
 
In Durham, overall satisfaction was over 95%. Students felt that the local 
organisation and support and the quality of teaching was of a high standard. 
Areas that could be improved were around supervision in clinical areas and there 
was variability with experience in community placements. Travelling for MOSLER 
assessments to Middlesbrough was not favourable but having since changed the 
venue to Darlington, students are more satisfied.  Where possible we attempt to 
ensure students are in the same base throughout the entire day. 

 
3.4 Specialty Doctors  

This year there has been a great deal of energy focussed on the SAS agenda. As 
a Trust we already meet the standards in the SAS Charter (2019) and have 
recently formed a working group to consider the recommendations in the Health 
Education England paper ‘Maximising the Potential’ of SAS doctors.  This is a 
real opportunity to engage and better understand the challenges faced by SAS 
doctors and ensure they are recognised and supported in TEWV. 
 
We have offered CESR candidates (SAS doctors wanting to enter the specialist 
register, making them eligible for consultant posts) the opportunity to meet 
trained members of the College at internal panels to provide feedback on their 
progress towards submission of their portfolios.  There are plans in early 2020 to 
visit the sub-continent to recruit SAS doctors and offer a two year contract in 
which time they will aim to go through the CESR process. The benefit of this is 
that the group of doctors will support service delivery whilst working towards 
CESR, with the ultimate aim being to recruit into substantive consultant posts.  

 
We have also created four new Clinical Fellow posts at SAS level. These posts 
will support both medical student teaching and postgraduate training across the 
Trust. We have also appointed two new nurse specialists to support the delivery 
of teaching and to prepare for Sunderland medical students.  This reflects a trend 
to involving other disciplines in medical teaching due to constrained capacity in 
the medical workforce.  
 

3.5 Recruitment 
Fundamentally linked to the work of the Faculty is how we attract medical 
students and junior doctors into psychiatry as a career. As well as initiatives 
already outlined, the Trust has further strengthened the support programme that 
it provides to Trust Doctors - part of our feeder scheme into core training.  During 
the year a number of short videos have been created to support recruitment for 
all grades of staff, including the benefits of having a placement in the Trust as a 
junior doctor.   
 

3.6 Faculty Review 
Earlier in the report, we highlighted the new structure of the Faculty of Medical 
Education. It would be remiss not to reflect on the last cycle of work overseen by 
the outgoing Director of Medical Education, Dr Jim Boylan.  Jim has been a truly 
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inspirational leader for junior doctors, colleagues in the Faculty, medical 
colleagues and those in Medical Development. The Trust is now highly regarded 
by local organisations and at a national level within HEE.  We have been ranked 
inside the top ten of all organisations for the last three years in the GMC trainee 
survey.  Trainers have also massively benefited from the development of our in 
house training programme, overseen by Jim.  Our success has undoubtedly been 
through the leadership and vision he has shown, and without such enthusiasm, 
drive and love for his work, we would not have achieved such progression. 
  
 

4. THE FUTURE OF THE MEDICAL EDUCATION FACULTY 
 The new Faculty structure will provide an opportunity to engage with new medical 

leaders and allow focus on local delivery. Much of the work over the next two 
years will be on how we support these local agendas. These include: 

 
4.1 Jo(e)’s Journey 
 The use of simulation for teaching in Psychiatry is well established. This generally 

involves the use of role-playing actors in simulated interviews. Recent years have 
witnessed the emergence of the use of Humanities in Medical Teaching, and 
these approaches fit well with a recovery-based model of Psychiatry. This 
approach will use literature and narrative-building techniques to engage 
Psychiatric trainees in simulating complex and interactive scenarios which 
replicate the kinds of challenges met in actual practice. It will help students 
develop better awareness of the impact of mental illness and mental health 
service involvement on service users and carers in addition to acquiring better 
communication and clinical management skills.  

 
4.2 Bite-Size Teaching 

Bite-size teaching consists of ten minute physical health tutorials delivered to 
ward based staff by junior doctors once a week during the handover period. It’s a 
free and easy set up with the benefits including: 
  
 "High Impact Learning" through streamlined aims and objectives 
 Refreshes and enhances existing clinical knowledge 
 Maximum participation with minimal impact on the working day 
 Informal teaching environment with no need for IT facilities 
 Enhanced working relationships between doctors and other ward staff 
 Teaching opportunities for junior doctors 
 Nursing staff can use it as CPD evidence 

 
 The approach means staff do not have to leave the ward to attend teaching and   

includes the incoming and outgoing staff at handover so attendance is optimised. 
The tutorials meet the needs of nursing staff and healthcare assistants and have 
already been proven to be an effective and efficient way of enhancing knowledge 
of common physical problems in mental health settings.   

 
4.3 Formalising Clinical Attachments in Psychiatry 
  Senior medical colleagues from the sub-continent have identified that there are a 

pool of candidates that are highly skilled and motivated to work in the UK. These 
doctors have their primary medical qualification outside of the EU, with some 
having passed the PLAB exam. The eight week attachment will provide excellent 
exposure to working within mental health and the Trust will guarantee those 
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doctors an interview at the end of their placement. Should they be successful and 
pass their PLAB exam, they will be offered employment on the Trust doctor 
feeder scheme.   

 
4.4 Inter-professional learning 
        A new tutor post in the Faculty has been created to develop a programme that 

better equips front-line clinicians from all disciplines with greater opportunities to 
access training and support. It is our aim to replicate, where appropriate, the 
opportunities in our in-house teaching programme. For many years the Faculty 
has been praised for its work and it is now time to share this expertise and 
support to other clinical groups and provide a better infrastructure and training for 
all clinicians.  This work will include a number of initiatives such as grand rounds, 
film clubs, adapting IACS/RAMPPS to offer similar training, bite-size teaching, 
spread of psychotherapy training etc.  The IPL tutor could interface with the Right 
Staffing Programme Board to share progress on such issues and develop 
relationships between different health disciplines. 

  
4.5 Physician Associates 
 The Trust will soon be piloting up to eight new physician associate posts in 

MHSOP. These posts will be supported by a dedicated tutor and will help to 
support our inpatient units manage the increasing physical healthcare needs of 
our ageing population. The posts will have a significant developmental 
component with an emphasis on continuing professional development arranged 
through the medical education faculty. 

 
4.6 Facilities and Support  
 The Trust must provide a suitable environment for teaching as part of its LDA 

commitment. It must also provide suitable rest and work space for junior doctors 
on placement in line with their terms and conditions of employment.  The facilities 
currently provided are mixed and this is compounded by neighbouring Trust’s 
having established education centres with better resources.  The Trust, through 
its Director of Estates, needs to ensure that we address this agenda through the 
estate’s modernisation strategy.    

 
4.7 Leadership and Management 
 The Trust has become increasingly focussed on developing leadership and 

management competencies of all staff including junior doctors.  A successful 
programme has been piloted in North Yorkshire and York in which junior doctors 
are coupled with leadership ‘champions’ from operational management within the 
locality. These dyads work together on gaining experience through meeting 
attendance and shadowing as well as working towards a QI project. We hope to 
expand this approach and also include leadership and management training in 
the locality teaching programmes in 2020. 

 
4.8 Psychotherapy Training  
 The Trust is required to offer psychotherapy training to core and higher trainees 

in psychiatry.  Short case CBT training is overseen by a tutor (3 PAs) in the York 
and Yorkshire locality and they provide training and supervision. In Teesside, 
Durham and Darlington, psychologists provide training and supervision. This long 
standing arrangement is becoming more difficult with time spent trying to 
persuade colleagues to offer support as they only do so on a goodwill basis.  
Even now, before we have full recruitment at core training level, some trainees 
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are unable to access cases immediately and find it difficult to locate a supervisor. 
Urgent action is required to free up clinical time and ideally this needs to be 
protected time for a medic or psychologist. The postgraduate tariff should be 
accessed to support this training.          

 
 
IMPLICATIONS / RISKS:  
 
5.1 Quality: 
 The QIP outlines the quality objectives to be delivered in the next cycle.  There is 

a risk to quality (as expressed by GMC feedback of trainees and trainers 
experience) should the Trust continue to face its current medical vacancy levels 
combined with an increased demand for placements.   

 
5.2 Financial:  
 The Trust receives £5.5 million each year to support the salaries of junior doctors 

and educational infrastructure required to deliver quality medical training for 
medical students and doctors. The Trust is increasingly expected to be able to 
demonstrate how this money is being spent in the delivery of training in order to 
continue to receive income.  

 
5.3 Legal and Constitutional: 
 The Trust has a responsibility through the Learning and Development Agreement 

to quality-assure the delivery of medical education. 
 
5.4 Equality and Diversity: 
 There are no implications to consider. The department has a Less Than Full Time 

Tutor to ensure equal access to training and educational opportunities.  
 
5.5 Other Risks:  
 The Trust will need to ensure that medical education leads are involved at an 

early stage in service changes and transformations to ensure that the core 
training posts have sufficient exposure to meet the curriculum. Failure to do so 
will risk the Trust losing income and service-delivery capacity.  

 
10. CONCLUSIONS  
 The Trust continues to have a proactive and strong Faculty of Medical Education. 

Feedback demonstrates that we continue to achieve positive results in relation to 
the delivery of medical education programmes despite ongoing operational 
pressures and vacancies.      

 
11. RECOMMENDATIONS: 

 It is recommended that the Trust Board note the content of this paper and 
comment accordingly. 
 
Authors Bryan O’Leary, Associate Director of Medical Development  

Dr Hany El Sayeh, Director of Medical Education  
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            Item No 17        
 FOR GENERAL RELEASE  

BOARD OF DIRECTORS 
 

DATE: 29 October 2019 

TITLE: Finance Report for Period 1 April 2019 to 30 September 2019 
REPORT OF: Patrick McGahon, Director of Finance and Information 

REPORT FOR: Assurance and Information 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

The comprehensive income outturn for the period ending 30 September 2019 is a 
surplus of £3,018k, representing 1.67% of the Trust’s turnover and is £11k ahead of 
the NHSI plan.  
 
Performance Against Plan – year to date (3.1 / 3.2) 
 

The Trust is currently £11k ahead of its 
year to date financial plan. 

Variance 
Monthly  

Movement Movement 

£000 £000 

-11  74 

 

 

Cash Releasing Efficiency Savings (CRES) (3.3) 
 

 
 
 

Identified CRES schemes for the financial 
year are forecast to be £1,761k ahead of 

financial plan. 

CRES Type 

Annual 
Variance Movement 

£000 

Recurrent 499  
 

Non recurrent -2,261  
 

Target 0    

Variance -1,762  
 

 

Identified CRES schemes for the rolling 3 
year period were £10,747k behind the 

£22,582k CRES target. 

CRES Type 

Annual 
Variance Movement 

£000 

Recurrent 10,747  
 

 
A Waste Reduction Programme has been established to assist the Trust in delivering 
the current year CRES requirements in full, and a 3 year recurrent CRES plan.   
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Capital (3.4)  

The Trust is £568k behind of its capital 
plan. 

Variance 
Monthly  

Movement Movement 

£000 £000 

-568  -449  
 

 

 
 

Expenditure against the capital programme to 30 September 2019 is £18,534k and is 
behind plan by £568k. The variance reflects the marginal delay to the start of the 
refurbishment programme at Roseberry Park Hospital, previously reported to the 
Board. 
 
Workforce (3.5) 
 

The Trust is £1,057k  in excess of its 
agency cap (32%) 

Variance 
Monthly 

Movement Movement 

£000 £000 

1,057  30  
 

 

Agency expenditure is 32% (August 37%) in excess of cap for September, with 
expenditure across all localities. This is an improvement reflecting the impact of the 
Trust’s agency reduction plan.   
 
Use of Resources Risk Rating (UoRR) (3.7) 
 

 

Plan Actual Movement 

The Trusts UoRR is behind plan which is 
rated 1 to 4 with 1 being good. 

1  2  

 

 
The UoRR for the Trust is assessed as 2 for the period ending 30 September 2019 
and is behind plan (Table 4).  The planned rating of 1 arises due to agency 
expenditure continuing to exceed the NHSI cap by 32% and is rated as a 3.  
However, recruitment options are being explored and the overall position in month 
has improved. Progress continues to be monitored and inform conversations with 
NHSI.  
 
Should agency improve to be within cap the UoRR would improve at the year end to 
a 1 rating. 
 
 

Recommendations: 

 
The Board of Directors is requested to receive the report, to note the conclusions in 
section 6 and to raise any issues of concern, clarification or interest. 
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MEETING OF: Board of Directors 

DATE: 29 October 2019 

TITLE: Finance Report for Period 1 April 2018 to 30 September 2019 

 
1. INTRODUCTION & PURPOSE: 
 

This report sets out the financial position for 1 April 2019 to 30 September 
2019. 

 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1  This report will enable the Board of Directors to monitor the Trust’s key 

financial duties and performance indicators which are both statutory 
requirements. 

 
2.2  NHS Improvement’s Use of Resources Rating (UoRR) evaluates Trusts 

based on ability to service debt, liquidity, I&E margin, achievement of planned 
I&E margin and agency expenditure. 

 
3. KEY ISSUES: 
 

3.1 Key Performance Indicators 
 

The Trust is ahead of plan against the control total set by NHSI.    
 

The UoRR for the Trust is assessed as 2 for the period ending 30 September 
2019 and is behind plan.  The planned rating of 1 arises due to agency 
expenditure continuing to exceed the NHSI cap by 32% and is rated as a 3. 
Should agency improve to be within cap the UoRR would improve at the year 
end to a 1 rating. 
 

3.2 Statement of Comprehensive Income  
 
The comprehensive income outturn for the period ending 30 September 2019 
is a surplus of £3,021k, representing 1.67% of the Trust’s turnover and is £11k 
ahead of the NHSI plan.  This is summarised in table 1 below: 
 

      Table 1 
Annual Plan 

Year to Date Year to Date YTD Prior Month 

 Plan  Actual Variance Variance 

 

£000 £000 £000 £000 £000 
Income From Activities (347,612) (170,074) (170,509) (435) (449) 
Other Operating 
Income 

(15,103) (7,310) (7,055) 255 294 

Total Income (362,715) (177,384) (177,564) (180) (155) 
Pay Expenditure 277,449 139,554 138,540 (1,014) (424) 
Non Pay Expenditure 70,736 30,359 31,747 1,388 666 
Depreciation and 
Financing 

8,920 4,463 4,256 (208) (170) 

Variance from plan (5,610) (3,007) (3,021) (11) (85) 

  

Non-pay expenditure is higher than the original plan and is largely due to 
additional investment in IT infrastructure in preparation for the improvements 
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to the patient information system, and purchase of replacement furniture and 
fittings in clinical services.  
 

The improvement in pay expenditure is largely due to a reduction in agency 
usage (£194k less than August) and the establishment of new posts following 
an increase in contracted income. 

  

3 Cash Releasing Efficiency Savings (CRES) 
 

The Trust’s performance against the 2019/20 CRES target is shown in Table 
2 below.  The Trust is anticipating being ahead of plan (£1,762k) at the 
financial year end and continues to identify schemes for future years. 
 

Table 4: Cash Releasing Efficiency Scheme Performance 2019/20 

2019/20 2019/20 Variance 
from 

Target 
Target 

Identified 
Schemes 

Locality £000 £000 £000 

Chief Operating Officer 4,319 5,530 -1,211 

Corporate and EFM 1,014 1,411 -397 

Trustwide recurrent schemes 4,566 4,720 -154 

Total identified and approved recurrent CRES 9,899 11,661 -1,761 
 
  

3.4 Capital 
 

Expenditure against the capital programme to 30 September 2019 is 
£18,534k and is behind plan by £568k, the monthly movement of £449k 
largely relates to adjustments made to the profiling of expenditure for the 
Roseberry Park Hospital refurbishment programme. 
 

3.5 Workforce 
 

Table 3 below shows the Trust’s performance on some of the key financial 
drivers identified by the Board. 

 
 
The tolerances for flexible staffing expenditure are set at 1% of pay budgets 
for agency and overtime, and flexed in correlation to staff in post for bank and 
additional standard hours (ASH). For September 2019 the tolerance for Bank 
and ASH is 5.99% of pay budgets.   

 

NHS Improvement monitors agency expenditure against a capped target.  
Agency expenditure at 30 September 2019 is £4,366k which is £1,057k (32%) 
in excess of the agreed year to date capped target of £3,309k.  Nursing and 
Medical agency expenditure accounts for 83% of total agency expenditure, 
and is used to support vacancies and enhanced observations with complex 
clients.  The level of agency expenditure exceeding the ceiling has improved 
in September.  The key changes are within admin and clerical which has seen 
a 75% reduction since the end of quarter 1. 

Table 3

Tolerance
Tolerance

September-19
April May June July August September

Establishment (a) (90%-95%) 92.01% 90.66% 90.89% 91.59% 92.32% 92.60% 92.01%

Agency (b) 1.00% 4.07% 3.50% 3.20% 3.10% 3.20% 3.13%

Overtime (c) 1.00% 1.20% 0.94% 0.90% 0.87% 0.87% 0.88%

Bank & ASH (flexed against 

establishment) (100%-a-b-c)
5.99% 3.10% 3.20% 3.50% 3.52% 3.59% 3.55%

Total 100.00% 99.03% 98.51% 99.11% 99.11% 99.11% 99.11%

Pay Expenditure as a % of Pay Budgets
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Recruitment options are being explored to reduce dependency on agency 
further, and progress continues to inform conversations with NHSI. 
 

3.6 Cash  
 

Total cash at 30 September 2019 is £88,126k; this is £8,055k ahead of plan 
and is largely due to higher than anticipated creditor accruals where invoices 
have not been received by the Trust and a reprofiling of the capital 
expenditure plan.  
 

3.7 Use of Resources Risk Rating (UoRR) and Indicators 
 

3.7.1 The UoRR for the Trust is assessed as 2 for the period ending 30 September 
2019 and is behind plan (Table 4).  The planned rating of 1 arises due to 
agency expenditure continuing to exceed the NHSI cap by 32% and is rated 
as a 3. Should agency improve to be within cap the UoRR would improve at 
the year end to a 1 rating. 
 

However, in addition the Trust is ahead of its income and expenditure target   
(£11k) despite the agency expenditure position. Recruitment options are being 
explored to reduce dependency on agency, and progress continues to inform 
conversations with NHSI.  
 

 
 

3.7.2 The capital service capacity rating assesses the level of operating surplus 
generated, to ensure Trusts are able to cover all debt repayments due in 
the reporting period. The Trust has a capital service capacity of 1.8x (can 
cover debt payments due 1.8 times), which is in line with plan.  

 
3.7.3 The liquidity metric assesses the number of days operating expenditure 

held in working capital (current assets less current liabilities).  The Trust 
liquidity metric is 61.5 days; this is slightly behind of plan, but still rated as 
a 1. 

 
3.7.4 The income and expenditure (I&E) margin assesses the level of surplus or 

deficit against turnover, excluding exceptional items e.g. impairments.  
The Trust has an I&E margin of 1.82%, which is ahead of plan and is 
rated as a 1. 

Table 4: Use of Resource Rating at 30 September 2019

NHS Improvement's Rating Guide Weighting

% 1 2 3 4

Capital service Cover 20 >2.50 1.75 1.25 <1.25

Liquidity 20 >0 -7.0 -14.0 <-14.0

I&E margin 20 >1% 0% -1% <=-1%

I&E margin distance from plan 20 >=0% -1% -2% <=-2%

Agency expenditure 20 <=0% -25% -50% >50%

TEWV Performance RAG

Achieved Rating Planned Rating Rating

Capital service cover 1.8x 3 1.6x 3

Liquidity 61.5 days 1 62.8 days 1

I&E margin 1.82% 1 1.6% 1

I&E margin distance from plan 0.00% 1 0.0% 1

Agency expenditure £4,366k 3 £3,309k 1

Overall Use of Resource Rating 2 1

Rating Categories

Actual YTD Plan



 
 

 6   

 
3.7.5 The I&E margin distance from plan ratio assesses the I&E Margin against 

plan, excluding PSF income. The Trust I&E margin distance from plan is         
0% which is on plan and rated as a 1. 

 
The agency rating assesses agency expenditure against a capped target for 
the Trust.  Agency expenditure is 32% higher than the capped target and is 
rated as a 3.  
 
The margins on UoRR are as follows:  

 Capital service cover - to improve to a 2 a surplus increase of £440k is 
required. 

 Liquidity - to reduce to a 2 a working capital decrease of £57,559k is 
required. 

 I&E Margin – to reduce to a 2 an operating surplus decrease of £12k is 
required. 

 Agency Cap rating – to improve to a 2 a reduction in agency 
expenditure of £229k is required. 
 

 4.  IMPLICATIONS: 
 

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

 
5. RISKS: 
 

5.1 There are no risks arising from the implications identified in section 4. 
 

6. CONCLUSIONS: 
 

6.1 For the period ending 30 September 2019 the Trust is £11k ahead of its 
planned control total surplus (£3,007k) submitted to NHSI. 

 
6.2 The amount of CRES identified for the financial year is ahead of plan and the 

Trust continues to identify schemes to ensure full delivery of recurrent CRES 
requirements for the 3 year rolling programme. 

     
6.3 The UoRR for the Trust is assessed as 2 for the period ending 30 September 

2019 and is behind plan (Table 4). The UoRR is planned to improve 
throughout the financial year to a 1 rating. 

 
7. RECOMMENDATIONS: 
 

7.1 The Board of Directors is requested to receive the report, to note the 
conclusions in section 6 and to raise any issues of concern, clarification or 
interest. 

 
 
Patrick McGahon 
Director of Finance and Information 



 
 

 

ITEM 18 

FOR GENERAL RELEASE 
 

BOARD OF DIRECTORS 
 
DATE: 29th October 2019  
TITLE: Board Dashboard as at 30th September 2019 
REPORT OF: Sharon Pickering, Director of Planning, Performance & 

Communication 
REPORT FOR: Assurance 
 
This report supports the achievement of the following Strategic Goals: 
To provide excellent services working with the individual users of our services 
and their carers to promote recovery and wellbeing  

To continuously improve to 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 the communities we serve  

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

 
Executive Summary: 
The key issues in terms of the performance reported are as follows: 
 
As at the end of September 2019, 3 (18%) of the indicators reported are not 
achieving the expected levels and are red across two of the four domains (one in the 
Quality domain and two in the Workforce domain). This is one less than the position 
as at the end August 2019 which is positive. 9 of the indicators are achieving the 
standards and are rated as green (53%) which is the same position as in August 
2019.   

 
The Year to Date position shows 9 (53%) of the KPIs are rated as green with 3 rated 
as red.  

 
In terms of the Single Oversight Framework (SOF) there were two major areas of 
concern at Trust level reported in September: 
 IAPT- proportion of people completing treatment who move to recovery.  The 

Trust did not achieve the standard in September nor in Quarter 2 as a whole.  
Whilst performance didn’t improve across a number of CCG areas there was not 
sufficient improvement to achieve the standard for the Trust as a whole.  

 Data Quality Maturity Index – NHS Digital have published the Quarter 1 position 
and the Trust score was just below the 95% standard at 94.9%.  This relates to 
two specific data fields and amendments have been made to PARIS which it is 
believed will improve the position going forward.  
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Recommendations: 
It is recommended that the Board consider the content of this paper and raise any 
areas of concern/query.  
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MEETING OF: Board of Directors 
DATE: 29th October 2019 
TITLE: Board Dashboard as at 30th September 2019 
 
1. INTRODUCTION & PURPOSE: 
 
1.1 To present to the Board the Trust Dashboard  as at 30th September 2019 

(Appendix A) in order to identify any significant risks to the organisation in 
terms of operational delivery.  Definitions of the KPIs within the dashboard are 
provided in Appendix B. 
 

2. KEY ISSUES:  
 
2.1 In terms of Out of Area Placements the Trust reports on this to NHSE/I  in 

addition to the Trust Board via the IIC.  During October it has been identified 
that there has been an error in the position reported via the IIC. This error has 
occurred as a consequence of the process involving a manual upload into the 
IIC and due to changes in staffing an error had been introduced into the 
manual process. This has now been corrected in the attached report and 
additional safeguards have been put in place to prevent this happening again. 
The position reported to NHSE/I was not affected. 

 
2.2 Performance Issues 
 

The key issues in terms of the performance reported are as follows: 
 

 As at the end of September 2019, 3 (18%) of the indicators reported are 
not achieving the expected levels and are red across two of the four 
domains (one in the Quality domain and two in the Workforce domain). 
This is one less than the position as at the end August 2019 which is 
positive. In addition there are 5 KPIs (29%) that whilst not achieving the 
expected standard are within the ‘amber’ tolerance levels, with 9 achieving 
the standards and being rated as green (53%) which is the same position 
as in August 2019.  Of the 8 indicators that are either red or amber four 
are showing an improving trend over the previous 3 months.  
 
The Year to Date position shows 9 (53%) of the KPIs are rated as green 
with 3 rated as red.  
 

 In terms of the Single Oversight Framework (SOF) there were two major areas of 
concern at Trust level reported in September: 

o IAPT- proportion of people completing treatment who move to recovery.  
The Trust did not achieve the standard in September nor in Q2 as a whole.  
As reported in last months report we failed to achieved the 50% standard 
in all but one CCG area in August and whilst there was improvement in 
September, with the position being achieved in 4 of the CCG areas 
(Harrogate and Rural District, Hambleton and Richmondshire, 
Scarborough and Ryedale (S&R) and Vale of York) this was not sufficient 
improvement to achieve the standard for the Trust as a whole. The main 
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area of concerns relates to the Durham and Darlington locality and there is 
an action plan in place agreed with the commissioners that is being 
monitored with the CCGs. 

o Data Quality Maturity Index – NHS Digital have published the Quarter 1 
position and the Trust score was just below the 95% standard at 94.9%.  
This relates to two specific data fields and amendments have been made 
to PARIS which is it is believed will improve the position going forward.  

 
In addition to the above there were also variances in achievement of the SOF 
standards at CCG level as described below: 

 Access to Early Intervention in Psychosis Services – Whilst the Trust 
overachieved against the standard in September we did not deliver the required 
standard in two CCG areas (Darlington and S&R).  

 Inappropriate Out of Area Occupied Bed Days – the standard was not 
achieved in September for 5 CCGs (Darlington, North Durham, Durham 
dales, Easington and Sedgefield, S&R and Hartlepool and Stockton).  
These all related to ‘Internal’ Out of Area admissions i.e. admissions within 
other areas of the Trust. There were no patients were admitted externally 
from the Trust due to pressure on beds.   
  

3.2 Key Risks 
  

 Waiting times for first appointment (KPI 1) – As a Trust there has been 
further deterioration in the percentage of people we are seeing for their 
first appointment within the 4 week timescale, with only 82% of people 
being seen within our internal standard. From a quality perspective this 
can impact on patient safety and experience. There continues to be 
concern in terms of delivering against the standard in North Yorkshire and 
York.  Vacancies and sickness are key factors contributing to this position 
although 2 additional staff have been appointed and extended working 
hours have been agreed within Adult Mental Health Services (AMH).  
Within Older Peoples Services early work has started on reviewing the 
pathway for the memory service in order to identify any changes that 
would help address the gap between demand and the capacity available to 
meet that demand.  In addition the concerns remain in Durham and 
Darlington AMH services. Work is being undertaken by the new Head of 
Service to identify how the position can be improved, which includes an 
improvement event in October to review processes in order to increase 
productivity/capacity. Capacity due to vacancies and sickness continues to 
have an impact on delivery.  A detailed report on waiting times was 
discussed at the September Board meeting. 

 Total Number of Inappropriate OAP days (KPI 3) – Following the 
correction of the data referred to above it can be seen that whilst we are 
delivering on the standard we set for the Trust the performance is 
deteriorating, with the number having increased month on month since 
June 2019.  There has been an increased focus on developing tools to 
support bed management via the Right Care Right Place programme but 
pressure on beds remain (see Bed Occupancy below). 

 Percentage of patients reporting their experience as excellent or good (KPI 
4) – Feedback collected from our service users, via our patient experience 
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surveys, continues to be less positive than we want it to be, with none of 
the four localities achieving the standard we have set ourselves.  There 
has however been an improvement in Forensic services that has 
historically been a particular area of concern.  This reflects some specific 
work that has been undertaken in July and August to improve completion 
rates in order to improve the understanding of what action can be taken to 
improve the experience of our service users. Similar work is now taking 
place in NY&Y which is the locality furthest away from the standard. 

 Percentage of Serious Incidents which are found to have a root or 
contributory cause (KPI 5) – There has been a reduction in the %age of 
Serious Incidents which were found to have a root or contributory cause in 
September, and this has had a positive impact on the year to date position. 
This position will continue to be monitored and reported back to EMT at 
the Patient Safety Deep Dive in December 2019. 

 Bed Occupancy (KPI 12) – Bed occupancy reduced to 91% in September 
reversing the upward trend since May 2019.  As described above work is 
being undertaken in terms of improving how we manage access to beds 
across the Trust as part of the Right Care Right Place Programme. 
However pressure on beds remains despite the position on Length of Stay 
(KPI 13) and Readmissions (KPI 14) being generally positive.  

 Vacancy Rate (KPI 15) – The level of vacancies being actively recruited to 
continues to be higher than we planned, although there was some further 
improvement in September. It should be noted that a number of these 
vacancies will still have staff in post working their notice. The ability 
to recruit to post in a timely way impacts on the quality of care we can 
deliver and the financial position of the Trust as we use other ways to 
cover the vacancies, should they not be replaced within the notice period, 
such as overtime and agency staff. The Right Staffing Programme has a 
work stream looking at recruitment and retention and has recently 
developed a dashboard which demonstrates by locality, the number of 
vacancies and progress being made in terms of the recruitment to those 
posts.  

 Appraisal Rate (KPI 16) – The Trust continues not to achieve the standard 
we set, with the position being similar to that in August at 91.6%.  All 
localities are below the standard but all are achieving levels over 90%, with 
Forensic Services achieving 94.3%.  The level of vacancies and sickness 
referred to elsewhere in the report is impacting on the ability to improve the 
position. 

 Sickness Absence Rate (KPI 19) – The Trust continues to have a greater 
amount of sickness than it would wish, which clearly impacts on service 
users, the member of staff and also the other staff in the team. The 
position in September did improve although it is still higher than the same 
period last year. Teesside report the highest figure at 7.26%. This is in the 
main due to the exceptional circumstances within this locality that are 
being addressed by the Trust. Appropriate action is being taken to support 
both staff and patients. Improvements in the sickness position are 
anticipated. 

 Financial Targets (KPI 19, 20 and 21) – All three financial targets were 
achieved in August. 
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2.4 Data Quality Assessment.  
 

 The Data Quality Assessment for the new dashboard indicators is attached in 
Appendix C. The Data Quality Assessment containing all metric scores is 
under review and the updated document will be provided with October’s 
dashboard report. 
 
 

3. RECOMMENDATIONS: 
 

It is recommended that the Board consider the content of this paper and raise 
any areas of concern/query.  

 
 
 
 
 

Sharon Pickering 
Director of Planning, Performance and Communications 
 
Background Papers:  
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Trust Dashboard Summary for TRUST                                                                          Appendix A

Quality
September 2019 April 2019  To September 2019 Annual 

Target Month Status Trend Arrow (3 
Months)

Target YTD Status Target

1) Percentage of patients seen within 4 weeks for 
a 1st appointment following an external referral 90.00% 82.13% 90.00% 83.88% 90.00%

2) Percentage of patients starting treatment 
within 6 weeks of an external referral 60.00% 59.58% 60.00% 57.41% 60.00%

3) The total number of inappropriate OAP days 
over the reporting period (rolling 3 months) 2,150.00 1,770.00 2,150.00 1,770.00 2,150.00

4) Percentage of patients surveyed reporting 
their overall experience as excellent or good 94.00% 91.48% 94.00% 91.58% 94.00%

5) The percentage of Serious Incidents which are 
found to have a root cause or contributory finding 32.00% 27.27% 32.00% 33.82% 32.00%

6) The percentage of in scope teams achieving 
the agreed improvement benchmarks for HoNOS 
total score (AMH and MHSOP) - month behind

60.00% 68.42% 60.00% 64.52% 60.00%

7) The percentage of in scope teams achieving 
the agreed improvement benchmarks for 
SWEMWBS total score (AMH and MHSOP) - 
month behind

65.00% 63.74% 65.00% 68.72% 65.00%

Activity
September 2019 April 2019  To September 2019 Annual 

Target Month Status Trend Arrow (3 
Months)

Target YTD Status Target

8) Number of new unique patients referred 6,906.00 42,182.00

9) The number of new unique patients referred 
with an assessment completed 3,883.00 24,628.00

10) Number of new unique patients referred and 
taken on for treatment 1,610.00 9,499.00

11) Number unique patients referred who 
received treatment and were discharged 2,936.00 15,423.00

12) Bed Occupancy (AMH & MHSOP 
Assessment & Treatment Wards) 90.00% 90.91% 90.00% 90.48% 90.00%
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Trust Dashboard Summary for TRUST

September 2019 April 2019  To September 2019 Annual 

Target Month Status Trend Arrow (3 
Months)

Target YTD Status Target

13) No. of patients occupying a bed with a LoS 
from admission > 90 days (AMH & MHSOP A&T 
Wards)-Snapshot

61.00 52.00 61.00 52.00 61.00

14) Percentage of patients re-admitted to 
Assessment & Treatment wards within 30 days 
(AMH & MHSOP) - in reporting month

23.00% 23.16% 23.00% 25.31% 23.00%

Workforce
September 2019 April 2019  To September 2019 Annual 

Target Month Status Trend Arrow (3 
Months)

Target YTD Status Target

15) Vacancy Rate (Healthcare Professionals 
only) 6.50% 11.69% 6.50% 10.04% 6.50%

16) Percentage of staff in post more than 12 
months with a current appraisal (snapshot) 95.00% 91.63% 95.00% 91.63% 95.00%

17) Percentage compliance with ALL mandatory 
and statutory training (snapshot) 92.00% 93.92% 92.00% 93.92% 92.00%

18) Percentage Sickness Absence Rate (month 
behind) 4.40% 5.39% 4.40% 5.16% 4.40%

Money
September 2019 April 2019  To September 2019 Annual 

Target Month Status Trend Arrow (3 
Months)

Target YTD Status Target

19) Delivery of our financial plan (I and E)
-600,000.00 -747,455.00 -3,007,000.00 -3,237,965.00 -5,610,000.00

20) CRES delivery
824,916.00 964,907.00 4,949,496.00 5,830,526.17 9,898,992.00

21) Cash against plan
80,071,000.00 88,125,787.00 80,071,000.00 88,125,787.00 54,409,000.00
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Trust Dashboard Graphs for TRUST
1) Percentage of patients seen within 4 weeks for a 1st appointment following an external referral
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Month Target
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

1) Percentage of patients seen within 4 
weeks for a 1st appointment following an 
external referral

82.13% 83.88% 78.89% 82.15% 90.96% 89.72% 72.73% 76.59% 99.42% 98.85%

Narrative

The position for September 2019 is 82.13%, which is not meeting the standard of 90.00% and a deterioration to that reported in August 2019. This is the lowest position reported since 2017/18. Durham and Darlington and North Yorkshire 
and York localities are reporting furthest from the standard at 78.89% and 72.73% respectively. Key areas of concern are as below:• Durham and Darlington AMH at 49.79% (240 out of 482 patients). An RPIW is planned in October 2019 
to review processes and increase productivity.  Capacity continues to be impacted by vacancies, the recruitment process is ongoing and start dates have been agreed.• North Yorkshire and York AMH at 68.04% (413 of 607 patients). 
Performance continues to be impacted by high sickness levels and vacancies.  Start dates of November have been agreed for 2 new members of staff. Extended working hours to increase the number of appointment slots have also been 
agreed. • North Yorkshire and York MHSOP at 69.55% (466 of 670 patients). Issues in the memory service across all areas are due to capacity not meeting demand. Work is underway to review the pathway and this is currently in the 
planning  stage, an implementation date is to be confirmed.
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Trust Dashboard Graphs for TRUST
2) Percentage of patients starting treatment within 6 weeks of an external referral
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

2) Percentage of patients starting treatment 
within 6 weeks of an external referral

59.58% 57.41% 65.85% 61.47% 56.50% 56.53% 54.24% 53.32% 100.00% 94.97%

Narrative

The position for September 2019 is 59.58% which is not meeting the standard of 60.00% and a deterioration on that reported in August 2019; however an improvement to that reported in September 2018. Forensic services and Durham 
and Darlington are the only localities meeting the standard. North Yorkshire and York report the lowest performance.It has been agreed that this indicator will be the focus of discussion at Performance Improvement Group taking place in 
October 2019.
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Trust Dashboard Graphs for TRUST
3) The total number of inappropriate OAP days over the reporting period (rolling 3 months)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

3) The total number of inappropriate OAP 
days over the reporting period (rolling 3 
months)

1,770.00 1,770.00 420.00 420.00 528.00 528.00 803.00 803.00

Narrative

The Trust position for September 2019 is 1,770 which is similar to the position recorded in August 2019 and below the standard of 2,150. This is an improvement to the figure reported in September 2018.Durham and Darlington is the only 
locality not meeting the standard for this indicator. The key pressure is in older peoples services. Bed pressures here are due to the admission of patients from localities elsewhere in the Trust.Specific work is being taken forward with 
regards to bed management as part of the Right Care Right Place Programme.
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Trust Dashboard Graphs for TRUST
4) Percentage of patients surveyed reporting their overall experience as excellent or good
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

4) Percentage of patients surveyed reporting 
their overall experience as excellent or good

91.48% 91.58% 90.34% 91.67% 93.19% 91.85% 90.06% 91.94% 91.94% 89.00%

Narrative

The Trust position for September 2019 is 91.48% which is not achieving the standard of 94.00% and similar to that reported in August 2019 and September 2018.No localities are meeting target for this indicator, however all localities are 
reporting above 90%. North Yorkshire and York are reporting the lowest position at 90.06%, however this is a slight improvement on that reported in August 2019. Current focus in North Yorkshire and York is with regards to increasing the 
number of patients surveys completed and it is anticipated that improvements in patient feedback will be seen as targeted work will then be undertaken.
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Trust Dashboard Graphs for TRUST
5) The percentage of Serious Incidents which are found to have a root cause or contributory finding
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

5) The percentage of Serious Incidents 
which are found to have a root cause or 
contributory finding

27.27% 33.82% 0.00% 47.06% 25.00% 14.81% 100.00% 45.83%

Narrative

The Trust position for September 2019 is 27.27% which is meeting the standard of 32%; and a significant improvement to that reported in August 2019.This relates to 3 serious incidents out of 11 which were found to have a root cause or 
contributory finding in September 2019. The 3 incidents occurred in the following localities:• 2 x Teesside• 1 x North Yorkshire and YorkAny themes identified are shared Trust wide through the Patient Safety Group.
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Trust Dashboard Graphs for TRUST
6) % of in scope teams achieving the benchmarks for HoNOS score (AMH and MHSOP) - month behind
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

6) The percentage of in scope teams 
achieving the agreed improvement 
benchmarks for HoNOS total score (AMH 
and MHSOP) - month behind

68.42% 64.52% 71.88% 65.08% 64.52% 63.37% 68.75% 64.79%

Narrative

The Trust position for September 2019 is 68.42%, which is meeting the standard and is an improvement to that reported in August 2019 and to that reported in September 2018. All localities are meeting target for this indicator.Within this 
KPI an improvement in HONOS is shown by a decrease in the patient’s actual HONOS score on PARIS. The change is identified by comparing the first HONOS score calculated on admission to TEWV, and the score on discharge.Dr. 
Lenny Cornwall is now taking over the leadership of the working group established. 
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Trust Dashboard Graphs for TRUST
7) % of in scope teams achieving the benchmarks for SWEMWBS score (AMH and MHSOP) - month behind
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Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD

7) The percentage of in scope teams 
achieving the agreed improvement 
benchmarks for SWEMWBS total score 
(AMH and MHSOP) - month behind

63.74% 68.72% 80.65% 69.52% 53.33% 69.01% 56.67% 67.69%

Narrative

The Trust position for September 2019 is 63.74%, which is not meeting the standard and a deterioration to that reported in August 2019 and September 2018. Durham and Darlington is the only locality meeting target. Teesside report the 
lowest position at 53.33%. Process issues have been identified with regards to the confirmation of patient scores on Teesside and this will be reviewed by QUAG in October.Within this KPI, an improvement in SWEMWBS (which is a 
patient experience measure) is shown by an increase in the patient’s actual SWEMWBS score. The change is identified by comparing the first SWEMWBS score calculated on admission, and the score on discharge.Dr. Lenny Cornwall is 
now taking over the leadership of the working group established. 
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Trust Dashboard Graphs for TRUST
8) Number of new unique patients referred
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

8) Number of new unique patients referred 6,906.00 42,182.00 2,039.00 12,884.00 2,416.00 14,517.00 1,875.00 11,886.00 568.00 2,629.00

Narrative

The Trust position for September 2019 is 6,906 which is an increase on the position reported for August 2019 and an increase to that reported in September 2018. Trust level Statistical Process Control (SPC) charts have been developed 
and are starting to be discussed by EMT on a quarterly basis at ‘speciality’ level in addition to the data and charts being reviewed by localities.
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Trust Dashboard Graphs for TRUST
9) The number of new unique patients referred with an assessment completed
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

9) The number of new unique patients 
referred with an assessment completed

3,883.00 24,628.00 1,074.00 7,255.00 1,380.00 8,773.00 1,112.00 7,185.00 284.00 1,360.00

Narrative

The Trust position for September 2019 is 3,883 which is similar to the position reported for August 2019 and that reported in September 2018. Trust level Statistical Process Control (SPC) charts have been developed and are starting to be 
discussed by EMT on a quarterly basis at ‘speciality’ level in addition to the data and charts being reviewed by localities.

17



Trust Dashboard Graphs for TRUST
10) Number of new unique patients referred and taken on for treatment
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

10) Number of new unique patients referred 
and taken on for treatment

1,610.00 9,499.00 480.00 2,966.00 547.00 2,883.00 532.00 3,464.00 43.00 123.00

Narrative

The Trust position for September 2019 is 1,610 which is similar to the position reported for August 2019 and an increase to that reported in September 2018. Trust level Statistical Process Control (SPC) charts have been developed and 
are starting to be discussed by EMT on a quarterly basis at ‘speciality’ level in addition to the data and charts being reviewed by localities.
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Trust Dashboard Graphs for TRUST
11) Number unique patients referred who received treatment and were discharged
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

11) Number unique patients referred who 
received treatment and were discharged

2,936.00 15,423.00 993.00 4,927.00 1,077.00 5,027.00 798.00 5,243.00 67.00 218.00

Narrative

The Trust position for September 2019 is 2,936 which is an increase to that reported for August 2019 and to that reported in September 2018. This is also the highest number reported since 2016/17. Trust level Statistical Process Control 
(SPC) charts have been developed and are starting to be discussed by EMT on a quarterly basis at ‘speciality’ level in addition to the data and charts being reviewed by localities.
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Trust Dashboard Graphs for TRUST
12) Bed Occupancy (AMH & MHSOP Assessment & Treatment Wards)
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Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD

12) Bed Occupancy (AMH & MHSOP 
Assessment & Treatment Wards)

90.91% 90.48% 92.84% 93.21% 95.34% 96.67% 85.72% 83.22% NA NA

Narrative

The Trust position for September 2019 is 90.91% which is meeting the standard and an improvement compared to that reported in August 2019 and September 2018. Teesside report the poorest position at 95.34%, which is due to 
increased demand on beds within both AMH and MHSOP. Work has been completed within AMH to understand and address any blockages to discharge for patients with a LOS of 30 days or more, however this identified that all patient 
admissions and LOS were appropriate due to complex needs. This continues to be monitored.
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Trust Dashboard Graphs for TRUST
13) No. of patients occupying a bed with a LoS from admission > 90 days (AMH & MHSOP A&T Wards)-Snapshot
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

13) No. of patients occupying a bed with a 
LoS from admission > 90 days (AMH & 
MHSOP A&T Wards)-Snapshot

52.00 52.00 15.00 15.00 11.00 11.00 23.00 23.00

Narrative

The Trust position for September 2019 is 52 which is meeting the standard and a slight reduction to that reported in August 2019. This continues to be one of the lowest positions recorded since 2017/18.Durham and Darlington and 
Teesside localities are not meeting target for this indicator. Both localities report issues relating to complex patients and securing community placements as impacting on performance in this area. All localities are monitoring this on a 
continual basis and actions are discussed and agreed in daily huddles.
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Trust Dashboard Graphs for TRUST
14) % of patients re-admitted to A&T wards within 30 days (AMH & MHSOP) - in reporting month
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

14) Percentage of patients re-admitted to 
Assessment & Treatment wards within 30 
days (AMH & MHSOP) - in reporting month

23.16% 25.31% 16.67% 23.85% 30.00% 26.80% 30.77% 25.41%

Narrative

The Trust position for September 2019 is 23.16% which is not quite meeting the standard and is similar to that reported in August 2019. This relates to 22 readmissions out of 95 readmissions that were within 30 days.  Durham and 
Darlington is the only locality meeting target. Further work has been completed to improve understanding of the issues impacting on performance for this indicator and this detail will be discussed within QUAG’s to ensure any improvement 
is actioned.
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Trust Dashboard Graphs for TRUST
15) Vacancy Rate (Healthcare Professionals only)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

15) Vacancy Rate (Healthcare Professionals 
only)

11.69% 10.04% 16.92% 12.60% 8.58% 6.78% 11.07% 13.09% 7.68% 5.76%

Narrative

The position for September 2019 is 11.69% which is not meeting the standard but is an improvement compared to that reported in August 2019. This equates to 380.57 wte vacancies currently being actively being recruited to which 
represents a significant decrease on the number reported in August (It should be noted that some of these will have staff in post working their notice)This is a new indicator for 2019/20 therefore data relating to previous year’s performance 
is not available.
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Trust Dashboard Graphs for TRUST
16) Percentage of staff in post more than 12 months with a current appraisal (snapshot)
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Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD Current Month YTD

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

91.63% 91.63% 91.04% 91.04% 92.18% 92.18% 91.15% 91.15% 94.32% 94.32%

Narrative

The Trust position for September 2019 is worse than the standard at 93.92% which relates to 508 members of staff out of 6104 that do not have a current appraisal. This is similar to the position reported in August 2019 however an 
improvement to that reported in September 2018. All localities are not meeting the standard, however all report a position above 90%. Forensic services are the best performing locality at 94.32%.The use of operational management 
huddles is now embedded across the Trust which includes discussions on appraisal compliance levels. However issues such as vacancies and sickness, referred to within this report, impact on the ability to deliver appraisals. 
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Trust Dashboard Graphs for TRUST
17) Percentage compliance with ALL mandatory and statutory training (snapshot)
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

17) Percentage compliance with ALL 
mandatory and statutory training (snapshot)

93.92% 93.92% 92.97% 92.97% 94.65% 94.65% 92.17% 92.17% 96.71% 96.71%

Narrative

The position for September 2019 is 93.92% and is similar to that reported for August 2019 and is achieving the standard. This is the best position reported since 2017/18.  All localities are achieving the standard.The operational 
management huddles continue to drive improvements in performance. The improved frequency of the IIC refresh also allows a timelier update of accurate performance information to managers, enabling proactive action to take place.
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Trust Dashboard Graphs for TRUST
18) Percentage Sickness Absence Rate (month behind)
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18) Percentage Sickness Absence Rate 
(month behind)

5.39% 5.16% 4.82% 5.03% 7.26% 6.12% 3.60% 4.03% 6.78% 6.55%

Narrative

The Trust position reported in September relates to the August sickness level.  The Trust position reported in September 2019 is 5.39% which is not meeting the standard of 4.50%. This is a decrease to the position reported in August 
2019, however an increase to that reported in September 2018. North Yorkshire and York are the only locality to meet target.Teesside continue to report the highest figure at 7.26%. This is due to exceptional circumstances within this 
locality that are being addressed by the Trust. Appropriate action is being taken to support both staff and patients. Improvements in the sickness position are anticipated.The Sickness Absence Management Procedure is currently being 
reviewed and a revised procedure is due to be agreed by December 2019

26



Trust Dashboard Graphs for TRUST
19) Delivery of our financial plan (I and E)
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-10,000,000.00
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20,000,000.00

30,000,000.00

40,000,000.00
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Legend
Month Target
2017
2018
2019

TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

19) Delivery of our financial plan (I and E) -747,455.00 -3,237,965.00 -37,339.00 -339,267.00 497,157.00 2,270,018.00 -40,429.00 614,142.00 -160,903.00 -43,072.00

Narrative

The comprehensive income outturn for the period ending 30 September 2019 is a surplus of £3,018k, representing 1.67% of the Trust’s turnover and is £11k ahead of the NHSI plan. 
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Trust Dashboard Graphs for TRUST
20) CRES delivery
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

20) CRES delivery 964,907.00 5,830,526.17 97,692.00 586,152.17 84,864.00 507,881.00 214,034.00 1,284,204.00 49,213.00 296,897.00

Narrative

Identified Cash Releasing Efficiency Savings at 31 September 2019 is £5,831k and is £882k ahead of plan for the year to date.  The Trust is anticipating being ahead of plan (£1,762k) at the financial year end and continues to identify 
schemes for future years.
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Trust Dashboard Graphs for TRUST
21) Cash against plan
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TRUST DURHAM AND DARLINGTON TEESSIDE NORTH YORKSHIRE AND YORK FORENSIC SERVICES UNKNOWN

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

21) Cash against plan 88,125,787.00 88,125,787.00 NA NA NA NA NA NA

Narrative

Total cash at 30 September 2019 is £88,126k; this is £8,055k ahead of plan and is largely due to higher than anticipated creditor accruals where invoices have not been received by the Trust and a reprofiling of the capital expenditure 
plan.
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Trust Dashboard - Locality Breakdown for TRUST
1 - Quality

 September 2019  April 2019 To September 2019

TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN

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

1) Percentage of patients seen within 4 weeks 
for a 1st appointment following an external 
referral

82.13%
1

78.89%
1

90.96%
2

72.73%
1

99.42%
2

83.88%
1

82.15%
1

89.72%
4

76.59%
1

98.85%
2

2) Percentage of patients starting treatment 
within 6 weeks of an external referral

59.58%
4

65.85%
2

56.50%
4

54.24%
4

100.00%
2

57.41%
4

61.47%
2

56.53%
4

53.32%
4

94.97%
2

3) The total number of inappropriate OAP 
days over the reporting period (rolling 3 
months)

1,770.00
2

420.00
1

528.00
2

803.00
2

1,770.00
2

420.00
1

528.00
2

803.00
2

4) Percentage of patients surveyed reporting 
their overall experience as excellent or good

91.48%
4

90.34%
4

93.19%
4

90.06%
4

91.94%
4

91.58%
4

91.67%
4

91.85%
4

91.94%
4

89.00%
4

5) The percentage of Serious Incidents which 
are found to have a root cause or contributory 
finding

27.27%
2

0.00%
2

25.00%
2

100.00%
1

33.82%
4

47.06%
1

14.81%
2

45.83%
1

6) The percentage of in scope teams 
achieving the agreed improvement 
benchmarks for HoNOS total score (AMH and 
MHSOP) - month behind

68.42%
2

71.88%
2

64.52%
2

68.75%
2

64.52%
2

65.08%
2

63.37%
2

64.79%
2

7) The percentage of in scope teams 
achieving the agreed improvement 
benchmarks for SWEMWBS total score (AMH 
and MHSOP) - month behind

63.74%
4

80.65%
2

53.33%
1

56.67%
4

68.72%
2

69.52%
2

69.01%
2

67.69%
2
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Trust Dashboard - Locality Breakdown for TRUST
2 - Activity

 September 2019  April 2019 To September 2019

TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN

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

8) Number of new unique patients referred 6,906.00 2,039.00 2,416.00 1,875.00 568.00 42,182.00 12,884.00 14,517.00 11,886.00 2,629.00

9) The number of new unique patients referred 
with an assessment completed

3,883.00 1,074.00 1,380.00 1,112.00 284.00 24,628.00 7,255.00 8,773.00 7,185.00 1,360.00

10) Number of new unique patients referred 
and taken on for treatment

1,610.00 480.00 547.00 532.00 43.00 9,499.00 2,966.00 2,883.00 3,464.00 123.00

11) Number unique patients referred who 
received treatment and were discharged

2,936.00 993.00 1,077.00 798.00 67.00 15,423.00 4,927.00 5,027.00 5,243.00 218.00

12) Bed Occupancy (AMH & MHSOP 
Assessment & Treatment Wards)

90.91%
2

92.84%
4

95.34%
1

85.72%
4

NA NA 90.48%
2

93.21%
4

96.67%
1

83.22%
4

NA NA

13) No. of patients occupying a bed with a 
LoS from admission > 90 days (AMH & 
MHSOP A&T Wards)-Snapshot

52.00
2

15.00
1

11.00
1

23.00
2

52.00
2

15.00
1

11.00
1

23.00
2

14) Percentage of patients re-admitted to 
Assessment & Treatment wards within 30 
days (AMH & MHSOP) - in reporting month

23.16%
4

16.67%
2

30.00%
1

30.77%
1

25.31%
4

23.85%
4

26.80%
4

25.41%
4
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Trust Dashboard - Locality Breakdown for TRUST
3 - Workforce

 September 2019  April 2019 To September 2019

TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN

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

15) Vacancy Rate (Healthcare Professionals 
only)

11.69%
1

16.92%
1

8.58%
1

11.07%
1

7.68%
1

10.04%
1

12.60%
1

6.78%
4

13.09%
1

5.76%
2

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

91.63%
4

91.04%
4

92.18%
4

91.15%
4

94.32%
4

91.63%
4

91.04%
4

92.18%
4

91.15%
4

94.32%
4

17) Percentage compliance with ALL 
mandatory and statutory training (snapshot)

93.92%
2

92.97%
2

94.65%
2

92.17%
2

96.71%
2

93.92%
2

92.97%
2

94.65%
2

92.17%
2

96.71%
2

18) Percentage Sickness Absence Rate 
(month behind)

5.39%
1

4.82%
4

7.26%
1

3.60%
2

6.78%
1

5.16%
1

5.03%
1

6.12%
1

4.03%
2

6.55%
1
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Trust Dashboard - Locality Breakdown for TRUST
4 - Money

 September 2019  April 2019 To September 2019

TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN TRUST DURHAM AND 
DARLINGTON

TEESSIDE NORTH YORKSHIRE AND 
YORK

FORENSIC SERVICES UNKNOWN

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

19) Delivery of our financial plan (I and E) -747,455.00
2

NA -37,339.00
2

NA 497,157.00
1

-40,429.00
2

NA -160,903.00
2

-3,237,965.00
2

NA -339,267.00
2

NA 2,270,018.00
1

614,142.00
1

NA -43,072.00
2

20) CRES delivery 964,907.00
2

97,692.00
2

84,864.00
1

214,034.00
2

49,213.00
4

5,830,526.17
2

586,152.17
2

507,881.00
1

1,284,204.00
2

296,897.00
4

21) Cash against plan 88,125,787.00
2

NA NA NA NA NA NA 88,125,787.00
2

NA NA NA NA NA NA
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Appendix B
Trust Dashboard 2019/20 KPI Guide

 

 
No. KPI Target Definition

 
1 Percentage of patients who 

were seen within 4 weeks for 
a first appointment following 
an external referral 

90% This measures, the number of patients who 
attend their first appointment in 4 weeks of 
their referral date out of the total number of 
people who attend their first appointment 
following their referral. This KPI has been 
amended for 2018/19 and the clock will now 
NOT restart if the patient DNAs or the 
patient cancels an appointment. This looks 
at patients with an external referral only. 
This excludes 
IAPT patients. 

2 Percentage of patients 
starting “treatment” within 6 
weeks of external referral 

60% This measures, the number of people 
starting treatment within 6 weeks of an 
external referral against number of 
people starting treatment. This looks at 
patients with an external referral only. 

3 The total number of 
inappropriate OAP days over 
the reporting period (Rolling 
3 months) 

2,245 This measures, the total number of days 
patients have spent in an out of area bed 
inappropriately. In line with national 
reporting this measures a rolling 3 months’ 
time frame 

4 Percentage of patients 
surveyed reporting their 
overall experience as 
excellent or good 

94% Within all inpatient and community 
services, this measures: Of the number of 
people in the Patient Survey who 
answered the question: -"Overall how 
would you rate the care you have 
received?,” the number of patients who 
have scored "excellent" or "good" 
 

5 The percentage of Serious 
Incidents which are found 
to have a root cause or 
contributory finding  

32% This measure looks at the percentage of 
serious incidents that are investigated and 
found to have a root cause or contributory 
finding 

6 The % teams achieving the 
agreed improvement 
benchmarks for HoNOS total 
score 

60% This measure relates to patients 
discharged from TEWV In Scope services 
(Spells ended with a Adult or MHSOP 
subject to Currency & Tariff National 
requirements). Patients total HoNOS 
scores are compared from first rating 
against the last.                                            
A reduction in total HoNOS score is 
classified as improvement. 80% of patients 
in the Non Psychotic and Psychotic 
superclass and 40% in the organic 
superclass are expected to achieve this 
reduction. Teams are subject to the 
measure if they discharge more than 5 
patients in any of the superclasses.              
The measure will report against the team 
the patient was with at the point they are 
discharged entirely from TEWV not if they 
are 
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Appendix B
Trust Dashboard 2019/20 KPI Guide

 

 
No. KPI Target Definition

 
   transferred to a different In Scope team.
7 The % teams achieving the 

agreed improvement 
benchmarks for SWEMWBS 

65% This measure relates to patients 
discharged from TEWV In Scope 
services (Spells ended with a Adult or 
MHSOP subject to Currency & Tariff 
National requirements). Patients total 
SWEMWBS scores are compared from 
the first rating against the last. An 
increase in SWEMWBS score is 
classified as improvement. 80% of 
patients in the Non Psychotic and 
Psychotic superclass and 50% in the 
organic superclass are expected to 
achieve this reduction. Teams are 
subject to the measure if they discharge 
more than 5 patients in any of the 
superclasses. The measure will report 
against the team the patient was with at 
the point they are discharged entirely 
from TEWV not if they are transferred to 
a different In Scope team. 

8 Number of new unique 
patients referred 

N/A This measure relates to the number of 
new individual patients referred (so a 
patient is only counted once and not 
open to any other team in the Trust). 
This excludes IAPT patients. 

9 The number of new unique 
patients referred 
with an assessment 
completed 

N/A This measure relates to the number of 
new unique patients with an assessment 
completed (and is a subset of measure 
8). 

10 Number of new unique 
patients referred and 
taken on for treatment 

N/A This measure relates to the number of 
new unique patients referred, assessed 
and then taken on for treatment (and is a 
subset of measure 9). 

11 Number unique patients 
referred who received 
treatment and were 
discharged 

N/A This measure relates to the number of 
new unique patients referred who were 
taken on for treatment and then 
discharged. 

12 Bed Occupancy (AMH & 
MHSOP A & T Wards) 

90% This measures the number of days beds 
that are occupied out of the number of 
possible bed days available. (The 
calculation is on the number of beds 
available and the days in the month). 
This looks at AMH and MHSOP 
Assessment and Treatment wards only 

13 Number of patients 
occupying a bed with a 
length of stay (from 
admission) greater than 90 
days (AMH & MHSOP A&T 
Wards (Snapshot) 

61 This measures the number of patients 
occupying a bed with a length of stay 
longer than 90 days from the day they 
were admitted. This looks at AMH and 
MHSOP Assessment and Treatment 
wards only 
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No. KPI Target Definition

 
14 Percentage of patients re- 

admitted to Assessment & 
Treatment wards within 30 
days (AMH & MHSOP) 

23% This measures the number of patients 
who are readmitted onto a ward within 30 
days of their last discharge. This looks at 
AMH and MHSOP Assessment and 
Treatment wards only 

15 Vacancy Rate (Healthcare 
Professionals only) 

6.50% This measures the total number of 
advertised vacancies against the total 
number of budgeted staff  

16 Percentage of staff in post 
more than 12 months with a 
current appraisal 

95% This measures the number of staff in post 
more than 12 months and of those how 
many have a current appraisal. For 
medical staff this is monitored against 13 
months. 

17 Percentage compliance with 
ALL mandatory and statutory 
training 

92% This measures the total number of 
courses completed by each member of 
staff for ALL mandatory and statutory 
training out of the number of courses due 
to be completed for each member of staff 

18 Percentage Sickness 
Absence Rate 

4.50% This measures the number of days lost to 
sickness out of the number of days within 
the month 

19 Delivery of our financial plan 
(I&E) 

132,000 This shows the Trusts surplus or deficit 
position (£).  The target is the planned 
surplus position.

20 CRES delivery 824,916 This shows the CRES Identified against 
the planned amount 

21 Cash against plan 52,027 This shows the actual cash held by the 
Trust against the amount of cash 
forecasted to be held 
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Data Quality Scorecard 2019/20  - Appendix C

A (5) B (4) C (3) D (2) E (1) 5 4 3 2 1 5 4 3 2 1 5 4 3 2 1

Direct Electronic transfer
from System

Data extracted from Electronic
System but data is then 

processed manually

Other Provider 
System

Access database or 
Excel Spreadsheet

Paper or telephone
collection

Always 
reliable

Mostly 
reliable

Sometimes 
reliable

Unreliable
Untested 
Source

KPI is clearly 
defined

KPI is defined but could
be open to 

interpretation

KPI is defined but is 
clearly open to 
interpretation

KPI construction is not 
clearly defined

KPI is not 
defined

Tested within last 12 
months and all associated 

risks identified on 
proforma have been 

accepted or mitigated

Tested within last 12 months 
and all associated risks 
identified on proforma

Tested within last 
12 months

Tested 
between 12 and 
24 months ago

Tested over 24 
months ago

1 Pergentage of patients who were seen within 4 
weeks for a first appointment following an external 

5 5 5 5 20 100%

2 Percentage of patients starting treament within 6 
weeks of external referral

5 4 5 5 19 95%

3 Total number of inappropriate OAP days over the 
reporting period (rolling 3 months)

4 5 5 5 19 95%

4 Percentage of patients surveyed reporting their 
overall experience as excellent or good. 

5 5 5 3 18 90%

5 The percentage of Serious Incidents which are 
found to have a root cause or contributory finding

2 5 5 5 17 85%

6 The percentage of teams achieving the agreed 
improvement benchmarks for HoNOS total score

4 5 5 5 19 95%

7 The percentage of teams achieving the agreed 
improvement benchmarks for SWEMWBS total 
score

4 5 5 5 19 95%

8 Number of new unique patients referred 5 5 5 5 20 100%

9 The number of new unique patients referred
with an assessment completed 5 5 5 5 20 100%

10 Number of new unique patients referred and
taken on for treatment 5 5 5 5 20 100%

11 Number unique patients referred who
received treatment and were discharged 5 5 5 5 20 100%

12 Bed Occupancy (AMH & MHSOP A&T wards) 

5 5 5 5 20 100%

13 Number of patients occupying a bed with a length of 
stay (from admission) greater than 90 days (AMH & 
MHSOP A&T Wards) 

5 5 5 3 18 90%

14 Percentage of patients readmitted to Assesement 
and treatment wards within 30 days

5 5 5 3 18 90%

15 Vacancy rate (score from old KPI)

2 4 5 5 16 80%

16 Percentage of staff in post more than 12 months 
with a current appraisal

5 4 5 3 17 85%

17 Percentage compliance with ALL mandatory and 
statutory training 

5 4 5 5 19 95%

18 Percentage Sickness Absence Rate (month behind)

5 4 5 3 17 85%

19 Delivery of our financial plan (I and E)

4 5 5 5 19 95%

20 CRES Delivery

2 5 5 5 17 85%

21 Cash against plan
4 5 5 5 19 95%

Notes
Total Score 

as %

Data Source Data Reliability KPI Construct/Definition

Total 
Score

KPI Amended / Tested

Some data quality issues have been reported in relation to the use of 
appropriate intervention/treatment codes. Guidance has been circulated 
to improve understanding and this under review in the report out process. 
Improvements are expected as awareness about appropriate codes 
included in this KPI improves

Data is extracted electronically, validated manually and reuploaded into 
the system. Work is underway to amend PARIS to enable this to be 
recrrded completely on the system, timescale to be confirmed

Data is collected via electronic devices for inpatient areas, on paper 
surveys for community teams as well as via kiosks in team bases where 
there are large footfalls. There is also a phone Application now where 
clinicians can send the survey to patients and carers phones via email or 
SMS. The Quality Data Team access the system to generate reports.

Data is collated onto excel for manual process after retrieval from the 
Dataix  system

Data is collected on Excel with input co-ordinated and controlled by the 
Financial Controller and version control in operation.

An extract is taken from the system then processed manually to obtain 
actual performance.  

Data extracted elecronically but processed manually

Issues with appraisal dates being entered to ESR have been reported.
Compliance levels are effectively being monitored via monthly Huddle 
meetings and support is being provided where necessary to address ESR
issues. A refresh of ESR guidance is being scheduled to improve 
accurate recording on the source system.  

Issues with training compliance figures being reported have lessened - 
there appears to be greater confidence in the data being reported and this
has been supported by scrutiny of issues in report out processes

Sickness absence data for inpatient services is now being taken directly
from the rostering system which should help to eliminate inaccuracies the 
remainder of the Trust continue to input directly into ESR. There are some 
data quality issues concerned with failing to end sickness in a timely 
manner– this is picked up and monitored through sickness absence 
audits that the Operational HR team undertake.

Data is collected on Excel with input co-ordinated and controlled by the 
Financial Controller and version control in operation.
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ITEM NO. 19
FOR GENERAL RELEASE 

BOARD OF DIRECTORS 

DATE: 29th October 2019 

TITLE: NHS Oversight Framework 

REPORT OF: Phil Bellas, Trust Secretary & Sharon Pickering, Director of 
Planning, Performance and Communications 

REPORT FOR: Information & Assurance 

This report supports the achievement of the following Strategic Goals: 
To provide excellent services working with the individual users of our services 
and their families to promote recovery and wellbeing 

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 the communities we serve 

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

 

Executive Summary: 
As reported to the Board meeting held on 24th September 2019 (minute 19/224 
refers) the NHS Oversight Framework (NOF) has replaced the Single Oversight 
Framework.   

From the Trust’s perspective, in common with its predecessor, the NOF sets out the 
approach taken by NHS England/NHS Improvement (NHS E/I) to identifying the 
potential support needs of providers as they emerge. 

The purpose of this report is to examine the Trust’s position against the NOF at the 
end of Quarter 2, 2019/20. 

Overall, the report provides assurance (to the extent information is available) that the 
Trust continues to meet the standards set out in the NOF, with the exception of 
performance against: 
(a) The IAPT recovery indicator.
(b) The indicator on the Data Quality Maturity Index Score.

The Trust is also awaiting the outcome of the ongoing round of CQC inspections 
which are potential triggers for support under the quality of care and well-led themes. 

The Board is asked to note that no material issues were raised by the NHS E/I 
during the recent Quarterly Review Meeting. 
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Recommendations: 
The Board is asked to receive and note this report. 
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MEETING OF: The Board of Directors 
DATE: 29th October 2019 
TITLE: NHS Oversight Framework 
 
1. INTRODUCTION & PURPOSE: 
 
1.1 The purpose of this report is to examine the Trust’s position against the NHS 

Oversight Framework (NOF) at the end of Quarter 2, 2019/20. 
 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 The approach to provider oversight, in the NHS Oversight Framework 

(published in August 2019), closely follows that of its predecessor, the Single 
Oversight Framework.  It continues to be based on: 
(a) Monitoring against five themes: quality of care; finance and use of 

resources; operational performance; strategic change; and leadership 
and improvement capability. 

(b) The segmentation of providers ranging from 1 (maximum autonomy) to 
4 (special measures) based on NHSI’s judgement of the seriousness 
and complexity of the issues they face.   

(c) The tailoring of support packages to the specific needs of providers. 
(d) The principle of earned autonomy. 

 
2.2 The two main changes to the approach are: 

(a) An increasing emphasis on the role of systems in supporting 
improvement across the NHS with, as they mature, ICSs and STPs 
expected to take a greater shared responsibility for the overall quality of 
care and use of resources across their populations.   

(b) The inclusion of metrics based on the annual staff survey, covering 
support and compassion, teamwork and inclusion, in view of the highly 
evidenced link between compassionate and inclusive leadership and 
stronger organisational performance. 

 
2.3 Board Members will be aware that the Trust was placed in segment 1 under 

the SOF reflecting its “Good” CQC rating and strong financial and operational 
performance. 

 
2.4 The Board is asked to note that no material concerns were raised at the 

Quarterly Review Meeting held with NHS E/I on 14th October 2019. 
 
3. KEY ISSUES: 
 
3.1 The following sections explore the Trust’s position against the triggers used 

by NHS E/I for determining support to be provided under the NOF and seek to 
highlight any risks to the maintenance of the segment 1 position. 

 
3.2 Changes to segmentation are not automatic.  Where a concern is triggered 

regional NHS E/I teams, involving system leads, will consider the 
circumstances and whether a support need exists and is appropriate taking 
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into account the seriousness, complexity and scale of the issue that the 
provider is facing. 

 
Quality of Care 
 
Theme Aim - To continuously improve care quality, helping to create the safest, 
highest quality health and care service. In close collaboration with the CQC. 
 
Triggers 
 CQC ‘inadequate’ or ‘requires improvement’ assessment in overall rating, or against any of the 

safe, effective, caring or responsive key question  
 CQC warning notices 
 Other material concerns identified or relevant to CQC monitoring processes e.g. civil or 

criminal cases raised, whistleblowers etc. 
 Concerns arising from trends in quality indicators 
 Delivery against an agreed trajectory for the four priority standards for 7-day hospital services 
 Any other material concerns about a provider’s quality of care arising from intelligence 

gathered by or provided to NHSI 
 

 
3.3 The Trust’s position on the quality indicators is provided in Annex 1 to this 

report.  There are no concerns about the trends in performance on these 
metrics. 

 
3.4 The Board is asked to note that: 

(a) The Trust’s present segment 1 position reflects its “good” CQC rating 
which was reaffirmed in October 2018. 

(b) The Trust’s overall ratings for the five themes assessed by the CQC 
(safe, effective, caring, responsive, well-led) have not changed since 
the inspection in 2018. 

(c) Plans to extend relevant services to meet 24/7 requirements are 
included in the Trust’s Business Plan. 

 
3.5 Board Members will be aware that the CQC inspected a range of core 

services between 23rd September and 3rd October 2019.  The results of these 
inspections, together with any changes to the Trust’s ratings, are expected (in 
draft) during December 2019. 

 
Finance and Use of Resources 
 
Theme Aim - To balance finances and improve the productivity of the provider 
sector. 
 
Triggers 
 Poor levels of overall financial performance, such as a monthly finance score of 4 or 3 
 A Use of Resources Rating of ‘inadequate’ or ‘requires improvement’ 
 Any other material concerns about a providers’ finances or use of resources arising from 

intelligence gathered by or provided to NHS England and NHS Improvement  
 

 
3.6 The Finance Report (agenda item 17) provides a summary of the Trust’s 

position against the Use of Resources theme. 
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Operational Performance 
 
Theme Aim - To maintain and improve performance against NHS constitutional 
standards. 
 
Triggers 
 Failure to meet the trajectory for a metric for at least two consecutive months (quarterly for 

quarterly metrics) 
 Other factors (e.g. a significant deterioration in a single month or multiple potential support 

needs across standards and/or other themes) indicate a regulatory need to get involved 
before two months have elapsed  

 Any other material concerns about a providers’ operational performance arising from 
intelligence gathered by or provided to regional teams 

 
 
3.7 The Trust’s position on the operational performance metrics is provided in 

Annex 2 to this report. 
 
3.8 The key issues to draw to the Board’s attention are that: 

(a) The Trust did not achieve target on the metrics: 
 “IAPT/Talking Therapies – proportion of people completed 

treatment who move to recovery”.  
  “Data Quality Maturity Index (DQMI) – MHSDS dataset score.” 

 
Further information on the above matters is provided in the 
Performance Dashboard Report (agenda item 18). 

 
(b) Annex 2 still includes the Trust’s performance against indicators on 

cardio-metabolic assessment and treatment.  These metrics have not 
been carried forward from the SOF to the NOF and will not be included 
in future reports. 

 
Strategic Change 
 
Theme Aim - To ensure providers are contributing through ICSs and/or STPs to the 
development and delivery of clinically, operationally and financially sustainable 
patterns of care. 
 
Triggers 
Material concerns with a provider’s delivery against the local transformation agenda, including new 
care models and devolution  
 

 
3.10 Whilst there is a lack of clarity on the assessment and application of the 

triggers under this theme, the Board will be aware that the Trust continues to 
engage positively with the local transformation agenda.  Assurance was also 
provided to NHS E/I on this matter at the recent Quarterly Review Meeting.   
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Leadership and Improvement Capability (Well-led) 
 
Theme Aim - To build provider leadership and improvement capability to deliver 
sustainable services. In 19/20 this also includes culture and organisational health. 
 
Triggers 
 CQC ‘inadequate’ or ‘requires improvement’ assessment against ‘well-led’. 
 Concerns arising from trends in the organisational health indicators 
 Other material concerns about a provider’s governance, leadership and improvement 

capability, arising from third-party reports, developmental well-led reviews or other relevant 
sources  

 
 
3.11 The Trust’s position on the organisational health metrics is provided in Annex 

3 to this report. 
 
3.12 This theme now includes indicators drawn from the staff survey.  This survey 

is at present underway with the results due to be received, internally, in 
January 2020. 

 
3.13 There are no concerns arising from the trends on the indicators. 
 
3.14 The Board will be aware that the CQC is due to complete its well-led review of 

the Trust in November 2019. 
 
4.  IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards: Through the NOF 

NHSI aims to help providers attain and maintain CQC ratings of “good” or 
“outstanding”. 

 
4.2 Financial/Value for Money: Assessments of the Trust’s position against the 

NOF’s theme of finance and use of resources are provided in the Finance 
Reports. 

 
4.3 Legal and Constitutional (including the NHS Constitution): The legal 

basis for enforcement action in relation to NHS Foundation Trusts remains 
unchanged.  This means that, for example, a Foundation Trust will only be in 
segments 3 or 4 where it has been found to be in breach or suspected breach 
of its licence. 

 
4.4 Equality and Diversity: Oversight in this area has been strengthened with 

the inclusion of metrics under the Leadership and Improvement Capability 
Theme. 

 
4.5 Other implications: None identified. 
 
5. RISKS: 
 
5.1 There are risks to the Trust’s segmentation arising from: 

(a) The present round of CQC inspections. 
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(b) The Trust’s position on two of the organisational performance metrics. 
 
6. CONCLUSIONS: 
 
6.1 Notwithstanding potential risks, the Trust’s position against the requirements 

of the NOF remains relatively stable and no material concerns have been 
raised by NHS E/I. 

 
7. RECOMMENDATIONS: 
 
7.1 The Board is asked to receive and note this report. 

 
 
Phil Bellas, Trust Secretary 
Ashleigh Lyons, Corporate Performance Manager 
 
Background Papers:  
NHS Oversight Framework published by NHS England and NHS Improvement in 
August 2019 
 

 



Annex 1

NHS OVERSIGHT SCORECARD - QUALITY INDICATORS - 2019/20

Quality Indicators SOF Source
Other known 

source
Freq. Standard Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

CQC Rating CQC N/A N/A

Written compliants - rate NHS Digital N/A Q N/A 14.20 #DIV/0! #DIV/0!

Trust assessment Q N/A 86.10% 86.61% #DIV/0!

N/A Q N/A 78.65% #DIV/0! 0.00%

Occurrence of Never Event
NHS 

Improvement
Governance - 

verified
M N/A 0 0 0 0 0

NHS England/NHS Improvement Patient 
Safety Alerts outstanding

NHS 
Improvement

Governance - 
verified

M N/A 0 0 0 0 0

Quality Indicators SOF Source
Other known 

source
Freq. Standard Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

CQC inpatient/mental health and 
community survey

CQC N/A A N/A

Mental Health scores from Friends and 
Family Test - % positive

NHSE N/A M N/A 87.52% 86.78% 84.30% 86.29%

Trust assessment M N/A 0 0 0 0 0 0

N/A M N/A

Quality Indicators SOF Source
Other known 

source
Freq. Standard Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Trust assessment - 
pre validated IIC

99.17% 94.12% 98.34% 97.78% 96.61% 99.13%

Trust assessment - 
post validated IIC

99.17% 94.09% 98.34% 98.15% 97.02% 99.56%

UNIFY Q

Trust assessment M N/A 81.67% 80.71% 80.42% 80.77% 80.26%

NHS Digital M N/A 81.73% 81.00% 80.55%

Trust assessment M N/A 15.65% 15.89% 15.98% 15.94% 15.76%

NHS Digital M N/A 15.56% 15.83% 15.83%

Potential under-reporting of patient 
safety incidents

NHS England 
Dashboard

N/A M N/A

Latest assessment October 2018Good

No patients under 16 were admitted to adult wards during quarter 2; however 7 under 18s were 
admitted, 2 of which were under 17.  These have been forwarded to the Director of Nursing for 
confirmation that they were clinically appropriate.

Data published up to 31st August 2019

Data published up to 3rd September 2019

Latest published data July 2019

Comments

No data is published to reflect 'under-reporting'.  Published data reports 8154 incidents occurring 
between 1st October 2018 - 31st March 2019 and reported to NRLS.

% clients in settled accommodation NHS Digital

 Mental Health Providers

Pre-validated position is reported direct from the IIC

Post validated position stated is from our intenal files which are used to provide the UNIFY 
submission. 

Latest published data Quarter 1 2019

No public data available

Latest data based on the August primary MHSDS

Latest published data June 2019

Comments

M

Latest data based on the August primary MHSDS

Latest published data June 2019

97.59%

95%

% clients in employment NHS Digital

Proportion of discharges from hospital 
followed up within 7 days  (all 
discharges treated as being on CPA)

Admissions to adult facilities of patients 
who are under 16 years old

NHS Digital

Staff and Friends and Family test % 
recommended - care

NHSE

 All Providers

Comments

Latest published data June 2019

Latest published data June 2019



Annex  2

NHS OVERSIGHT SCORECARD - OPERATIONAL PERFORMANCE METRICS - 2019/20

Operational Performance Metrics
SOF Identified 

source
Other Identified 

Source 
Freq. Standard Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Q1 Q2 Q3 Q4 Comments

Trust assessment Q 66.67% 79.31% 71.23% 81.97% 69.64% 82.76% 72.08% 78.29%

NHS Digital Q 66.67% 78.95% 70.83% 81.97% 71.79% 81.97% Latest published data July 2019

Trust assessment 95.41%

National assessment 92.00%

Trust assessment 95.73%

National assessment 91.21%

Trust assessment 63.01%

National assessment 79.00%

Trust assessment M 52.48% 52.26% 52.87% 51.52% 46.68% 47.16% 52.51% 48.59%

PAVE Reports Q 52.34% 51.79% 52.36% 51.58% 51.99% 51.58% Latest PAVE data July 2019

Trust assessment M 95.01% 95.10% 94.47% 94.13% 95.24% 96.59% 94.89% 95.28%

PAVE Reports Q 93.13% 92.26% 91.74% 91.51% 92.16% 91.51% Latest PAVE data July 2019

Trust assessment M 100.00% 99.90% 99.49% 100.00% 100.00% 100.00% 99.81% 100.00%

PAVE Reports Q 99.54% 99.16% 97.94% 97.93% 98.66% 97.93% Latest PAVE data July 2019

Data Quality Maturity Index (DQMI) – 
Mental Health Services Data Set Data 
Score

MHSDS N/A M 95 93.8 94.9 94.9 94.9 Latest published data June 2019

Trust assessment M 2150 1457 1370 1322 1420 1708 1770

NHS Digital M N/A 1455 1380 1305
Latest published data June 2019

 Mental Health Providers

People with a first episode of psychosis 
begin treatment with a NICE 
recommended package of care within 2 
weeks of referral

UNIFY2 and 
MHSDS

Ensure that cardio-metabolic 
assessment and treatment for people 
with psychosis is delivered routinely in 
inpatient wards

Board 
declaration but 

can be 
triangulated 

with results of 
CQUIN audit

Q 90%

Ensure that cardio-metabolic 
assessment and treatment for people 
with psychosis is delivered routinely in 
early intervention in psychosis services

Q 90%

56%

Ensure that cardio-metabolic 
assessment and treatment for people 
with psychosis is delivered routinely in 
community mental health services 
(people on CPA)

Q 75%

This metric no longer forms part of the NHS 
Oversight Framework

The figures presented are the 2018/19 Audit 
results as assessed by the Royal College of 
Psychiatry

This metric no longer forms part of the NHS 
Oversight Framework

The figures presented are the 2018/19 Audit 
results as assessed by the Royal College of 
Psychiatry

IAPT/Talking Therapies - waiting time to 
begin treatment (from IAPT minimum 
dataset) - within 6 weeks

IAPT minimum 
dataset 

IAPT/Talking Therapies - waiting time to 
begin treatment (from IAPT minimum 
dataset) - within 18 weeks

IAPT minimum 
dataset

See latest positions

See latest positions

This metric no longer forms part of the NHS 
Oversight Framework

The figures presented are the 2018/19 Audit 
results as assessed by the Royal College of 
Psychiatry

IAPT/Talking Therapies - proportion of 
people completing treatment who 
move to recovery (from IAPT minimum 
dataset)

IAPT minimum 
dataset 

50%

75%

95%

Inappropriate out of area placements 
for adult mental health services

MHSDS



Annex 3

NHS OVERSIGHT SCORECARD - Leadership & Workforce- 2019/20

Quality Indicators SOF Source Other known Freq. Standard Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Comments

Trust assessment 
(month behind)

M N/A 5.07% 4.68% 5.00% 5.07% 5.76% 5.39%

Finance Return M & Q N/A 4.78% 4.78% 4.04% 5.50% 4.97% 5.39%

NHS Digital M & Q N/A 4.65% 4.95%

Staff turnover (Finance Return) NHS Digital Finance Return M & Q N/A 10.52% 10.29% 10.52% 10.19% 10.79% 10.99%

NHS Staff survey CQC N/A A N/A

Proportion of temporary staff
Provider 
Return

Finance Return Q N/A 2.29% 3.46% 3.20% 3.11% 3.22% 3.15%

Support & Compassion
(Average rating of staff experiencing 
harassment, bullying or abuse)

Staff Survey Staff Survey Q N/A

Teamwork
(Average rating for staff involvement)

Staff Survey Staff Survey Q N/A

Trust assessment 
(FFT)

Q N/A 64.64% 61.07%

Staff Survey A N/A

Inclusion
(The BME leadership ambition (WRES) 
re exexutive appointments)

Staff Survey Equality Standard Q N/A

Inclusion
(Percentage of staff believing the Trust 
provides equal opportunities for career 
progression or promotion)

Staff Survey

This is part of the equality standard and there are no mechanism within the Trust for reporting this 
in-year

This is part of the annual staff survey and there are no mechanism within the Trust for reporting 
this in-year

This is part of the annual staff survey and there are no mechanism within the Trust for reporting 
this in-year

Latest available data July 2019

Finance Return to NHS Improvement

Trusts are rated as Better, About the Same or Worse on a range of questions in ten themes. In the 
2018 Survey our Trust scored "Better than average" in 8 of the themes, performing best for 
Quality, Diversity & Inclusion and Safety Culture.  The remaining 2 themes performed at average.

IIC reporting a month behind

Finance Return to NHS Improvement - All  figures are a month behind

Last published data May 2019 

All figures are a month behind

Staff Sickness NHS Digital

 All Providers
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               ITEM NO.20 
FOR GENERAL RELEASE 

 
BOARD OF DIRECTORS 

 

DATE: 29 October 2019 

TITLE: Policies Ratified by the Executive Management Team  
REPORT OF: Colin Martin 

REPORT FOR: Information 

 

This report supports the achievement of the following Strategic Goals:  

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

 

To continuously improve to 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 the communities we serve 

 

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

 

 

Executive Summary: 

 
The policy paper contains the following information: 
 

 1 policy that has undergone full review and require ratification: 
o CORP-0058-v4 Intellectual Property Policy 

 

 1 policy that has undergone full review with minor amendment and requires 
re-ratification: 

o CORP-0033-v3 Interpreting and Translation Policy 
 

 1 strategy and 1 plan that require an extension to the review date: 
o STRAT-0025 Research and Development Strategy 
o Cleaning Plan 

 
 
 

Recommendations: 

 
The Board are asked to ratify the decisions made by EMT at the meetings held on 25 
September 2019. 
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DATE: 29 October 2019 

TITLE: Policies and Procedures Ratified by the Executive Management 
Team 

REPORT OF: Colin Martin 

REPORT FOR: Information 

 
1. INTRODUCTION & PURPOSE: 
 
 The purpose of this report is to advise the Board of Directors on the policies 

and procedures that have been ratified by the Executive Management Team.  
 
 
2.  BACKGROUND INFORMATION AND CONTEXT: 
 
2.1 It is important that the Trust policy portfolio is updated and revised in a timely 

way to ensure best practice, current legislation and regulation is reflected in 
policy content. Policies no longer required to control and assure practice 
should be terminated and withdrawn from the portfolio. 

 
2.2 Following the last revision of the Trust’s Integrated Governance 

arrangements, it was agreed that the Executive Management Team ratify all 
new and revised Trust policies.  

 
2.3 Each policy ratified by the Executive Management Team will have gone 

through the Trust’s consultation process.  
 
2.4 Currently all corporate Trust policies are ratified by the EMT on behalf of the 

Board of Directors, following approval by the appropriate specialist 
committees and groups. All decisions regarding the management of the policy 
framework must be ratified by the EMT. 

 
 
3. KEY ISSUES: 
 
3.1 The following policy has undergone full review and required ratification: 

 

Ref and Title CORP-0058-v4 Intellectual Property Policy 

Review date 25 September 2022 

Reviewed by Patrick McGahon 

Approved by Research Governance Group 06 June 2019 

Description of 
change 

This policy has undergone full review and the following 
changes made: 
 
Purpose section updated to incorporate innovations 
pathway 
Who this applies to section expanded to describe 
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innovation activity and include new groups of Trust and 
non-Trust employees. Informs to contact R&D on 
individual case by case basis as law can be complicated 
Intellectual property Definitions and categories with 
examples provided 
Roles and responsibilities Section updated to include 
wording from the innovation pathway i.e. identification and 
commercialisation. 
New section included Ownership, collaborative projects 
and disputes of ownership 

 
 
3.2 The following has undergone minor amendment and required re-ratification: 
 

Ref and Title CORP-0033-v3 Interpreting and Translation Policy 

Review date 25 September 2022 

Approved by Policy Working Group 

Description of 
change 

This policy has undergone full review with minor 
amendment to provider name and contact details.  The 
change relates to change of provider from 01 October 
2019. 
 

 
 
3.3 The following required an extension to the review date. 
 

Ref and Title STRAT-0025 Research and Development Strategy 

Review date 30 June 2020 

Comments This strategy has had the review date extended whilst it is 
being revised. 

 

Ref and Title Cleaning Plan 

Review date 01 April 2020 

Comments This plan has been extended to allow review against 
national guidance. 

 
 
4.  IMPLICATIONS: 
 
4.1 Compliance with the CQC Fundamental Standards:  
 

Sound policy development improves patient experience and enhances patient 
safety and clinical effectiveness. 
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4.2 Financial/Value for Money:  
 

Any financial implications from the proposals arising from operational and/or 
practice changes will be managed by the Directorates responsible for policy 
implementation. 

 
4.3 Legal and Constitutional (including the NHS Constitution):  
 

The Trust requires a contemporary policy portfolio to ensure practice is 
compliant with legislation, regulation and best practice.  The policy 
ratifications, review extensions and withdrawals will ensure the portfolio is 
managed to provide the necessary evidence based operational and practice 
frameworks. 

 
4.4 Equality and Diversity:  
 

The current policy portfolio ensures the Trust meets the required legislative 
and regulatory frameworks and all policies are impact assessed for any 
equality and diversity implications. Policy revision and /or specific 
implementation plans would result from any adverse impact assessments. 

 
4.5 Other implications:  
 

None identified 
 
5. RISKS: 
   

None identified 
 
 
6. CONCLUSIONS: 
 

The decisions detailed above made at the EMT meetings on 25 September 
2019 have been presented for ratification. 
 

 
7. RECOMMENDATIONS: 
 

The Board is required to ratify the decisions of the Executive Management 
Team  and is requested to accept this report. 

 
 
Author: Colin Martin  
Title: Chief Executive 
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