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NHS

Derbyshire Healthcare
NHS Foundation Trust

NOTICE OF PUBLIC BOARD MEETING — WEDNESDAY 28 MARCH 2017
TO COMMENCE AT 1.00 PM IN CONFERENCE ROOMS A&B
FIRST FLOOR, CENTRE FOR RESEARCH & DEVELOPMENT, KINGSWAY HOSPITAL

TIME | AGENDA LED BY
1. | 1:00 | Chair’'s welcome, opening remarks, apologies for absence and Declarations of Caroline Maley
Interest Register
2. | 1:05 | Sign up to the Armed Forces Covenant Ifti Majid
3. | 1:35 | Minutes of Board of Directors meeting held on 28 February 2018 Caroline Maley
4. Matters arising — Actions Matrix Caroline Maley
5. | 1:40 | Questions from governors or members of the public Caroline Maley
6. | 1:45 | Chair's Update Caroline Maley
7. | 1:55 | Chief Executive’s Update Ifti Maijid
OPERATIONAL PERFORMANCE, QUALITY AND STRATEGY
. Claire Wright/Amanda
8. | 2:10 | Integrated Performance and Activity Report Rawlings/Carolyn Green/
Kath Lane
9. | 2:30 | Position Statement on Quality Carolyn Green
Learning from Deaths - Mortality Report
10.| 2:40 | Strategy Refresh 2018-21 Lynn Wilmott-Shepherd
11.| 2:50 | Business Plan 2018-19 Lynn-Wilmott Shepherd
3:00 BREAK
12.| 3:15 | Board Committee Assurance Summaries and Escalations: Quality Committee Committee Chairs
8 March, Audit & Risk Committee 20 March, People & Culture Committee
22 March 2018 (minutes of these meetings are available upon request)
13.| 3:25 | Draft People Strategy 2018-21 Amanda Rawlings
14.| 3:35 | Staff Survey Results Amanda Rawlings
15.| 3:45 | Gender Pay Gap Amanda Rawlings
16.| 3:55 | Governance Improvement Action Plan Actions Embeddedness Update Sam Harrison
17.| 4:05 | Board Effectiveness Survey Sam Harrison
18.| 4:15 | Board Assurance Framework (BAF) fifth and final issue 2017/18 Sam Harrison
CLOSING MATTERS
. - Identification of any issues arising from the meeting for inclusion or updating in ;
19.1 4:25 the Board Assurance Framework Caroline Maley
- Meeting effectiveness

FOR INFORMATION

2018/19 Board Forward Plan -

Report from Council of Governors meeting 21 March 2018 -

Questions that are applicable to the agenda, and at the Chair’s discretion, can be sent by email to the Board Secretary up to 48 hours prior to the meeting
for a response provided by the Board at the meeting. Email:
The Trust Chair may, under the Foundation Trust’s Constitution, request members of the public to withdraw for the Board to conduct its remaining
business in confidence as special reasons apply or because of information which is likely to reveal the identities of an individual or commercial bodies.

The next meeting will be held at 9.30am on 1 May 2018
in Conference Rooms A & B, Centre for Research and Development, Kingsway, Derby DE22 3LZ
Users of the Trust’s services and other members of the public are welcome to attend the meetings of the Board.
Participation in meetings is at the Chair’s discretion

Page 1 of 1






Declaration of Interests Register 2017-18

NAME INTEREST DISCLOSED TYPE
Margaret Gildea e Director, Organisation Change Solutions Limited (a, b)
Non-Executive Director ¢ Non-Executive Director, Derwent Living
Geoff Lewins « Director, Woodhouse May Ltd (a,b)
Non-Executive Director | e Director, Arkwright Society Ltd
Ifti Majid o Board member, North East Midlands Leadership Academy (a, d)
Chief Executive Board
o Kate Majid (spouse) Chief Executive of the Shaw Mind
Foundation which is a UK/USA mental health charity
Caroline Maley Director — C D Maley Ltd (@)
Acting Trust Chair o Trustee — Vocaleyes Ltd. (a, d)
Mark Powell e Chair of Governors, Brookfield Primary School, Mickleover, (d)
Chief Operating Officer Derby
Amanda Rawlings e Director of People and Organisational Effectiveness, (a,d)
Director of People and Derbyshire Community Healthcare Services (DCHS)
Organisational e Co-optee Cross Keys Homes, Peterborough
Effectiveness (DHCFT)
Dr Julia Tabreham ¢ Non-Executive Director, Parliamentary and Health Service (a, d)
Deputy Trust Chair and Ombudsman
Non-Executive Director | e Director of Research and Ambassador Carers Federation
e Elective member for CHETWYND, the Toton and Chilwell
Neighbourhood Forum representing the community’s interest
in the HS2 high speed rail project.
Dr John Sykes e Undertakes paid assessments of patients at the request of the (e)
Medical Director local authorities under the Mental Health Act and Mental
Capacity Act and acts likewise for solicitors representing
patients.
¢ Sits on the management side of the Trust’s Local Negotiating
Committee
Richard Wright e Director, Sheffield Chamber of Commerce (a, d)
Non-Executive Director | ¢ Member of Advisory Board of Sheffield National Centre for
Sport and Exercise Medicine
Lynn Wilmott- ¢ Director of Commissioning and Delivery, NHS Erewash (d)
Shepherd Clinical Commissioning Group
Interim Director of
Strategic Development

All other members of the Trust Board have nil interests to declare.

(a) Directorships, including non-executive directorships held in private companies or PLCs (with the exception of those

dormant companies).

(b) Ownership or part ownership of private companies, businesses or consultancies likely or possibly seeking to do

business with the NHS.

(c) Majority or controlling shareholdings in organisations likely or possibly seeking to do business with the NHS.
(d) A position of authority in a charity or voluntary organisation in the field of health and social care.

(e) Any connection with a voluntary or other organisation contracting for NHS services.
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Derbyshire Healthcare NHS Foundation Trust
Report to Public Board of Directors 28 March 2018

Chief Executive’s Report to the Public Board of Directors

Purpose of Report:

To seek approval from the Board of Directors for the Trust to pledge and support the
‘Armed Forces Covenant’ for all current and former serving armed forces personnel who
have contact with the Trust whether as patients, staff, carers or the general public.

Context
1. What is the Armed Forces Covenant?

The Armed Forces Covenant is a promise from the nation to those who serve or who have
served, and their families, which says we will do all we can to ensure they are treated fairly
and not disadvantaged in their day-to-day lives. The Armed Forces Covenant relies on the
people, communities, and businesses of the UK to actively support it in order to make a
difference.

The Government is committed to supporting the Armed Forces community by working with
a range of partners who have signed the Armed Forces Covenant. The Covenant brings
together the government, businesses, local authorities, charities and the public in order to
support those who serve.

2. What does the Armed Forces Covenant mean for Organisations?

Organisations who wish to demonstrate their support for the Armed Forces community can
sign the Covenant. Organisations can make a range of written and publicised promises to
set out their support to members of the Armed Forces community who work in their
business or access their products and services.

The level of support will depend on the size and nature of the organisation, but typically
includes policies that: encourage reserve service; support employment of veterans and
service spouses/partners; give the Armed Forces community a fair deal on commercial
products and services. More than 800 businesses and charities have signed an Armed
Forces Covenant to-date.

All Armed Forces Covenants are to be signed by a person in authority who can ensure that
commitments are implemented and maintained. A draft copy of our covenant is attached as
appendix 1 and the detailed document explaining the origins and aims of the covenants is
at appendix 2

3. Fit with our Vision and Values

Our Vision is all about ‘Making a positive difference to people’s lives by improving health
and wellbeing’. The signing of the covenant and associated pledges is the Board taking
direct action to support the health and wellbeing of those who are serving, have served and
their families.

Page 1 0of 4



It is absolutely about compassionately putting people first and doing so in a respectful way
thus in line with and supportive of our values.

4. Benefits of employing ex-service personnel

Deloitte conducted research in 2016 to recognise the potential of ex-service personnel. It
found that organisations that have employed members of the Armed Forces are very
positive about the value they bring, as 72 per cent of organisations would definitely
recommend employing veterans and 80 per cent say they understand how military skills fit
in with their organisation’s needs.

At a time when as a Trust we are keen to increase retention rates in our staff, research
suggests that armed forces personnel stay up to twice as long on average in a role as the
NHS 5 year average:

- More than 10 years
- Between 5-10 years
- Between 1-5 years

- Less than 1 year

Research by Deloitte looking at armed forces personnel joining NHS organisations
suggested that 44 per cent of respondents agreed with the statement that Armed Forces
employees had lower rates of sickness absence in comparison to civilian employees. The
remaining respondents felt that the rates of sickness absence were no different.

Two respondents were able to provide sickness absence averages for their reservists
versus their organisation’s average, which displayed a significant difference. The average
reservist sickness absence equalled 0.093 compared to the whole workforce average of
4.65.

5. What are the pledges we sign up to?
All Organisations slightly tailor how they sign up to the pledges in the covenant. For our
Trust | propose that we will endeavour to uphold the key principles of the Armed Forces

Covenant, which are:

¢ No member of the Armed Forces Community should face disadvantage in the
provision of healthcare services compared to any other citizen

¢ |n some circumstances special treatment may be appropriate especially for the
injured or bereaved.

e Promoting the fact that we are an armed forces-friendly organisation;

e Seeking to support the employment of veterans and working with the Career
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Transition Partnership (CTP) and Military Step into Health programme, in order to
establish a tailored employment pathway for Service Leavers;

e Striving to provide support services for Service spouses and partners; endeavouring
to offer a degree of flexibility in granting special leave before, during and after a
partner's deployment;

e Supporting our employees who choose to be members of the Reserve Forces,
including by accommodating their training and deployment where possible;

e Offering support, where possible, through our Health Ambassadors programme to
our local cadet units, either in our local community or in local schools;

e Seeking to support employees who are cadet force adult volunteers

¢ Aiming to support Armed Forces Day and actively demonstrating our support to the
armed forces through promotion at Trust run events

Strategic considerations

1) We will deliver quality in everything we do providing safe, effective and X
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships with X
key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered, X
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability.

Assurances

e We are upholding our values through creating meaningful partnerships
e We strive for inclusion and full engagement from all parts of our community

Consultation
The report has not been to any other group or committee

Governance or Legal Issues

There is a national recommendation that Health and Social Care Organisations agree to
participate in the Armed Forces Covenant
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Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the
nine protected characteristics (REGARDS people (Race, Economic disadvantage,
Gender, Age, Religion or belief, Disability and Sexual orientation)).

There are no adverse effects on people with protected characteristics
(REGARDS).

There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations /inequalities in access, experience X
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks

Signing up to this covenant works in tandem with our equalities duty. We are
showing that people who currently or have served in the armed forces either full time
or as reservists and their families may on occasions need help and support to meet
their full potential and to have the same health outcomes as the local population. We
are pledging to make those adjustments wherever we can

Recommendations

The Board of Directors is requested to agree to sign up to the Armed Forces
Covenant

Report presented by: Ifti Majid
Chief Executive

Report prepared by: Ifti Majid
Chief Executive
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ARMED FORCES
COVENANT

Derbyshire Healthcare
NHS Foundation Trust

Signed on behalf of: Signed on behalf of:
Derbyshire Healthcare Ministry of Defence
NHS Foundation Trust
Signed: Signed:
Name: Name:
Position: Position:
Date:

Derbyshire Healthcare s

y NHS Foundation Trust M|n|Stry
of Defence
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An Enduring Covenant Between

The People of the United Kingdom

Her Majesty’s Government
— and -
All those who serve or have served in the Armed Forces of the Crown

And their Families

The first duty of Government is the defence of the realm. Our Armed Forces fulfil that
responsibility on behalf of the Government, sacrificing some civilian freedoms, facing
danger and, sometimes, suffering serious injury or death as a result of their duty.
Families also play a vital role in supporting the operational effectiveness of our Armed
Forces. In return, the whole nation has a moral obligation to the members of the Naval
Service, the Army and the Royal Air Force, together with their families. They deserve

our respect and support, and fair treatment.

Those who serve in the Armed Forces, whether Regular or Reserve, those who have
served in the past, and their families, should face no disadvantage compared to other
citizens in the provision of public and commercial services. Special consideration is
appropriate in some cases, especially for those who have given most such as the

injured and the bereaved.

This obligation involves the whole of society: it includes voluntary and charitable
bodies, private organisations, and the actions of individuals in supporting the Armed
Forces. Recognising those who have performed military duty unites the country and
demonstrates the value of their contribution. This has no greater expression than in

upholding this Covenant.
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1.1 We Derbyshire Healthcare NHS Foundation Trust will endeavour in our dealings to uphold the
key principles of the Armed Forces Covenant, which are:
e no member of the Armed Forces Community should face disadvantage in the provision of
healthcare services compared to any other citizen
e /n some circumstances special treatment may be appropriate especially for the injured or

bereaved.

2.1 We recognise the value serving personnel, reservists, veterans and military families bring to our
healthcare delivery. We will seek to uphold the principles of the Armed Forces Covenant, by:
e promoting the fact that we are an armed forces-friendly organisation,

e seeking to support the employment of veterans and working with the Career Transition
Partnership (CTP) and Military Step into Health programme, in order to establish a tailored
employment pathway for Service Leavers;

e striving to provide support services for Service spouses and partners; endeavouring to offer a

degree of flexibility in granting special leave before, during and after a partner’s deployment;

e supporting our employees who choose to be members of the Reserve Forces, including by

accommodating their training and deployment where possible

e offering support where possible, through our Health Ambassadors programme to our local

cadet units, either in our local community or in local schools,
e seeking to support employees who are cadet force adult volunteers

e aiming to support Armed Forces Day and actively demonstrating our support to the armed

forces through promotion at Trust run events.

2.2 We will publicise these commitments through our literature and/or on our website, setting out
how we will seek to honour them and inviting feedback from the Service community, our staff and those

who use our services on how we are doing.
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THE ARMED FORCES COVENANT

An Enduring Covenant Between
The People of the United Kingdom
Her Majesty’s Government
-and -

All those who serve or have served in the Armed Forces of
the Crown

And their Families

The first duty of Government is the defence of the realm. Our Armed
Forces fulfil that responsibility on behalf of the Government, sacrificing
some civilian freedoms, facing danger and, sometimes, suffering serious
injury or death as a result of their duty. Families also play a vital role in
supporting the operational effectiveness of our Armed Forces. In return,
the whole nation has a moral obligation to the members of the Naval
Service, the Army and the Royal Air Force, together with their families.
They deserve our respect and support, and fair treatment.

Those who serve in the Armed Forces, whether Regular or Reserve, those
who have served in the past, and their families, should face no disadvantage
compared to other citizens in the provision of public and commercial
services. Special consideration is appropriate in some cases, especially for
those who have given most such as the injured and the bereaved.

This obligation involves the whole of society: it includes voluntary and
charitable bodies, private organisations, and the actions of individuals in
supporting the Armed Forces. Recognising those who have performed
military duty unites the country and demonstrates the value of their
contribution. This has no greater expression than in upholding this Covenant.

The Armed Forces Covenant 1
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GUIDANCE ON THE ARMED
FORCES COVENANT

Figure 1: The Covenant Diagram

aForces COmm
“\e u')i(
J

The Armed

Forces
Covenant

This document accompanies the Armed Forces Covenant and provides guidance on how it
is to be put into effect, by describing:

A.  The parties to the Covenant.
B.  Adefinition of the Armed Forces Community.

C.  The scope of the Covenant, by outlining the areas in which it can be expected
to apply.

D. Obligations and principles which flow from the Covenant.
This guidance note is available for the use of any organisation — Government Departments,
the Armed Forces, local authorities, charitable bodies etc — which wishes to apply the
Covenant to its particular circumstances. It will be updated as necessary.
The guidance note does not describe the actions being taken by the UK Government to

support the Armed Forces Covenant. These are set out in a separate document, entitled
“The Armed Forces Covenant: Today and Tomorrow”.

The Armed Forces Covenant
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A. PARTIES TO THE ARMED FORCES COVENANT

The Armed Forces Covenant is a covenant between the Armed Forces Community, the
Nation and the Government.

Figure 2, building on the core Covenant diagram, shows the place occupied by different
groups in this context. It illustrates that some bodies and individuals are associated

mainly with one role, but others have more than one role. The dual role of the Chain of
Command, as both a part of the machinery of government and at the heart of each of the
Services, is especially important to the effective operation of the Covenant. Voluntary and
charitable bodies are part of civil society, but also embody the Armed Forces Community at
commemorative events.

A more detailed definition of how the Armed Forces Community is made up is contained in
the next section.

Figure 2: Parties to the Covenant

Serving Personnel, Families,
Veterans, Bereaved

rorces Com
Voluntary N«\ed m"”ig,
and Chain of
Charitable Command

Bodies

The Armed
Forces
Covenant
Et
[
%, $
Civil Society, 9, > < Departments
Private < ¢°  (MOD, Whitehall,
Organisations, Devolved), Local
Individuals Service Providers

The
Crown

The Armed Forces Covenant 3
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4

B. DEFINITION OF THE ARMED
FORCES COMMUNITY

The Armed Forces Community is defined, for the purposes of the Armed Forces Covenant,
as including all those towards whom the Nation has a moral obligation due to Service in
HM Armed Forces. Inclusion in the community is neither dependent on nor limited by strict
criteria, nationality, or legal definitions, and it does not confer any legal rights.

The whole of this community is covered by the Covenant and the obligations and
principles which flow from it. The obligations are owed to the Armed Forces Community as
individuals, as well as collectively. Being part of this community, of some 10 million people,
entitles an individual to recognition and sometimes to support. However the level of
support made available will vary. It will take into account the need for assistance, and may
also reflect what an individual has contributed through Service. Inclusion in the community
does not, therefore, mean identical entitlement to support.

The Armed Forces Community includes:

Regular Personnel - Individuals currently serving as members of the Naval Service
(including the Royal Navy and Royal Marines), Army or Royal Air Force.

Reservists — Volunteer Reservists, who form the Royal Naval Reserve, Royal Marine
Reserve, Territorial Army and the Royal Auxiliary Air Force, and Regular Reservists, who
comprise the Royal Fleet Reserve, Army Reserve and Royal Air Force Reserve.

Veterans — Those who have served for at least a day in HM Armed Forces, whether as a
Regular or as a Reservist.

Families of Regular Personnel, Reservists and Veterans — The immediate family of
those in the categories listed above. This is defined as spouses, civil partners, and children
for whom they are responsible, but can where appropriate extend to parents, unmarried
partners and other family members.

Bereaved - The immediate family of Service Personnel and veterans who have died,
whether or not that death has any connection with Service.

Levels of Support

As noted above, support to the Armed Forces Community will reflect the needs and
commitment of individuals within that community and the moral obligation of society
towards them. However it will generally be cumulative in nature, with members of certain
groups receiving more levels of support than others. This is illustrated in Figure 3. Although
a broad representation of this type can only be indicative, it shows for example that the
support available to serving personnel would normally be in three areas - recognition and
gratitude, positive measures to prevent disadvantage, and a financial package.

Reservists are in a special position, as although they receive the same level of support as
their Regular counterparts when mobilised, the commitment they are making when not
mobilised must be recognised. The Reservist has a greater liability than the wider civilian

The Armed Forces Covenant
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population and they should be fully supported in meeting the additional challenges they
face.

Figure 3: Levels of Support Available

Special Treatment

Financial Package

Positive Measures to
Prevent Disadvantage

Recognition and
Gratitude

Any form Families Serving Injured
of Service Personnel Personnel
Reservists Veterans and Injured
(not mobilised) Families Veterans
(Pensions)

Bereaved due
to Service

The Supporting Civilian Community

Beyond the Armed Forces Community, and outside the scope of the Armed Forces
Covenant, are other groups which play an important role in meeting defence objectives.
These groups carry out an extremely wide range of functions, and include (but are not
limited to) members of the Merchant Navy, the Royal Fleet Auxiliary, other defence civilians
and contractor staff; cadets and the adult volunteers who support them; and the extended
families of Serving personnel.

All supporting civilians, in very different ways, make valuable contributions for which they
deserve recognition and in some cases support. Some groups support the Armed Forces
directly, consistent with the Whole Force Concept. When members of these groups are
deployed alongside members of the Armed Forces, they are entitled to increased levels
of care and support, including in the event of injury or death, and often on a comparable
basis to their Armed Forces colleagues.

The Armed Forces Covenant 5
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C. SCOPE OF THE COVENANT

The Armed Forces Covenant sets a framework for how the Armed Forces Community can
expect to be treated, but it is not possible to specify in detail how it should be applied in
every case and at every time. The demands of Service and other constraints may prevent
these expectations and aspirations being met in some circumstances. However the
Covenant should influence policy, service delivery and standards in the areas and ways set
out below. In many cases these will be a responsibility of Central Government Departments
and Devolved Administrations but, in other cases, responsibility will lie with local service
providers or organisations within the voluntary or commercial sectors. Particular attention
will be required when public services are subject to reform or to greater local control.

This section describes the expectations and aspirations implicit in the Armed Forces
Covenant, but not the specific actions being taken to achieve them. For the UK
Government, these actions are being published separately in “The Armed Forces
Covenant: Today and Tomorrow”.

1. Terms and Conditions of Service

Service personnel should be sustained and rewarded by Terms and Conditions of Service
(TACOS) which recognise the freedoms and choices that they have voluntarily given up.
These TACOS should be fair to personnel and wherever possible give flexibility to match
family circumstances, whilst meeting the needs of the MOD and conforming to wider
Government policy. They will be kept under regular review by the MOD.

The terms under which individuals serve, such as enlistment and engagements, are binding
in every sense. The conditions offered, in return for the commitments and risks to which
Service personnel are subject, should be fair in terms of both the financial and non-
financial package. The recommendations of an independent body should constitute an
integral part of the process used to determine pay.

2. Healthcare

The Armed Forces Community should enjoy the same standard of, and access to,
healthcare as that received by any other UK citizen in the area they live. For Serving
personnel, including mobilised Reservists, primary healthcare is provided by the MOD,
whilst secondary care is provided by the local healthcare provider. Personnel injured on
operations should be treated in conditions which recognise the specific needs of Service
personnel, normally involving a dedicated military ward, where this is appropriate for
them, and medical rehabilitation in MOD facilities. For family members, primary healthcare
may be provided by the MOD in some cases (eg when accompanying Service personnel
posted overseas). They should retain their relative position on any NHS waiting list, if
moved around the UK due to the Service person being posted.

Veterans receive their healthcare from the NHS, and should receive priority treatment
where it relates to a condition which results from their service in the Armed Forces, subject
to clinical need. Those injured in Service, whether physically or mentally, should be cared
for in a way which reflects the Nation’s moral obligation to them whilst respecting the
individual’s wishes. For those with concerns about their mental health, where symptoms
may not present for some time after leaving Service, they should be able to access services
with health professionals who have an understanding of Armed Forces culture.

The Armed Forces Covenant
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3. Education

Children of members of the Armed Forces should have the same standard of, and access to,
education (including early years services) as any other UK citizen in the area in which they
live. The Services should aim to facilitate this in the way they manage personnel, but there
should also be special arrangements to support access to schools if a place is required

part way through an academic year as a consequence of a posting. For personnel posted
overseas, the MOD provides early years and educational facilities where the numbers
support it, although the range of provision and choice may not be as great as in the UK.

In certain cases assistance will be available to support Service children’s continuity of
education, given the requirement for mobility.

Service personnel should expect to receive appropriate training and education for both
personal and professional development, including the opportunity to gain nationally
recognised civilian qualifications, in order to support them throughout their Service career
and to prepare them for life after leaving the Service.

4. Housing

In addressing the accommodation requirements of Service personnel, the MOD seeks

to promote choice, recognising the benefits of stability and home ownership amongst
members of the Armed Forces where this is practicable and compatible with Service
requirements, and also that their needs alter as they progress through Service and
ultimately return to civilian life. Where Serving personnel are entitled to publicly-provided
accommodation, it should be of good quality, affordable, and suitably located. They should
have priority status in applying for Government-sponsored affordable housing schemes,
and Service leavers should retain this status for a period after discharge. Personnel

may have access to tailored Armed Forces housing schemes or financial arrangements,
depending on their circumstances, to help them in purchasing their own property. Those
injured in Service should also have preferential access to appropriate housing schemes, as
well as assistance with necessary adaptations to private housing or Service accommodation
whilst serving. Members of the Armed Forces Community should have the same access to
social housing and other housing schemes as any other citizen, and not be disadvantaged
in that respect by the requirement for mobility whilst in Service.

5. Benefits and Tax

Members of the Armed Forces Community should have the same access to benefits as
any UK citizen, except where tailored alternative schemes are in place. They will also
contribute through taxation, but the taxation system may be adapted to reflect their
particular circumstances (a current example would be the Contribution in Lieu of Council
Tax arrangements).

6. Responsibility of Care

The Government, working with the Chain of Command, has a particular responsibility of
care towards members of the Armed Forces. This includes a responsibility to maintain

an organisation which treats every individual fairly, with dignity and respect, and an
environment which is free from bullying, harassment and discrimination. Special account
must be taken of the needs of those under 18 years of age. The Government has a
responsibility to promote the health, safety and resilience of Servicemen and women;
and to ensure that they are appropriately prepared, in the judgement of the Chain of

The Armed Forces Covenant 7
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Command, for the requirements of any training activities or operations on which they
are to be engaged. However operational matters, including training and equipment, fall
outside the scope of the Armed Forces Covenant.

7. Deployment

The special impact of operational deployment on both personal and family life should be
recognised. Depending on the nature of the operation, this may include financial support
to deployed personnel, welfare support to individuals and family members, and where
possible facilities to enable good communications with home.

8. Family Life

Service families give up certain freedoms and choices in order to support the Service. To
sustain family life, family members should have the same access to childcare, training and
employment opportunities as any other citizen. Support should be available to minimise
the impact of mobility caused by Service, drawing on active monitoring by the Chain

of Command. Support should also take into account the effects of postings to remote
locations, often away from family connections, for example in promoting transport and
accessibility measures.

9. Commercial Products and Services

It is for the commercial sector to determine its approach to members of the Armed Forces
Community. The Government should work with the commercial sector towards a situation
where they have as good access to commercial products and services, including financial
services, as any other citizen. Providers of products and services should be encouraged to
understand and mitigate the circumstances faced by this community, such as mobility and
deployment, and to welcome and cater for its members as good and valuable customers.

10. Transition

Support should be available for all Service personnel in order to assist their transition from
Service to civilian life. Provision should include training, education, appropriate healthcare
referral and job-finding preparation and assistance. It should also include information,
advice and guidance on such matters as housing and financial management, and the
availability of support from Government Departments and the Voluntary and Community
sector. The level of support will be dependent upon individual circumstances.

11. Support After Service

The Covenant involves an obligation for life, and the commitment and sacrifices made

by veterans in the past, as well as their continuing value to society, should be properly
recognised in the support they receive. In accessing services, former members of the
Armed Forces should expect the same level of support as any other citizen in society.
Pension schemes should be fair and appropriate to the particular circumstances of Service
personnel. All veterans will be able to access advice and in some cases additional support,
from the MOD (Service Personnel and Veterans Agency), elsewhere in Government, and the
charitable sector, although their access may be affected if they do not live in the UK.

Those who have been injured in Service, or have a health condition relating to Service,
should receive additional support which may include a financial element depending on

The Armed Forces Covenant
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their circumstances (eg through the Armed Forces Compensation Scheme or War Pension
Scheme). Bereaved families should receive assistance commensurate with the loss that they
have suffered, including help during the vital, but difficult, Inquest process.

12. Recognition

The Armed Forces Community is entitled to appropriate recognition for the unique Service
which it has given, and continues to give, to the Nation, and the unlimited liability which
the Service person assumes. This recognition will include national commemorations and
celebrations such as Remembrance Sunday and Armed Forces Day. The award of campaign
medals and individual gallantry awards will continue to be used in recognition of individual
sacrifice and meritorious service. The HM Armed Force Veterans Badge is available to all
veterans in recognition of their service.

13. Participation as Citizens

The Armed Forces Community should be able to participate as citizens to the same extent
as any UK citizen, subject to the necessary constraints on the activities of public servants.
This includes taking a full part in the electoral process. Members of the Armed Forces
Community who are not UK citizens should be able to access routes to citizenship as easily
as others seeking citizenship, unaffected by any Service overseas.

14. Changes in Defence

The Armed Forces will always need to evolve to meet the challenges they face. That will
inevitably lead, from time to time, to turbulence and uncertainty in the lives of Serving
personnel and their families. Such changes should be managed in a way which treats
individuals fairly and minimises uncertainty wherever possible.

15. Recourse

Members of the Armed Forces Community should have means of recourse open to them,
if they believe that they are not being treated in a fair and appropriate way. Established
routes of recourse such as complaints processes or Ombudsmen should be sensitive to
the particular circumstances of the Armed Forces Community. In addition, for Serving
personnel and those who have recently left service, there should be a responsive system
for handling complaints relating to their service in the Armed Forces, overseen by the
Service Complaints Commissioner.

The Armed Forces Covenant
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D. OBLIGATIONS AND PRINCIPLES

Figure 4 superimposes on the core Covenant diagram a summary of the obligations which
the different parties to the Armed Forces Covenant owe to each other. It also illustrates
that all these obligations must, to be effective, be underpinned by trust and goodwill on
all sides. However the obligations are not conditional; the duty of a member of the Armed
Forces to serve is never dependent on other considerations.

Figure 4: Obligations

cd Forces Com’"u,, .
4

The Armed

Forces
Covenant

Justifies, Explains, Leads

These obligations do not require detailed explanation, but it is possible to derive from
them a number of additional principles, which should similarly govern the actions of the
Nation, the Government and the Armed Forces Community.

The Nation should:

1. Honour the commitment and sacrifice of the Armed Forces Community.

2. Celebrate the work of those charitable and voluntary bodies which help to
support that community.

3. Strive to keep close the links between the Armed Forces and the society they defend.
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The Government's aspiration for the Armed Forces Community should be:
4. Nodisadvantage due to Service in the provision and continuity of public services.
5. Nodisadvantage in dealings with wider society, eg in accessing commercial
services, or in pursuing careers outside the Armed Forces (as spouses,
Reservists, or veterans).

To achieve this, the Government should consider:

6.  Measures to minimise the social and economic impact of military life for those
currently serving and their families.

7. Positive measures to enable equality of outcome with other citizens.

8.  Special treatment for the injured and bereaved, as proper return for their
sacrifice.

Reflecting the Nation’s respect, serving members of the Armed Forces should seek to:

9.  Uphold the standards and values of their respective Services.

10.  Not bring the Armed Forces into disrepute in any of their actions.

11.  Engage with society, and understand their relationship with it.

12.  Use their time in Service to build resilience and the skills needed in civilian life.
And the whole Armed Forces Community should:

13.  Take pride in their status.

14.  Identify themselves as members of the Armed Forces Community when
appropriate.

15.  Help themselves, including by understanding their rights and obligations.

The Armed Forces Covenant
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NHS

Derbyshire Healthcare
NHS Foundation Trust

MINUTES OF A MEETING OF THE BOARD OF DIRECTORS

Held in Conference Rooms A&B
Research and Development Centre, Kingsway, Derby DE22 3LZ

Wednesday 28 February 2018

MEETING HELD IN PUBLIC

Commenced: 1pm

Closed: 4:40pm

PRESENT:

IN ATTENDANCE:

For item DHCFT 2018/081
For item DHCFT 2018/018

For item DHCFT 2018/018
For item DHCFT 2018/018
For item DHCFT 2018/018
For item DHCFT 2018/018
For item DHCFT 2018/018
For item DHCFT 2018/024
For item DHCFT 2018/024

Caroline Maley

Dr Julia Tabreham
Margaret Gildea
Geoff Lewins

Dr Anne Wright

Ifti Majid

Claire Wright

Dr John Sykes
Carolyn Green
Mark Powell

Lynn Wilmott-Shepherd
Samantha Harrison

Anna Shaw
Celestine Stafford
Sue Turner
Nicola Fletcher
Martine King

Mark Wright
Joanna Giriffiths
Nicola

James

Josh

Joanna Miatt
Elizabeth Banahan

Trust Chair

Deputy Trust Chair and Non-Executive Director
Senior Independent Director

Non-Executive Director

Non-Executive Director

Chief Executive

Director of Finance & Deputy Chief Executive
Medical Director

Director of Nursing & Patient Experience
Chief Operating Officer

Interim Director of Strategic Development
Director of Corporate Affairs & Trust Secretary

Deputy Director of Communications & Involvement
Assistant Director People and Culture Transformation
Board Secretary (minutes)

Early Intervention Service Dual Diagnosis Link Nurse and
head of PARC Group

Early Intervention Service and member of PARC Group
Student Nurse

PARC Group service receiver

PARC Group service receiver

PARC Group service receiver

Consultant Psychologist Adult Eating Disorders Service

Team Manager CAMHS (Child and Adolescent Mental Health

Services) Eating Disorders Service

APOLOGIES: Richard Wright Non-Executive Director
Amanda Rawlings Director of People & Organisational Effectiveness
VISITORS: John Morrissey Lead Governor and Public Governor, Amber Valley South
Surrinder Kaur Care Quality Commission
Sarah Bennett Care Quality Commission
DHCFT CHAIR’'S WELCOME, OPENING REMARKS, APOLOGIES FOR ABSENCE AND

2018/017

DECLARATIONS OF INTEREST

Trust Chair, Caroline Maley, opened the meeting and welcomed everyone. Apologies
were noted from Non-Executive Director (NED), Richard Wright, who had reached
Kingsway site but had to return home due to concerns with travelling safely in the snow
across Derbyshire.

Page 1 of 10



Apologies had also been received from the Director of People and Organisational
Effectiveness, Amanda Rawlings. She was represented by Celestine Stafford, Assistant
Director People and Culture Transformation. It was clarified that Celestine is employed
by Derbyshire Community Healthcare Services NHS FT (DCHS) and is working with
DHCFT under an honorary contract.

Chief Operating Officer, Mark Powell, was running an emergency meeting to establish
the safety of the Trust’'s services in Chesterfield and the High Peak given the current
difficult weather conditions and would shortly join the meeting.

Stacy Rach, Acting Lead Nurse from Morton Ward had been invited to shadow Caroline
Maley at today’s meeting but was unable to travel to Derby due to the difficult travelling
conditions.

Caroline Maley referred to the Declarations of Interest Register and suggested that
Deputy Trust Chair, Dr Julia Tabreham’s declaration in respect of her husband’s
inspection services carried out on behalf of Lloyds Register be removed as it was not
considered that this would give rise to a conflict of interest. Julia Tabreham informed the
Board that she was no longer involved with the Parliamentary and Health Service
Ombudsman’s contribution to establishing NHS complaints advocacy support in Ireland
and this entry on the Register could also be removed. It was noted that Non-Executive
Director, Richard Wright, was no longer Chair of the UTC Sheffield Multi Academy Trust.

ACTION: Declarations of Interest to be updated in respect of Julia Tabreham and
Richard Wright

DHCFT SERVICE USER STORY
2018/018

Assistant Director of Clinical Professional Practice, Nicola Fletcher, introduced Martine
King, from the Early Intervention (El) Service and founder of the PARC Group. Mark
Wright from the EI Service and member of PARC, accompanied Martine along with
Joanna Griffiths, a student nurse and Nicola, James and Josh, service receivers who had
been invited to talk about their recovery through the PARC programme.

The PARC (Psychosis and the reduction of cannabis (and other drugs)) is a group run as
part of the El programme in Derby. The Board heard how PARC believe in supporting
people as a whole person. Their methodology is based on connectivity and this is the
motivation for their clients which is the opposite of addiction. They also work towards
achieving people’s aspirations with them through weekly group sessions along with a
sharing of life experiences which drives their approach through a twelve week recovery
programme.

Martine explained how a lot of PARC’s work includes working with Adverse Childhood
Experiences (ACE). Around 70% of people in the group have numerous ACE
experiences which have affected their later life health and wellbeing. Josh described how
he had broken down his childhood experiences that had caused him trauma. These
childhood experiences that affected him could affect his future but he is determined not to
let them. Nicola shared how support from PARC and other members of the recovery
programme had enabled her to adapt her way of thinking in a more positive way and had
empowered her to live independently. James talked about how the group format works
towards recovery and was proud of being drug free for two years.

Chief Executive, Ifti Majid, observed that the group sessions help to shift people’s
thinking and also provides support and learning from each other. He was interested to
know how Board could improve access and support and heard about how difficult it is to
describe how you feel in a ten minute appointment with your GP. Having support and
empathy from psychiatrists and clinicians is important. The common theme is the need
to be listened to as an expert in their own feelings and be allowed to be work with
psychiatrists so they are equally involved in their recovery.
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Director of Nursing and Patient Experience, Carolyn Green, invited Josh, Nicola and
James to work with her to help design a strategy for the Trust’s dual diagnosis service
that will ensure that mental health and physical health is better addressed within the Trust
treating the whole person and all of their needs holistically.

On behalf of the Board, Caroline Maley thanked Martine and members and service users
of PARC for their inspirational story that had enabled to Board to reflect on the invaluable
contributions that service users bring to our services by being experts by experience.

RESOLVED: The Board of Directors received and noted the innovative practices
developed through the family first model

DHCFT MINUTES OF THE MEETING DATED 31 JANUARY 2018
2018/019

The minutes of the previous meeting, held on 31 January were agreed and accepted as
an accurate record subject to the third paragraph of the Chief Executive’s Report item
DHCFT 2018/006 being corrected to report that the Derbyshire GPFV (General Practice
Forward View) STP (Sustainability Transformation Plan (Joined Up Care Derbyshire))
Workforce plan has been accepted by NHS England and the Derbyshire System was
given an initial rating of “partial assurance”.

The word ‘resulting’ in the final sentence of the fifth paragraph of the Integrated
Performance Report (IPR) on page 6 under item DHCFT 2018/006 would be replaced
with ‘demonstrating’.

DHCFT ACTIONS MATRIX AND MATTERS ARISING
2018/020

The Board agreed to close all completed actions. Updates were provided by members of
the Board and were noted on the actions matrix. All completed ‘green’ actions were
scrutinised to ensure that they were fully complete and actions that were not complete
were challenged with Executive Director leads.

DHCFT CHAIR’S UPDATE
2018/021

Caroline Maley’s report provided an update on the recent meetings and visits to staff and
services since the last meeting in January. She provided a verbal update on her meeting
with Pauline Latham MP which had included discussion on the services the Trust
provides along with the priorities and challenges we are facing. She and Pauline Latham
also discussed the Dying to Work Charter and how support is given to staff with terminal
diagnoses so they can continue to work with dignity.

Caroline undertook keep Pauline Latham updated on how the release of IPP
(Imprisonment for Public Protection) individuals will affect the people of Derbyshire as
this was a cause of concern for her regarding her constituents. Caroline was pleased to
report that she had also offered Pauline Latham and her staff mental health awareness
training which is a service the Trust offers to other MPs and their staff in the county.

Julia Tabreham questioned the cancellation of the Joined Up Care Derbyshire meeting
and was provided with assurance that it was agreed that it would be more sensible to
have a smaller group to plan and prepare for the NHS England/Improvement stocktake
meeting on 7 March.

RESOLVED: The Board of Directors noted the activities of the Trust Chair
throughout February

DHCFT CHIEF EXECUTIVE’S REPORT
2018/022

The Chief Executive’s report provided the Board of Directors with an update on
developments occurring within the local Derbyshire health and social care community.
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The report also updated the Board on feedback from external stakeholders such as
commissioners and feedback from staff. Ifti Majid’s report was used to support strategic
discussion on the delivery of the Trust strategy.

Ifti made reference to the effects that Brexit might have on the Trust’'s workforce supply
and the risks that could impact on the Trust. Although these issues are political in nature
he emphasised how the Board remains sighted on risks relating to workforce issues and
that they are covered in the Board Assurance Framework (BAF) and are kept under
ongoing review through our risk assurance processes to enable the Board to decide on
appropriate action to be taken when risks materialise or increase.

Ifti shared with the Board his experience of visiting the children’s services at the
Lighthouse and Ivy House school. He described how nurses at vy House are supporting
to the Trust’s new vision and are working with children with challenging health conditions
that enables these children to participate in school. The lessons to be learnt from this
visit was to support these remote specialist teams to ensure that they feel part of our
bigger organisation especially as they are located away from the main Trust sites.

Ifti Majid referred to the Director of Public Health’s annual report that was appended to
his report. He introduced Cate Edwynn, Derby City Director of Public Health who had
been invited to make a presentation to the Board on health inequalities in the Derby
population through the fictional portrayal of two families - one in Allestree and the other in
in Arboretum - that covered health issues and key statistics through a storytelling
approach. A noticeable theme throughout the report and the presentation was the
widening gap in health inequalities between the two wards in Derby and how by following
the ‘Marmot City’ principle, the life expectancy gap between the poorest and most affluent
residents can be reduced and improvements can be made in education, health
outcomes, life satisfaction and employment.

The Board heard that the strategic leadership of the Health and Wellbeing Board (HWB)
will ensure that reducing inequalities would be a priority for the city and how the public
health team at Derby City Council would like to work with the Trust to carry this strategy
forward to reduce inequalities and improve the health and wellbeing of the local
population.

Anne Wright, Chair of the Safeguarding Committee, hoped that this strategy and working
together in partnership with Derby City Council would help new and emerging
communities as there is such a difference in their culture, education and language. Help
was also needed to reduce the number of children under protection as numbers are
increasing. Connecting these services would enable a system approach to provide joint
needs at individual patient level.

The Board supported having shared objectives with Derby City and hoped that the STP
(Sustainability Transformation Plan) can also influence this objective. Ifti thanked Cate
for giving the Board the opportunity to hear at first-hand what causes health inequalities
which allowed the Board to think about austerity and how we can drive our strategy to
enable us to do things differently.

RESOLVED: The Board of Directors noted and scrutinised the Chief Executive’s
update

DHCFT INTEGRATED PERFORMANCE AND ACTIVITY REPORT (IPR)
2018/023

The IPR provided the Trust Board with an integrated overview of performance as at the
end of January that focussed on workforce, finance, operational delivery and quality
performance.

Mark Powell was pleased to report that the Trust remains compliant against all Single
Oversight Framework operational standards including continued progress with out of area
placement and Data Quality Maturity Index. The financial position in terms of our end of
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year position includes a surplus ahead of plan, a forecast over achievement of control
total, a cash position that is better than plan and the delivery of our Cost Improvement
Programme (CIP).

The report showed that our safety plan is progressing and the number of complaints
under investigation is reducing. The Board noted that deep dive assurance reports on
areas of concern will be received by the Board Committees during March. Outpatient
clinic cancellations and delayed transfers of care will be reviewed by the Finance &
Performance Committee and recruitment, retention and sickness absence hot spot areas
will be continue to be monitored by the People & Culture Committee.

Anne Wright asked for assurance that patients who have their appointments cancelled
are in fact seen by a consultant or clinician. Mark Powell informed her that cancellations
are carried out well in advance of the appointment and the appointment is always
rebooked. Unfortunately some patients do not attend their rescheduled appointment.

Julia Tabreham asked how the process of delayed transfers of care can be improved.
Mark Powell explained the recently introduced process that is carried out though the
Red2Green initiative under national guidance of delayed transfers of care. He is
confident that the results of discussions that are taking place between the Trust and
social care partners to ensure we help and support individuals will be seen over the next
few months.

Ifti Majid questioned the level of parity of esteem regarding delayed transfer of care from
a county and city perspective. Mark Powell responded that we have not had the same
level of support for our inpatients in the city that we have had from the county. He is
liaising with Derby City Council to ensure safe discharge and assured the Board that
close work was taking place to ensure patients get the support they need for their safe
and onward discharge.

Margaret Gildea, as Chair of the People & Culture Committee, referred to recruitment,
staff retention and sickness absence hotspots and informed the Board that a report
identifying hotspots where sickness absence is a symptom that may be linked to poor
leadership is due to be received by the Committee in March that will allow us to start to
put solutions in place to solve these problems’ root cause.

The report showed that flu vaccination of Trust staff has increased. Julia Tabreham
asked for assurance that we are focussing on front line staff. Celestine Stafford,
Assistant Director People and Culture Transformation, advised that the increase in
vaccinations is still quite heavily weighted to non-clinical areas and the target for next
year will be 75%. Flu clinics have been set up at staff induction events to enable new
starters to be vaccinated and it is expected that the additional resource that will be
provided through the implementation of the new HR shared services will improve the
effectiveness of the flu campaign.

Caroline Maley referred to medical agency spend as being a challenge and asked how
our strategy to recruit to the medical workforce from India was progressing. Mark Powell
was pleased to report that 2017/18 agency spend is likely to be £1m less than last year.
A medic from India is due to transfer to Derby and there are more in the pipeline. The
work we are doing in India is a shared approach and is a very positive initiative, and the
onboarding of these individuals is an effective process.

Mark Powell reflected on the need to take the next stage of the workforce plan forward to
address the strategic issues outlined in the IPR. Once the workforce plan has been
developed for year two a review of year one will be undertaken to establish whether we
have pursued the right objectives and that the right strategy is in place.

Medical Director, John Sykes, recognised that medical recruitment will be an ongoing
challenge for some time. He was pleased to report that the study leave policy has now
been finalised along with in-house training development. Job planning is being looked at
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in order to develop a more flexible workforce. It is hoped that in the long term we will
have a much more integrated workforce to provide a service to patients.

RESOLVED: The Board of Directors considered the Integrated Performance
Report and obtained limited assurance on current performance across the areas
presented.

DHCFT DEEP DIVE — JOINT EATING DISORDERS SERVICE
2018/024

Consultant Psychologist, Joanna Miatt from Adult Eating Disorders Service and
Liz Banahan, Team Manager, CAMHS (Child and Adolescent Mental Health Services)
Eating Disorders Service joined the meeting and talked to the Board about their
experiences and challenges of operating the shared Eating Disorders service.

The Adult Eating Disorders service was developed in 2007 and offers a range of
treatments to improve the health and wellbeing of adults within Derbyshire. There are
currently 128 service users currently in treatment cared for by approximately 10 whole
time equivalent (WTE) staff. The current maximum waiting time is less than four weeks.
Engagement and timeliness is key and the team are responsive to service users’ needs.
The Eating Disorders service was developed in 2016 for children and young people with
a diagnosable eating disorder. The service has taken on 75 new referrals and has a
caseload of 72 service users cared for by 6.7 WTE clinical staff. The criteria is based on
early and family based intervention. They are currently meeting the access to waiting
time of one week for urgent cases and four weeks for routine cases.

Following the recent CQC formal visit to this service the teams received exceptionally
positive feedback. The CQC confirmed that the service meets the five quality standards.
The Board heard that the highlight from the CQC visit was being able to demonstrate a
sense of caring which was also evidenced by service user feedback.

In terms of achievements, the CAMHS service has seen a reduction in inpatient
admissions. There has also been an 8% reduction in length of stay which is lower than
the national benchmark. A high level of skills and training has taken place which has
developed an ability to reflect and learn within the team. A national eating disorder
conference is taking place later this month at which the team will be presenting. Joint
working initiatives have also been developed with paediatricians and specialist inpatient
units. Training is also being offered to all families involved and is something the team
have been very committed to developing.

Joanna and Liz talked about the challenges they face. Because the team is small and is
of a specialist nature they feel vulnerable because they are significantly affected by
sickness absence and maternity leave. Joanna informed the Board that she and the
team felt criticised because they do not offer a service to people with a BME above 16.9.
This is because the service is currently commissioned at this level and they do not have
enough resource which means that the needs of about 75% of our adult population with
eating disorders in Derbyshire are not able to be met by the service. LWS explained that
a business case is currently being developed with Commissioners with a view to
expanding the service if investment is available. Joanna would like to build up the
workforce within the Eating Disorders service to meet this client group’s needs to enable
approximately 150 new referrals a year.

Carolyn Green informed the Board that lack of resource had been raised a year ago with
commissioners as the regions around Derbyshire had received extensive uplift to their
adult services. The Board discussed the lack of funding to this service and Ifti Majid
undertook to raise this matter with commissioners and with the Health and Wellbeing
Boards as there is a cohort of people we are not reaching in Derbyshire, which is a much
greater population than we were originally commissioned for.

The issue of trying to deliver group intervention discussions and identifying facilities to
carry out these sessions was raised. It was thought that use could be made of leisure
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centres or using the connections that the Trust has with fire service in Derby City could
be followed up.

The need to transfer clients into other specialist areas can be challenging for the service
as this sometimes needs to be a combined initiative to ensure patients are return to
recovery teams for an approach based on quality of life. Carolyn Green understood this
challenge and agreed to support the Eating Disorders service by including this need in
the new Eating Disorders Strategy.

The Board congratulated the Joanna and Liz and Eating Disorders Service on the
success of their recent CQC visit and committed to support them to resolve the
challenges that were raised above.

ACTION: Funding for Eating Disorders to be escalated through the Health and
Wellbeing Board and commissioners.

ACTION: Introduction of a combined initiative with specialist areas to be captured
in the new Eating Disorders Strategy.

RESOLVED: The Board of Directors received and noted the presentation made by
the Adults and CAMHS Eating Disorders Service.

DHCFT QUALITY POSITION STATEMENT
2018/025

Carolyn Green provided the Board of Directors with an update on the organisation’s
continuing work to improve the quality of services that are provided in line with the Trust
Strategy, Quality Strategy and Framework and strategic objectives.

This month’s report included details of the publication of the National Inquiry into Mental
Health and Carolyn Green was pleased to report that updated information shows that the
Trust is placed below the national median for suicides, homicides and staff turnover.
Data and a heat map on the incidences of mental health homicides enabled analysis of
the risks in our county. A scorecard with the Trust’s rate will be included in our Quality
Account (2017-18).

The report also highlighted the Trust’'s practice with mental capacity and decision making
which has been reviewed and monitored by the Mental Health Act Committee. There has
been a significant improvement in the application of the Mental Capacity Act in inpatient
units following extensive practice development and quality improvement measures.

Ifti Majid thought that the report highlighted the link between CPA (Care Programme
Approach) and Sl (Serious Incidents). Carolyn Green assured him that the revision of
our care plan approach is something that the Quality Committee sought assurance on as
well as the Board. The Committee is overseeing the intention to realign the CPA to the
person’s need. Good progress is being made in retesting this model which is the biggest
change to be made to CPA within the Trust which will also be impacted by EPR
(Electronic Patient Record) and compliance monitoring.

RESOLVED: The Board of Directors received the Quality Position Statement and
gained significant assurance on safety with the Trust

DHCFT BOARD ASSURANCE SUMMARIES & ESCALATIONS
2018/026

Assurance summaries were received from meetings of the Safeguarding Committee,
Quality Committee and Mental Health Act Committee held in February. = Committee
Chairs summarised the escalations that had been raised and these were noted by the
Board as follows:

Safeguarding Committee: Committee Chair, Anne Wright, reported that the Committee
continues to be focussed on the child protection plan and the impact that new and
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emerging communities are having on the community teams. She was pleased to report
that the Committee is running well since its operational sub-group was formed which
concentrates on the monitoring of operational issues. Compliance with Safeguarding
Children and Safeguarding Adults training still remains an issue due to the difficulties in
releasing staff when the teams are under pressure and this is being monitored by the
People & Culture Committee.

Quality Committee: Committee Chair, Julia Tabreham, informed the Board that she
was pleased to report that continued improvement has been seen in reports received by
the Committee which has aided challenge and discussion. The Committee remains
concerned about the rise in violence to staff and is keeping this matter under close
review. A challenge was raised through the Committee to ensure that transgender
people are not ‘outed’ through data collection on PARIS (patient record system) unless
patients wish to be known as ‘transgender’. The Board understood that this is a complex
issue that will need to be resolved within our data records process.

Mental Health Act Committee: The assurance summary received from this Committee
was the first to be issued in the new style format. Chair, Anne Wright, reported that the
discussions and challenges held by the Committee are now more assurance focussed
due to the effectiveness of the Mental Health Act Operational Group. The Committee
received an excellent report on the use of the Mental Health Act (MHA) which also
included data on the variances by ethnic grouping. Medical Director, John Sykes,
undertook to produce a report for the Board summarising the trends of ethnicity relating
to application of the MHA over a twelve month period.

Caroline Maley thanked the Board Committee chairs for their feedback and asked the
Board to reflect on the new style assurance summary to assess whether it provides
assurance in an improved and more digestible format.

ACTION: Report on trends of ethnicity and the Mental Health Act to be submitted
to the Board

RESOLVED: The Board of Directors received and noted the Board Committee
Assurance Summaries and Escalations

DHCFT UPDATED CONSTITUTION
2018/027

Amendments to the Trust's constitution require the approval of both the Council of
Governors and the Trust Board. This report presented by Director of Corporate Affairs &
Trust Secretary, Sam Harrison, requests the Trust Board to approve changes to the
constitution, previously approved by the Council of Governors (COG) at its meeting on
24 January 2018.

Discussion had taken place with governors regarding constituencies within the Council of
Governors as outlined in the Trust constitution and Sam Harrison gave a brief overview of
the proposed changes. The number of public constituencies is proposed to reduce from
15 to 10 but there will be no difference in the overall number of the Trust’'s public
governors or their roles.

There is a proposal to increase the number of staff governors and this was considered to
be a positive and helpful change by COG.

There is a change to the partnership with organisations as Derbyshire Constabulary no
longer wish to be involved in the COG but continue to work closely with the Trust for
example through the Crisis Care Concordat. Minor changes relating to the quorum of
COG from 20% to one third, with a minimum of six, was seen as an improvement by
governors. There will be an increase in the membership of the Governor Nominations &
Remuneration Committee from four to six members by one public and one staff governor.
Reference made to Monitor is to be amended to NHS Improvement (NHSI) when it is not
specific regulatory issues.

Page 8 of 10



John Sykes was concerned that Derbyshire Constabulary did not wish to be involved as a
partnership organisation and was assured that this did not present an issue as they are
already involved with the Trust from an operational perspective.

The Board noted that it is good practice to refresh the constitution periodically and
approved the changes to the constitution as set out in the report. The Board understood
that because some changes in the constitution reflect the powers of duties of COG this
will be formally raised at the Annual Members’ Meeting in September and will involve at
least one governor being in attendance to present the amendment.

RESOLVED: The Board of Directors:

1. Considered and endorsed the proposed changes to the Constitution, previously
approved by the Council of Governors on 24 January 2018:

Public Constituency

Staff Constituency

Partnership Organisations

Composition of the Council of Governors

Quorum

Termination of Tenure

Membership of Governors Nominations & Remuneration Committee

Significant transactions

Equality best practice

Regulatory body changes.

2. Acknowledged that changing the termination of tenure voting will require a
change to the Code of Conduct for the Council of Governors.

3. Noted that once the Board has approved and endorsed the changes as agreed
by the Council of Governors, the changes take immediate effect. The revised
Constitution will be circulated to all directors and governors for information,
and a copy sent to the regulator within 28 days of approval (this is the later of
the two dates on which the Board and Council approved the changes). Copies
on the Trust’s website should also be updated.

4. Noted that the changes to the composition of the Council of Governors
(amendments to constituencies and an increase of staff governors) require
presentation to the next Annual Members Meeting.

5. Noted that the change to the powers of the Council of Governors related to
quorum and termination of tenure require presentation to an Annual Members
Meeting by a member of the Council of Governors where members will be given
the opportunity to vote on whether they approve the amendment.

6. Noted that should governors and/or members not agree with the changes
regarding composition and powers as presented at the Annual Members
Meeting, the Trust will revert back to the previous version of the Constitution.

DHCFT LGBT+ COMMITMENTS UPDATE
2018/028

February is LGBT+ history month and Claire Wright's paper provided an update on the
Board’s LGBT+ commitments and priorities.

Claire Wright highlighted the publicity and awareness of LGBT+ that is now being made
through corporate induction, Connect and the staff magazine, social media, Derbyshire
LGBT+ role model conference, all staff email interactions, meetings with LGBT+
colleagues, service users and others from inside and outside organisation. A lot of
positive communication has resulted in empowered decision making regarding LGBT+
inclusive environment decisions such as the installation of gender neutral toilets at the
Hartington Unit.

The Trust will ensure continuing/expanding engagement and making connections
including key LGBT+ events across the year and replacement of square rainbow stickers
with rainbow heart stickers. An application will be made for appropriate Stonewall
accreditation; there will be continued support to LGBT+ role models and allies along with
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the creation of vibrant a network to determine next key priorities.

The Board recognised the progress being made in this area and appreciated that this
work also supports the Trust’s Equality Delivery System (EDS2) work.

RESOLVED: The Board of Directors:
1) Received the update in line with their LGBT+ commitments
2) Received significant assurance from progress with activity for LGBT+ inclusion

DHCFT IDENTIFICATION OF ANY ISSUES ARISING FROM THE MEETING FOR INCLUSION
2018/029 | OR UPDATING IN THE BOARD ASSURANCE FRAMEWORK

As a result of today’s discussions it was agreed that risks associated with the Eating
Disorders service not receiving appropriate funding will be included within the appropriate
risk within the Board Assurance Framework.

ACTION: Reference to issues relating to the Eating Disorders commissioned
resource to be incorporated within the established risk in the BAF

DHCFT MEETING EFFECTIVENESS
2018/030

The Board was pleased that the Director of Public Health attended today’s meeting which
will ensure partnership working in improving the equality of people’s health and wellbeing
in the city of Derby.

DHCFT 2017/18 BOARD FORWARD PLAN
2018/031

The 2018/19 forward plan will be submitted to the next meeting on 28 March.

The next meeting of the Board to be held in Public Session will take place at 1pm on Wednesday,
28 March 2018.
The location will be Conference Rooms A&B
Research and Development Centre, Kingsway, Derby DE22 3LZ
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Derbyshire Healthcare NHS Foundation Trust
Report to the Public Board of Directors — 28 March 2018

Trust Chair’s report to the Board of Directors

Purpose of Report

This report is intended to provide the Board with the Trust Chair’s reflections on her
activity with and for the Trust since the previous Board meeting on 28 February
2018. The structure of this report reflects the role that | have as Trust Chair.

Our Trust and Staff

1. | have made a point of visiting as many front line services as possible, so that my
leadership is grounded on the reality of what our staff face every day, and also to
ensure that | have a good understanding of the services provided by the Trust.

2. On Wednesday 21 February, | visited staff based at Walton Hospital in
Chesterfield. The visit had been set up and hosted by Lynn Dunham. The visit
enabled me to have a better understanding of the development of the CPA (Care
Programme Approach) and the challenges on how to roll the changes out to all
staff. | also was given my Triangle of Care badge which | wear with pride on my
lanyard — again recognising the importance of carers in the work that we do.

| was also pleased to join the Eileen Kinsella of the perinatal team for two visits to
patients. This was really good for me to see how we work with mothers and
babies who get great support from our team.

The day ended with time with April Saunders, a staff Governor and the Trust’s
Physical Health Lead and James Walker, Smoking Cessation Advisor. They
gave me an understanding of the challenges around our Smoking Cessation
Policy and working with GP surgeries on the physical health agenda.

3. | attended a gathering on 19 March to celebrate the completion of the
refurbishment of Kedleston Unit. We heard about the size and complexity of the
task from the Capital Projects Team, who demonstrated how they seek to put the
service requirements at the centre of their planning. We also had an insight into
the future developments at the Unit and the plans for how to bring the Unit fully
back up to operational capacity. As always, it is clear what passion and person
centred leadership this Unit has from its senior nurse, Rebecca Mace.

Council of Governors

4. | attended the Governance Committee of the Council of Governors on
27 February, chaired by Gillian Hough. This Committee is becoming a strong
vehicle for the Governors to use to shape the agenda for the Council of
Governors meeting.
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5. | met with Ruth Greaves, John Morrissey and Carole Riley on 8 March to review
the training that the Trust has been providing to support Governors in their role of
holding the Board to account through the Non-Executive directors. This training
has been helpful, but will take some time to bed into our ways of working and
thinking, whilst still encouraging the Governors to gather feedback from their
communities and to bring that to the attention of the Trust. | recognise the
commitment that all of our Governors have for the Trust and how hard it can be at
times to see how to contribute to the work of the Trust, but | am confident that we
are making good progress.

6. We continue to have vacancies in our Council of Governors’ membership,
through resignations of both elected and staff Governors. The Communications
and Involvement Team provide support to our Governors and will be seeking to
recruit new Governors over the coming months.

7. On 20 March, the Governors’ Nominations and Remuneration Committee met, to
consider the appraisals of the Non-Executive Directors, informal feedback on my
performance gathered in the early summer of 2017, my objectives as Trust Chair,
and other matters to do with the Non-Executive remuneration and time
commitment, benchmarked against other trusts.

Board of Directors

8. Our last Board meeting was held on 28 February — at the start of one of the worst
periods of winter this country and county have seen for years. | would like to
thank all staff for the tremendous efforts put in to keep our services running
against the odds. This was truly living the trust values.

9. On 6 March | supported the recruitment of our new Director of Business
Improvement and Transformation, joined by Richard Wright, Julia Tabreham and
Claire Wright with Ifti Majid on the panel. It was very positive to see the number
of applications that we received for the role, and | look forward to welcoming
Gareth Harry when he joins the Trust later this spring.

10.Board development on 14 March took the Non-Executive Directors and some of
the Executive team through the Mental Health Act and Mental Capacity Act with
some thought provoking role plays set up by Dr John Sykes. We were joined by
four of the Associate Hospital Managers for this training. The Board also took
some time to start to prepare for the CQC Inspection.

11.1 continue to meet with Non-Executives on a one to one basis quarterly, and
since the last report | have met with Margaret Gildea.

System Collaboration

12.0n 8 March, | met with Helen Philips, Chair of Chesterfield Royal, at our
Kingsway site. This was an opportunity to share views on a diverse range of
areas, including the progress with Joined Up Care Derbyshire, Trust, CQC visits
and governance more generally. Helen and | are going to set up a visit to
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Hartington Unit as part of my out and about around the Trust, and also engage
with other Provider Chairs more directly about Joined Up Care Derbyshire.

13.Both Health and Wellbeing Boards have reviewed their terms of reference and
membership, and | will no longer be attending these meetings. What this means
is that there will be a more direct link to these boards through the Provider
Alliance Group of Joined Up Care Derbyshire, and we will need to engage more
directly with the Chairs of these boards outside of meetings.

Regulators; NHS Providers and NHS Confederation

14. The NHS Confederation Mental Health Network Conference on 15 March took
place in London. | attended this, with Ifti Majid and about 130 other members
from a cross sector of organisations who work across mental health. It was
refreshing to hear from Claire Murdoch, National Mental Health Director from
NHS England, on the progress being made against the priorities set out in the
Five Year Forward View for Mental Health, along with the clear need to think
ahead beyond the Five Year Forward View. It was also noted that the CCGs will
need to deliver against the Mental Health Investment Standard, ensuring that the
money flows to the providers. The 2018/19 priorities were set out.

2018/19 commitments NHS @

England

(;ﬂ.ﬂ'ﬂﬂ more CYP getting access to high quality mental health care.

+ 9,000 more women accessing specialist perinatal mental health
care,

= 19% of adults with a common mental health illness accessing IAPT
and all areas commissioning IAPT Long-term conditions,

* A 25% increase in access to Individual Placement & Support
services for those with severe mental illness.

» Deliver against multi-agency suicide prevention plans.

e start of what neads to be a
enearational effort to transform
ental health,

The importance of appropriate housing provision was also a theme at the
conference, with a number of Housing Associations and related organisations
attending.

15. NHS Providers Chiefs and Chairs meeting takes place on 22 March in London
and | will comment on this in my next report.

Beyond our Boundaries
16. On 7 March, | welcomed Professor Judith Tanner and Associate Professor

Vivian Penney from Nottingham University School of Health Sciences, to the
Trust. | was delighted to receive a copy of the latest student satisfaction report
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following placements with our Trust. | have thanked Faith Sango for the work
that she does in supporting the placements and she has passed this on to the
team who work with her. We are making a positive difference to our students,
and they are the workforce of the future. Here is a quote from the feedback:

“The placement was a fantastic experience for my learning and development,

| was made to feel supported, encouraged and a significant part of the team at
all times. | felt extremely lucky to be able to fulfil my management placement
with this particular team and they really are a true credit to the mental health
services. As well as to the nursing profession and to any student learning
experience”’.

Strategic Considerations

1) We will deliver quality in everything we do providing safe, effective and X
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships X
with key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered, X
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability. X

Assurances

e The Board can take assurance that the Trust level of engagement and Influence
is high in the health and social care economy.
e Feedback from staff and other stakeholders is being reported into the Board.

Consultation
This report has not been to other groups or committees.

Governance or Legal Issues
None

Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the
nine protected characteristics (REGARDS people (Race, Economic disadvantage,
Gender, Age, Religion or belief, Disability and Sexual orientation)).

There are no adverse effects on people with protected characteristics
(REGARDS).
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There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations /inequalities in access, experience
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks — not applicable

Recommendations

The Board of Directors is requested to consider the content of this report, and to ask
for any clarification or further information.

Report presented by: Caroline Maley
Trust Chair

Report prepared by: Caroline Maley
Trust Chair
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Derbyshire Healthcare NHS Foundation Trust
Report to Public Board of Directors 28 March 2018

Chief Executive’s Report to the Public Board of Directors

Purpose of Report

This report provides the Board of Directors with feedback on changes within the national
health and social care sector as well as providing an update on developments occurring
within our local Derbyshire health and social care community. The report also updates the
Board on feedback from external stakeholders such as our commissioners and feedback
from our staff. The report should be used to support strategic discussion on the delivery of
the Trust strategy.

National Context

1. The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 requires
all trusts to ensure that all executive and non-executive director posts (or anyone
performing similar or equivalent functions) are filled by people that meet the
requirements of the Fit and Proper Persons Requirement (FPRR). The definition of
directors includes those in permanent, interim or associate roles, irrespective of their
voting rights at board meetings. These regulations were introduced in November 2014
and the fundamental standards came into force in April 2015. In January 2018, the
Care Quality Commission (CQC) published its updated guidance in relation to FPPR
following a consultation in 2017.

CQC’s guidance sets out the procedure for when it receives information that potentially
alleges a director is not of good character. While there is no statutory guidance on
what constitutes “good character”, it names the following features that are “normally
associated” with good character that trusts should take into account when assessing
an individual under FPPR, in addition to the matters specified in Part 2 of Schedule 4:

e Honesty

e Trustworthiness

e Integrity

e Openness

e Ability to comply with the law

e A person in whom the public can have confidence prior employment history,
including reasons for leaving

e |If the individual has been subject to any investigations or proceedings by a
professional or regulatory body

e Any breaches of the Nolan principles of public life

e Any breaches of the duties imposed on directors under the Companies Act

e The extent to which the director has been open and honest with the trust

e Any other information which may be relevant, such as disciplinary action taken by

an employer.

Trusts also need to assure themselves that directors have not been complicit with
serious misconduct or mismanagement. Helpfully in the new guidelines CQC sets out
detail on how providers should interpret “serious mismanagement” and “serious . It
includes examples of the kinds of behaviours and situations that might constitute
misconduct or mismanagement.

Page 1 of 7



e Misconduct is described as a breach of “a legal or contractual obligation imposed
on the director”, such as an employment contract, criminal law or relevant
regulator requirements.

e Mismanagement is defined as “being involved in the management of an
organisation [...] in such a way that the quality of decision making and actions of
the managers falls below any reasonable standard of competent management”.
For example, failing to interpret data appropriately, failing to learn from incidents
or complaints, and failing to model standards of behaviour expected of those in
public life.

Ahead of our annual FPPR and the annual CQC revised inspection regime visit the
Board should assure itself that our procedures meet the revised requirements. In order
to assure ourselves and CQC that we are not in breach of the regulation, we will be
expected to demonstrate that we have robust processes in place for determining
whether all new and existing directors are and continue to be fit, including:

e A process to ensure that all new director-level appointments are fit and proper as
part of the recruitment process

e An annual process for regularly monitoring and reviewing the ongoing fitness of
existing directors to ensure that they remain fit for their role, including
consideration of serious mismanagement

e Principles for conducting investigations into concerns about the fitness of a
director

e A process for the right of appeal for directors.

Our policy has been reviewed to ensure it remains compliant with the most up to date
guidelines and members of the Board will be aware of the strength of our annual process.

2. The CQC were asked by Prime Minister to conduct a review of quality and access
across mental health services for children and young people. They have now released
phase two of the report. The report draws on evidence gathered from fieldwork in ten
health and wellbeing board areas in England. The CQC spoke with staff working
across these different parts of the system as well as to children, young people,
parents, families and carers who use their services.

They also reviewed policies and procedures, visited schools, hospitals, voluntary
organisations and other services. | was particularly impressed that the CQC used a
‘case-tracking’ approach to examine in detail how individual children and young people
with mental health problems moved through systems.

In total, across phase two, more than 1,300 people through focus groups and one-to-
one interviews were spoken to which | think gives the significant credibility.

Three main aspects of the mental health system for children and young people were
looked at :

a) People’s experience of and involvement in care
b) How partners plan and deliver services that offer high quality care that can
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be accessed in a timely fashion

c) How partners in the local area identify mental health needs and what they
do to start the process of getting the right support for children and young
people

The CQC ound that many children and young people experiencing mental health
problems don’t get the kind of care they deserve. The system is complicated, with no
easy or clear way to get help or support. The report mentions examples of services
with caring and dedicated individuals who put children and young people at the centre
of what they do. But these people are often working long hours, with limited money
and an increasing demand for their services to overcome barriers to providing high-
quality care. This chimes with our experiences in Derbyshire and cannot be
maintained in the long run.

The CQC made a number of recommendations and suggested next steps

e The Secretary of State for Health and Social Care should make sure there is
joint action across government to make children and young people’s mental
health a national priority, working with ministers in health, social care,
education, housing and local government

e Local organisations must work together to deliver a clear ‘local offer’ of the care
and support available to children and young people

e Government, employers and schools should make sure that everyone that
works, volunteers or cares for children and young people are trained to
encourage good mental health and offer basic mental health support

e Ofsted should look at what schools are doing to support children and young
people’s mental health when they inspect

e 1In 2019/2020, we will report on the progress the different organisations have
made to act on the recommendations in the report.

We will be working with commissioners to understand how best to demonstrate
improvements in these areas outlined.

Local Context

3. On 7 March | chaired the East Midlands Mental Health Clinical Transformation and
Sustainability Network which is a gathering of senior clinicians and managers from
across the East Midlands meeting together to share learning and where appropriate
discuss what could be changed as a result of the learning — the discussions occur in
STP footprint areas. The two main areas of focus were physical healthcare of people
with serious mental illness and diagnosing adult ADHD. | was delighted that
Derbyshire Healthcare were presenting some of the learning from the approach to
physical healthcare improvements from our work supported by the local public health
teams.

4. Partners from Joined up Care Derbyshire have been meeting over the last month to
develop and define a plan that supports a reduction of the footprint deficit over the
next two financial years. At the time of submission plans remain in the early stages of
development and | would want to assure the Board that any plans that are looked to
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take forward will be fully quality and equality impact assessed. The plans are likely to
fall into four categories:

e What can be stopped — non statutory, limited clinical value services

¢ What can be limited — scope of services

e What can be moved to alternative setting — for example some of our drive to
reduce out of area placements or repatriate people needing rehabilitation for
intervention and support more locally

e What can be transformed — would apply to most pathways of care.

| am pleased to inform the Board | have met with the CEO of the Derbyshire CCGs,
Dr Chris Clayton to discuss the requirement to adhere to the mental health
investment standard where the percentage growth the CCGs receive should be as
a minimum matched in terms of percentage uplift of mental health programme
spend. He confirmed the intention of the CCGs to comply with this requirement.

5. The 8 March was the mental health workstream engagement event where we were
able to engage with colleagues from the CCG, voluntary sector, independent sector
and all providers to update on implementation progress and engage a significant
number, in excess of 60 on this occasion, of committed mental health leaders and
clinicians. The key areas of debate on this instance, was to agree and sign off the
mental health workforce submission needed by NHS England and Health Education
England. This is a complex template that details the changes to the mental health
workforce required over the next three years in response to the mental health five year
forward view. This primarily is to support education planning. The submission was then
agreed at the March Joined up Care Board and the submission timetable met. | will
share the submission with our Board next month.

In addition we spent time as multi professional and multi organisational groups
reviewing the plans for repatriation of people with complex needs from locked door
rehabilitation settings to receive care locally in Derbyshire.

Within our Trust

6. On the 6 March and following a robust selection process the Remuneration and
Appointments Committee approved the appointment of Gareth Harry as Director of
Business Improvement and Transformation. Gareth demonstrated through the process
his knowledge of, and commitment to, our portfolio of services. Importantly his style
and approach was strongly in tune with our values and evidenced why putting people
first was so important to him. | am sure the Board would join me in congratulating
Gareth and welcoming him to Team Derbyshire Healthcare.

| would also like to take a moment to thank Lynn Wilmott-Shepherd for her
commitment, dedication and energy whilst she has been working with us. Lynn has
been instrumental in developing our strategy and this latest refreshed version as well
as being the driving force behind the success of the mental health workstream as part
of Joined up Care Derbyshire. | know it was a very difficult decision for Lynn not to
apply for the permanent post and I'm sure the Board will join me in wishing her well in
the next stage of her career.

7. This month | met with our Chaplaincy development group. A fantastic opportunity to
listen to the thinking of our multi-faith chaplains and staff from many disciplines who
had an interest in spirituality and how to support people who use our services. There
were some really energised discussions around the medical model and its benefits but
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also a candid conversation about where it can be restrictive in considering whole
person interventions. We also spoke openly about stigma and the historical taboo
around engaging people who were very unwell in discussions about religion.

8. The Board will remember that during the last meeting the weather started to close in
and over that and the next day we saw significant falls of snow, particularly in the
North of the County. | would like to pay tribute to colleagues from all our services who
ensured that despite the dreadful conditions all of our services continued to function,
providing support to the most vulnerable in a time of need. We had some real heroic
efforts to get to work, one staff member in Buxton arrived on a tractor her husband had
borrowed and several others had parters and family members driving them around all
day in 4 wheel drive vehicles. | was particularly impressed with the flexibility
colleagues demonstrated in offering to carry out tasks that were not in their normal
daily routine. I'm sure the Board would like to offer a formal note of thanks to all
colleagues who worked so hard to keep our services operating in that difficult period.

9. | wanted to give the Board advanced notice of two very important events in our
inclusion calendar. 25 April is our annual BME Conference at the Research and
Development Centre, a great opportunity to celebrate the progress of our BME
Network and to review our objectives in light of the outcome of our recent staff survey
and the Workforce Race Equality Standard report. Tuesday 15 May is our LGBT+ mini
conference held in conjunction with the Derbyshire LGBT+ network. The timing of this
event is specific to coincide with IDAHO Day and is a great opportunity to understand
more about how we can make the pledges we signed at both Board and Trust
Management Team a reality.

Strategic considerations

1) We will deliver quality in everything we do providing safe, effective and X
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships with X
key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered, X
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability. X

Assurances

e Our strategic thinking includes national issues that are not immediately in the
health or care sector but that could be of high impact.

e The Board can take assurance that Trust level of engagement and influence is
high in the health and social care community

e Feedback from staff is being reported into the Board

e The Trust is actively striving to develop support networks for colleagues from
protected groups.

Consultation

The report has not been to any other group or committee though content has been
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discussed in various Executive meetings

Governance or Legal Issues
This document presents a number of emerging reports that may become a legal or
contractual requirement for the Trust, potentially impact on our regulatory licences

Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the nine
protected characteristics (REGARDS people (Race, Economic disadvantage, Gender,
Age, Religion or belief, Disability and Sexual orientation)).

There are no adverse effects on people with protected characteristics
(REGARDS).

There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations /inequalities in access, experience
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks

This document is a mixture of a strategic scan of key policy changes nationally and
locally that could have an impact on our Trust and the reporting of internal actions and
feedback | have received relating to the strategy delivery.

Any implementation of national policy in our Trust would include a repeat Equality Impact
Assessment even though this will have been completed nationally.

That said some of the reports both nationally and within the Derbyshire system have the
potential to have an adverse impact on people with protected characteristics for example
as yet is unclear how schemes being developed to support increased sustainability will
impact people from protected groups.(REGARDS).

Internal Trust and wider system transformation schemes all need to involve an
appropriate equality impact assessment in order to mitigate any risks that are identified in
actions being proposed

That equality impact assessment carried out will determine a response to the three aims
of the general equality duty:

¢ identifying barriers and removing them before they create a problem,

¢ increasing the opportunities for positive outcomes for all groups, and

¢ using and making opportunities to bring different communities and groups together
in positive ways.

The specific focus we have on assessing ourselves rigorously against the EDS2 key lines
of enquiry supports us to understand more about areas for improvement and
development.

Recommendations

The Board of Directors is requested to:
1) Scrutinise the report, noting the risks and actions being taken
2) Seek further assurance around any key issues raised
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Report presented by: Ifti Majid
Chief Executive

Report prepared by: Ifti Majid
Chief Executive
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Derbyshire Healthcare NHS Foundation Trust
Report to the Board of Directors — 28 March 2018

Integrated Performance Report Month 11

Purpose of Report

This paper provides Trust Board with an integrated overview of performance as at
the end of February 2018. The focus of the report is on workforce, finance,
operational delivery and quality performance.

Executive Summary

The Trust continues to perform well against many of its key indicators, with
maintenance or improvements continuing across many of the Trust’s services.
These can be seen within the body of this report.

The issues identified in previous reports continue to be worked on through the plans
that were previously referenced in the Integrated Performance Report.

1. Single Oversight Framework

The Trust is compliant against all Single Oversight Framework operational
standards. This includes new standards relating to Out of Area Placements and
Data Quality Maturity Index.

We continue to forecast a higher surplus than planned, over achieving the control
total by £636k. Therefore the year end surplus position is forecast at £4.036m which
is an overachievement of the Control Total of £1.3m (£636k additional surplus plus
£636k additional STF ‘bonus’ income). This is in line with last month’s forecast.

Within the NHSI financial metrics four out of five are relatively strong, but the agency
metric continues to be challenging, both in terms of the ceiling and the medical staff
cost reduction target.

The numbers reported in the attached finance report are consistent with the numbers
reported in the monthly finance return sent to NHS Improvement on 23 January
2018.

2. Areas of concern and / or under-performance

Slide 1 of the integrated performance report provides an overview of where the Trust
is performing above and below the required standards that have been agreed by
Board, with further detail provided in the body of the report.

Board members will note that more detailed assurance reports have been, or are
due to be presented to different Board Committees. Committee assurance reports
will provide an overview of the discussions and level of assurance received in each
of the following;

- Outpatient Clinic cancellations (Finance and Performance)
- Delayed Transfers of Care (Finance and Performance)
- Recruitment, retention and sickness absence hot spot areas (People and
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Culture)

Board members will also note that extra information regarding comparative
workforce measures have also been added for this particular report. This
information formed the basis of discussion at People and Culture Committee which
Board requested to understand in more detail the level of assurance on workforce
improvements in hot spot service areas.

Strategic Considerations

1) We will deliver quality in everything we do providing safe, effective and X
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships X
with key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered, X
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability. X

Assurances

This paper relates directly to the delivery of the Trust’s strategy by summarising
performance across the four key performance measurement areas.

This report should be considered in relation to the relevant risks in the Board
Assurance Framework.

As an integrated performance report the content provides assurance across several
BAF risks related to workforce, operational performance, quality performance,
financial performance and regulatory compliance.

Consultation

This paper has not been considered elsewhere however; some content supporting
the overview presented is regularly provided to, Finance and Performance
Committee, People and Culture Committee and Quality Committee.

Governance or Legal Issues

Information supplied in this paper is consistent with the Trust’s responsibility to
deliver all parts of the Single Oversight Framework and the provision of regulatory
compliance returns.
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Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the
nine protected characteristics (REGARDS people) (Public Sector Equality Duty &
Equality Impact Risk Analysis)

There are no adverse effects on people with protected characteristics
(REGARDS).

There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations inequalities in access, experience
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks

This report reflects performance related to our whole staff and service receiver
population and therefore includes members of those populations with protected
characteristics in the REGARDS groups.

Any specific impact on members of the REGARDS groups is described in the report
itself.

Recommendations

The Board of Directors is requested to consider the content of the paper and
consider;

1) The level of assurance obtained on current performance across the areas
presented.

2) Determine whether further assurance is required and at which Committee this
needs to be provided and by whom.

Report presented Mark Powell, Chief Operating Officer
by: Claire Wright, Director of Finance

Amanda Rawlings, Director of People and Organisational
Effectiveness

Carolyn Green, Director of Nursing and Patient Experience
Report prepared by: Peter Charlton, General Manager, Information

Management

Rachel Leyland, Deputy Director of Finance

Liam Carrier, Workforce Systems & Information Manager

Rachel Kempster, Risk and Assurance Manager

Peter Henson, Performance Manager
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ﬁ ghlights

e Surplus ahead of plan year to date

e Forecast over achievement of control total
* Cash better than plan

e Delivery of Cost Improvement Programme

Challenges
* Containment of agency expenditure within ceiling

set by NHSI
* Maintaining reduction in Out of Area costs
* High level of non-recurrent CIP

Financial
Perspective

-

Highlights

e Compulsory training compliance remains
high and is above 85%.

* Turnover remains low.

People
Perspective

Challenges

* Monthly and annual sickness absence rates
remain high.

* Budgeted Fte vacancies remain high, but
are reducing.

* Appraisal compliance rates remain low.

-

\

ﬂghlights
e New NHSi Out of Area indicators have been built into the
dashboard

e The target for CPA Review in last 12 Months has been
achieved despite the ongoing challenges with care co-
ordination.

Challenges

* Clustering continues to be a challenge

* Cancellations and DNAs in outpatients

e The process of monitoring discharge emails sent in 2
working days is under review

' * 5 patients have had their discharge delayed this

month.

\\.

Operational
Perspective

/
Quality Highlights: \

Perspective e Qverall reduction in number of restraints,

absconsions and seclusions through the

quarter.

* Care plan audit nearing completion in
neighbourhood teams. To be rolled out to
campus teams during Q1 18/19.

Challenges:
* Increasing number of assaults on staff by patients

* Continued focus on compliance with CTO forms and MHA rights
required

* Downward trend of staff in date with Clinical Safety Planning e
Learning
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FINANCIAL OVERVIEW - February 2018

Category Sub-set Metric Period Key Points
Rating |Trend
9 YTD 1 1 G
Finance Score = " a1 z Y
orecas
e z z v At the end of February the Finance Score is an overall '1'
Capital Service Cover he plan.
2 Forecast 2 2 Y asperthe plan
- vo__ (T
Liquidity F " A 7
. orecas
Finance Score YTD 7 7 Forecast is a score of '2' which is slightly worse than the
Governance Income and Expenditure Margin Forecast 7l g plan of '1'. This is mainly driven by the agency metric
e T n which is forecast at a '3' for the end of the financial year.
Income and Expenditure variance to plan
Forecast 1 1
. - YTD 1 2 Y
Agency variance to ceiling
Forecast 1 3 A
Single Oversight
g & NHS | Segment YTD 2 n/a n/a
Framework
Plan Actual |Variance|Trend
In-Month 239 06| ¢ @ 1] At the enc.j c?f Feb.ruary the surplus is ahead. of plan by.
o , £2.1m. This is mainly due to non-recurrent income being
Control Total position £000 YTD 2,781 489%| 6 @ received earlier in the year. Our forecast remains to
Forecast 2,765 4,037| 6 g e | over achieve the control total at the end of the financial
year
In-Month 146 33| ¢ @ 2
I1&E and Income and
rofitabilit Expenditure Control Total position ex STF £'000 YTD 2,079 4104 ¢ @ The normalised forecast takes out the non-recurrent
B v B = income we have received as a one off in year and any
Forecast 1971) 2607 G [@ non-recurrent expenditure. Without the non-recurrent
In-Month 146 341 ¢ @ 4] income and expenditure we would still achieve the
Normalised Income and Expenditure position control total of £1.9m but we would not be able to
| YTD 2,079| 3557 G @ )
£'000 a d overachieve the control total to the level we are
Forecast 19711 1989| ¢ @ |b_|| forecasting.
YD 13.321] 18.964| ¢ @ Kl Cash is ahead of plan year to date due to non-recurrent
Cash Cash £m - . 12193 16681 ¢ @ I3 income and additional STF income from 2016/17. Cash is
orecas . . forecast to be ahead of plan by £4.5m which is due to
Net Current 8.570 9.828 + :
Liquidity \ Net Current Assets £m YTD ¢ @ . the current ca‘sh balance plus forecast cash receipts from
ssets Forecast 8.345 7797 R @ = future asset disposals.
Capex Capital expenditure £m Y10 2.992 2.326| R D L Capital expenditure is behind plan year to date but is
Forecast 3338 3338 ¢ [@ |:: forecast to achieve full spend.
In-Month 0.321] 0343 ¢ [ [E@ |[cIPisahead of plan YTD and the forecast assumes an
e ap CIP achievement £m YTD 3.529 439 ¢ @ overachl'evgr'nent of £1.0m by the' end of the fman'C|aI
Forecast 3.850 4.843| G D year. A significant amount of CIP is non-recurrent in
Key: Recurrent 3.850, 1.894| R [ nature.
Period In-Month = Current Month [ Achieving plan
YTD = Year to Date [ Notachieving plan
Forecast = Year end out-turn Page 5 of 33

Plan In-month or Year end Trust plan BT ER Trend comparing current month against previous month actual/YTD/Forecast



OPERATIONAL OVERVIEW - FEBRUARY 2018

Category Sub-set | Metric | Period | Plan | Actual |Variance |Trend| Last 12 Months | DQ | Key Points
.00Y .08Y oS
CPA 7 Day Follow-up (M) Month | 95.00% | 98.08% |G @ | V¥ %
Quarter | 95.00% | 99.17% |G @ N e
Data Quality Maturity Index (DQMI) - MHSDS Month | 95.00% | 96.54% |G @ r~
Data Score (Q) Quarter | 95.00% 97.78% |G @ | I | | | | I | I | I | »
9 0 o
IAPT RTT within 18 weeks (Q) Month 95.00% | 100.00% |G @ )
Quarter | 95.00% | 99.86% |G @ HHHHHH| e
0, 0, ~
T ——— Month | 75.00% | 93.79% |G @ | A '4 )
Quarter | 75.00% | 9357% |G @ A | I I I 1 I I | I [ 4
Early Intervention in Psychosis RTT Within 14 Month | 50.00% | 9333% |G @ \Z r‘
Days - Complete (Q) Quarter | 50.00% | 92.68% |G @ ) H'H'H'H'H'H a®
Early Intervention in Psychosis RTT Within 14 Month | 50.00% | 52.00% |G @ \7 .“
Days - Incomplete (Q) Quarter | 50.00% | 5161% |G @ | ¥ | w2
o L
Patients Open to Trust In Employment (M) Month N/A 9'980/’ ]
Quarter N/A 9.64% I I I I I I I I I I I I Ll All NHS metrics are compliant. Out of
Patients Open to Trust In Settled Month N/A 60.06% v L
) § 0§ |AreaPlacements are now reported for
Accommodation (M) Quarter N/A 58.65% | I | I I I I I I | I I [ . -
= = PICU and Acute using four indicators,
Performance Under 16 Admissions To Adult Inpatient Month 0 0 G ® )’ . .
NHSI T § 8 |numberof patients out of area in the
Dashboard Facilities (M) Quarter 0 0 G @ L4
: month and average number of out of
IAPT People Completing Treatment Who Move Month | 50.00% | 50.34% |G @ v g’ ) i
”TITITITITI § 0§ |areapatients perday during the
To Recovery (Q) Quarter | 50.00% 52.32% |G @ [ 4 month
Physical Health - Cardio-Metabolic - Inpatient Month N/A '
(Q) Quarter N/A
Physical Health - Cardio-Metabolic - EI (Q) Month N/A
Quarter N/A
Physical Health - Cardio-Metabolic - on CPA Month N/A
(Community) (Q) Quarter N/A
PTN
Out of Area - Number of Patients Non PICU (M) Month N/A 2 v [
Quarter N/A 8 \Z | | a0,
IS
Out of Area - Number of Patients PICU (M) Month N/A 12 v (]
Quarter N/A 34 \Z tecnlllinaly| S
) 4 T
Out of Area - Average Per Day Non PICU (M) Month N/A 0.8 [
Quarter | N/A 1.3 AT | LIL «®
. PT
Out of Area - Average Per Day PICU (M) Month N/A 8.2 ) (]
Quarter N/A 7.0 ) |||||||||||| a
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OPERATIONAL OVERVIEW - FEBRUARY 2018

Category Sub-set Metric | Period | Plan Actual | Variance lTrend| Last 12 Months | DQ | Key Points
9 9 S
CPA Settled Accommodation Month | 90.00% | 9552% |G @ LLLLLLLLLI g7 g
Quarter | 90.00% | 9582% |G @ TITTTNN T -
0, 0, ~
GPAEmploymentStatus Month 90.00% 97.22% |G @ .‘ ()
Quarter | 90.00% | 97.22% |G @ L d
9 9 o
BT Esier e e Breed Tk Month 80.00% 7496% |R @ N} Afurther paper was presented tc? the
Quarter | 80.00% 7529% |R @ ® [Finance and Performance Committee
.00% .37% &% | .
Patients Clustered regardless of review dates Month %6.00% | 93.37% |R @ () in March 2018
Quarter | 96.00% 93.39% |R @ I I I I I I I I I I I I [ 4
N Month | 95.00% | 91.92% |R @ | ¥ o
7 Day Follow-up - all inpatients () .
Performance Locally Quarter | 95.00% 95.49% |G @ 7 I | | | | | I | | | | | @ |8patients were unable to be contacted
Dashboard Agreed - . Month | 90.00% | 9083% |G @ | ¥ % |within the 7 day timescale
Ethnicity coding 6 4
Quarter | 90.00% | 91.13% |G @ | V¥ »
9 o S
NHS Number Month 99.00% | 100.00% [ G @ )
Quarter | 99.00% | 100.00% | G @ B e
CPA Review in last 12 Months (on CPA > 12 Month | 95.00% | 95.00% |G @ "‘
Months) Quarter | 95.00% 94.27% |R @ I I I I I I I I I I I I L4
—— P,
Clostridium Difficile Incidents Month / 0 G ® (]
Quarter 7 0 G O \Z . L4
o
18 Week RTT Greater Than 52 weeks Month 0 0 cC @ st 0
Quarter 0 0 G @ L4
Timeliness
Key:
. L Data
Period Month Current Month Achieving target .
Quality
Quarter  Current Quarter . Not achieving target

0

WV Trend compared to previous month/quarter with tolerance of 1%

Validation




OPERATIONAL OVERVIEW - FEBRUARY 2018

Category Sub-set Metric | Period | Plan Actual | Variance |Trend| Last 12 Months | DQ | Key Points
G TS G ES Month 5.00% 13.16% [R @ A r\‘ The main reasons for cancellation were
Quarter | 5.00% 11.05% [R @ A I-I-I-H-I-H--I-I-I @ |clinician absence from work and
Consultant Outpatient DNAS Month | 15.00% | 1550% |R @ | V¥ “‘ appointments having to be
Quarter | 15.00% 16.16% [R @ ® |[rescheduled to fit on more urgent
L i .
Under 18 admissions to Adult inpatients Month 0 0 G @ [ ] app.om'Fmen.ts )
Quarter 0 0 G O Vv ® |Apilotis being undertaken in Derby
Outpatient letters sent in 10 working days Month | 90.00% | 91.17% |G @ .‘\‘ City of telephoning patients to remind
Quarter | 90.00% | 91.55% |G @ ) @ |them of upcoming outpatient
9 9 L i
Outpatient letters sent in 15 working days Month 95.00% | %6.88% |G @ s 9 appointments.
Quarter | 95.00% | 96.56% |G @ ) I I | | | I I | I I I | [ 4
Performance Month | 10.00% | 7.14% |G @ | ¥ L’
Schedule 6 [Inpatient 28 day readmissions 6t 9
Dashboard P Y Quarter | 10.00% | 7.49% |G @ | ¥ »
oS
MRSA - Blood stream infection Month 0 0 G @ (]
Quarter 0 0 G O 4
&N
Mixed Sex accommodation breaches Month 0 0 c_® (]
Quarter 0 0 G O [ 4
oS
Discharge Email Sent in 24 Hours Month_|[ g 9 .
Quarter L @ |Processunderreview
.809 .329 v oN
Delayed Transfers of Care Month 0.80% 332% |R @ st 9 )
Quarter 0.80% 3.86% R @ ® [5Patients were delayed
9 9 o
18 Week RTT Less Than 18 Weeks - Incomplete Month | 92.00% | 93.75% |G @ [ )
Quarter | 92.00% | 93.41% |G @ | V¥ »
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OPERATIONAL OVERVIEW - FEBRUARY 2018

Category Sub-set Metric | Period | Plan Actual | Variance |Trend| Last 12 Months | DQ | Key Points
18 weeks RTT greater than 52 weeks Month 0 0 cC @ (]
Quarter 0 0 G O [ d
9 9 S
18 WeekRTTincomplete Month 92.00% 9352% |G @ ) )
Quarter | 92.00% | 92.97% |G @ | V¥ 4
LS
Fixed Mixed Sex accommodation breaches Month 0 0 G @ (]
Performance . Quarter 0 0 G O 4 . -
Dashboard Submitted Month 30.00% %33% | e A o5 Compliant with Fixed Targets
Returns |Completion of IAPT Data Outcomes on — = L)
Quarter | 90.00% | 95.69% |G @ 4
.00Y .619 o
e ame Month 90.00% 9161% |G @ v
Quarter | 90.00% | 91.67% |G @ L d
N — Month | 99.00% | 100.00% | G @ "“
Quarter | 99.00% | 100.00% | G @ HHHHHHH e
9 9 LS
% 10-14 Day Breastfeeding coverage Month 98.00% | 9861% |G @ [}
Health Quarter | 98.00% | 99.14% |G @ R e o
Visiting Month | 98.00% | 98.09% |G @ | W o~ |Compliant with Targets.
% 6-8 Week Breastfeeding coverage - - (]
Quarter | 98.00% | 98.90% |G @ | v HHHHHR| o
Other Month | 50.00% | 50.34% |G @ | ¥ o
Recovery Rates [ )
Dashboards Quarter | 50.00% | 52.30% |G @ I I I I I I I I I I I I 4 . .
IAPT Month 65.00% 359% | e TS Compliant with Targets.
Reliable Improvement Rates on — =2 [ ]
Quarter | 65.00% | 67.90% |G @ [ 4
Safer Inpatient Safer Staffing Fill Rates Month N/A 103.3% r\‘ Detailed ward level information shows
Staffing Quarter N/A 103.9% I I | | | I I I I I I I @ |specificvariances
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WORKFORCE OVERVIEW - February 2018

Category Sub-set Metric Period | Plan | Actual | Variance |Trend| Key Points
Turnover (annual) Feb-18 10% 10.60% 2 G ‘ t Annual turnover remains within the Trust target
Jan-18 10.14% G . parameters and is below the regional Mental Health &
. o o
Feb-18 5.40% R . Learning Disability average of 11.90% (as at December
Sickness Absence (monthly) 5.04% N t 2017 latest available data). The monthly sickness
0,
Jan-18 7.33% R . absence rate is 1.93% lower than the previous month
, b ( ) Jan-18 5.39% R ‘ t and compared to the same period last year (February
Sickness Absence (annual 5.04% 2 . o .
Dec-17 530% R @ 2017) it is 0.21% lower. The annual sickness absence
rate is running at 5.39% (as at January 2018 latest
Vacancies (including funded fte flexibility / Feb-18 4.95% N ‘ available data). The regional average annual sickness
cover) Jan-18 5.03% absence rate for Mental Health & Learning Disability
Workforce NHSI Key |Appraisals (all staff - number of employees who | pap.18 78.43% R ‘ Trusts is 5..18% (as at November.2017 latest avail.ablc?
Performance |have received an appraisal in the previous 12 90% N " data). Anxiety / stress / depression / other psychiatric
Dashboard Indicator (KPI)|months) Jan-18 78.60% R ‘ ilinesses remains the Trusts highest sickness absence
Appraisals (medical staff 9nly . numbe|_' °f_ Feb-18 ) 69.72% R @ reason and accounted for 22.91% of all sickness
employees who have received an appraisal in the Jan-18 90% 72.89% N R @ ‘ absence during February 2018, followed by cold / cough
previous 12 months) an s / fluat 11.51% and surgery at 11.26%. The Funded Fte
Agency Usage (£ year to date level of agency Feb-18 0 £0.751m 2 R @ t vacancy rate has decreased by 0.08% to 4.95%. The
expenditure exceeding the ceiling set by NHSI) Jan-18 £0.733m R ‘ number of employees who have received an appraisal
ithin the last 12 months has decreased slightly by
g Feb-18 27.01% R wi
Agent(:thUsage (A:dYeart:‘o da.tf Ieveltobf aﬁiinscl\)' 0% N ‘ ‘ 0.17% to 78.43%. Year to date the level of Agency
expenditure exceeding the ceiling se .
s 5 & v Jan-18 28.41% R @ expenditure exceeded the ceiling set by NHSI by £751k.
. | Training (staff in-date] Feb-18 90% 86.35% A O t Compulsory training compliance has increased by 0.42%
ompulsory Training (staff in-date 6 2 o
Jan-18 85.93% IN®) to 86.35%.
Key:
Period Current month and previous month ‘ Achieving target/within target parameters Page 10 of 33
Plan Trust target O Approaching target/approaching target parameters ‘t Trend based on previous 4 months
7 Variance to previous month . Not achieving target/outside target parameters Turnover parameters (8% to 12%)




QUALITY OVERVIEW - FEBRUARY 2018

Trend graph by

th (rolling 6 Trend graph by
Sub-set Metric Period Plan Actual monthiiroRing quarter (last 3 gtrs: Quality implications
months: Sep 17 - Feb Apr-Dec17)
18) 2
No of incidents of moderate to There has been a slight decrease in the number of incidents
- Month | 29 B Iting in moderate harm/injury, from 16 during Jan 2018, to 11
catastrophic actual harm resulting in moderate harm/injury, from uring Jan , to
Plan: average last fin yr 2016/17 I I I I during Feb. The number of incidents resulting in major harm or
(month) Quarter | 88 112 death between Jan and Feb 2018 has remained constant
4 N"h"f ; The increase between in Jan 2018 was due to data parameters now
: t
No of deaths of patients who have :;ie;tz 104 132 including deaths of people: open to IAPT services; whilst on waiting
died within 12 months of their last |\ho have I-I-I— -I lists; and open to substance misuse services
contact with DHCFT I
Data as at 05/03/2018 Quarter [ 312 339
Month s , Reducing trend influenced by peak reporting in May 17. Relative
: e ntl
No of serious incidents reported to| ™° I-I— TI stability in reportable incidents since. Critieria for reporting still be
the CCG l_l_l i i
Quarter | 16 2 I applied consistently.
No of episodes of patients held in | Month 10 8 The. dlecrea;e in Zpls?des. of;eclusmbn du;mg.Fe;) 2(:18, relates.
seclusion e | 20 - I'I'I'I'I—I B—&—x |mainly to the reduction in the number o ep.lso es for two patients
on the Enhanced Care Ward, Radbourne Unit
sote No of incidents involving patients | Month | 16 u
held in seclusion Quarter | 47 59 s I I I
No of incidents involving physical | Month 48 35 This is directly linked to the above metric
restraint Quarter 143 139 I I I I I 1 I I I
Month 10 s Prone restraint is usually at a time of enforced medication
_IIT I—I—I administration via an injection. We would often see an decrease in
No of incidents involving prone 1 I this in line with decreased use of seclusion. Prone restraint audit and
restraint report for Quality committee in plan for May 2018.
Quarter 29 33
No of incidents of physical assault { Month 12 13 As wde m.o:'e fborwar.db, thlzldata whlll be re\.nedv've.g |n|||$: W|th.hcf~w ar;y
patient on patient quarter - 39 I ._I_. trend might be attributable to the same individual. The majority o
reported assaults take place on Cubley Court Female and Cubley
Month 19 36 Court Male. The incidence of assaults are currently equally split
No of incidents of physical assault - I-I-I-I-I-I 3 between these two wards, and are an indicator of the clinical needs
patient on staff Quarter | 56 89 of the current in-patients.
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QUALITY OVERVIEW - FEBRUARY 2018

Trend graph by

. R month (rolling 6 UGl ot Tty
Sub-set Metric Period Plan Actual ths: Sep 17- Feb quarter (last 3 gtrs: Quality implications
months: 1;;’ e Apr - Dec 17)
Month e 2% As we move forward, this data will be reviewed in line with how any
. . I I I I trend might be attributable to the same individual. Falls audit
No of falls on in-patient wards il n 0B & )
Quarter % 99 completed on Cubley Court wards and reported to Quality
committee.
Month 33 9 Lower incidents monthly and quarter refelcting a general downward
trend. There has been a significant decrease in absconsion across all
No of incidents of absconsion 1 I il I - l [ g. .
Quarter % 68 wards at the Radbourne Unit during Feb 2018
Month | 100% | 73.16% Audit planned to look at quality and completedness of safety plans
across campus and Neighbourhood services. Pilot planned in Derby
i i ini i innnni H NN
No of patients with a clinical risk City Neighbourhood team B to review robusteness of safety plans.
plan (FACE or Safety Plan) Quarter | 100% | 73.09%
Month 90% 60.17% Steady increase in compliance being recorded. This is due in part to
Of above, no of patients with a il I =01 people completing safety plans after the final Face risk plan running
Safety Plan Quarter | 90% | 53.94% out.
[76 OT STaTT COMpITant Wit - - - — -
bined Level 3 Saf di This consistently exceeds target, but over time this indicator will
zsz ine j\fh' ki egL.JIart |n.g. Month 85% NA cease to be relevant due to its replacement with a focus solely on
! re_n an . inkramily training Level 3 Safeguarding Training. We expect to see it reported on until
Compliance figure now only reporting is taken over by the Level 3 training
. relates to Safeguarding Children Quarter | 85% NA '
1 12
Month 85% 27.08% Performance will be reduced initially now that this figure does not
% of staff compliant with Level 3 — count Think Family training, although steady increase in compliance
. . - 1l I being recorded. Attendance to this course has been raised at the
Safeguarding Children training S A o
New indicator from Nov 17 Quarter | 85% NA training meeting and is being explored.
Month 95% 90.62% This performance will be overseen and actioned as necessary by the
% of staff compliant with Clinical I I I I I I Safety Planning Steering Group. The plan is to review the eLearning
Safety Planning eLearning Quart o A package in line with alterations to the Safety Plan post audit.
uarter %
% of CTRs (Care & Treatment Month | 100% ava"i‘l‘:ble The metric and data are currently under review and clarification
Reviews) completed Quarter | NA NA
% of compliance with inpatients Month 95% 94.22% Increasing compliance in line with our work around physical
0
VTE assessment I I I I I I healthcare. Very close to target this month
Quarter 95% NA
Month | 100% | 100.0% The reporting of this will tend to be either 100% if we complete an
HCR20 assessment completed | HCR20 within the required timescale after someone has been P
(Low Secure) quarter | 100% A admitted to Kedleston Unit, or 0% if we miss the timescale for that

one person. The team are aware of requirements.
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QUALITY OVERVIEW - FEBRUARY 2018

Trend graph by

. Trend graph by
Sub-set Metric Period Plan Actual onthiliclinele uarter (last 3 qtrs: Quality implications
€ @ months: Sep 17 - Feb 9 qrss ty implica
Apr - Dec 17)

18)

Peak of 24 complaints in January 2018. Reduced in February 2018,
back in line with overall trend. Monitored in the Feedback

Month 12 17

No of complaints opened for
rmrrH

investigation Quarter 37 40

Intelligence Group and reported to the Patient experience report

Monitored in the Feedback Intelligence Group and reported to the

Month 35 31
No of concerns received I I I I I I I—I—I Patient experience report.
Quarter 104 107

Reduction in reported compliments February 2018

Month 100 68
No of compliments received I—I-I-I—
Quarter 300 305 1 1
No of investigations by the 2016/17 | NA 6 One new investigation has been opened during Feb 2018 in relation
Parliamentary and Health Service to the decision to discharge a patient
Ombudsman 2017/18 | NA 2
% of complaints upheld (full orin | 51617 [ na 1 5 no further action

Caring part) by the Parliamentary and

Health Service Ombudsman 2017/18 | NA 0 2 ongoing

% of responded to (orange) 168 (orange) complaints as at 06/03/2018. 80 not responded
within 40 working days. 33 resolved within 40 working days. 55

complaint investigations v 100% 295 I— . h ority of th defined d Il withi
ear 0 0
completed within 40 working . ongoing. The majority of those defined as overdue are still within

days, opened after 01/04/2017

the timescale negotiated with the complainant.

% of responded to (red) 7 (red) complaints as at 06/03/2018. 3 not responded within 60

complaints investigations oo . P working days. 3 ongoing. The majority of those defined as overdue
Y 100% 5%

completed within 60 working e | I are still within the timescale negotiated with the complainant.

days, opened after 01/04/2017

No of incidents requiring Duty of | Month 1 0 One incident in January 2018, a referral delay for a young person

Candour oarter R ; I I 2 with an eating disorder. This is being investigated.
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QUALITY OVERVIEW - FEBRUARY 2018

Trend graph by
month (rolling 6

Trend graph by

Sub-set Metric Period Plan Actual months: Sep 17 - Feb quarter (last 3 gtrs: Quality implications
Apr - Dec17)
18)
% of in-patients with a recorded Month | 100% | 93.92% Or}gomg work to both improve the quality and audit the evidence of
capacity assessment quarter | 100% | o537 | RHLNNN mmum [
% of patients who have had their | oo | 0% | 9a.95% Care Plan audit in Neighbourhood services is almost competed. Tool
care plan reviewed and have been I-I-I-I—I-I I—I—I revised for Campus services with roll out in Q1 18/19.
on CPA > 12months Quarter 90% 96.32%
Process now automated. Cross referenced with seclusion incidents
. . Month 0 0 reported on Datix.
No of seclusion forms not received
q by MHA Office .
EffSctive Y Quarter | 0 0 As at 05/03/2018: 2 seclusions reported on PARIS, not recorded as
incidents on Datix. Head of Nursing escalating.
Month | 100% 88% This is lower than expected overall performance but is not a trust
% of CTO rights forms received by MTini wide problem. Areas of lower performance will be specifically
MHA Office Quarter | NA NA targeted for improvement work. Negotiations underway around
ioint training plan with Social Care
% of i . der adults righ Month | 100% 92% Performance of less than 100% is attributable to one ward. A focus
6 of in patient older adults rights TITN] on quality improvement work with this ward is underway
forms received by MHA Office Quarter | NA NA
. ! Figure as at 25/02/2018. Performance as at 19th February is 50.2
% of staff uptake of Flu Jabs 2016/17 | 45% 38% o e A .
%. Target for next year is 75%. No further updates will be provided
2017/18 | 45% 50.26% ] I I I I until new campaign commences.
Month 95% 94.48% Monthly escalation in place.
% of policies in date I I I
Quarter NA NA I
% of staff who have received Month | 100% | 60.76% All divisions have action plans around increasing the % of people
Clinical Supervision, within defined TITIT receiving the target number of clinical and managerial supervision,
timescales Quarter | 100% NA but this remains a challenge.
% of staff who have received month | 100% | 70.30%
Management Supervision, within TITIT
defined timescales Quarter | 100% NA
No of outstanding actions Month 5 65 This is being monitored and actioned within the Serious Incident
following serious incident LI I I I Group
Well Led
investigations Quarter | 0 NA
Overall this continues to be an improving picture
) ) Month 5 22
No of outstanding actions
following complaint investigations I_I_LI_I_I
Quarter NA NA
No of outstanding actions Working through the final remaining actions over the next few
following CQC comprehensive Month 0 12 L weeks with operational management colleagues.

review report (2016
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Exceptions month 11

Over achievement of the control total
We continue to forecast a higher surplus than planned overachieving the control total by £636k. Therefore the
yearend surplus position is forecast at £4.036m which is an overachievement of the Control Total of £1.3m
(E636k additional surplus plus £636k additional STF ‘bonus’ income). This is in line with last month’s forecast.

Capital Expenditure continues to be behind plan
The Trust’s capital expenditure is behind plan at the end of February by £666k. The forecast assumes that the
full capital expenditure plan of £3.3m will be spent. The capital schemes have been reprioritised in year for
schemes that are due to complete in the last month of the financial year. Therefore the current balance of £1.0m
(30% of the plan) will be spent in the last month of the financial year as schemes complete. The capital plan and
forecast are monitored on a monthly basis by the Capital Action Team.

CIP performance — Non-Recurrent delivery
The total CIP forecast to be delivered is £4.8m which is an overachievement of £1.0m against the target of
£3.8m. Of the forecast £4.8m, £3.2m is non-recurrent in nature. The non-recurrent nature of this year’s delivery
poses a significant risk to next year’s financial performance.

Agency expenditure
YTD is above the ceiling by £649k (23%) which is generating a ‘2’ on the agency metric. The agency expenditure
is forecast to exceed the ceiling by £0.9m (29%) which is an improvement on last month’s forecast. This is
generating a ‘3’ on the agency metric within the Finance Score.
The forecast expenditure on medical agency is now below the medical agency target that was set by NHSI.
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Patients Clustered not Breaching Today and
Patients Clustered regardless of review dates

Patients Clustered not Breaching Today Patients Clustered Regardless of Review Dates
100% -~ 100% -
95% - 95% -
90% - 90% -
85% - 85% -
R R ——————— 80% -
75% - 75% -
70% 70% -
65% - 65% -
60% - 60% -
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
E==d - Patients Clustered not Breaching Today esmmTarget E==d - Patients Clustered Regardless of Review Dates essmmTarget

A further paper was presented to the Finance and Performance Committee in March 2018.

Page 18 of 33




/ Day Follow-up - all inpatients

CCG Name
NHS SOUTHERN DERBYSHIRE CCG

NHS SOUTHERN DERBYSHIRE CCG

NHS NORTH DERBYSHIRE CCG

NHS NORTH DERBYSHIRE CCG

NHS NORTH DERBYSHIRE CCG

NHS SOUTHERN DERBYSHIRE CCG

NHS SOUTHERN DERBYSHIRE CCG

NHS SOUTHERN DERBYSHIRE CCG

100% -

80% -

60% -
Apr May Jun Jul

7 Day Follow Up - All Inpatients

Aug Sep Oct Nov Dec Jan Feb Mar

E==d - 7 Day Follow Up — All Inpatients emmmTarget

Discharge Date  Discharge Ward

24 Feb 2018 RDH Ward 36 Adult Acute Inpatient

20 Feb 2018 Kingsway Cubley Court (male) OP

16 Feb 2018 Hartington Unit Tansley Ward Adult
13 Feb 2018 Hartington Unit Morton Ward Adult
3 Feb 2018 Hartington Unit Morton Ward Adult
2 Feb 2018 Kingsway Cubley Court (female) OP

2 Feb 2018 Hartington Unit Pleasley Ward Adult
1Feb 2018 Hartington Unit Tansley Ward Adult

Comments

Patient returned to Latvia on discharge
Patient currently at Derby Royal. CPN has contacted the Ward.

Inreach attempted to follow up on 18.02.2018 - no response. To date it has not been possible to make contact.
Family are believed to have moved to Wakefield.
Did not attend 2 day follow up. Subsequently arrested by police.

Patient returned to Romania on discharge. The ward pharmacist speaks Romanian and made telephone contact
with the patient to ascertain their wellbeing.

Discharge summary states that the patient was actually discharged on 26/1/18 and followed up at the nursing
home on 1/2/18. The incorrect discharge date has been recorded on Paris.

Patient was discharged to a care home. When the CPN attended for the follow-up appointment they were advised
that the patient had passed away. Page 19 of 33
Patient was contacted by telephone by CPN to arrange a follow-up appointment, but subsequently did not attend
the agreed appointment. To date we have been unable to make further contact.



Consultant outpatient appointments
Trust cancellations (within 6 weeks)

Consultant Outpatient Appointments Trust Cancellations

(Within 6 Weeks)
20% -

18% -
16% -
14% -
12% -
10% -
8% -
6% -
4% -
2% -
0% -

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

== - Consultant Outpatient Appointments Trust Cancellations (Within 6 Weeks)
e Target

Reason n

Clinician Absent From Work 257
Moved - Trust Rescheduled 108
Appointment Brought Forward 35

Moved - Staff Issue 29
Moved - Clinic Cancelled 28
Clinician On Annual Leave 25
Clinic Booked In Error 13
No Consultant 9
Estates Issue 9
Jnr Dr Clinic No Consultant 4
Moved - Location Issue 1
Clinician Must Attend Meeting 1
Must Attend Ward Round 1
Grand Total 520

%
49%
21%

7%
6%
5%
5%
3%
2%
2%
1%
0%
0%
0%

100%

520 appointments were cancelled in February. The main reasons for cancellation were clinician absence from
work and appointments having to be rescheduled to fit on more urgent appointments.
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Consultant Outpatient DNAs

Consultant Outpatient Appointments DNAs

20% -
18% -
16% -
14% -
12% -
10% -
8% -
6% -
4% -
2% -
0% -

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

E==d - Consultant Outpatient Appointments DNAs emmmTarget

The original pilot in Derby City has once again been compromised by staffing issues. An alternative City area
has now been identified and pilot commenced this month. Killamarsh and North Chesterfield medical
secretaries are now telephoning patients to remind them of upcoming appointments and we will have a full
month of data on the impact of this intervention in mid-April.
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Delayed Transfers of Care

Delayed Transfer of Care

5.0% -
4.5% -
4.0% -
3.5% -
3.0% -
2.5% -
2.0% -
1.5% -
1.0% -
0.5% -
0.0% -

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

E==d - Delayed Transfers of Care emmmTarget

5 discharges were delayed in February, for the following reasons:

K2 - housing - awaiting emergency accommodation from local authority Health and Social Care 11/12/2017
m C1 - awaiting further non-acute NHS care Health and Social Care 30/10/2017
m C1 — awaiting further non-acute NHS care Social Care 3/11/2017
E1 - awaiting care package in own home Social Care 1/1/2018

Tansley Ward J2 - housing - awaiting supported accommodation Health and Social Care 30/10/2017
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WARD STAFFING

Ward name

AUDREY HOUSE RESIDENTIAL
REHABILITATION

CHILD BEARING INPATIENT

CTC RESIDENTIAL REHABILITATION

KEDLESTON LOW SECURE UNIT

KINGSWAY CUBLEY COURT - FEMALE

KINGSWAY CUBLEY COURT - MALE

LONDON ROAD COMMUNITY HOSPITAL -
WARD 1 OP

HARTINGTON UNIT - MORTON WARD
ADULT

Occupancy
% Rate

75.71%

56.55%

65.99%

39.11%

36.11%

78.97%

86.11%

90.33%

Day

Average fill rate
- registered
nurses /
midwives (%)

72.2%

136.3%

93.2%

70.7%

77.3%

76.2%

111.2%

Average fill
rate - care
staff (%)

162.1%

102.0%

104.9%

66.2%

71.0%

146.5%

117.0%

104.5%

Night

Average fill rate
- registered
nurses /
midwives (%)

69.6%

96.4%

100.0%

91.1%

45.2%

94.6%

94.6%

57.1%

Average fill
rate - care
staff (%)

0.0%

142.9%

144.6%

86.6%

108.3%

182.1%

142.9%

246.4%

Comments
Required

Yes

Yes

Yes

Yes

Analysis and Action Plan for 'Average fill rate' above 125% and below 90%

No change from last month

We have broken the current fill rate tolerances for day registered nurses due to backfill
required for 1.4 WTE vacancy, 0.6 WTE maternity leave and short term sickness absence
cover. Night care staff is due to high engagement levels and backfill for 0.8 WTE Nursery
Nurse vacancy.

Qur figures at Cherry Tree Close remain higher than usual due to 2 service users remaining
on level 2 observations (enhanced care) to maintain their safety and wellbeing — this
requires a member of staff with them at all times on each shift. These observations are
regularly reviewed however continued to felt necessary at present. There are discharge
plans in place for the 2 service users however no exact discharge date set yet this is being
followed up daily.

we continue to work on lower staffing levels due to one ward still being shut. We are
recruiting to vacancies and are anticipating to open Scarsdale ward at the end of march
2018.

staffing level tolerance broken due to; vacancies and long term sickness.

Current fill rate tolerances have been failed as follows:

Registered nurses during the day due to nurses being on long term sick and maternity leave
currently

NA during the day currently over as shifts with low nurse ratio has been compensated by
NA, and also high level of observations currently on the ward requiring additional staffing
NA during the night required additional staffing due to increased levels of observations

No change from last month

We are still waiting for some new starters to begin on Morton ward — most vacancies are
now recruited into.

One Band 5 remains on long term sick leave and we are back filling his shifts.

One of our Band 5 nurses has been acting up into the Band 6 role and has just been
successful in gaining the substantive post thus creating another Band 5 vacancy.
Currently we are not always able to put on to night duty x2 Band 5s. This is covered by

Band 2/3 HCAs. Page 23 of 33



WARD STAFFING

Ward name

HARTINGTON UNIT - PLEASLEY WARD
ADULT

HARTINGTOMN UNIT - TANSLEY WARD
ADULT

ENHANCED CARE WARD

RADBOURNE UNIT - WARD 33 ADULT
ACUTE INPATIENT

RADBOURNE UNIT - WARD 34 ADULT
ACUTE INPATIENT
RADBOURNE UNIT - WARD 35 ADULT
ACUTE INPATIENT
RADBOURNE UNIT - WARD 36 ADULT
ACUTE INPATIENT

Occupancy
% Rate

94.46%

86.61%

95.36%

94.82%

102.14%

103.75%

100.54%

Day

Average fill rate
= Average fill

- registered
nurses [/
midwives (%)

85.6%

78.6%

80.7%

83.7%

75.4%

81.0%

91.0%

rate - care
staff (%)

131.6%

140.6%

132.7%

131.4%

124.5%

141.6%

134.8%

Night

Average fill rate
o Average fill

- registered
nurses /
midwives (%)

48.2%

60.7%

60.7%

78.6%

75.0%

51.8%

50.0%

rate - care
staff (%)

196.4%

192.9%

203.6%

246.4%

189.3%

146.4%

275.0%

Comments

Required

Analysis and Action Plan for 'Average fill rate' above 125% and below 90%

The ward is currently carrying 2. 74 band 5 vacancies, on top of this, 3 band 5’s have just
commenced in position on the ward but are still supernumerary and so unable to be
counted in the clinical numbers and a further 3 band 5 staff have been recruited but not
commenced yet. As a result it has been difficult to ensure the recommended 3 x band 5
staff on day shifts or the 2 x band 5 staff on nights and this deficit has been backfilled with
band 3 HCA’s. This is the reason for showing low fill rate of Band 5 staff Nurses and a high
fill rate for HCA’s on all shifts. The situation should rectify itself as the new staff complete
their supernumerary period or commence employment.

There were 6.6 wte vacant registered nurse posts on Tansley Ward in February. Three of
the posts have been recruited into with two nurses due to qualify in September and
another nurse due to qualify in December. A small number of these shifts have been
backfilled by contracted registered nurses offering to work additional hours on bank but
the remainder have been covered by band 2 bank HCAs accounting for the poor skill mix
evident in the report. In addition to the vacancies one part time (0.6 wte) registered nurse
is on long term sickness absence and a further 1.0 wte nurse remains on special leave
pending an HR process. There has been in addition a small amount of the usual winter
short term absences. From 18/03/18 we will have filled another of our vacant 1.0 wte
registered nurse posts when a registered nurse transfers from Ward 35 to work on Tansley
Ward after moving to live locally and our OT post will be filled after the successful
applicant qualifies in April. 1 am anticipating that the skill mix will be a gradually improving
picture as the vacant posts are filled and staff already recruited commence. In appraisal |
have not been made aware of any nurses who feel that they may be looking to move posts
or have interests elsewhere so am hoping that retention will remain high this year.

I am still carrying RN vacancies. 4 of which are recruited into but awaiting Qualification. |
have 1 RN on Mat leave due to return to work in June. We conrtinue to backfil with Bank
NA and HCA shifts using bank staff familiar with ward and where available appropriate
training for area.

All inpatient wards at the Radbourne unit remain affected by low recruitment into
Registered Mursing vacancies. The current staffing establishment for Ward 33 is unable to
meet the full demands for RN cover on each shift. In order to maintain safety and stability
within the clinical areas, we have over recruited into HCA posts, hence the higher than
required fill rates for unregistered staff.

The Trust and individual ward areas continue to proactively recruit into RN vacancies and
staffing/ skill mix are reviewed on an ongoing basis at ward level, operational level and
Trust level. In addition we are making all attempts to book regular bank/ agency staff who
are familiar to our areas in order to provide a level of consistency. The Trust are currently
looking to provide additional support into the unit, in order to allow senior and regular
staff to work within clinical numbers on the wards where necessary.

We continue to have over 50% RN vacancies on the ward and are therefore unable to fulfil
safer staffing requirements.

No change from last month Page 24 of 33
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Sickness Absence
(Monthly)

(Annual)
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-------- East Mid MH&LD monthly

Compulsory Training
(Staff in-date)

Dec-17 Jan-18 Feb-18
6.47% 7.33% 5.40%

o -
5.30% 5.39% tbc

@ -

Target 5.04%
The monthly sickness absence rate is 1.93% lower than the
previous month and compared to the same period last year
(February 2017) it is 0.21% lower. The Trust annual sickness
absence rate is running at 5.39% (as at January 2018 latest
available data). Anxiety / stress / depression / other psychiatric
ilinesses remains the Trusts highest sickness absence reason and
accounted for 22.91% of all sickness absence during February
2018, followed by cold / cough / flu at 11.51% and surgery at
11.26%. Compared to the previous month short term sickness
absence has decreased by 1.35% and long term sickness absence
has decreased by 0.58%.

Dec-17 Jan-18 Feb-18
86.41% 85.93% 86.35%

oK

100%
90% = =

Target 90%

80%

Compulsory training compliance continues to remain high

70%
60%

running at 86.35%, an increase of 0.42% compared to the

50% - T T T T T T T T T T T T

previous month. Compared to the same period last year

AN DA

/\
N N N N N N N N N
& w@‘ VQ’\ @"ﬁ NS VOQ” ‘_)Q,Q & eo“ chf’ B &

DHCFT ~  =====- Target

compliance rates are 1.48% lower.

Staff FFT Q2 2017/18 (465 responses, 20.5% response rate) & Staff Survey 2017

How likely are you to recommend this organisation to
friends and family if they needed care or treatment.

) ml-
2-
3.
m4-

H5-
m6-
7-

2017 National average 2017 2016

How likely are you to recommend this organisation to friends
and family as a place to work.

Extremely Likely

Likely

Neither likely nor unlikely
Unlikely

Extremely unlikely
Don't Know
No Response

National average 2016

Overall staff engagement (maximum score 5): 3.74 3.79 3.69 3.84
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Appraisals Dec-17 Jan-18 Feb-18
(All staff) 76.78% 78.60% 78.43%

Q>

Target 90%

100%
90%
80%

70% —_— The number of employees who have received an appraisal

60% within the last 12 months has decreased slightly by 0.17%

s0% — 1+ + e during February 2018 to 78.43%. Compared to the same period
d RN @ w2 ast year, compliance rates are 3.81% higher. According to the

A S ; NS ) N ; :
& & & @'b* RO ¥ & &

2017 staff survey results, the national average for combined
Mental Health/Learning Disability & Community Trusts is 92%
DHCET all staff ====n= Target seeeece East Mid MH&LD all staff (D€rPyshire Healthcare NHS FT scored 89% on this staff survey
finding). Local benchmarking data for a range of Trusts in the
East Midlands shows an average completion rate of 85.40%.

Appraisals Dec-17 Jan-18 Feb-18
(Medical staff only) 77.36% 72.89% 69.72%
(O
100%
90% Target 90%
80% %
70% The number of Medical staff who have received an appraisal
60% within the last 12 months has decreased by 3.17% to 69.72%.

50% r T T T T T T T T T T T T
T T T T s T NV R N S
NN NN DY N NN NN

T L A I S S S
ST FE S T

Compared to the same period last year, compliance rates are
7.64% lower. Junior Doctors on rotational training are excluded
from the figures.

DHCFT medical staff only —====-=- Target

Disciplinaries/Dignity at Work/Grievances as at 28/02/2018
There are 15 Disciplinary cases, no new cases have been lodged
25 and 4 cases have been resolved. There are 15 Grievance cases
lodged at the formal stage with 4 new cases being lodged and

20— AN
s —~ \\ ~noneresolved in the period. There are 12 Dignity at Work cases,

//\\ 1 has been resolved in the period.

10 +—

Disciplinaries [N 15
Dignity at Work N 12

NSNS A N Ny
<<é° @'5\ V.Q'\ @’5\ NN ‘?‘0% :,?9 & %o\\ Qé' & & Grievances 15
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Vacancy Dec-17 Jan-18 Feb-18

(Funded full time equivalent)  Including funded fte flexibility/cover 5.94% 5.03% 4.95%
N
16%
14ZA %
iééj \\ The Trust vacancy rate includes funded Fte surplus for flexibility
g;’j T~ including sickness and annual leave cover. Funded vacancy rates
o have decreased by 0.08% to 4.95% in February 2018. 2017/18
0% ———— 77— budget changes included a large reduction in Fte from 2016/17
((pr‘i\&qé\@é\y\\f'{\\o«":\ \§Ov°%<\‘v°Q§\ 05"/';0\\5"«0@“'0@@3"(&”% investment not materialising and Cost Improvement
Programmes. During the period March 2017 to February 2018,
260 employees have left the Trust and 354 employees have
DHCFT vacancies including funded fte flexibility/cover joined the Trust.
Turnover Dec-17 Jan-18 Feb-18
(Annual) 9.90% 10.14% 10.60%
Q@

13%

Target 10%

11%

Annual turnover remains within Trust target parameters at
10.60% and remains below the average for East Midlands
Mental Health & Learning Disability Trusts (11.90%). The

% —r——r—r——————————————— average number of employees leaving over the last 12 months

RN &2 hasincreased from 20.91 to 21.67. During February 2018 17
F & &S E & & L .
R SR e s < employees left the Trust which included 5 retirements.

9%
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DHCFT  =====- Target — co=e=e=ee. East Mid MH&LD
Agency Usage Dec-17 Jan-18 Feb-18
(Spend) 2.93% 3.43% 2.63%
8% N
6% Total agency spend in February was 2.63% (3.14% including

medical locums). Of total agency and locum spend for all staff
groups, Qualified Nursing represented 0.59%, Medical 1.93%
and other agency usage 0.11%. Agency Qualified Nursing spend

4%

2%

0% 77 71 7 1 T T 1 1t 1 11 against total Qualified Nursing spend in January was 1.60%.
z“’\/’\ 7’,\,\//\ Q"';\ @*’é\ OQ,'Q \&,\/\ o‘,j\ QQ,\/\ 6\,'3 o\\,\/\ eﬁ Q)«’@’ 5053’ Agency Medical spend against total Medical spend in February
o :
S ve DA was 11.23%. Year to date the level of Agency expenditure Page 28 of 33

e DH CFT exceeded the ceiling set by NHSI by £751Kk.




People Flow & Metrics

(Snapshot of people flow previous 12 months & metrics February 2017 v February 2018 - Campus & Neighbourhood focus)
=) - =)

New Starters In Internal Movement (snapshot Feb 2017 v Feb 2018) Employees Out
(external recruitment) (internal recruitment/acting up/secondment) Feb-18 Variation (leaving the Trust)
2378 2500

8.04% 4.95%

Campus Out 43 Neighbourhood Out14 5.59% 5.39%
Campus In 15 Neighbourhood Iny38 10.76% 10.60%
74.62% 78.43%

=28 2 87.83% 86.35%

641 648
17.34% 16.00%
7.16% 7.17%
11.60% 11.30%
80.56% 78.89%
88.74% 87.24%

516 567
12.77% 6.75%
6.21% 5.38%
11.26% 10.32%
73.63% 77.92%
86.89% 86.33%

406 420
7.43% 5.29%
5.02% 4.72%
10.22% 9.42%
73.93% 72.66%
87.81% 86.20%

366 391
13.23% 11.42%
4.19% 4.61%
16.78% 11.94%
76.86% 82.31%
88.36% 85.31%

29 29
0.00% 0.00%
0.59% 2.01%
13.79% 16.67%
58.62% 44.83%
74.90% 71.71%

420 445
21.44% 12.96%
4.18% 4.22%
7.67% 9.35%
70.79% 86.77%
88.08% 87.94%

=)
—m)
Cwy
—)
ey
=
e

t1iilld

Please note that the number of starters and leavers may not balance to variation on headcount due to 28/02/17 terminations, movement in zero hours posts and 'snapshot’ of people movement data. Page 29 of 33




New Starters In
(external recruitment) Internal Movement (snapshot Feb 2017 v Feb 2018) - Campus Focus
City Neighbourhood Corporate
Clinical Serv Management County North Neighbourhood
Corporate County South Neighbourhood
County South Neighbourhood Universal Children's Services
Kingsway Campus
Radbourne Campus

Corporate

Assessment Services

Clinical Serv Management
County South Neighbourhood
Radbourne Campus

Assessment Services
Corporate

MGT + Administration
Radbourne Campus

City Neighbourhood
County North Neighbourhood
Radbourne Campus

Assessment Services Assessment Services

City Neighbourhood Clinical Serv Management
Clinical Serv Management Corporate

Corporate County South Neighbourhood
County North Neighbourhood 2 MGT + Admin 1 Hartington Campus

Kingswav Cambpus 2 Substance Misuse 1 Kingsway Campus

iild

W kR R NRFEN

Several initiatives to assist recruitment are in place and further developments planned.

Feb-17

Feb-18 Variation

Employees Out
(leaving the Trust)

136 141 5
17.49% 18.20% 0.71%
6.28% 7.41% 1.13%
7.97% 10.87% 2.90%
77.61% 79.43% 1.82%
85.99% 84.27%  -1.72%

108 104 -4
16.22% 17.94% 1.72%
4.65% 6.95% 2.30%
8.41% 17.14% 8.73%
83.49% 77.88% -5.61%
86.12% 84.86% -1.26%

224 220 -4
17.77% 13.25% -4.52%
7.13% 6.90% -0.23%
13.79% 12.15%  -1.64%
85.40% 89.55% 4.15%
92.56% 89.94% -2.62%

173 183 10
17.31% 16.37% -0.94%
9.27% 7.40% -1.87%
13.48% 7.22% -6.26%
74.71% 66.30% -8.41%
87.60% 87.61% 0.01%

Recruitment fairs . University link working encouraging students to commit to posts on completion of studies
Local advertising . Enhanced Nurse placement support offered by practice facilitators

Block advertising . Exploration of recruitment overseas

Retire and return scheme . Review of advertisements and “attractors”

Liam Carrier - Workforce Systems & Information Manager

This is resulting in some recruitment to all areas including Campus but there are options to move on to other trust areas and staff are opting to move from Campus for posts in

community settings. This has always been a recruitment pathway, but the pace of movement is much faster currently. Skill mixing has been implemented in the inpatient areas, for

example OTs working within ward numbers and work continues to develop alternative options.

Retention on the inpatient areas is clearly a key issue.

Additional scrutiny is being placed on the delivery of supervision and appraisal in those areas of poor performance .
Sickness management processes are in place.

There is an awareness amongst the leadership of the need for cultural change and positive leadership.

Heads of Nursing posts have recently been recruited to and an OT lead for Campus is a relatively new post.
Schwartz rounds are embedded in practice.

Psychology drop in /consultation session have been established.

This is an area for ongoing focussed work and the responses to staff survey and pulse checks action planning will further inform local actions.

Kathryn Lane - Deputy Director of Operational Services
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CQC ACTIONS STATUS REPORT — MARCH 2018

2016 CQC ACTIONS COMPLETION PIPELINE
45
40
40
35
30
30 + 27
25 +
L Complete
20 + 18
H Late
15 +— 12 12 12
i Due
10 +— 7 2
6 5
5 23
O T T T LV_L._V_u_\
© A A A A A A A A A A A & ® ®
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2017 CQC ACTIONS COMPLETION PIPELINE
9
8
8
7 7
7
6
6
5 LI Complete
4 H Late
3
3 L Due
2 2
2
11
1 -
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PROGRESS UPDATE

A final review meeting was held in February with the Deputy Director of Nursing & Quality
Governance and the Leads to assess the progress of the last of the outstanding actions
and to provide mutual support in meeting the completion date on them.

Two actions were completed in February. A further two actions are now ready for review for
sign off (by the Deputy Director of Nursing & Quality).

Target dates were extended on five actions to allow for additional work to be completed and
additional evidence to then be uploaded to the CQC Portal.

RISKS AND CONCERNS

Including the two actions awaiting review for sign off, there are 15 actions still outstanding
(11 of which are late, including some that had extended target dates). Failure to meet
agreed target dates for completion is a real concern. Detailed requirements for completion
have been specified by the Deputy Director of Nursing & Quality Governance and all Leads
have been reminded of the deadlines.

GOING FORWARD
A review of all outstanding actions will be undertaken by the Deputy Director of Nursing &
Quality Governance mid-March. All actions must be complete by end of March.

Report prepared by: Kelly Sims, CQC & Governance Coordinator
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Derbyshire Healthcare NHS Foundation Trust
Report to Board of Directors — 28 March 2018

Quality Position Statement

Purpose of Report

The purpose of this report is to provide the Board of Directors with an update on the
Trust’s continuing work to improve the quality of services it provides in line with the
Trust Strategy, Quality Strategy and Framework and strategic objectives.

Executive Summary
This position statement sets out:

1. Safety: Always events developed in the United States by the Picker Institute
now led by the Institute for Healthcare Improvement, laid the foundation for the
IHI's Always event framework.

An Always Event® is a clear, action-oriented, and pervasive practice or set of
behaviours that provides the following:

e A foundation for partnering with patients and their families;

e Actions that will ensure optimal patient experience and improved outcomes;

¢ A unifying force for all that demonstrates an on-going commitment to person
and family-centred care.

Always Events are aspects of the patient experience that are so important to
patients, their care partners, and service users that health care providers must
aim to perform them consistently for every individual, every time.

NHS England are supporting NHS organisation are supporting. The Always
Events Toolkit is designed to support leaders and point-of-care teams in
partnering with patients/individuals and family members to co-design, reliably
implement, and sustain and spread Always Events to dramatically improve the
care experience. Our Lead professional for safety is leading a team of our staff
to attend workshops on always events and design pathway specific
improvement projects. The Executive Lead is John Sykes the named project
sponsor is Carolyn Green.

2. Caring and Patient / Parent Experience: Learning from experts by
experience in our organisational response to complaints. Our Trust learning and
how this learning can be used in our Quality improvement developments and our
Board offer of thanks to our experts by experience. The Executive Lead is
Carolyn Green.

3. Effectiveness and Responsiveness: Presentations in Accident and
emergency and our support to our acute colleagues is a key outcome and area
of the Five year forward view for Mental Health. Providing acute colleagues with
clinical advice in a responsive manner in the emergency team and ward. Is a key
component of the current Mental Health Taskforce strategy. The Trust services
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are currently complaint with this required standard due by 2020/21 The
Executive Lead is Mark Powell

4. Well Led - listening to our staff on teams feeling pressured- our new
Quality visit model: The changes to the quality visit programme are described
and how we have made decisions to change the programme is included. The
Executive Lead is Carolyn Green.

5. Well Led - listening to our staff on teams on quality priorities: A summary
of feedback which has been received over the year and how we are listening to
that feedback, how decisions and prioritised were made in defining Physical
healthcare, Autism awareness, quality improvement and implementing ideas and
the evidence have been chosen. This section also includes information and the
posters we are using to inform our teams of our decisions. The joint Executive
Leads are Carolyn Green and John Sykes.

6. Well Led — Our Care Quality Commission (CQC) Action Plan Performance to
assure the public of our progress and commitment and that we now are off
trajectory for our timeline for completion in January 2018. The evidence
produced and performance in key operational and clinical areas of practice has
not been to the required level and has not been achieved and has been further
extended to the end of January and to April 2018 for some areas to ensure
improved performance and re-audit to ensure adequacy and completeness. We
have had our informal visit to our Substance Misuse service in February. We
have had targeted visits to the Older Adults ward in early March. We have
improved our position against the CQC action plan in February.

We have received the March 2018 publication Driving improvement which
are the Case studies from seven Mental Health Trusts moving from
requires improvement to a CQC rating of Good and their learning.

This has been shared with teams in their preparation for inspections and is
accompanied in additional documents for Board members. Our Trust Board was
supported by Lincolnshire Partnership NHS Foundation Trust in a Board
development day session on their learning and some of the themes shared with
the Board are included in this publication. One key aspect of their success was
the investment of leads in the divisional area/ core services areas dedicating two
days of their working week at least on preparations for inspection focusing upon
quality improvement. The Executive Lead is Carolyn Green.

Strategic considerations

1) We will deliver quality in everything we do providing safe, effective and
service user centred care.

2) We will develop strong, effective, credible and sustainable partnerships
with key stakeholders to deliver care in the right place at the right time.

3) We will develop our people to allow them to be innovative, empowered,
engaged and motivated. We will retain and attract the best staff.
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4) We will transform services to achieve long-term financial sustainability. X

Strategic considerations

To give an insight into our quality management and focus our reporting to the key
areas as key lines of enquiry and questioning by the Care Quality Commission as
our Quality Regulator and to provide assurance level information on our services and
their performance.

(Board) Assurances

Compliance with the key areas covered by the Care Quality Commission key lines of
enquiry and emerging clinical strategy and how this will influence the quality team in
developing practice.

Consultation

This paper has not been previously presented, but does reference information
available to the Quality Leadership Teams and Quality Governance Structures.

Governance or Legal issues

e Evidence of our compliance with the Health and Social Care Act 2008
(Regulation activities) Regulations 2014 Part 3 and CQC (Registration)
Regulations 2009 (Part 4).

e Children and Families Act 2014.

e The Care Act 2014.

e There are legal issues under the Regulatory Reform (Fire) Safety Order 2005,
the Health & Safety at Work etc. Act 1974 and the Health & Social Care Act
2010 contained within this Report.

e Care Quality Commission Regulations this report provides assurance to:-
Outcome 4 (Regulation 9) Care and welfare of people who use services
Outcome 10 (Regulation 15) Safety and suitability of premises

Outcome 11 (Regulation 16) Safety, availability and suitability of equipment
Outcome 12 Regulation 210) Requirements relating to workers

Outcome 14 (Regulation 23) Supporting staff

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

Children’s Act (1989)

Adoption and Children Act (2002)

Children and Young Peoples Act (2008)

Children and Families Act (2014)

O O O O O O

0O O O O
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Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the nine
protected characteristics (REGARDS people (Race, Economic disadvantage, Gender,
Age, Religion or belief, Disability and Sexual orientation).

There are no adverse effects on people with protected characteristics (REGARDS).

There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations / inequalities in access, experience and
outcomes are outlined below, with the appropriate action to mitigate or minimise
those risks.

Actions to Mitigate/Minimise Identified Risks

Any impact or potential impact on equality is considered as a key part of all our quality
work. Some of the examples are improving the equalities position for individuals and their
families are fully in line with our duties and responsibly and due regard.

Individuals with mental health and learning disabilities are often adversely affected by
economic disadvantage, due to the significant impact on life due to the period of iliness.

Recommendations
The Board of Directors is requested to:
1) Receive this quality position statement.

2) Gain assurance, be advised on safety.
3) Review its content and seek clarity or challenge on any aspect of the report.

Report presented by: Carolyn Green
Executive Director of Nursing & Patient
Experience

Report prepared by: Carolyn Green

Executive Director of Nursing & Patient
Experience
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Quality Position Statement

1. Safety — Always Events

Safety — Always events developed in the United States by the Picker Institute now
led by the Institute for Healthcare Improvement, laid the foundation for the IHI’s
Always event framework.

An Always Event® is a clear, action-oriented, and pervasive practice or set of
behaviours that provides the following:

e A foundation for partnering with patients and their families;

e Actions that will ensure optimal patient experience and improved outcomes;

e A unifying force for all that demonstrates an on-going commitment to person
and family-centred care.

Always Events are aspects of the patient experience that are so important to
patients, their care partners, and service users that health care providers must aim to
perform them consistently for every individual, every time.

NHS England are supporting NHS organisation are supporting. The Always Events
Toolkit is designed to support leaders and point-of-care teams in partnering with
patients/individuals and family members to co-design, reliably implement, and
sustain and spread Always Events to dramatically improve the care experience. Our
Lead professional for safety is leading a team of our staff to attend workshops on the
21 March 2018 always events and design pathway specific improvement projects.

An Always Event must meet four criteria:

1. Important: Patients and family members have identified the event as
fundamental to improving their experience of care, and they predict that the
event will have a meaningful impact when successfully implemented.

2. Evidence-based: The event is known to contribute to the optimal care of and
respect for patients and family members (either through research or quality
improvement measurement over time).

3. Measurable: The event is specific enough that it is possible to determine
whether or not the process or behaviours occur reliably. This requirement is
necessary to ensure that Always Events® are not merely aspirational, but also
quantifiable.

4. Affordable and Sustainable: The event should be achievable and sustainable
without substantial renovations, capital expenditures, or the purchase of new
equipment or technology. This specification encourages organizations to
focus on leveraging opportunities to improve the care experience through
improvements in relationship-based care and in care processes.

Action: the Quality committee will receive up-dates later in the year, on our
progress and implementation of this model. Our named teams are Children’s,
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Substance Misuse and Campus, specifically Cubley Male. This will form part of our
work towards Continuous Quality Improvement.

2. Caring

The Trust’s Psychiatric Teaching Unit has won accolades for its programme of
involving patients in the teaching and training of undergraduate medical students.
Here, colleagues involved in the programme share how it works and why patient
involvement is striking a chord with patients.

“People will forget what you said, people will forget what you did, but people will
never forget how you made them feel,” said Maya Angelou. It is no surprise that of
the more than 4,000 complaints the NHS receives every week, staff attitudes and
communication top the charts in the list of causes for complaint.

Almost two thirds are directed at medical and nursing staff members. Unresolved
complaints lead to significant distress to patients, carers and staff extracting a
significant human as well as financial cost.

Learning from complaints, completing the learning cycle. Feedback has the best
evidence for bringing about sustainable change and forms the basis for any quality
improvement (QI) programme. Patient complaints offer grassroots level raw data that
can be used to change practice and improve patient experience and outcomes.

One would think that learning from complaints would be a staple of staff learning and
development. In practice, clinicians are usually involved in individual complaints
received but hardly ever get systemic feedback about the complaints at service or
organisational level. Dealing with complaints at an individual level may resolve the
individual case but misses the opportunity to make systemic changes to address the
root causes of complaints.

Patient involvement in learning

Learning occurs best when it is set in the context of one’s practice and when it
creates an emotional resonance. Experiential learning creates deep learning and
real patient narratives can bring to life an otherwise dry topic. This experiential
learning can be made even more effective by combining it with feedback, as
discussed above.

The Psychiatric Teaching Unit in Derby has won accolades for its award-winning
programme of involving patients in the teaching and training of undergraduate
medical students. A characteristic feature of the award-winning programme has been
that expert patient involvement is not limited to sharing the personal narrative, but
instead includes providing direct feedback to students on their skills and attitudes
from a patient perspective.

Expert patient involvement has been consistently rated at over 90 per cent and is the
highest-rated element in students’ training.
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What did we do?

Combining QI with educational principles, we decided to use themes from patient
complaints to develop training for our colleagues. In line with our values, the training
was co-produced. The result of the analysis was in consonance with national trends.
Of the 159 complaints in the year, more than 60 per cent related to staff attitudes
and communication and only 10 per cent related to lack of service provision.

Thematic analysis demonstrated hot spots around patient interaction with non-
clinical staff and in staff interaction with patients with a diagnosis of personality
disorder.

A half-day training programme was designed by the psychiatric teaching unit. Firstly,
staff members were provided with local and national data — this challenged the belief
that most complaints would be related to sustained cuts in mental health funding.
Staff members were also surprised to learn that complaints from patients with
personality disorder were more likely to be upheld. This was followed by the personal
stories of two expert patients, who talked about their experience of services and
related actual incidents where staff attitudes had made them feel ignored, anxious or
otherwise upset and its impact on their self-esteem. The final session consisted of a
role play of scenarios based on the themes derived from the complaints.

The scenario was enacted by role players and using the technique of forum theatre.
The group was then asked to comment on what they thought needed to change. The
scene was then replayed, this time inviting the attendees to stop the scene whenever
they felt the ‘staff’ role did something wrong. The attendees would then direct the
role player to play an alternative and more appropriate response. Expert patient
teachers co-facilitated the learning experience with nursing and medical educators.

Sixty-five out of 68 delegates rated the training as excellent or very good and
highlighted specific areas in which they would change their attitudes (more
confidence/more empathy) or behaviour (more tolerant/more patient). This success
led to the training being rolled out to other staff groups.

Take-home points

1.

Use complaints as data for learning experience, not just for individuals but for
staff groups.

Humanise the learning from complaints by involving patients in designing and
delivering teaching tailored to address themes arising from complaints.

This post was co-authored by:

Dr Subodh Dave, Consultant Psychiatrist

Alexa Sidwell, Clinical Nurse Educator

Dr Sridevi Sira Mahalingappa, Consultant Psychiatrist

Simon Rose, Lived Experience Development Worker, Psychiatry Teaching
Unit
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In March 2018. Carolyn Green attended the Psychiatric Teaching Unit in Derby to
offer our experts by experience a certificate of thanks on behalf of the Trust Board,
for training our current and future workforce in their clinical training programme. A

celebration lunch was held and very good attendance form existing and some new
members of this effective expert by experience training programme.

3. Effectiveness and Responsiveness

Our accredited Psychiatric Liaison Teams at the Royal Derby Hospital and
Chestefield Royal Hospital, provide comprehensive advice, support and a
signposting service, where potential mental health and/or drug and alcohol issues
are identified. Following referral from a health professional in Accident and
Emergency (A&E) or an inpatient ward within the general hospital, the team will offer
an evidence based intervention, assessment and discharge process that covers all
aspects of mental health. The longer a person is waiting in A&E or in a bed within
the general hospital will clearly not be a positive experience. Also, research shows
that untreated mental health issues can lead to people spending longer in hospital
and to poorer physical health outcomes. Working in partnership with other clinical
colleagues, the Liaison Team is making sure that patients get the right help, at the
right time, in the right place. They also provide a vital educational resource to staff
throughout the hospital to raise awareness and understanding of mental health
needs and recognising the signs and symptoms. The teams’ continuing
performance around seeing people referred within one hour is depicted in the tables
below:

M Number of A&E Number of referrals % of referrals seen
onth .. s ier s
Liaison Referrals seen within one hour within one hour

Apr-17 364 336 92.31%
May-17 405 364 89.88%
Jun-17 374 344 91.98%
Jul-17 385 348 90.39%
Aug-17 343 302 88.05%
Sep-17 310 289 93.23%
Oct-17 332 307 92.47%
Nov-17 345 311 90.14%
Dec-17 355 321 90.42%

Liaison One Hour Waits 17/18

100.00%

90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
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The NICE guideline and specification for mental health liaison would require
services to meet the 1 hour standard.

A large number of accident and emergency teams across the country would
not meet this standard.

The Mental Health standard and five year forward view states Only a minority
of hospital Accident & Emergency (A&E) departments has 24/7 cover from a
liaison mental health service, even though the peak hours for mental health
crisis presentations to A&E are between 11pm and 7am. Too often, people in
mental health crisis are still accessing mental health care via inappropriate
models. By 2020/21 no acute hospital should be without an all age mental
health liaison services in emergency departments and inpatient wards.

In learning from other very serious incidents such as in Leeds, our two Trusts
services provide in-reach and advice to all acute wards on the continuation of
medicines and effective integrated clinical treatment.

Action. Although the trust is currently compliant with the Five year forward
view, monitoring of the staffing, effectiveness and responsiveness of these
teams is important to ensuring a safe and sustainable service.

4. Well led - Quality visits

The quality visit programme has been running for many years and after
nearing eight years it is important to take time to take stock and reflect.

A number of listening events have taken place to listen to the views of
individuals undertaking quality visits, listing to our staff who led quality visits
and weighing up the benefits and added value of this Board, Governor and
Commissioner Service visiting programme.

The model has been reviewed taking into account cross cutting themes and
feedback. Overall one division in particular asked for a full cessation of quality
visits, although the feedback provided by some of the neighbourhood teams
has been listened too. The model has been adapted significantly on their
feedback, the quality visit programme will continue with adaptations. This
includes the removal of the performance data, the scoring and the move to
inquisitive enquiry not of the CQC key lines of enquiry but to the named
quality priorities only. A shortlisting panel, of a wider set of staff and trust wide
voting of all colleagues on the winner of the Quality improvement awards.

We would like to offer thanks to all commissioners, governors and colleagues

who have provided their time to run the quality visit programme and in
providing their feedback.

The Nursing and Quality team will be confirming the next round of Quality
visits and commencement dates in April 2018.
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5. Well Led - listening to our staff on teams on quality priorities

Over the last year in trust management performance management
meetings and in contact with Executive team members.

Divisional teams have feedback that they would like more feedback on
the quality priorities and clarity on responsibilities

How are they developed?

Can they be divisional specific rather than weighted towards mental
health?

Can they be published before the beginning of the year?

Can the specific measures be included how they are measured?
Can they be reduced and less of them?

Can we review them as we have achieved some of them, such as Think
Family?

Can they be less operationally driven e.g. not all about CQUINs and
clinically focused.

8. The Nursing and Quality directorate are responsible for CQUIN
achievement, aren’t they?

N —

o0k W

~

Derbyshire Healthcare Corporate Children, young | Learning Mental Health | Mental Health — Central Services
Qunlxy Priorities people and Disabilities - Campus Neighbourhoods
2018 and 2019 families (Central) Substance Misuse
1 [ Physical 2018 Developing EPR Meeting Physical Meeiing Physical Meeting Physical Mesting FPhysical Healthcare | Meeting Physical Health care
Healthcare and technological Healtheare Strategy Healthcare Strategy Healthcare Strategy Strategy standards and the | Strategy standards
2019 | solutionsto help our | standards standards standards and the CQUIN requirements for
teams CQUIN requirements | health checks. Progress and work on the
Delivering EHCP and Delivering compliance | for health checks High need support group (157)
conversions as per with Annual Health offering interventions
contract checks and Lead the
Greenlight toolkit
Z | Deliver all 2018 | Offer leads for each | Complete the CYP Work on all appropriate | Work on all appropriate | Werk on all appropriate Work on all appropriate
named specific CQUIN and enable | Transiton CQUIN and CQUINs CQUINs CQUINs CQUINs
2019 | teamstosucceed | succeed
CQUINSs or Undertake Autism Undertake Autism Undsrtake Autism Deliver your TOPS outcomes
contractual Undertake Autism awareness training awareness fraining awareness training
targets awareness training Undertake Autism awareness
training
Relapse 2078 | Developing EPR Contribule o one of e | A well-rounded A well-rounded person- | A well rounded healthand | A well rounded psychological
3. | reduction and and technological | Tollowing: personal health plan | centred health plan psychological plan that and health plan that identifies,
X 2019 | solutions to help our that identifies, that identifies, identifies, relapse signature | relapse signature and
harm reduction teams care plan Achieving Baby Friendly | prevention and prevention and and prevention reduction of | prevention reduction of
well status/ A personal health | reduction of avoidable | reduction of avoidable | avoidable admission avoidable admission
or family support plan i A | admission admission
plan to reduce
deterioration which
results in avoidable
Being effective 2018 Revise the Quality Implement on NICE Implement on NICE Implement on NICE Implement on NICE Implement on NICE guideline
Implement Visit programme- o | guideline per feamora | guideline perteamor a | guideline per leam ora | guideline per team or & per team or a named piece of
¥ 2019 | anew model named pisce of research, | named piece of named pisce of named piece of ressarch research, best practice from
4 | existing NICE or best practics from research, best practice | research, best practice | best practice from another another team and show
best practice / ancther team and show | from anotherteam and | from another team team and show outcomes | outcomes
Developing outcomes: show outcomes and show outcomes.
another teams
good idea in your
team
Quality 2018 | Design a new Develop a pathway Develop a pathway Develop a pathway Develop a pathway specific | Develop a pathway specific
5 | improvement- Quality specific clinical strategy | specific clinical specific clinical clinical strategy and clinical strategy and
F 2019 | Improvement and undertake one QI strategy and undertake | strategy and undertake | undertake one QI project undertake one QI project
using your strategy and define | project one QI project one QI project.
ideas agreed CAMPUS —may use
Develop and methodology toolkit RED to GREEN
implement t using that can be used
recommended
methodology

This year the Nursing and Quality team have endeavoured to ensure that contract
discussions had progressed early enough to respect our commissioner’s needs to
input into these developments. This has occurred.

In addition we have taken themed learning from serious incidents as we have in
previous years such as Think Family and Family inclusive practice which were
identified as a specific need in a Serious case review, a very serious incident and it
in serious incident reviews to identify Trust improvement areas.

1. We have specifically retained Physical Health as we have more work to do in
this area and we have published a Physical Healthcare Strategy which has
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cross cutting themes based upon prevention, intervention and our clinical
team’s contribution reducing the mortality gap which is founded in all of our
services.

We are committed to achieving our contractual requirements and CQUINS,
and we have developed CQUIN scorecards to help divisions to convey and
measure their CQUIN performance and ensure Trust wide contribution and
collective achievement of our contractual clinical standards.

The quality priorities have been widened to encompass our Trusts change
from a focus upon achieving compliance. To maintain compliance and
achieving continuous quality improvement and refining our effectiveness.

The Quality priorities have been published in mid-March and they were
developed by listening to feedback (Team based quality improvements and
sharing practice NICE, SIRI — Relapse prevention/ reduction plans),
consideration of safety and learning needs (Autism), learning from complaints
(Autism) and the joint directors who are accountable for quality defining the
Trust priorities.

The quality priorities have been reduced and achievements and learning over
a two year period have been consolidated and a more significant change to
the Quality priorities has been undertaken.

The feedback that the quality priorities should be less operationally driven and
focused upon clinically quality improvement and focused upon the evidence
and learning has been implemented. This also incorporated feedback from
surveys and feedback in the Quality improvement strategy.

The Nursing and Quality directorate are responsible for co-ordinating the
CQUIN programme and enabling achievement, and the new model has more
definition on how we achieve and measure our Trust required objectives.

CQUIN score card — which CQUINs will you be working on?

Key Core part of division: Division contributes:

National CQUIN 2018/2019 Campus Neighbourhood | Children’s Central |Corporate

CQUIN

1ar Improvement of health and wellbeing of NHS staff

CQUIN

1b: Healthy food for NHS staff, visitors and patients

CQUIN | Improving the uptake of flu vaccinations for front line staff
1c: within Providers

Improving physical healthcare to reduce premature
mortality in people with SMI: Cardio metabolic
assessment and treatment for patients with psychoses

CQUIN

Improving physical healthcare to reduce premature
mortality in people with SMI: Collaborating with primary
care clinicians

CQUIN
3b:

CQUIN | Improving services for people with mental health needs
4 who present to A&E

CQUIN | Transitions out of Children's and Young People's Mental
5: Health Services (CYPMHS)

CQUIN | Preventing ill health by risky behaviours - tobacco
9a: screening

CQUIN | Preventing ill health by risky behaviours - tobacco brief
9b: advice
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7. Well Led - Care Quality Commission Comprehensive — Completing Our
Action

The performance this month has been disappointing. We continue to have 14
remaining actions on the 2016 comprehensive plan and 4 remaining action on
the 2017 plan. Leaders have not been able to make the requisite improvements
and provide additional evidence in both appraisal, supervision and in some
training areas.

There has not been enough sustained improvement in copies of care plans
being evidence in the clinical record. There remains further evidence required in
community mental health settings in the full and quality standards of assessment
mental capacity act and care planning.

The residual areas, although improved are inconsistent and sustained
improvement is required before completion of care pathway level outstanding
recommendation’s. There has been limited movement in February 2018.

Action: We continue to make progress on our CQC action and improvement plan
and we will continue to ensure that these recommendations and final actions are fully
delivered. We look forward to meeting all of our essential standards and providing
maintenance of our compliance levels to refocus our attentions to continuous quality
improvement, innovations and an ever increasing solution focused approach to our
staff and our community.

Report prepared by: Carolyn Green
Executive Director of Nursing and Patient Experience

Report presented by: Carolyn Green
Executive Director of Nursing and Patient Experience
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Derbyshire Healthcare NHS Foundation Trust
Report to the Quality Committee 8 March 2018

Learning from Deaths - Mortality Report

Purpose of Report

To meet the requirements set out in the 'National Guidance on Learning from

Deaths which outlines that the Trust is required to collect and publish on a quarterly

basis specified information on deaths.

Executive Summary

In line with the CQC's recommendations in its review of how the NHS investigates
patient deaths, the National Quality Board published a new national framework for

NHS Trusts - ‘National Guidance on Learning from Deaths'. The purpose of the new

framework is to introduce a more standardised approach to the way NHS Trusts

report, investigate and learn from patient deaths, which should lead to better quality

investigations and improved embedded learning

Progress to date includes:

Production of a Learning from Deaths Procedure

Development of a Mortality Review Group which has been focusing on
developing the systems and processes to support review and learning from
deaths

Appointment of a Mortality Technician to support processes for learning from

deaths

Self-assessment against requirement for family and carer involvement in
deaths

Implementation of new database which now captures:

- Improving access to psychological therapies (IAPT)

- Deaths of patients who had died on a waiting list

- Ability to capture all patient deaths

Provision of data to date to enable analysis and review

Application to NHS Digital

Challenges include:

Reviewing of all deaths as outlined in the national guidance
Time constraints
Delay in obtaining cause of death

" National Guidance on Learning from Deaths. National Quality Board. March 2017
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Strategic Considerations (All applicable strategic considerations to be marked with
Xin end column)

1) We will deliver quality in everything we do providing safe, effective and
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships
with key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered,
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability.

Assurances

e Supports Board Assurance Risks re failure to achieve clinical quality standards
required by our regulators which may lead to harm to service users

e Assurance that the Trust is following recommendations outlined in the National
Guidance on learning from Deaths — A Framework for NHS Trusts and NHS
Foundation Trusts on Identifying, Reporting, Investigating and Learning from
Deaths in Care

Consultation

Deputy Director of Nursing and Quality Governance , Medical Director and Executive
Director of Nursing and Patient Experience

Governance or Legal Issues

e There are no legal issues arising from this Board report
e Care Quality Commission Regulations - this report provides assurance to:
o Outcome 4 (Regulation 9) Care and welfare of people who use services
o Outcome 14 (Regulation 23) Supporting Staff
o Outcome 16 (Regulation 10) Assessing and monitoring the quality of service
provision
o Regulation 20 Duty of Candour

Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the
nine protected characteristics (REGARDS people (Race, Economic disadvantage,
Gender, Age, Religion or belief, Disability and Sexual orientation)).

There are no adverse effects on people with protected characteristics X
(REGARDS).
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There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations /inequalities in access, experience
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks

We are making an assertive effort to ensure that there is attendance from the multi-
disciplinary team to ensure a quorum. This is been monitored through the Mortality
Review Group and Executive Serious Incident Group

Recommendations

The Quality Committee is requested to accept this Mortality Report and agree for it to
be published on to the Trust website prior to end of March 2018, as per national
guidance.

Report prepared Rachel Williams

and presented by: Lead Professional for Patient Safety and Patient Experience
Aneesa Alam
Mortality Technician
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Learning from Deaths - Mortality Report
1. Background

In line with the CQC's recommendations in its review of how the NHS investigates
patient deaths, the National Quality Board published a new national framework for
NHS Trusts - 'National Guidance on Learning from Deaths?'. The purpose of the new
framework is to introduce a more standardised approach to the way NHS Trusts
report, investigate and learn from patient deaths, which should lead to better quality
investigations and improved embedded learning.

The Guidance has outlined specific requirements in relation to reporting
requirements. From April 2017, the Trust is required to collect and publish specified
information on deaths quarterly. This should be through a paper and Board item to a
public Board meeting in each quarter to set out the Trust’s policy and approach (by
end of Q2) 2017-2018 and publication of the data and learning points by Quarter 3
2017/18.The Trust should include the total number of inpatient deaths and those
deaths that the Trust has subjected to case record review. Of these deaths subject to
review, we are asked to consider how many of these deaths were judged more likely
than not to have been due to problems in care.

This report outlines the information required to be reported by the end of Quarter 4.
2. Current position and progress

e Learning from Deaths Procedure approved through Public board papers

e Application for NHS digital continues and the Trust is currently awaiting an
outcome this allows the Trust to gather cause of death from a national
database.

e The Mortality Review Group has chosen to use an amended form based on a
national review tool called PRISM, as the alternative Structured Judgement
Review tool did not meet the requirements for Mental Health case note
reviews.

e Since the publication on the last Mortality Report, the Trust has implemented
a new database which now captures:

o People receiving a service from Improving Access to Psychological
Therapies (IAPT)

o Deaths of patients who had died whilst on a waiting list

o All children deaths

2 National Guidance on Learning from Deaths. National Quality Board. March 2017
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3. Data Summary

Total
Deaths 195 212 229 178 204 194 184 169 224 260 145 2194
Per Month

Deaths of
patients
ona 49 45 36 41 48 51 30 38 48 62 32
Waiting
List

480

Inpatient
Deaths

Learning
Disability 2 1 1 2 4 4 0 5 4 4 2 29
Deaths

Correct as at 27.02.2018

Since April 2017 the Trust has received 2194 death notifications of patients who
have been in contact with our service. Initially, the Trust recorded all deaths of
patients who had contact within the last 12 months but this was changed after
discussion with Commissioners to contact within the last 6 months. This took effect
from 20t October 2017.

4. Review of Deaths

From 1st April to 27 February 2018, 183 deaths were reported through the Trust
incident reporting system (Datix). Of these, 177 have been reviewed through the
process of the Untoward Incident Reporting and Investigation Policy and Procedure,
and 6 (new) incidents were awaiting review. 22 incidents warranted a further
investigation (extended Initial Service Management Review (ISMR) / Peer Review /
two person investigation) and 72 incidents had been closed to the Serious Incident
Group. 83 incidents remain open to the Serious Incident group.

The Trust has recorded ten inpatient deaths, of all which have been reviewed under
the Untoward Incident Reporting and Investigation Policy and Procedure.

Only deaths which meet the criteria below are reported through the Trust incident
reporting system (Datix) and these are also reviewed using the process of the
Untoward Incident Reporting and Investigation Policy and Procedure;

Any patient open to services within the last 6 months who has died and meets the
following:

e Homicide — perpetrator or victim. (This criteria only relates to patients open to
services within the last 6 months)
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Domestic homicide - perpetrator or victim (This criteria relates to patients
open to services within the last 6 months)

Suicide/self-inflicted death, or suspected suicide

Death following overdose

Death whilst an inpatient

Death of an inpatient who died within 30 days of discharge from a DHCFT
hospital

Death following an inpatient transfer to acute hospital

Death of patient on a Section of the Mental Health Act or Deprivation of
Liberty Safeguards (DoLs) authorisation

Death of patient following absconsion from an inpatient unit

Death following a physical restraint

Death of a patient with a learning disability

Death of a patient where there has been a complaint by family / carer / The
Ombudsman, or where staff have raised a significant concern about the
quality of care provision

Death of a child (and will likely be subject to scrutiny by the Child Death
Overview Panel)

Death of a patient open to safeguarding procedures at the time of death,
which could be related to the death

Death of a patient with historical safeguarding concerns, which could be
related to the death

Death where a previous Coroners - Regulation 28 has been issued

Death of a staff member whilst on duty

Death of a child under the age of 18 of a current or previous service user who
has died in suspicious circumstances

Where an external organisation has highlighted concerns following the death
of a patient whether they were open to the Trust at time of death or not

5. Learning from Deaths Procedure

The Mortality Review Group has currently case reviewed 13 deaths. This was
undertaken by a multi-disciplinary team and it established that of the 13 deaths
reviewed, 11 have been classed as unavoidable and 2 have been sent for further
investigation under the Untoward Incident Reporting and Investigation Policy and
Procedure. The Mortality Review Group is currently reviewing deaths of patients who
fall under the following ‘red flags’

Patient on end of life pathway, subject to palliative care
Anti-psychotic medication

Referral made, but patient not seen prior to death
Death of patient on Clozapine

Initial analysis of death notification information shows the most prevalent causes of
death are:

Alzheimer’'s Dementia
Old Age
Pneumonia
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6. Analysis of Data

6.1 Analysis of deaths per notification system

/
Deaths per notification system
3000
PARIS, 2066
= 2000
"
Z 1000
IAPT, 16 SystmOne, 112
0
\_ Total
IAPT PARIS SystmOne Total
System 16 2066 112 2194

The data above shows the total number of deaths reported by each notification
system. The majority of death notifications were predominately pulled from PARIS,

as we would expect as this clinical record system is aligned to our largest population

of patients and a population at greatest risk of death. 112 death notifications were

pulled from SystmOne and 16 from IAPT.

6.2 Deaths by gender

The data below shows the total number of deaths by gender. There is very little
variation between male and female deaths; 1101 male deaths were reported

compared to 1093 female

Total deaths per gender

1600

1397

1347

1400

1200

1000

800
600

200

Total

® Female

o Male
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6.3 Death by age group

Total deaths per age group

120 *

100

80
60

40 T
ZOL__.__...__“.lhIJJ I

Total

The youngest age was classed as 0 and the oldest age was 107 years, an increase
from the previous report of 105 years. Most deaths occur within the 85-90 age
groups( indicated by the star).

15 children’s deaths had been investigated by the Child Death Overview Panel
(CDOP) and have been closed.

6.4 Learning Disability Deaths

Total deaths open to LD services Count
Known of
2500 toLD deaths
2000
No 2172
1500
B No
1000 B Yes yes 22
Total 2194
500

Total

The Trust currently sends all Learning Disability deaths that have been reported
through the DATIX system to the Learning Disabilities Mortality Review (LeDeR)
Programme. Currently the Trust are unable to ascertain how many of these deaths
have been reviewed through the LeDeR process. LeDeR only look at a sample of
overall deaths, and are unable to tell us if our patients have been part of that sample.
The Trust however reviews all Learning Disability deaths.
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6.5 Death by Ethnicity

2000 1791
1800
1600
1400 B Not Known
1200 M Other Ethnic Groups - Any other
1000 ethnic group

800 White - Any other White

600 background

o B White - British
400 258
200 7 B White - Irish
0 -
Total

The top 5 recorded deaths per ethnicity group are highlighted above. White British is
the highest recorded group with 1791 recorded deaths, 258 deaths had no recorded
ethnicity assigned. The chart below outlines all ethnicity groups.

Ethnicity Death count
Asian or Asian British - Any other Asian background 7
Asian or Asian British - Bangladeshi 2
Asian or Asian British - Pakistani 3
Pakistani 1
Indian 14
Caribbean 12
Mixed - White and Black Caribbean )
Mixed - Any other mixed background 5
Other Ethnic Groups - Any other ethnic group 27
Other Ethnic Groups - Chinese 1
White - British 1791
White - Irish 16
White - Any other White background 52
Not Known 230
Not stated 28
Grand Total 2194

7. Recommendations and learning

Below are examples of the recommendations that has been undertaken following the
review of deaths either through the Untoward Incident Reporting and Investigation
Policy and Procedure or Learning from Deaths Procedure. These recommendations
are monitored by the Patient safety team and are allocated to specific team and
individual’'s to be completed. This is not an exhaustive list.

1. Briefing to be circulated regarding 'Duty of Candour’ and the MHA 1983:
Code of Practice (Department of Health, 2015), patients should be fully
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involved in decisions about care, support and treatment’, and that the "views
of families, carers and others should be fully considered when taking
decisions.

2. Inpatient teams to be re-briefed on the principles of Clinical risk management
and relapse planning, specifically in relation to inpatient care planning and
discharge planning.

3. Inpatient team to be briefed on record keeping standards, specific
involvement of patient and views of carers.

4. The Clinical Operational Assurance Team (COAT) to consider/review the
communication problems identified in the report between the Inpatient and
Outpatient team and advice as to systems that need to be in place to
overcome/address potential communication barriers

5. The Clinical Operational Assurance Team (COAT) to consider the need for
identifying patients who due to their complexity require a comprehensive case
summary to inform clinicians in situations (frequent occurrence) when it would
not be possible to review all records in the time span available, for example,
admitting Doctors/Nurses.

6. Confirmation required in relation to requirements for the trust when a patient
has a diagnosis of Hepatitis C positive and our responsibilities to notify
statutory bodies

7. To review the arrangements within the team where the Care Co-ordinator is a
part-time worker.

8. Access across both Paris and SystmOne for all children’s services staff to be
considered.

9. A communication system in the team to be considered which is consistent and
includes a back up to ensure the team know messages have been received
such as a ‘read message’ response set up as a default on the email system
for all clinicians.

10. Consideration needs to be given to maximum caseloads and workload in
general and the impact of this

11.Liaison Team Wi-Fi and accessibility to main computer to be reviewed.

12.1t is recommended that CRHT develop how they offer support and make
contact with families and carers at assessment, including an information
leaflet.

13.The depth and assessment of suicidal thoughts need exploration alongside
consideration of protective factors when assessing suicidal ideation

14.Exploration of consent regarding families and carer with the service receiver,
especially when a person has not given consent to contact.

15.To approve an Operational Policy for Liaison South.

16.To scope the possibility of being able to share information between Paris and
SystmOne for community patients

17.The lead for Positive and Proactive Support Training to review the training
requirements for all Rehabilitation services

18. Service planning for people with highly complex non-psychosis mental iliness
to be included in the responsive communities sustainability and transformation
plan

19.The purpose and quality of inpatient admissions to be addressed collectively
through the Bed Optimisation Project and the CRHT [Crisis Resolution Home
Treatment Team] review
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20.To review policy in relation to relapse signature and guidance on relapse
reduction, care planning and reviewing clinical history
21.Possibility of an information sharing agreement to be pursued with Pennine
Care Trust. This would include reciprocal system access.
22.Learning review to discuss importance of exploring family/ carer concerns
regarding relapse indicators, when it is advisable to access previous paper
records and reciprocal communication with other organisations that work with
service users on clinician caseloads.
23.Scope an improvement project with 3 outcomes:
a. Staff support in waiting list management
b. Improvement on patient flow and discharge
c. Improvement work on support worker role including scope of practice
on what work cannot be undertaken
24. Information sharing from Derbyshire Constabulary in relation to the Peer
Review has been identified as an issue and will need to be addressed within
the multi-agency partnership
25.For Substance Misuse services to undertake an audit to establish if physical
health monitoring is undertaken on assessment and at least annually, which
would include staff ensuring annual reviews have been completed via the GP.
26.1t is recommended that there is greater exploration around family involvement
when a person is open to CRHT. There needs to be a change with regards to
viewing family involvement on a continuum rather than a ‘yes or no’ answer.
27.Scope the possibility of a message system built into Paris which is easily
accessible and which flags up urgent messages.
28.Liaison Team South to utilise a standard assessment proforma.
29.Consider the notification system for MHA expiry of detention as well as the
regularity of reviews of the Safety Assessment for inpatients
30. Revisit policies in relation to transfer, both operationally and clinically, to
ensure that they include systems — particularly in relation to communication
that would mitigate against such gaps in care occurring in the future.
31.Paris to develop a way of tracking actions related to admission or care stays.
32.Re-iteration of standards for assessment of Waterlow Score as an
assessment for Tissue Viability as per Trust policy
33.Body Map to be completed within 4 hours of admission
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Drug Related Deaths

The Trust has undertaken a six year review of drug related deaths (DRD). The Trust
receives notifications of deaths from the police, hospital, family, General Practitioner
and through SystmOne and the DRD alert.

All DRD are reviewed through the DRD steering group. The Trust has a compressive
strategy which is evidence based, has recovery focussed interventions and aims to:

Reduce illicit and other harmful drug use

Increase the rates of people recovering from their dependence
Integrating prison and community

Recruitment of National Recovery Champion answerable to the Home
Secretary and a new Home office board.

Age range at death

30

25

20
15
10
5
e W H RN ,-,I,l,.ﬁ

22-27 27-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69
Agerangein years

Number of clients

The graph above outlines the number of DRD by age group from 2012-2017
The below graph shows the deaths of those who were engaged in treatment at the
time and those who had left treatment in both planned and unplanned ways
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In total 86% (99) died whilst in treatment and 14% (16) died within the first 12
months after exiting treatment.

In Derby City 46% (53) of patients died whilst engaging in services and 7% (8) died
after leaving treatment.

Derbyshire county recorded that 42% (48) of patients died during treatment and 5%
(6) died after leaving treatment. A total of 15% (17) service users died whilst not in
receipt of opiate substitution therapy (OST), the reasons for this varied but included
incidence of nonattendance and failure to pick up medication from the chemist.

To further understand the circumstances surrounding these deaths, a review of
patient’s treatment progress was undertaken for those in treatment and a review into
the present circumstances for those discharged from treatment.

From the 99 in-treatment deaths reviewed, (62) 53% were having their medication
reduced. Within the group who were reducing their medication, (32) 62% of them
were regularly testing positive to opiates and other drugs. Information was not
available for everyone due to a lack of data.
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Cause of death

Other, 21

Suicide, 5

Overdose, 56
Sepsi, 9

Liverdisease,
21

Further Analysis of the 115 deceased patients:

20 people died of liver disease. Of these 16 were known to have a diagnosis
of Hepatitis C.

64 were parents (at the time of triage)

108 were recorded as unemployed / on benefits (at the time of triage)

61 were recorded as drinking alcohol daily (at time of triage or evidenced in
recent key work sessions)

109 were recorded as being smokers (in ISMRs or key work sessions). Eight
had no data.

79 were recorded as living in isolation (at the time of triage) — such as living in
hostels, B&Bs, and sofa surfing or on their own

The total number of people diagnosed with Hepatitis C was 37.

Key recommendations following review of Drug Related Deaths

Treatment System

To segment the treatment population to gain a better understanding of the
recovery potential of different groups and target interventions more
appropriately. (Medications in Recovery 2010).

To consider implementing prior to discharge a check list that ensures each
service user has sufficient recovery capital. An individual’s recovery capital is
one of the best predictors of sustained recovery. (Medication reductions alone
will nearly always result in relapse).
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e Treatment should be more attentive to the comorbid health conditions faced
by older adults, unique prescribing / health clinics need to be considered for
this group.

e Recognition needs to be given to liver disease and Hepatitis C. This group
require more joined up working and a different approach needs to be applied.

e Review current practice to identify gaps and where appropriate provide
training

e All clients with an unknown Hepatitis C status should be tested

e Clients with an existing active Hepatitis C positive status to be referred for
treatment

e For clients who refuse to be tested, the reason should be recorded and
counter signed by the service user, and re-testing should also be reoffered
every 6 months.

e Clients who continue to be involved in high risk behaviour should be routinely
retested

e Review existing Hepatitis C treatment pathways

e Set up an Hepatitis C prescribing clinic where appropriate in order to
maximise health gains and to embed expertise within this clinic from external
sources.

e To influence local authorities to take this public health issue more seriously.

e To ensure Hepatitis C literature is available on assessment and where
possible we need to develop intervention materials for all.

¢ Roll out of dry blood spot testing that includes rapid blood testing for positive
reactions to the blood spot testing.

e Always check the Hepatitis status of females requesting pregnancy tests.

e Develop a vision and framework for recovery that is visible to people in
treatment, owned by all staff and maintained by strong clinical leadership.

e Create space for staff to discuss and share concerns / good practice within a
backdrop of targets that can challenge safe practice.

e Optimisation of opiate substitution therapy should be standard for all those
that require it

e Treatment providers to be more community facing, in line with the Trust’s
vision, and work more effectively with community based organisations.

e There are weekly Multidisciplinary meetings (where staff from several different
professional backgrounds come together to share information). In practice,
these are limited to only Trust staff coming together. Once per month the
multidisciplinary meetings need to be dedicated to social care cases where
Health Visitors and Social Workers are invited as routine. This approach
needs to be normalised and embedded into practice.

Prescribing

e There was little evidence of rationales around prescribing decision making.
When making a medication choice with an opioid dependent patient the NICE
TA114 recommends that prescribers consider three factors.

o Risk and Benefits of each treatment, (Safeguarding children)

o Diversion and Misuse (Risk of death to others if medication is passed on)

o Mental and Physical Health (Comorbidities, Cognitive and Emotional
Effects, Mortality Risks)
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e Drug Interactions (Interactions with other medications including alcohol,
benzodiazepines and other prescribed medication). Both consultants to
ensure all prescribers justify their prescribing decisions by taking into account
the above as in line with NICE guidance.

e This report has highlighted a growing theme of medication reductions
regardless if the patient is still using drugs. A reduction in medication has the
potential to cause more harm to the patient and to the community. A review of
all reductions would be clinically prudent to ensure this is being managed in a
safe and effective way.

e Derby City to review the use of Daily Supervised Consumption and to ensure
it is in line with NICE guidance and is being used as a supportive measure.
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Derbyshire Healthcare NHS Foundation Trust
Report to the Board of Directors — 28 March 2018

Strategy Refresh 2018-21

Purpose of this Report

Following agreement by the Trust Board in November 2017 to refresh the strategy
and to revise the vision and values it was necessary to update the current document
— The Trust Strategy 2016-21. The purpose of this report is to present the DRAFT
Strategy Refresh for 2018-21 to the Trust Board for approval.

Executive Summary

Our strategy was developed in early 2016 to meet the needs of our service receivers
and to help colleagues understand their role in achieving the vision. It set out the
direction of travel for Derbyshire Healthcare NHS Foundation Trust for the five years
2016-21 within the context of the wider health and care agenda, both nationally and
locally. The strategy was written to provide a clear and concise vision for the future
in order to deliver a “...proactive and preventative approach to reduce the long term
impact for people experiencing mental health problems and for their families, and to
reduce costs for the NHS and emergency services” (Five year forward view for
Mental Health — Feb. 2016, NHS England).

However, since that time a number of things have happened which has meant that it
was necessary to update the strategy to make it appropriate to our colleagues and
external stakeholders.

There were three key reasons for refreshing the strategy:

e The Trust’s vision was updated in December 2017 as a result of feedback from
our colleagues. Colleagues told us that they wanted a simpler, clearer vision of
what the Trust will achieve in the years ahead. This was taken into account
along with ideas on what makes Derbyshire Healthcare special.

e The proposed merger with Derbyshire Community Health Services NHS FT was
not progressed following a Board decision in July 2017. It was agreed that with
the proposed changes at a system level many of the clinical benefits could be
achieved without a full merger. Therefore the strategy needed to reflect this
change.

¢ In the original strategy (2016) reference was made to how the Sustainable
Transformation Partnership (STP - now Joined-up Care Derbyshire) objectives
would be delivered. However, much of the STP progress was stalled. The STP
structure was reformed in the spring/summer of 2017 and this has made it
clearer on the part Derbyshire Healthcare plays in the wider health and care
economy.

We have taken the opportunity through the strategy refresh, to more clearly articulate
intentions around:

e How we aim to put people first in order to live our values
e How we develop our leaders to create the environment where people experience
our values
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e How the work of Derbyshire Healthcare fits within system-wide and partnership
working.

Strategic Considerations

1) We will deliver quality in everything we do providing safe, effective and X
service user centred care

2) We will develop strong, effective, credible and sustainable partnerships X
with key stakeholders to deliver care in the right place at the right time

3) We will develop our people to allow them to be innovative, empowered, X
engaged and motivated. We will retain and attract the best staff.

4) We will transform services to achieve long-term financial sustainability. X

Assurances

e Our Refreshed Strategy 2018-21 takes into account the views of our
colleagues through wide consultation

e The refreshed strategy will enable the Integrated Performance Report to link
to key measures and provide monthly progress to the Trust Board

e Itis aligned to the work of Joined-Up Care Derbyshire and provides a clear
link to system plans

Consultation

The refreshed strategy has been widely consulted on internally via the following
groups of staff:

Executive Leadership Team
Trust Management Team
Trust Medical Advisory Council
Staff Forum

A number of other colleagues have commented and assisted with the development
of the refreshed strategy.

All comments have been considered and incorporated.

N.B. Please note that following Trust Board approval the plan requires further design
work and branding.
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Governance or Legal Issues

There are no direct legal or governance issues associated with this plan. Where the
changes or actions identified within the plan are implemented the specific
governance or legal issues will be considered.

Public Sector Equality Duty & Equality Impact Risk Analysis

The author has a responsibility to consider the equality impact and evidence on the
nine protected characteristics (REGARDS people (Race, Economic disadvantage,
Gender, Age, Religion or belief, Disability and Sexual orientation)).

There are no adverse effects on people with protected characteristics
(REGARDS).

There are potential adverse effect(s) on people with protected characteristics
(REGARDS). Details of potential variations /inequalities in access, experience
and outcomes are outlined below, with the appropriate action to mitigate or
minimise those risks.

Actions to Mitigate/Minimise Identified Risks — not applicable

Recommendations
The Board of Directors is requested to:

1) Note the contents of the plan and be assured that there has been wide
consultation.

2) Approve the Refreshed Trust Strategy for 2018-21 (subject to final design
work and branding)

Report prepared Lynn Wilmott-Shepherd
and presented by: , Interim Director of Strategic Development
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Forward by Chief Executive Officer

Welcome to our refreshed Trust strategy (2018 — 2021)
|

We find ourselves at an exciting point in the development of our Trust. This
strategy is important because it identifies the common purpose all of us who work
in the Trust share, the way we go about doing business and what outcomes people
can expect to see from us over the next few years.

It is important to refresh our strategy because as a Board of Directors we have
recognised the absolute need to focus on ‘people first’ and by that we mean
colleagues who work in the Trust. We are clear that only by doing this, can we
together, create a culture that supports continuous improvement, that learns from
mistakes and promotes innovation. Focusing on people will enable us to attract
colleagues to work with us and will ensure we create new and exciting roles to give
more opportunity for personal development.

Whilst we have identified four broad strategic objectives or areas for action, we
will, together, constantly review what the 2 or 3 key priorities under each area are,
if we have made improvements and if we need to change our focus.

Things are changing in our wider health and social care environment too,
a focus on delivering care as close to home as possible, more
collaboration across clinical pathways and a focus on prevention; all

R things we need to take into account when working together to refine and
' improve how we deliver our services
\ Our strategy should be read in conjunction with our Divisional ‘plans on a
S D@FDVShire Healthcare page’ that add more detail to how each area will deliver the vision and
objectives

I look forward to working together to make our strategy a reality for the
people of Derbyshire
Ifti Majid

. ; Page 6 of 28
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Introduction

Background and context

What is a trust strategy?

Our strategy was developed in early 2016 to meet the needs of our
service receivers and to help colleagues understand their role in
achieving the vision. It set out the direction of travel for Derbyshire
Healthcare NHS Foundation Trust for the five years 2016-21 within
the context of the wider health and care agenda, both nationally and
locally. The strategy was written to provide a clear and concise vision
for the future in order to deliver a “...proactive and preventative
approach to reduce the long term impact for people experiencing
mental health problems and for their families, and to reduce costs for
the NHS and emergency services” (Five year forward view for Mental
Health — Feb. 2016, NHS England).

However, since that time a number of things have happened which
has meant that it is important to update the strategy to make it
appropriate to our colleagues and external stakeholders. There were
three key reasons for refreshing the strategy:

e The Trust's vision was updated in December 2017 as a result
of feedback from our colleagues. Colleagues told us that they
wanted a simpler, clearer vision of what the Trust will achieve in
the years ahead. This was taken into account along with ideas on
what makes Derbyshire Healthcare special.

» The proposed merger with Derbyshire Community Health Services
NHS FT was not progressed following a Board decision in July
2017. It was agreed that with the proposed changes at a system
level many of the clinical benefits could be achieved without a full
merger. Therefore the strategy needed to reflect this change.

* In the original strategy (2016) reference was made to how the
Sustainable Transformation Partnership (STP - now Joined-up
Care Derbyshire) objectives would be delivered. However, much
of the STP progress was stalled. The STP structure was reformed
in the spring/summer of 2017 and this has made it clearer on the
part Derbyshire Healthcare plays in the wider health and care
economy.

There is now an opportunity through the strategy refresh, to more

clearly articulate intentions around:

« How we aim to put people firstin order to live our values

« How we develop our leaders to create the environment where
people experience our values

» How the work of Derbyshire Healthcare fits within system-wide and
partnership working.

How has the trust strategy been developed?

We have considered our commitment to colleagues, our performance,
what services are core and which are strategically important to us
(core plus). We have consulted with our colleagues, stakeholders,
commissioners, governors and Trust Board members to gather ideas
for strategic direction and these are detailed in this document. We
have circulated the draft content to our colleagues, via the Staff
Forum, to ensure that it clearly represents the views of the whole
organisation.

We have also ensured that our strategy takes into account the wider
health and care environment in which we work.

Our vision

The Trust's vision was updated in December 2017 as a result
of feedback from our colleagues.

Colleagues told us that they wanted a simpler, clearer vision of what
the Trust will achieve in the years ahead. This was taken into account
along with peoples' ideas on what makes Derbyshire Healthcare
special. Therefore the revised Trust vision is:

‘To make a positive difference in people’s lives by improving
health and wellbeing.’

This strategy covers the period 2018 - 2021
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Introduction

Background and context

How will the Trust Strategy be implemented?

A two-way process

Sustainability and
Transformation Partnership

(Joined-up Care
Derbyshire)

This outlines system level objectives in-line
with the Five Year Forward View and
national level planning documents

. Our Trust Strategy clearly outlines how we
Derbyshire Healthcare NHS L &Y . 4
3 A are contributing to Joined-Up Care
Foundation Trust Strategic byshi d the ch h d
Plan (Refresh) Derbyshire and the changes that we nee
to make in order to achieve our own vision
working with our partners

2018-21

Supporting Strategies
These ‘enabling’ strategies will clearly

- Quality > .
outline how we will change our structures
- People and processes in order to meet our vision.
- Information Technology These will set-out how we will make the changes
- Estates and how things will ‘look different’ in 2021

Annual clinical/operational

business plans ¢ Annual clinical/operational business plans

will enable teams and individuals to see
- Sets objectives for how they are contributing to the overall

services and corporate strategy.

eTeam and personal objectives will be
areas each year of the aligned to the plans.
strategy

e Plans will allow us to track our progress.
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Introduction

Derbyshire Healthcare NHS Foundation Trust

Derbyshire Healthcare NHS Foundation Trust (DHCFT) is a provider of community, children’s and mental health services across the city of Derby and
wider county of Derbyshire. We also provide a range of children’s physical and mental health services in Derby and specialist services across the county
including substance misuse, eating disorders and learning disabilities.

The Trust provides services to a diverse population, including areas of wealth alongside significant deprivation. The Trust's catchment includes both city
and rural populations, with 71 languages being spoken. To demonstrate the diversity of our population it should be noted that 4% of the population of the
County and 25% of population of Derby City are Black or another ethnicity. We have the second largest Deaf community outside of London. It is
estimated 4-7% of local population are lesbian, gay or Bisexual.

The Trust works to the Equality Delivery System 2(EDS2) which is the national NHS performance framework designed to deliver better outcomes for
patients, communities and better working environments for colleagues, which are personal, fair and diverse'. We have adopted EDS2 framework and will
use it as a key enabler to support the delivery of this strategy, to ensure we consider equality in everything we do, including ensuring services and
employment are equally good for everyone.

Successful partnership working is key to the delivery of many of our services. The Trust works in close collaboration with our commissioners and fellow
providers of local healthcare services, together with local authority colleagues at Derby City Council and Derbyshire County Council, and voluntary and
community sector organisations.

Our services
The Trust started to restructure its clinical services during 2015/16, following a large scale transformation programme that commenced in July 2013, when
nearly 500 people took part in sessions to define how our services across Derbyshire might look in the future. From there, a vision was developed:

» Services will be wrapped around the needs of the patient and their community, they will be easy to access and re-access. The way in which we
deliver care will be in line with an individual's needs and not simply dictated by how the service pathway is designed. We will not ‘discharge’
patients but will support their transition between services based on the individual's needs.

» Models of care will be service receiver needs led, not simply diagnostically led. Services will interconnect with other organisations to ensure that
care is delivered in a truly integrated co-produced way.

«  We will have fewer beds and instead care for service receiver within their communities as much as possible; services will support and enable the
development of community, family and service receiver resilience. Our workforce will be flexible to support the service receiver’s journey.

To date, hundreds of colleagues, service receivers, carers and external partners have been involved in deciding how this vision could be achieved. This
has resulted in the identification of:

« A neighbourhood-based, needs-led approach to our community mental health services, with neighbourhood team members working closely with
each other and other local health professionals, wrapping care around the person to keep them at home as long as possible. The teams draw on
local community resources to help people rebuild their lives after an episode of mental ill health; and

* A campus based approach where our inpatient mental health services and the wider teams that support inpatients will focus on delivering high-
quality care, as well as support within the community to prevent hospital admissions. Page 9 of 28



Introduction

Derbyshire Healthcare NHS Foundation Trust (Continued)

7 8 ’ 2 44 service users seen

-] 271

Inpatient beds

Number of staff 2 9 3 8 4

AN

-
&
@

189 398
Scientific Additional
and clinical
technical services

503 y 4 ity
Administrative E Estates and
and clerical ancillary

889
Nursing

137
and Medical
midwifery

Allied health 3

professionals ' - Students

a@ The Trust cared for 3 . 1 7 2

®® babies born in Derby City

2,401

Staff
members

8 . 6 2 9 members

6,254

Public members

® 0 to 10 Years

m 11 to 20 Years
m 21 to 30 Years
™ 31 to 40 Years
M 41 to 50 Years
M 51 to 60 Years

7 5 ’ 9 5 7 service users open to

Derbyshire Healthcare services on 31 March 2017

m 61 to 70 Years
71 to 80 Years
W 81 to 90 Years
= 91 to 100 Years
W 100 Plus Years

6 years ago we were
licensed as an NHS
Foundation Trust

NHS

1,014

Square miles covered

£ 136 million

Annual operating income

During 2016/ 1 7

we reported an overall
financial surplus

Page 10 of 28



Introduction
BaCkgrOU nd and context — to ‘make a positive difference’ we must understand the wider system

Developing the Sustainability Transformation Plan

In response to the NHS Shared Planning Guidance (December 2015) it was agreed by health and care leaders across both City and County that
all parties would contribute to the Sustainability Transformation Plan (STP) making it a truly system wide plan. The 12 organisations (NHS and
Local Authority) agreed to create an ambitious local blueprint for accelerating the implementation of the Five Year Forward View (5YFV). The plan
was submitted in October 2016 . However, owing to a number of changes nationally there was a ‘pause’ which meant that the STP was
relaunched in spring/summer 2017 as the Sustainability and Transformation Partnership. This has since been rebranded ‘Joined-up Care
Derbyshire’.

Joined-up Care Derbyshire continues to be developed based on the needs of local citizens and communities. Clinicians, professionals, colleagues
and wider partners are central to the development of the plans. The Trust strategy needs to be in-line with the emerging system wide plan and be
flexible in its approach. The strategy is aimed at providing the framework for the next three years whilst recognising that the health and care
landscape will change for providers, commissioners and service receivers. A key feature of the system plan will be the move towards ‘place

based svstems of care’. The emeraina STP can be diaarammaticallv shown as:

Vision Aims for Derbyshire footprint Levers for addressing the gaps Future Derbyshire health and care system

We have defined a set of aims for the Derbyshire
health and care system:

We will apply three ‘levers’ to address the gaps and
challenges we face to delivering these aims:

Fundamentally, we want the Derbyshire

Sustainability and Transformation Plan

Y

8 places across Derbyshire

\( Place|Based |/ |/

health and care system to keep people: A A A £

« Safe & healthy — free from crisis and

exacerbation. Joined up with

e 1. Prevention

= ¥ 2 well-being

g;;snme out of social and health care i Snec 111.31: Sel’ e
” o . . A Finance -

Independent — managing with minimum ﬁ::i‘: and 2. Care Quality

e qgai’ ) ey Inter foot +r+ services
... which will be founded on building strong, gap P

vibrant communities (places).

Whilst maintaining financial balance 3. Efficiency ‘Management’

Moving to Place Based Systems of Care

The move towards place based systems of care will enhance the concept of ‘the team around the person’ leading to a more integrated service, a
reduction in duplication and greater efficiency. For a defined geographical community with similar characteristics all services — primary care,
mental health, community services, social care and third sector sectors will operate as a single team to wrap care around a person and their
family. There will be an equal focus to empowering citizens to self care and participate in shared decision making and promoting healthy
lifestyles and well being, as there is to providing direct care. Links with the local community will be fostered, recognising that communities have a
range of complex and inter-related needs, but also have assets at the social and community level that can help improve health and strengt
resilience to health problems. This integrated approach will meet the specific needs of local communities it will be not one size will Tig- Uf flfd)m
recognise that different communities will start with different services and facilities (including general practice).
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Our communities

Derby City perspective
Derby City public health profile summary: Source narrative from Public Health England published June 2015.

Derby at a glance:

Health in summary - The health of people in Derby is generally worse than the England
average. Deprivation is higher than average and about 23.8% (12,100) children live in
poverty. Life expectancy for both men and women is lower than the England average.

Living longer - Life expectancy is 12.4 years lower for men and 8.9 years lower for women in
the most deprived areas of Derby than in the least deprived areas.

Child health -In Year six, 20.5% (545) of children are classified as obese. The rate of alcohol
specific hospital stays among those under 18 was 44.1*. This represents 25 stays per year.
Levels of teenage pregnancy, GCSE attainment, breastfeeding and smoking at time of delivery
are worse than the England average.

Adult health - In 2012, 24.3% of adults are classified as obese. The rate of alcohol related harm
hospital stays was 801*, worse than the average for England. This represents 1,856 stays per
year. The rate of self-harm hospital stays was 291.0*, worse than the average for England. This
represents 760 stays per year. The rate of smoking related deaths was 303*. This represents
374 deaths per year. Estimated levels of adult smoking are worse than the England average.
The rate of sexually transmitted infections is worse than average. The rate of people killed and
seriously injured on roads is better than average.

Local priorities - Priorities for Derby include reducing inequalities, giving children the best start,
risky behaviour change and substance misuse.

* Mental health locality profiles - Derby City overview (East Midlands Public Health Observatory)

Deprivation in Derbyshire: darker wards
represent areas of higher deprivation.

Source: Derby City and Derbyshire County 2014 Public Health Profiles

Page 12 of 28



Introduction

Our communities

Derbyshire County perspective

Derbyshire public health profile summary: Source narrative from Public Health England published June 2015.

Health in summary - The health of people in Derbyshire is varied compared with the England average. Deprivation is lower than average,
however about 16.3% (21,900) children live in poverty. Life expectancy for both men and women is similar to the England average.

Living longer - Life expectancy is 7.9 years lower for men and 5.8 years lower for women in the most deprived areas of Derbyshire than in
the least deprived areas.

Child health - In Year 6, 17.1% (1,258) of children are classified as obese, better than the average for England. The rate of alcohol-specific
hospital stays among those under 18 was 45.4*. This represents 70 stays per year. Levels of GCSE attainment, breastfeeding and smoking
at time of delivery are worse than the England average. Levels of teenage pregnancy are better than the England average.

Adult health - In 2012, 24.7% of adults are classified as obese, worse than the average for England. The rate of alcohol related harm
hospital stays was 718*, worse than the average for England. This represents 5,632 stays per year. The rate of self-harm hospital stays was
274.2*, worse than the average for England. This represents 2,076 stays per yeatr.

The rate of smoking related deaths was 283*. This represents 1,301 deaths per year. Estimated levels of adult excess weight are worse than
the England average. Rates of sexually transmitted infections and TB are better than average. Rates of statutory homelessness, violent
crime, long term unemployment and drug misuse are better than average.

Local priorities - Priorities for Derbyshire include reducing smoking in pregnancy, reducing inequality in life expectancy and healthy life
expectancy within the area and increasing breastfeeding.

People with long
One in ten children term physical
In England: aged 5-16 has a illnesses suffer
diagnosable more complications
problem. if they also develop
mental health
problems.

One in five older
people living in the

One in five mothers comminitylandito

suffers from
depression.

per cent of older

people living in

care homes are
affected by
depression.

* Mental health locality profiles - Derbyshire overview (East Midlands Public Health Observatory)
Page 13 of 28
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Drivers for change

We have assessed the internal and external drivers for change in the development of this strategy. Examples of the drivers for change are
listed below.

N

Need for clear direction - clear message to all colleagues,
service receivers, partners and stakeholders. Promote a can do
and creative approach in setting mutual expectations.

A strategy that assists with decision making.

Understand the direction of travel — how we can change to work
in a changing health and care system.

Changing the culture of our organisation — putting our people
first.

Embedding a listening, learning and solutions focused approach
to all aspects of the organisation.

Managing and reducing the demand for our services.
Developing appropriate partnerships and collaboration.

» Services that put people at the centre — joined up and easy to
access.

» ‘I tell my story once’.

» Local services where possible.

» Services within my own home where possible.

* People that understand me and my needs.

» Choices for service receivers and their carers.

» Developing and embedding family and care inclusive practice.

» Developing and setting mutual expectations.

* ‘Nothing about me, without me’.

System wide sustainability — meeting the ‘three gaps’ - health
and wellbeing, care and quality and finance and efficiency.
Move towards an Accountable Care System

Not progressing the merger with DCHSFT

Greater alignment of physical and mental health — parity of
esteem.

More integrated services — ‘I tell my story once’.

Developing seven day services.

Delivering high quality services.

Increasing demand for services linked to demographic change
e.g. ageing population.

Delivering financial sustainability

A number of documents have been produced by NHS England,

NHS Improvement and other national bodies which either

provide guidance or are clear on the things we must do over the

next five years. Examples of important documents are:

e Delivering the Forward View: NHS planning guidance 2016/17
—2020/21 (December 15).

» Five Year Forward View for Mental Health (February 2016)
and 5YFV One Year On (March 17)

 NHSE MH Delivery Plan (Summer 17)

* NHS Constitution.

* NHS Outcomes Framework.

e Carter Review (February 2016).

» National Standard Contract and National tariff

* National ‘must do’s’.

 The ‘three gaps’ - health and wellbeing, care and quajisys A28

finance and efficiency .
N.B. Documents available via NHS England or NHSI website
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Our Vision
Our vision, values and strategic objectives

Our Vision

‘To make a positive difference in people’s lives by improving health and wellbeing’

Our Values

Our vision is underpinned by four key values, which were developed in partnership with
our patients, carers, colleagues and wider partners. Our values were launched in May
2012, following consultation with colleagues, service users and partner organisations.
They were refreshed in November 2017 as a result of feedback from colleagues.

We can only provide good quality services through our dedicated colleagues, working
together with a common purpose. Our values reflect the reasons why our colleagues
choose to work for the NHS and Derbyshire Healthcare.

Our Trust values are:

People first — We put our patients and colleagues at the centre of everything we
do.

Respect — We respect and value the diversity of our patients, colleagues and
partners and support a respectful and inclusive environment.

Honesty — We are open and transparent in all we do.

Do your best — We work closely with our partners to achieve the best possible
outcomes for people.

Our Strategic Objectives

4. Operational
Delivery

O [TE114Y; 2. Engagement 3. Financial
Improvement Sustainability

f 28
10



Our Vision

Engaging and Respecting Colleagues

To deliver our shared commitment to make a positive difference, we must work in capable
teams where colleagues feel empowered, confident to be themselves and to raise concerns,
share ideas for innovation and make decisions as close to the front line as possible. Our
Team Derbyshire Healthcare engagement initiative provides a range of opportunities for
engagement , support and development.

e Colleague Forum

o Team Brief

 Team Derbyshire Healthcare — Leaders
» Colleague magazine — ‘Employee Voice’
« CEO drop in sessions

e Schwartz Rounds

We are committed to active inclusion to

support colleagues to have the opportunities to

‘do their best’ and succeed in their ambitions
 BME colleagues network

e Commitment to LGBT+ inclusion

e Charter for Brutish Sign Language
(British Deaf Association)

* Reverse mentoring
 BME reverse commissioning.
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