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NHS

Derbyshire Healthcare

NHS Foundation Trust

PUBLIC BOARD MEETING
TUESDAY 2 NOVEMBER 2021 TO COMMENCE AT 9:30am

Following national guidance on keeping people safe during COVID-19 this will be a virtual meeting conducted via MS Teams

TIME | AGENDA LED BY

1. 9:30 | Chair’'s welcome, opening remarks and apologies, declarations of interest and Seli
. . , elina Ullah
Register of Directors’ Interests

2. Patient Story Carolyn Green
3. Minutes of Board of Directors meeting held on 7 September 2021 Selina Ullah
4. Matters arising — Actions Matrix Selina Ullah
5. Questions from members of the public Selina Ullah
6. 10:00 | Chair's Update Selina Ullah
7. 10:10 | Chief Executive's Update Ifti Majid

- Approval of Green Plan
- Revised RoadMap

STRATEGY, OPERATIONAL PERFORMANCE AND QUALITY ASSURANCE

8. 10:25 | Integrated Performance Report C Wright/J Lowe/
- Derbyshire TCP performance update C Green/A Odunlade
9. 10:45 | NHSI Financial Annual Plan Months 7-12 2021/22 Claire Wright
11:00 BREAK
10. | 11:10 | Strategic implications of the outcomes of the 2020/21 Workforce Race Equality Jaki Lowe
Standard (WRES) and Workforce Disability Equality Standard (WDES) submissions
11. | 11:35 | Quality Position Statement — Effective (focus on CQC domains - Well Led CQC and Carolyn Green
NHSI as per Board forward plan schedule)
12. | 11:50 | Guardian of Safe Working Report John Sykes
13. | 12:00 | Learning from Deaths Mortality Report John Sykes
GOVERNANCE
14. | 12:10 | Board Assurance Framework Update - Issue 3 2021/22 Justine Fitzjohn
15. | 12:20 | Approve Standard Financial Instructions Claire Wright
16. | 12:30 | Quality and Safeguarding Committee receipt of Annual Reports 2020/21:
- Safeguarding Children and Adults at Risk Carolyn Green
- Derby City Looked After Children Provision
- Infection Prevention and Control
17. | 12:40 | Board Committee Assurance Summaries of meetings of Quality and Safeguarding,

Mental Health Act, Finance and Performance and Audit and Risk Committees held
during September and October 2021

Committee Chairs

CLOSING MATTERS

18.

12:50

- Identification of any issues arising from the meeting for inclusion or updating in
the Board Assurance Framework
- Meeting effectiveness

Selina Ullah

FOR INFORMATION

Trust Sealings (six monthly report)
Summary of Council of Governors meetings
Glossary of NHS Acronyms

2021/22 Forward Plan
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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: sue.turner17@nhs.net
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 18 January 2022. It is anticipated that this meeting will be held digitally via MS Teams
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
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NHS

Derbyshire Healthcare
NHS Foundation Trust

Our vision

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

Our values

As a Trust, we can only provide good quality services through our dedicated staff, working
together with a common purpose. Our values reflect the reasons why our staff choose to work
for the NHS and Derbyshire Healthcare.

Our Trust values are:

People first — We focus on our colleagues, in the knowledge that a well-supported, engaged
and empowered workforce results in good patient care.

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.

Making a
positive
(D diftgsence




NHS

Derbyshire Healthcare
NHS Foundation Trust

DECLARATION OF INTERESTS REGISTER 2021/22

NAME INTEREST DISCLOSED TYPE
Margaret Gildea ¢ Director, Organisation Change Solutions Limited (a)
Senior Independent e Coaching and organisation development with First Steps Eating Disorders (e)
Director « Director, Melbourne Assembly Rooms (d)
Carolyn Green e Midlands and East Regional Director, National Mental Health Nurse Directors (e)
Director of Nursing Forum
and Patient
Experience
Gareth Harry e Chair, Marehay Cricket Club (e)
Director of Director of | ¢  Member of the Labour Party (e)
Business Improvement
and Transformation
Ashiedu Joel o Director, Ashioma Consults Ltd (a)
Non-Executive e Director, Peter Joel & Associates Ltd (a)
Director « Director, Leicester Council of Faiths (a)
« Director, The Bridge East Midlands (a)
e Director, Together Leicester (@)
e Lay Member, University of Sheffield Governing Council (a)
Geoff Lewins e Director, Arkwright Society Ltd (a)
Non-Executive ¢ Director, Cromford Mill Limited (wholly owned trading subsidiary of Arkwright (a)
Director Society)
Jaki Lowe e General Medical Council Associate (e)
Director of People and
Inclusion
Ifti Majid e Board Member of NHS Confederation Mental Health Network (d)
Chief Executive e Co-Chair, NHS Confederation BME Leaders Network (d)
e Spouse is Operations Director (North) at Priory Healthcare (e)
Ade Odunlade ¢ Director- CMC Foundation Christian Charity (a)
Chief Operating Officer | « Trusteeship African Council for Nursing & Midwifery (d)
e Research Lead on Observations for Ox e-Health (e)
o Director — Jonathan Davids Limited (currently converting to Dormant Company) (a)
Dr Julia Tabreham e Research and Ambassador Carers Federation (d)
Non-Executive e Daughter’s partner, Amit Pore is Team Lead for the NHS Passport. Amit is (e)
Director employed by Netcompany, working in collaboration with NHS Digital and NHSX
(NHS joint organisation for digital, data and technology)
e Daughter-in-Law, Dr Jacqueline Tsang is Consultant Obstetrician, Newham (e)
Hospital, London
Dr John Sykes ¢ Undertakes paid assessments of patients at the request of the local authorities (e)
Medical Director under the Mental Health Act and Mental Capacity Act and acts likewise for
solicitors representing patients
Selina Ullah ¢ Non-Executive Director - Solicitors Regulation Authority (a)
Trust Chair ¢ Director/Trustee, Manchester Central Library Development Trust (voluntary role) (a)
o Non-Executive Director, General Pharmaceutical Council (e)
¢ Non-Executive Director, Locala Community Partnerships CIC (e)
o Non-Executive Director, Accent Housing Group (e)
Richard Wright e Non-Executive Director (Chair) of Sheffield UTC Multi Academy Educational (a)
Deputy Trust Chair Trust

and Non-Executive
Director

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 National Health Services, or hold a position of authority

1.2 2021-22 iDepriheiidSf IrieREsieoR OGRS

seen to influence decisions you take in your NHS role (see conflict of interest policy -loyalty interests).
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NHS

Derbyshire Healthcare

NHS Foundation Trust

MINUTES OF A VIRTUAL
MEETING OF THE BOARD OF DIRECTORS
TUESDAY 7 SEPTEMBER 2021

VIRTUAL MEETING VIA MS TEAMS
Commenced: 09.30

Closed: 12.24

PRESENT

IN ATTENDANCE

Item DHCFT2021/0
Item DHCFT2021/0

APOLOGIES

OBSERVERS*

Caroline Maley
Richard Wright
Margaret Gildea
Dr Sheila Newport
Geoff Lewins

Dr Julia Tabreham
Ashiedu Joel

Ifti Majid

Claire Wright

Ade Odunlade
Carolyn Green

Dr John Sykes
Gareth Harry

Jaki Lowe

Anna Shaw
Sue Turner
Hayley Darn
Sarah Gray

Justine Fitzjohn

Richard Eaton
Justine Fitzjohn
Denise Baxendale
lan Strange
Selina Ullah
Pete Henson
David Charnock
Jo Foster

Marie Hickman
Julie Lowe
Susan Ryan
Simon Rose
Natalie Legg
Melanie Dyke
Georgina Mellor
Lynda Langley
Leanne Walker
Jan Nicholson
Eddie Bisknell
Rikesh Patel

Trust Chair

Deputy Trust Chair and Non-Executive Director
Senior Independent Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Non-Executive Director

Chief Executive

Deputy Chief Executive and Director of Finance
Chief Operating Officer

Director of Nursing and Patient Experience
Medical Director

Director of Business Improvement and Transformation
Director of People and Inclusion

Deputy Director of Communications

Board Secretary

General Manager, Children’s Services

Clinical Lead for Child and Adolescent Mental Health Services

Trust Secretary

Communications Manager

Trust Secretary

Membership and Involvement Manager
Technical Analyst

Incoming Trust Chair

Head of Performance

Appointed Governor, University of Nottingham
Staff Governor, Nursing

Staff Governor, Admin and Allied Support Staff
Public Governor, Derby City East

Public Governor, Amber Valley

Lived Experience Educator

Team Administrator

Derbyshire Community Health Services NHS Foundation Trust
Paediatric Physiotherapist

Lead Governor and Public Governor, Chesterfield
Chair of the LGBT+ Network

Paediatric Occupational Therapist

Local reporter

* The Board meetings are broadcast via a MS Teams Live event. The names of some observers might not be
identifiable from email addresses and may not be recorded as attendees

3. Draft Public Board Minutes 7 SEP 2021.docx
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DHCFT CHAIR'S WELCOME, OPENING REMARKS, APOLOGIES FOR ABSENCE AND
2021/075 | DECLARATION OF INTERESTS

Due to the need for social distancing to help limit the spread of COVID-19, this was a virtual
meeting, held via MS Teams and livestreamed to the public.

Trust Chair, Caroline Maley, welcomed everyone to her final meeting as Trust Chair before
Selina Ullah commences in post on 14 September. Apologies were received from Trust
Secretary, Justine Fitzjohn.

The Register of Directors’ of Interest was noted. Non-Executive Director, Ashiedu Joel
declared her additional interest as a Lay Member, University of Sheffield Governing Council
to be included in the register.

ACTION: Ashiedu Joel’s additional interest to be included in the Register of Directors’
Interests.

DHCFT STAFF STORY
2021/076

Hayley Darn, General Manager, Children’s Services and Sarah Gray, Clinical Lead for Child
and Adolescent Mental Health Services (CAMHS) joined the meeting and shared from their
perspective within Children's services how the Trust’'s operational oversight had been taken
through the pandemic by the Incident Management Team and how this had shaped the good
practice “people first” approach. They also talked about the innovations carried through by
the Children’s and CAMHS management team and the impact this had on health and
wellbeing support offered to colleagues.

Hayley and Sarah were particularly proud of the way CAMHS adapted and upheld clinical
activity with everyone open to their caseload through various waves of the pandemic,
working with innovation and kindness taking a people first approach as the prime factor. The
importance of effective communication and engagement was quickly identified alongside the
need to provide colleagues with appropriate technology to work from home where necessary.
Good levels of communication were maintained through virtual engagement with team
members, no matter where or how they were working giving them a good sense of
connection. They both commended the way their colleagues worked together and made
sure patients continued to be at the forefront of their activity. Vulnerable staff working at
home were assured that patients could be seen face to face by a less vulnerable member of
staff.

The Board discussed elements of learning taken during the pandemic and how with the
benefit of hindsight, and knowledge of how long emergency procedures were in place it
would be necessary to look more at the resilience of leaders within the organisation, and
how new colleagues can be further supported when joining the Trust during the pandemic.
The Board recognised the importance of ensuring that teams are robust and that colleagues
can better deliver on rotation across teams. Other assumptions to be addressed were
concerned with colleagues’ equality with digital technological or their access to broadband.

Having reflected on the importance of responsiveness and visible leadership during times of
uncertainty and how services continue to balance the importance of people's mental health
and physical healthcare needs, the Board thanked Hayley and Sarah for giving a clear insight
into the of activity within the Children’s Division and CAMHS.

RESOLVED: The Board of Directors noted the innovative activity within the Children’s
Division and CAMHS forming a collective COVID response
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DHCFT MINUTES OF THE BOARD OF DIRECTORS MEETING HELD ON 6 JULY 2021
2021/077

The minutes of the previous meeting held on 6 July 2021 were accepted as a correct record
of the meeting.

DHCFT ACTIONS MATRIX AND MATTERS ARISING
2021/078

Reference was made to the action regarding improvements to be made to the Learning from
Deaths Mortality Report received at the July meeting. It was agreed not to close this action
until after the report is received at the November Board meeting to ensure that data relating
to the different ethnicities and people with protected characteristics within Derbyshire have
been included in the report to the satisfaction of the Board.

DHCFT QUESTIONS FROM MEMBERS OF THE PUBLIC
2021/079

No questions had been submitted for a response ahead of today’s meeting.

DHCFT CHAIR’S UPDATE
2021/080

Caroline provided her last Trust Chair update to the Board on her activity since the previous
Board meeting held in July. She offered her thanks to colleagues for their support and
commitment and shared how she enjoyed spending time with teams over recent weeks.

A special highlight for Caroline was the formal opening of the memorial garden, in memory
of colleagues Gladys Mujajati and Ann Shepherd who succumbed to COVID in 2020. The
garden also remembers other members of staff who have lost their lives over the years and
has been wonderfully created by the Trust's Estates team as a place to sit and reflect.

Engagement continued with the Council of Governors. Caroline highlighted the importance
of the regular meetings she has with the Lead Governor in building an understanding of the
working of both governing bodies. She was proud of the way governors showcased how the
Trust and the Council had worked through the pandemic at a national conference with a
presentation entitled “Meaningful Engagement through the COVID 19 Pandemic”.

The last few months have involved system meetings, regional meetings and national
meetings. Caroline referenced the notes from the Joined up Care Derbyshire (JUICD)
meeting held in July that were appended to her report; more details of which were included
in Ifti Majid’s Chief Executive report. She also shared a report that went to NHS England
and Improvement (NHSEI) Board meeting by Claire Murdoch, National Director for Mental
Health at NHS England which reassured her of the alignment of the Trust's priorities in
Derbyshire with those set out in this report.

Caroline took the opportunity to promote the Annual Members' Meeting (AMM) taking place
on 9 September where the winner of the 'Finding my calm during COVID' writing competition
will be announced. She thanked Denise Baxendale, Membership and Involvement Manager
for her involvement in this important event, and for the support she provides to the
Governors.

Finally, Caroline wished the Board and her successor, Selina Ullah, all the best for the future
and looked forward to seeing from her retirement the Trust continuing to go from strength to
strength.

RESOLVED: The Board of Directors noted the content of the Chair’s update.

DHCFT CHIEF EXECUTIVE’S REPORT
2021/081

Ifti Majid’s report provided the Board with an update on local and national developments
within the national and local Derbyshire health and social care sector over the last two
months.
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National Context

Ifti provided an update on the Integrated Care System (ICS) design framework and outlined
how the closer working between provider organisations will create opportunities to make
clinical pathways more effective and efficient through these partnership arrangements.

Ifti was mindful that the Board will need to consider during Board Development in October
the challenges emerging with capacity that are seen to be worsening for senior leadership
teams within the Trust’s involvement within the provider collaborates. Consideration will also
be given to how the Trust will support the development of both a provider collaborative in
Derbyshire and a Mental Health Learning Disability and Autism Alliance. The Board will also
spend time exploring the emerging governance that it will have to be assured by and the that
of the collaborative and how to reduce any duplication.

The government published its response to the Reforming the Mental Health Act White Paper
consultation on 15 July 2021 following a 14-week public consultation that the Trust
responded to. The Board noted that the Trust's Mental Health Act Committee and its
operational sub-group is already in the process of reviewing and supporting expected
changes to understand their impact and mitigations to allow for planning within the Trust.

Local Context

A Joined Up Care Derbyshire (JUCD) Board meeting was held on 15 July. Some of the key
points from that meeting were covered in Ifti's report for the Board to note which included a
reminder of a patient story about the importance of holding quality conversations and active
listening which was reminiscent of the patient story heard at the previous Board meeting.

Ifti referred to a key clinical priority that has emerged from the Mental Health, Learning
Disability and Autism Delivery Board by highlighting how the Transforming Care Programme
(TCP) is working to reduce the number of people with a learning disability or autism cared
for in a hospital setting. This is something that will require sustained system focus and
leadership and Ifti thanked colleagues from the Trust who have been actively engaged in
this development work. He proposed holding a more detailed discussion of the trajectory,
achievement and risks associated with TCP at the next Board meeting, as part of the
integrated performance report.

ACTION: Transforming Care Programme trajectory, achievement and risks to be
discussed at the next Board meeting on 2 November as part of the IPR

Within the Trust

Ifti updated the Board on ongoing work to create two new acute units in Derby and
Chesterfield, with the aim of replacing current dormitory style provision. Over the course of
the next year he will share more detailed plans as they emerge as work progresses towards
having the full business cases ready to present to the Board in June 2022.

Ifti has previously stated in public how amazed he has been by the ongoing resilience of
colleagues in the organisation in responding to the COVID pandemic. Ifti and the Board
thanked all Team Derbyshire Healthcare colleagues for their ongoing support and adherence
to infection, prevention and control measures and acknowledged the pressure that services
and staff continue be under responding to the pandemic and progressing the Trust’'s COVID
recovery.

Approval of Derbyshire Anchor Charter

Ifti had previously spoken about the wider system based work he is leading with Andy Smith
from Derby City Council, on the Anchor Partnership. The development of an Anchor Charter
appended to his report described ways of securing commitment from each partner
organisation that will make changes to benefit communities across the city and county.

The Board formally adopted the Anchor Charter, in recognition that the Charter will enhance
and support the approach that the Board is already taking to benefit residents of Derbyshire
and agreed to embed its principles within the Trust’s Strategy and Vision and Values.
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Deputy Trust Chair, Richard Wright hoped there were plans to increase the number of
organisations within the Anchor partnership and suggested that further education colleges
be approached as the development of students will be critical to the economy. Ifti concurred
and assured Richard that more organisations will be joining to ensure there is good
engagement across the county.

Richard also asked about the provider collaboratives and questioned how the system was
going to rationalise this requirement. Ifti explained that the purpose of the provider
collaboratives is to deliver change as laid down in the NHS long term plan to deliver the
national priorities. The alignment with other Derbyshire foundation trusts, the Mental Health
Alliance and the East Midlands Alliance is connected within this collaborative. Agreement
will need to be reached about the approach to be taken with regards to capital and how to
deliver the overall plan to best effect across local and regional levels.

Non-Executive Director, Sheila Newport referred to Ifti’'s comment in his report regarding the
current engagement with Place and asked if this was concerned with where people receive
services. Ifti responded that the challenge is sometimes a lack of recognition that the Trust
delivers universal services and was worried that the complex needs of the people who use
these services get support where they need it within Place. lfti felt that having Ade Odunlade
on the Board as Chief Operating Officer will help the Trust's link with Place become
operationally more acceptable.

Ifti turned his focus on to Caroline because this was the last Board meeting she would chair
before she retires. He considered that her legacy had left a positive impact on the lives of
the people of Derbyshire and he gave thanks to her for her service to the Trust. The Board
bid farewell to Caroline and thanked her for her service, leadership and support over the
years and wished her a very long, happy and healthy retirement.

RESOLVED: The Board of Directors:

1) Scrutinised the report, noting the risks and actions being taken
2) Agreed to adopt the JUCD Anchor Charter

3) Sought further assurance on key issues raised.

DHCFT PERFORMANCE AND ACTIVITY REPORT
2021/082

This report updated the Board of Directors on the key finance, performance and workforce
measures at the end at the end of July 2021.

Finance

Claire Wright summarised the current financial performance. With the first half of the
financial year due to end in September the year to date position will be refreshed for the
second half of the year and reported to the next Board meeting. Claire assured the Board
that she is strongly focussed on the financial position in future years both internally and within
the system. With regards to self-funded capital, the Trust is on plan at the end of month 4
and it is expected that the full capital plan will be committed by the end of the financial year.

Claire mentioned that although the Trust will be receiving additional funding from the mental
health investments this will have an impact on the Trust’s financial plan due to slippage on
recruitment. The lead executives will ensure that sound financial governance is taken
forward within recruitment activity.

Richard Wright asked Clalre if she was expecting to see another long term efficiency
improvement programme operating throughout the second half of the financial year and
whether vacancies transferred through efficiency schemes carried out last year will restart
removing the need to recruit to certain positions. Claire considered it was too early to make
this judgement. The analysis that the Finance Team is looking at will determine if any
previous cost improvement schemes are revisited and this will be discussed in depth within
the Finance and Performance Committee and will be reported to the Board at the next
meeting in November.
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Operations

Chief Operating Officer, Ade Odunlade reported that performance has continued within
expected levels and the number of out of area placements has been successfully reduced
to zero. To date the Trust has consistently achieved the national standard for follow-up of
discharged patients. Unfortunately, the waiting list for ASD assessment is slowly increasing
as a steady number of referrals has led to a month on month increase

Ade and the Board thanked the 93% of Trust colleagues who are now fully vaccinated against
COVID-19. Vaccinations will remain a central part of the Trust's ongoing pandemic
response. COVID-19 recovery plans continue particularly in terms of identifying locations,
timings and protocols for safe COVID-19 face to face appointments. Ade assured the Board
that the Trust continues to have a good oversight of all elements of performance to ensure
business continuity for patients and staff.

People performance

Director of People and Inclusion, Jaki Lowe reported that staff absence continues to be lower
than average. Long term sickness absence has begun to reduce whilst short term absence
has increased in line with relaxation of restrictions and increased infection rates.

The Trust is changing the focus on annual appraisals so that they concentrate on health and
wellbeing conversations balancing this with conversations on awareness of objectives. In
general appraisal completion is also beginning to improve where managers and staff are
able to factor in that dedicated time. Recovery of appraisals will be the focus in coming
months as we move out of the pandemic

Staff turnover within the Trust is reflecting the national picture. Retirements continue to add
to the turnover rate although this is still in line with national predictions. Planning is in place
to target recruitment by attracting people into the organisation.

Quality

Carolyn Green reflected on today’s staff story and highlighted that feedback arising from
virtual and non-virtual assessments is being assessed in relation to patients’ use and
capability with digital methodology. Choices are being offered in terms of virtual
appointments to support people to be digitally confident to maximise the choices of patients,
families, and carers.

Although the number incidents in the use of restraint and seclusion peaked in July, they
remain under the upper control limit and have not resulted in an increase in the use of prone
restraint. Carolyn saw this this as a positive indicator that reducing restrictive practice pilot
work streams have been effective in providing alternatives to prone restraint. Carolyn
assured the Board that the Clinical Directorship is closely managing the Trust's services
under a tight monitoring brief to ensure colleagues and patients are kept safe while managing
safer staffing levels.

Sheila Newport noted that care plan reviews had reduced and asked Carolyn what was being
done to mitigate any clinical implications. Carolyn reported that although care plan reviews
were necessary for a small group of patients, she was not unduly concerned and expects
care plan reviews to increase to significantly higher numbers.

Caroline Maley asked if continued financial rigor is applied to ceilings set on locum and
agency costs. Claire assured Caroline that operational and clinical decisions are taken to
agree to the use of locums or agency workers. The Trust exceeded its ceiling last year and
Claire expects it will be exceeded again this year. A significant amount of these costs is
associated with the Trust’s recovery from COVID-19. The use of locums has been necessary
as has the use of agency workers used to augment the extra cleaning levels required to
maintain satisfactory infection, prevention and control measures because of COVID. Medical
Director, John Sykes added that locums cover for junior doctors who have to fill vacancy
gaps as they arise. There are plans to recruit consultants to increase the number of senior
trainees within the organisation but a lot of locum costs are due to the supply and demand
as the Trust has recently lost consultants to the private sector and to other areas of the NHS.
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Having scrutinised and discussed performance within the Trust the Board agreed that limited
assurance had been obtained on the areas presented.

A progress update on the mental health urgent care helpline and response hub, which offers
valuable mental health support 24/7 to people in Derbyshire, through a partnership approach
was appended to the report for information.

RESOLVED: The Board of Directors received limited assurance from current
performance across the areas presented.

DHCFT WORKFORCE RACE EQUALITY STANDARD (WRES)
2021/083 | WORKFORCE DISABILITY EQUALITY STANDARD (WDES)

Jaki Lowe updated the Board on progress with the work taking place on the 2020/21
Workforce Race Equality Standard (WRES) and Workforce Disability Equality Standard
(WDES) submissions. She requested that the Board grant delegated authority for the People
and Culture Committee to approve the submissions for 30 September and 31 October
deadlines respectively at the meeting of the Committee.

The Board discussed how adopting a shared ownership approach with all senior leaders
across the organisation alongside engagement with staff networks will drive the actions set
out in the 2020/21 WRES and WDES action plans that will be seen in the results this time
next year. The Cultural Intelligence Programme is due to launch with the Board on
15 September. This is an exciting first step for the Trust to take part in an organisational
programme to embrace and celebrate cultural difference.

Senior Independent Director, Margaret Gildea noticed the passion with which Hayley and
Sarah spoke during today’s staff story about focussing on a people first approach and
reiterated the importance of staff engagement at team level that will support the shared
ownership approach to be taken. Ifti was conscious that while the people first approach
remains the method to be taken for all colleagues, BME colleagues continue to have a poorer
experience of working within our organisation in terms of their development and with
disciplinary measures. More stringent action must be taken to improve their experience and
he urged the Board to prioritise cultural intelligence work as this will be the key to the Trust’s
success in making a difference.

Non-Executive Director, Ashiedu Joel questioned how the EDI (Equality, Diversity and
Inclusion) approach can ensure fair treatment and opportunity can be flexed to make it more
equitable and proposed that the Board must interrogate the WRES indicators and
personalise them to the Trust in order to change behaviours.

Delegated authority was granted to the People and Culture Committee to review and sign off
the WRES and WDES October submissions on 21 September 2021. It was agreed that at
the next Board meeting on 2 November, the Board will receive updates from the People and
Culture Committee regarding the delivery of the WRES and WDES with key areas for
improvement and approved action plans.

RESOLVED: The Board of Directors gave delegated authority to the People and
Culture Committee on 21 September to review and sign off the 2020/21 WRES and
WDES submissions.

DHCFT 2021/22 FLU VACCINATION PROGRAMME
2021/084

The Board considered an overview of the approach being taken to the Trust’s flu campaign
2021/22.

Jaki Lowe outlined the necessary steps to achieving the vaccination of frontline healthcare
workers for Derbyshire Healthcare NHS Foundation Trust (DHCFT) to reach the minimum
expectation of 100% offered and 85% vaccinated. The Board recognised that achieving the
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85% target will rely on an organised and efficient campaign and applauded the work led by
Assistant Director of Public and Physical Healthcare, Richard Morrow. It was noted that the
vaccination programme this year overlaps with the launch of the COVID booster campaign
through the Kingsway Hospital hub.

The Board was also pleased to note that the flu delivery programme will be jointly delivered
by DHCFT and Derbyshire Community Health Services NHS Foundation Trust (DCHS) in a
partnership working model using a Memorandum of Understanding to address some the
specific events of the written instruction. This will enable both organisations to provide an
optimised response and focus efforts and resources across Derbyshire in mutually
advantageous way to deliver the vaccination programme.

Non-Executive Director, Geoff Lewins asked Jaki to clarify how NHS England and
Improvement (NHSEI) reporting requirement targets will be reached. Jaki confirmed that all
Trust colleagues will be offered the vaccine. Achieving the target of expected minimum
uptake of 85% is based on the vaccination of eligible frontline Heath Care Workers (HCWs).

RESOLVED: The Board of Directors:

1) Received significant assurance about the programme being undertaken by the
Trust and that the ‘winter readiness’ approach fits with the Trust’s values and
strategy

3) Recognised that that costings for the campaign are unable to be determined at
this time but include cost of bank staff, administration support, requirement for
pharmacy support and transport / logistics

4) Confirmed the NHS England and Improvement (NHSEI) reporting requirements
(100% offered, 85% vaccinated healthcare workers)

5) Recognised the potential impact that concomitant administration may have on the
programme.

6) Noted that the Memorandum of Understanding required to enable DCHS and
DHCFT to work in partnership and vaccinate each other’s staff is in planning but
not yet confirmed between respective organisations.

DHCFT RE-VALIDATION OF DOCTORS
2021/085

This report provided the Board with the necessary assurance that the Trust has fully
achieved all the standards with the Statement of Compliance assurance for the statement of
compliance to be signed on behalf of the Trust by the Chief Executive or Trust Chair.

John Sykes provided the Board with assurance on the appraisal process for medical staff
which continued throughout the COVID-19 pandemic. Assurance was also received on the
key actions that have been completed over the course of the past twelve months in order to
maintain compliance with the regulations.

In terms of undertaking effective appraisals Sheila Newport asked if the Trust had adopted
the Appraisal 2020 model where there is a reduced requirement for preparation by the doctor
and a greater emphasis on verbal reflection and discussion in appraisal meetings. John
confirmed that this model was now being used within the organisation. In addition to
discussions covering the achievement of objectives a health and wellbeing evaluation is also
undertaken. Learning from themes arising from doctors’ appraisals are also being taken
forward by the Medical Appraisal Lead.

The Board agreed that significant assurance could be taken from the revalidation of the
Trust's doctors and agreed that Ifti Majid would sign the statement of compliance for
submission to NHS England and NHS Improvement (NHSEI).

RESOLVED: The Board of Directors:

1) Received significant from the report.

2) Agreed that the statement of compliance can be signed by the Chief Executive and
submitted.
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DHCFT GUARDIAN OF SAFE WORKING REPORT
2021/086

This regular report from the DHCFT Guardian of Safe Working provides data about the
number of junior doctors in training in the Trust, full transition to the 2016 Junior Doctor
Contract. The report details arrangements made to ensure Safe Working within the new
contract and arrangements in place to identify, quantify and remedy any risks to the
organisation.

John Sykes was pleased to report that virtual meetings taking place with junior doctors have
also been attended by members of the British Medical Association (BMA). Although the
software for logging exception reports was continuing to be problematic, exception reports
were being completed and closed and action is being taken to resolve the issue.

The Board received significant assurance of the Trust’s approach in discharging its statutory
duties regarding safe working for medical trainees and paid tribute to work that medical
trainees do for the Trust. Thanks were also extended to Carolyn Green for her work in
harnessing the good working relations between junior doctors and clinical teams.

RESOLVED: The Board of Directors received significant assurance of the Trust’s
approach in discharging its statutory duties regarding safe working for medical
trainees.

DHCFT WELL LED/GOVERNANCE INTERIM STATEMENT
2021/087

Caroline Maley presented the report in the absence of Trust Secretary, Justine Fitzjohn and
sought approval from the Board on the proposed approach to preparing for an external Well
Led Development Review in light of the impact of the pandemic and in line with the Trust’s
roadmap.

The Board recognised that maintaining a strong focus on being well led remains a continuous
process across the Trust and within the system and approved the process of activities to
assess against the Well Led framework’s Key Lines of Enquiry (KLOEs) around:

Leadership capacity and capability
Vision and strategy

Culture and engagement
Governance

Risk and performance management
Information, data and reporting.

ook wh =

Carolyn Green added she and Justine have discussed the additional capacity needed to be
able to complete this work and she assured the Board that the Executive Leadership have
approved this resource.

RESOLVED: The Board of Directors approved the proposed approach to preparing
for an external Well Led Development Review.

DHCFT FREEDOM TO SPEAK UP GUARDIAN REPORT
2021/088

The Trust’'s Freedom to Speak Up Guardian (FTSUG), Tamera Howard joined the meeting
to present the Board with a half yearly report of Freedom to Speak Up (FTSU) cases within
the organisation, an analysis of trends within the organisation and actions being taken.

The Board noted that the total case numbers seen in this report have increased by 62.5%
compared to cases reported in the Board in March which was seen as a positive indication
of the change in the speaking up culture within the organisation. Patient safety concerns
remain low but bullying and harassment cases have has increased from 18 to 22 in relation
to the first half of this year which is much lower than the national average.
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In terms of emerging and ongoing FTSU themes, the effect that investigations have on staff
health and wellbeing and the isolation and disconnection of being redeployed to another area
as part of an investigation process and the impact of being unable to discuss these processes
with supportive colleagues was seen as a concern. The perceived delays to the investigation
process and receiving outcomes was seen as having a serious negative effect on staff
wellbeing. Having been involved in managing investigations, Margaret Gildea suggested
that the People and Culture Committee looks at how long investigations take and the impact
that the investigation process has on staff wellbeing.

Ifti Majid was interested to know if people raise a concern with the FTSUG have they already
instigated a process that circumvents line manager responsibilities. If colleagues feel they
need to dual report a process that is underway does this mean staff are not happy with the
process? Ifti suggested that the People and Culture Committee include this in the analysis
of FTSU activity. Julia Tabreham as the NED lead for FTSU assured Ifti that she and the
FTSUG continue to meet on a regular basis and confirmed that FTSU data and themes
emerging from the process are monitored by the People and Culture Committee through the
People and Inclusion Dashboard.

The Board acknowledged that the Trust’'s speaking up culture should be celebrated and
supported the FTSU vision strategy.

ACTION: People and Culture Committee to the explore the impact that the
investigation process has on staff wellbeing, length of time that investigations take
and staff satisfaction with the process.

RESOLVED: The Board of Directors:

1) Supported the current mechanisms and activities in place for raising awareness
of the FTSU agenda.

2) Discussed the report and received significant assurance from the FTSU agenda at
the Trust and that the proposals made by the FTSUG promote a culture of open
and honest communication to support staff to speak up.

3) Supported the development of an FTSU Vision Strategy for the Trust as
recommended by the National Guardian’s Office and FTSU Board Self Review
guidance.

DHCFT BOARD COMMITTEE ASSURANCE SUMMARIES
2021/089

The Board Committee Assurance Summaries demonstrated the work of the committees
since their last update to the Board and were accepted as a clear representation of the
priorities that were discussed and will be taken forward in forthcoming meetings.

Mental Health Act Committee: This was a positive meeting where significant assurance
was received on the governance that ensures safeguards of the MHA have been
appropriately applied. The failure of the wi-fi connection at the Radbourne and Hartington
Units was referred to the Finance and Performance Committee as this issue has
ramifications on service delivery.

Audit and Risk Committee: Good levels of assurance were received that the organisation’s
data quality is based on particularly solid foundations. Limited assurance received on clinical
audit processes and how salary over payments were being recovered will be reported to the
next meeting in October. External audit work on the Trust’'s Value for Money (VM)
arrangements provided assurance that the Trust has performed as an efficiently run
organisation. The Committee was gratified that Mazars had worked to close the VM work
off in advance of the National Audit Office’s September deadline which meant that the Trust
had complied with statutory guidance.

Quality and Safeguarding Committee: A paper outlining the clinical demand of the future
pipeline of forensic patients and expansion of the service was discussed and will be further
reported to the Committee in October. The Chief Pharmacist’s report and concerns with not
being able to undertake electronic prescribing was escalated to the Finance and
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Performance Committee. Themes emerging from the number of vacancies, staff turnover
and integration within the medical teams was escalated to the People and Culture Committee
to establish if how well medical staff are working within their teams.

Finance and Performance Committee: The dormitory eradication and Psychiatric
Intensive Care Unit (PICU) projects being monitored by the Committee are progressing well.
Work within the estates strategy and extra cleaning required in response to COVID-19 has
contributed to the excellent results in infection and prevention and control. The Board noted
that upgrades to improve the wi-fi connection was discussed by the Committee and was
pleased to note that a communication will be communicated to all staff informing them of the
improvements being made to the wi-fi and the refurbishment work being carried out to the
wards.

People and Culture Committee: As a result of a referral from the Quality and Safeguarding
Committee a commitment was made to undertake an analysis of the pulse check data of
medical staff and provide feedback on the outcomes and action to be taken. The People
and Inclusion Dashboard continues to add value to meetings and the increase in executive
attendance at the July meeting was much appreciated. The Board was assured that FTSU
data and themes is monitored by the Committee via the People Inclusion dashboard and that
the issues raised in the FTSUG report, particularly the impact that investigations have on
staff health and wellbeing will be carried through. The Committee discussed and agreed that
BAF Risk 2a ‘There is a risk that we do not sustain a healthy vibrant culture and conditions
to make Derbyshire Healthcare Foundation Trust (DHCFT) a place where people want to
work, thrive and to grow their careers’ is increased to extreme due to increased gaps in
control that relate to resilience issues within the People Services team.

The Board recognised that it is within the Board Committees where much of the scrutiny and
challenge takes place which is such an important part of the Trust's governance
requirements.

RESOLVED: The Board of Directors noted the Board Assurance Summaries

DHCFT IDENTIFICATION OF ANY ISSUES ARISING FROM THE MEETING FOR INCLUSION OR
2021/090 | UPDATING IN THE BOARD ASSURANCE FRAMEWORK (BAF)

The following points were considered for inclusion in the next iteration of the BAF:

e The Executive Leadership Team is to consider how TPC will be included in the BAF
under risk 1a “There is a risk that the Trust will fail to provide standards for safety and
effectiveness as required by our patients and our Board” and linked to the Corporate
Risk Register under the Mental Health Learning Disability and Autism Mental Health
LD and Autism Board.

e Consideration will also be given to how the Trust will support the development of both
a provider collaborative in Derbyshire and a Mental Health Learning Disability and
Autism Alliance and how this should be reflected in the BAF.

¢ Mitigating action relating to the increase in vacancy, staff turnover and sickness rates
is to be strengthened in the BAF and the Executive Leadership Team (ELT) is to
develop an improvement plan

e ELT is to also consider how difficulties in recruiting people to the new work the Trust
is being funded for is featured within the BAF.

e Changes to access standards impacted by the new Mental Health Act should be
subject to specific review connected to current performance as well as the Learning
Disability and Autism Strategy and featured in the next iteration of the BAF.

The next iteration of the BAF is due to be received by the Board on 2 November after being
reviewed by the Audit and Risk Committee on 7 October.
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DHCFT 2021/22 BOARD FORWARD PLAN
2021/091

The 2021/22 forward plan outlining the programme for the remainder of the year was noted
and will be reviewed further by all Board members throughout the financial year.

DHCFT MEETING EFFECTIVENESS
2021/092

Board members agreed that the meeting had been successfully conducted as a live
streamed meeting held in the public domain with the correct items placed on a
comprehensive agenda. Thanks were extended to all Board members for enabling the
meeting to run to time.

Consideration is to also be given to how discussions held within system board committees
are brought to the attention of the Board. The ICS and implications this will have on
sovereign boards will be covered at the October Board Development.

The next meeting to be held in public session will be held at 9.30am on 2 November 2021. Owing to the
current coronavirus pandemic this meeting will be held digitally and will be live streamed via MS Live
Events.
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BOARD OF DIRECTORS (PUBLIC) ACTION MATRIX - NOVEMBER 2021

Date

Minute Ref

Item

Lead

Action

Completio
n Date

Current Position

6.7.2021

DHCFT
2021/068

Learning From
Deaths Mortality
Report

MD

Report to be enhanced to show different
ethnicities within the Derbyshire communities.
Blank entries relating to the count of people’s
sexual orientation will also be looked at to
understand why it is often left blank. The idea
of having a rolling data base of people with
protected characteristics to ensure the data is
complete is to be explored.

92021
2.11.2021

Board members are to confirm at the November meeting that data
relating to the different ethnicities and sexual orientation within
Derbyshire have been included in the report to their satisfaction.

Yellow

6.9.2021

DHCFT
2021/075

Declaration of
Interests

Board
Secretary

Ashiedu Joel’s additional interest as Lay
Member, University of Sheffield Governing
Council to be included in the Register of
Directors’ Interests

2.11.2021

Register of Directors' Interests has been updated to include Ashiedu
Joel's additional declaration.

Green

6.9.2021

DHCFT
2021/078
1

CEO Report

CEO

Transforming Care Programme trajectory,
achievement and risks to be discussed at the
next Board meeting on 2 November as part of
the IPR

2.11.2021

On November agenda. TCP Performance update included in IPR in
Appendix 3

Green

6.9.2021

DHCFT
2021/88

Freedom to Speak
Up Guardian
Report

DPI

People and Culture Committee to explore the
Impact that the investigation process has on
staff wellbeing, length of time that investigations
take and staff satisfaction with the process

18.1.2021

On the agenda of the People and Culture Committee for the next
scheduled meeting on 23 November 2021

Yellow

[Key:

Resolved

GREEN

50%

Action Ongoing/Update Required

Action Overdue

Agenda item for future meeting

AMBER

YELLOW

0%

0%

50%
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Derbyshire Healthcare NHS Foundation Trust
Report to the Public Board of Directors — 2 November 2021

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 my
activity with, and for, the Trust since joining the Trust on 14 September 2021. The
structure of this report reflects the role that | have as Trust Chair.

Our Trust and Staff

1. | attended the corporate induction, which is a revised format corporate induction
and has been running for the last 6 months and delivered online. There were
around 65-68 new starters. | found the induction stimulating and relevant with a
good mix of sessions led by the Chief Executive and Executive Directors. The
sessions covered Trust Values, expectations, Trust services, the populations
served by the Trust/health inequalities, compassionate care/leadership, quality
and continuous improvement, Equality, Diversity and Inclusion, and Freedom to
Speak Up. The Trust Values and expectations of new inductees was clear and
there was good interaction with inductees. The flow and scheduling of sessions
were smooth and seamless. Overall, it was very positive and an energising
experience.

2. | have met staff from different services via the live online Engagement Sessions;
Adult Services, Older People’s Community Services, Children’s Community
Services, Forensic and Rehabilitation Services and Corporate Services, all of
which have provided a further line of insight into the organisation. These events
have attracted on average upwards of 50 attendees. Staff have shared how they
are delivering services, addressing waiting times, innovating, promoting
wellbeing and some of the pressures they are facing. It has been inspiring
listening to staff about their work.

3. With the assistance of Anna Shaw and Richard Eaton from the Communications
Team | was able to introduce myself to Trust colleagues via a video.

4. | was able to see how the Trust Values are enacted when | met Tamera Howard;
Freedom to Speak Up Guardian. Tam outlined the work she has been doing to
promote a positive culture of Speaking Up and some of the planned activities for
Freedom to Speak Up throughout the month of October.

Council of Governors

5. With the assistance of the Communications Team, | was able to introduce myself
to the governors via a video. The link for the video was in Governors Connect,
which is the regular e-newsletter for governors.

6. My first day was 14 September so | was not in post to report back on the Board
and Council of Governors at the beginning of that month. The full minutes of the
Board meeting are included on this agenda as well as a summary of business
from the last Council of Governors.

7. 1 met with Lead Governor, Lynda Langley, Chair of Governance Committee, Julie
Lowe and Denise Baxendale who supports the governors with their role.
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8. | attended the Governance Committee held on 12 October and was very
impressed with the engagement log that documents engagement activities that
governors have undertaken. It also highlights the issues and concerns that they
have picked up from the engagement activities and brought back to the Trust for
further action.

9. The next meeting of the Council of Governors will be on 2 November, following
the Public Board meeting that day. The next Governance Committee takes
place on 8 December.

Annual Members Meeting (AMM)

10.0n 9 September the Trust held the Annual Members Meeting on MS Teams. |t
was attended by 69 people: 11 public governors, 5 staff governors, 3 appointed
governors, 7 Non-Executive Directors, 6 Executive Directors, 21 staff members,
4 Trust members, and 12 members of the public. The AMM closed with the
announcement of the winners of the Trust’s writing competition on the theme of
‘finding my calm during COVID’. We hope that the 2022 meeting will be held as
a face to face event.

Board of Directors

11.1 have met with all of the Non-Executive Directors and the Executive Directors
individually, which has been invaluable for me in understanding the progress
made in delivering the strategic priorities of the Trust and some of the challenges
the Trust is facing and working to address.

12.The Board has committed to developing Cultural Intelligence within its Senior
Leadership Team. Board members took part in a self-assessment exercise and
used this as a basis for discussion and development at a Board Development
session on 15 September. The exercise highlighted that the Trust has a strong
focus, drive and commitment to valuing difference and is in a good place to
develop further.

13.A Board Development session took place on 13 October, which focused on the
next steps in the development of the Derbyshire Integrated Care System (ICS).

14.The Non-Executive Directors have met with Ifti Majid and me to ensure we have
been fully briefed on developments.

System Collaboration and Working

15.1 have met with John MacDonald and Chris Clayton, Chair and Chief Executive
respectively of Joined Up Care Derbyshire (JUCD). | attended the October JUCD
Board meeting.

16.1 also assisted in the recruitment of the substantive Chief Executive role for the
Derbyshire system on 11 and 13 October.

17. The JUCD Board met on 16 September using MS Teams. It was highly
informative and highlighted the progress made by the various work streams and
the complexities and challenges of being an operational Integrated Care Board
(ICB) on 1 April 2022.

18. | have been introduced to a number of Chairs forums and networks, including
Mental Health Trust Chairs, NHS Providers Mental Health Chairs Network and
East Midlands Chairs Alliance. Some of these meet weekly and others monthly,
which has been a very useful source of sharing best practise and peer advice.

19. Members of the Board and | took part in the East Midlands Alliance Board
Development event on 14 October, which was highly informative. Progress
updates were provided about some of the work programmes which are under the
umbrella of the Alliance.

6. Trust Chair Update Sep Oct 2021.docx Page 2 of 4



Strategic Considerations

1) We will deliver great care by delivering compassionate, person-centred
innovative and safe care

2) We will ensure that the Trust is a great place to work by attracting
colleagues to work with us who we develop, retain and support by X
excellent management and leadership

3) We will make the best use of our money by making financially wise
decisions and will always strive for best value to make money go further

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

In compliance with the Equality Delivery System (EDS2), reports must identify
equality-related impacts on the nine protected characteristics age, disability, gender
reassignment, race, religion or belief, sex, sexual orientation, marriage and civil
partnership, and pregnancy and maternity (REGARDS people (Race, Economic
disadvantage, Gender, Age, Religion or belief, Disability and Sexual orientation))
including risks, and say how these risks are to be managed.

Below is a summary of the equality-related impacts of the report:

This report reflects a wide range of activities across the Trust, and consideration
relating to ensuring inclusion is embedded in operational work of the Trust. The
specific services visited provide support to those with protected characteristics by the
nature of their work. | am developing my own awareness and understanding of the
inclusion challenges faced by many of our staff.

With respect to working with governors, | will continue to support the approach taken
by the Trust to work actively to encourage a wide range of nominees to Trust
governor elections and strive that the Council of Governors is representative of the
communities they serve. The Trust also provides support to any current or
prospective governors to enable them to carry out their role to address any specific
needs they may have. This includes providing transport for those who may not be
able to access public transport due to physical needs, accommodating
communication requirements and providing support workers at meetings.
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Demonstrating inclusive leadership at Board level

| will ensure that | am visible in my support and leadership on all matters relating to
diversity and inclusion. | will provide support to Non-Executive Directors and ensure
that the Non-Executive Directors are also engaged and involved in supporting
inclusive leadership within the Trust.

We will continue to consider the skills and knowledge needed on the Board in terms
of diversity and inclusion when recruiting new Board members building on the
proactive approach taken to appoint people from protected characteristics, thereby
trying to ensure that the Trust has a Board that is representative of the communities
we serve.

Recommendations

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

Report prepared and presented by: Selina Ullah
Trust Chair
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Derbyshire Healthcare NHS Foundation Trust
Report to the Board of Directors — 2 November 2021

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 should be used to support strategic discussion on the
delivery of the Trust strategy. The Board should note that the report reflects a
wider view of the Trust’s operating environment and serves to horizon scan for
risks that may affect the organisation. Risks identified are highlighted in the report
and taken forward to assess their operational and strategic impact, and recorded
on operational risk registers, or the Board Assurance Framework, as appropriate.

National Context

1. NHS England and NHS Improvement (NHSE/I) published priorities and
operational planning guidance for October 2021 to March 2022 on
30 September 2021. The Board will remember in my briefing earlier in the year
that six priority areas were identified for April to September and those have not
changed for the latter half of the year:

e Supporting the health and wellbeing of staff and taking action on
recruitment and retention.

e Delivering the NHS COVID vaccination programme and continuing to
meet the needs of patients with COVID-19.

e Building on what we have learned during the pandemic to transform the
delivery of services, accelerate the restoration of elective and cancer
care and manage the increasing demand on mental health services.

e Expanding primary care capacity to improve access, local health
outcomes and address health inequalities.

e Transforming community and urgent and emergency care to prevent
inappropriate attendance at emergency departments (EDs), improve
timely admission to hospital for ED patients and reduce length of stay.

o Working collaboratively across systems to deliver on these priorities.

In addition, the guidance continues to focus on the five priority areas for
tackling health inequalities and continues the focus on sustained long term plan
delivery.

The NHS will receive an extra £5.4bn to cover COVID-19 costs in the second
half of the financial year. This includes £1.5bn for elective recovery, of which
£500m is capital. There is an increased efficiency requirement in H2 compared
to the first half of the financial year (H1).

Specifically, in relation to our services:

The guidance confirms that the NHS mental health implementation plan
2019/20 — 2023/24 remains the foundation for the mental health response to
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COVID-19. Systems should continue to make use of the additional £500m
funding made available for mental health at the beginning of 2021/22. Systems
must also continue to meet the mental health investment standard (MHIS).

More detailed clarity is given in relation to those areas we must focus on in the
second half of the year:

e Delivery against in-year integrated care system (ICS) workforce plans,
making full use of new roles, and development of a multi-year mental
health workforce plan.

e Accelerating the recovery of face-to-face care in community mental
health services and submitting the re-categorisation of community
mental health spend over autumn.

¢ Reducing out of area placements, long lengths of stay and long waits in
emergency departments for mental health patients.

e Continuing to increase access to NHS-funded children and young
people’s community mental health services, talking therapies, individual
placement support and specialist perinatal services.

e Advancing equalities, including delivering the target for physical health
checks for people with severe mental illness and recovering the
dementia diagnosis rate.

e Delivering actions to enable whole pathway commissioning for provider
collaborative ‘front runners’ from April 2022.

e Ensuring digital capabilities are in place across services to drive
interoperability and improvements in patient safety, supporting digitally
enabled pathway redesign, and using digital services to improve access
and personalisation of care is also encouraged.

Whilst not specifically mentioned in its own section, the expectation continues
to be clear about long term plan delivery for Learning Disability and Autism
Services.

Board members will note the synergy between the expectations in the planning
guidance and in the Trust’'s own RoadMap for Quarter 3. As a Board it will be
vital for us to think about how we increase our monitoring of long term plan
achievement through our Board Committees and in conjunction with emerging
system governance.

2. At the September Board meeting | spoke about the publication of the Integrated
Care System (ICS) design framework (16 June) and the increasing detail
emerging now about provider Collaborative at Scale and at Place. | thought it
helpful to ensure the Board was sighted on the expected key timeline dates of
ICS/ICB establishment between now and April 2022:

NHSE/I set out some specific dates by which ICSs are expected to complete
key actions in preparation for the creation of statutory ICBs on 1 April 2022,
although all dates are indicative and assume the passage of legislation through
Parliament. | have included below highlights of some of the key dates for our
Board to be aware of, including the appointment of all ICB designate NEDs and
executive board-level posts by 31 December, and a two-part consultation on
the ICB constitution (including nomination process for the trust partner
member) starting on 14 October.
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It is expected that ICB appointments to Chair and CEO will be completed by
mid-November with non-executive directors (NEDs) appointed by the end of
December along with other ICB executive level posts.

The ICB constitution will be two-part and will start following appointment and
discussion with the designate ICB chair. The first part will be focused on the
board size and composition and will be completed by 17 November (and
agreed with NHSE/I regional team 19 November). The second part will focus
on the nomination process for GP, trust and local authority partner roles, and
will be completed by 30 November. The final draft constitution submission must
be submitted by the 18 March 2022.

18 March 2022 is the deadline for ensuring clarity around quality and safety
systems including the implementation of the System Quality Groups in line with
the National Quality Boards guidance. This is something we need to consider
when reviewing the future role of internal Trust governance.

The middle of March 2022 is also the date when it is expected that all
arrangements are in place for the formal launch of the Integrated Care
Partnership Board with associated governance focussing on population health
and reducing health inequalities.

It is important as an organisation that we take into account these developments
as we review our strategy during the winter.

Local Context

3. A Joined Up Care Derbyshire Board meeting was held in public on
16 September 2021. Some of the key points from that meeting for our Board to
note include:

e Very familiar to colleagues on our Board of Directors was the patient
story, which was focused on Autism, both diagnosis and post diagnostic
support, as well as transition from Children’s to Adult services. Not only
did this lead to a conversation around current service plans and the new
autism support service, it also led to a conversation about our role as
Anchor Organisations in Derbyshire and how we could support
employees who are neuro-diverse.

e The system continues to be very busy with a high level of escalation and
bed occupancy levels in all services above 95%. From a critical care
perspective the system continues to be very busy above optimal
capacity, mainly due to providing mutual aid to neighbouring ICSs.

o We spoke of the timelines to Integrated Care Body establishment in
April, as mentioned earlier in my report, agreeing and recognising the
capacity pressures that we need to find ways of addressing to ensure
both the transition, but as importantly, the opportunity for delivering new
ways of working are not lost.

e The Board had an in-depth conversation about the system's current
financial status, including the ways we are addressing the underlying
financial deficit within the NHS. It was noted that Derbyshire NHS
currently allocates more money to its providers than it receives, resulting
in an underlying financial deficit for the system. We spoke of the more
strategic approach that we were developing in relation to financial
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management as well as a system wide transformational plan with more
details to be discussed at the next meeting.

e The Board heard updates on progress being made to understand the
impact and ways of operating of both provider Collaborative at Scale
(see next item) and Place.

e Something | felt really important was the agreement through the People
and Culture Strategic Oversight Group to develop a set of shared
leadership principles which would help to align our behaviours and
aspirations as leaders in the Derbyshire system.

4. Board colleagues will recall | shared the latest guidance on Provider
Collaborative development at the last Board meeting. | also spoke about the
work that was underway within the Joined Up Care Derbyshire System.
Appendix 1 is a paper that is being shared with all provider Boards in the
Derbyshire System.

The paper sets out the background to provider Collaborative at Scale covering
some of the ground we spoke about at the last Board. The clarity on the
national priority areas is positive and essential linked to the broader Joined Up
Care Derbyshire (JUCD) strategy. The subcommittee tasked with defining a
way forward are proposing the model of a single provider leadership board
across JUCD.

In terms of the emerging national requirement around a local mental health,
learning disability and autism collaborative/alliance, | believe this proposal
continues to support that approach and is something that we have discussed
and agreed via the provider collaborative subgroup.

We are asked as a Board to receive the briefing note in Appendix 1 and to
formally agree our support for the direction of travel. At this point we are not
being asked to formally agree to be a partner, nor to consider or agree to alter
schemes of delegation, and so on.

5. As Board members are aware from the briefing last month, the Derbyshire ICS
Building the Right Support Programme (formally transforming care
programme), is currently not providing the level of assurance and performance
in relation to the ambition set out in the plan and the NHSE monitoring process.
In addition, the Derbyshire system has received feedback from Moorhouse
Consulting, who have reviewed our Building the Right Support approach and
made a number of recommendations around three specific areas:

e Clinical interventions
e System ownership
e Core team capacity

One part of this response is to move the leadership and accountability for Building
the Right Support from a commissioning organisation to more closely align to
providers who can have direct impact on admissions. To this end, Ade Odunlade
as our COO, will now become the lead officer for Building the Right Support, with
the leadership of the core team that currently sits within the CCG, now moving to
our organisation.
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| am sure Board members would like to extend a warm welcome to those
colleagues who now join our leadership team.

Within our Trust

6. Board members will be pleased to note (attached at Appendix 2) the draft Trust
Green Plan. Our Green Plan is set within the context of, and aligns with, the
NHS aim to reduce carbon emissions to ‘net zero’ outlined in the 2020 NHS
report ‘Delivering a ‘Net Zero’ National Health Service’ (2020). That report
recognises the NHS responsibility for around 4% of the nation’s carbon
emissions and its significance in the solution through its 1.3 million plus
employees. The report’s stated targets, to reduce directly controlled emissions
to net zero by 2040 (80% by 2028-2032) and influenced emissions to net zero
by 2045 (80% by 2036-2039) are targets that currently put the NHS on a
trajectory to be the world’s first ‘net zero’ emissions national health service.

The plan demonstrates our commitment to:

e Support the NHS-wide ambition to become the world’s first healthcare
system to reach net zero carbon emissions

¢ Prioritise interventions which simultaneously improve patient care and
community wellbeing while tackling climate change and broader
sustainability issues

e Support the organisation and Derbyshire system in planning and making
prudent capital investments while increasing efficiencies.

The delivery of this plan will help raise the profile of sustainability by providing
robust leadership and direction. This will in turn provide the drive to ensure
sustainability is embedded across the organisation. Sustainability will be
considered in its wider sense; how it can contribute to reducing costs and
providing high quality care, as well as tackling environmental concerns and
reducing the Trust’s carbon emissions and other greenhouse gases. The
delivery of the plan will also provide a foundation for a comprehensive
programme of engagement with staff, patients, partners and the wider
community.

The Board is asked to agree the draft plan and confirm monitoring of the
associated Green Plan delivery programme through Finance and Performance
Committee.

7. In each quarter of 2021/22, we have produced a ‘RoadMap’ that aligns with the
Trust strategy and defines the priority areas for focus in the coming quarter.
The quarter 3 RoadMap is attached in Appendix 3. Board colleagues will note a
change in emphasis in the plan which, whilst it continues to focus on the need
to protect colleagues and those using our services (through good infection
prevention and control standards) and focus on the wellbeing of colleagues
through our health and wellbeing assessments and support offers, it now starts
to focus on how we increase recovery of key quality and performance metrics
that have understandably slipped during the pandemic response.

Board colleagues will also note that we are now supporting groups of less than
10 colleagues to meet inside where this is deemed the most effective way of
carrying out the business of the meeting.

7. CEO Update Nov 2021.docx Page 5 of 10



8. October is Black History Month, and the Trust’s focus on the event started with
a video from myself shared with colleagues, where | spoke about the
significance of the annual event.

Our Trust BME Network Chair, Sharon Rumin spoke very powerfully to
colleagues about this year’s theme ‘Proud To Be’: “It's been a challenging time
for many BME staff and our allies with so much in the media about racism,
inequality and injustice. The theme of Black History Month 2021 is to focus on
celebrating being Black and working in collaboration with our allies; to inspire
and share the pride people have in their heritage and culture — in their own
way, in their own words.

Colleagues including myself, Selina our Chair, Deep Sirrur (consultant
Psychiatrist), Subodh Dave (Consultant Psychiatrist) and Chinwe Obinwa
(Consultant Psychiatrist) have been involved in leading national and regional
events celebrating Black History Month. In our Trust there have been a number
of very well attended events including:

e Guest speaker David Shosanya talks about allyship

e Wear Red Day

e Guest speaker Professor Cecile Wright from Black Community Matters
Derby talks about Black Lives Matter (BLM)

e Colleagues have also been invited to take part in a wall art competition
in their teams throughout the month (COVID friendly of course!)

¢ We have also been promoting teams, including those using our services,
to create poems around the theme of Proud to Be.

My thanks to everybody who has made this vital month of celebration such a
success.

9. Many thanks to Anna Shaw, our Deputy Director of Communications, for the
following update for Board on the activities of our Communications Team.

It has been a busy couple of months for our Communications team, who
continue to share updates and information through our external communication
channels and respond to requests from local, regional and national media.

Our external communications regarding the development of new mental health
facilities in Derby and Chesterfield started in September, and a public
questionnaire was available for six weeks, closing on 1 November. We will
review the feedback received and continue to communicate and engage with
people regarding these exciting developments. This will include focused
consultation regarding changes to our older adult services, which will
commence in December.

In October we participated in a week-long health and social care feature on
Radio Derby, talking about our COVID related challenges and priorities for the
coming months, including Winter preparedness. This was well received, and
enabled health and social care leads across Derbyshire to present a joined up,
system-wide approach to our planning and conversations.
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Also in October, we launched and promoted a new service in the city of Derby
in October called Drinkwise Derby, aimed at providing information and advice
to Derby residents on managing their alcohol use. The service, which is being
run by the Derby Drug and Alcohol Recovery Service on behalf of Derby City
Council’s Public Health team, was featured on BBC East Midlands Today. The
service’s website is at www.drinkwisederby.org.uk

October is a time when we raise awareness of several key health and social
issues. To coincide with this year’'s World Mental Health Day, we promoted the
new information on Neurodiversity that has been launched on the Derby and
Derbyshire emotional health and wellbeing website. We were also proud of the
efforts of colleagues who promoted Black History Month and Speak Up Month
both nationally and locally.

Going forwards we will be doing more work to showcase the positive news,
developments and innovations from within the Trust, linked to our recruitment
opportunities to join Team Derbyshire Healthcare. The ‘work for us’ pages on
our website continues to be some of the most visited pages of the site,
generating over 18,600 unique page views in the 90 days between 20 July and
17 October.

The Communications team continues to manage the website on behalf of the
Trust, and during that same 90-day period there were over 250,000 page
views. Our family health services in Derby and our talking therapies service,
Talking Mental Health Derbyshire, were the most viewed service pages.

Internally we continue to keep colleagues informed and updated on COVID
related guidance and developments and we have launched a ‘working remotely
Team Derbyshire Healthcare promise’, which will form a sub-set of our wider
staff promise. We are also starting to talk about other important non-COVID
developments, and the team continue to prepare for our staff conference that is
scheduled to take place later this month, featuring guest speaker Amar Latif.

Communications and engagement also remain a central aspect of the OnEPR
transformation programme, to improve the way we record patient information.
Following a successful transition to the SystmOne electronic patient record
(EPR) system in our CAMHS, Learning Disabilities and Older Adult Mental
Health Services, a great deal of work is being done to ensure that teams in our
Working Age Adult Mental Health Services feel prepared for, and involved in,
the move to SystmOne when it goes live in January 2022.

10.1 know Board colleagues are committed to the benefits of creating an
environment where colleagues feel empowered and enabled to tell us how it
feels to work in the Trust and raise concerns around quality issues or other
areas where they feel there are risks to our core values or expected outcomes.
This is something we see regularly at the Board through our Freedom to Speak
Up Guardian’s report. October is Freedom to Speak up Month with a number of
events and reminders about speaking up happening both in our Trust and at a
regional and national level.

11.0n 23 September we held a fantastic thank you ceremony on the balcony
outside of the Ashbourne Centre coffee lounge to personally thank everybody
who was involved in whatever role in the incident management team during the
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last 20 months. It was fantastic to meet everybody personally, to share stories
of their contributions and hear some reminiscing (believe it or not). We were
able to present colleagues with a small token of our thanks and appreciation by
way of a card and inscribed clock. I'm sure Board members would once again
join me in thanking all colleagues involved in our incident management team as
the amazing response our Trust undertook in terms of the pandemic wouldn’t
have happened without their dedication, passion and commitment.

12.1 really valued meeting medical colleagues at both the Trust Medical Advisory
Committee and The Trust Local Negotiating Committee during September and
October. | notice that the use of MS Teams seems to have a positive impact on
attendance with great coverage across the Trust at both meetings. There were
some important discussions about the new Integrated Care System and the
opportunities this gives us, leading to debate about population health and, in
particular, outcomes of our local BME communities. We also spoke of the crisis
pathway, updated on the Dormitory Eradication Programme and changes to the
leadership of some services.

13.As Board colleagues are aware, the significance of the developments
associated with the emerging Integrated Care System, simply can’t be
underplayed and so ensuring that colleagues in our Trust have the opportunity
to understand more about how these changes will impact on themselves and
their service, as well as the Trust, is really important. To that end, we have
started a series of ‘in conversation’ events with key individuals from the system,
such as Stephen Bateman talking to me about provider Collaboratives, Andy
Smith talking about Children’s Services across the system, Gavin Boyle about
urgent care and Tracy Allen about Place, as well as a focussed session with
our own Gareth Harry about the Mental Health, Learning Disability and Autism
Delivery Board.

14.Over the last two months we have continued to hold several ‘Live’ Divisional
Engagement Events, chaired by either myself, Ade as our COO, or indeed the
Divisional General Manager or Executive lead, with the aim of offering
colleagues the chance to tell us as a senior leadership team how they are
finding working in the Trust at present, along with an opportunity to ask
questions, make suggestions and share innovations. | have been pleased to
welcome Non-Executive Directors to these sessions as well. Engagement
sessions have been held with:

Forensic and Rehabilitation Services

Specialist Services

Adult Acute Services

Adult Community Services

Corporate Services

Older Adult Community Services

Admin and Clerical Staff

Specific session focussing on the Vaccinations, both Flu and the COVID
Booster

We adopted a different approach to these events, with them being hosted by
the general manager, who invited colleagues to share their experiences

normally through team managers or service managers. The general manager
then invited me to provide a briefing and then we had a general question and
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answer session. There was certainly more discussion and dialogue doing it this
way without presentations.

This month we simply focussed around the Road Map and changes going into
quarter 3 that were roundly supported by all the live engagement events.

In addition, | have been lucky to be able to attend and meet with our CAMHS
leadership colleagues and attend the Kedleston Unit since the last Board
meeting.

The more specific feedback from these events have featured in our lessons
learnt process and in turn fed into our strategy review. We will be continuing
with this approach to engaging with colleagues, along with our new monthly ‘all
staff team briefing session’.

Strategic Considerations

1) We will deliver great care by delivering compassionate, person-centred
innovative and safe care

2) We will ensure that the Trust is a great place to work by attracting
colleagues to work with us who we develop, retain and support by X
excellent management and leadership

3) We will make the best use of our money by making financially wise
decisions and will always strive for best value to make money go X
further

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, people who use our services, and members of the
public is being reported into the Board.

Consultation

e The report has not been to any other group or committee, though content
has been discussed in various Executive and system meetings.

Governance or Legal Issues

e This document presents several emerging reports that may become a legal
or contractual requirement for the Trust, and potentially impact on our
regulatory licences.
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Public Sector Equality Duty and Equality Impact Risk Analysis

In compliance with the Equality Delivery System (EDS2), reports must identify
equality-related impacts on the nine protected characteristics age, disability,
gender reassignment, race, religion or belief, sex, sexual orientation, marriage and
civil partnership, and pregnancy and maternity (REGARDS people (Race,
Economic disadvantage, Gender, Age, Religion or belief, Disability and Sexual
orientation)) including risks, and say how these risks are to be managed.

Below is a summary of the equality-related impacts of the report:

This document is a mixture of a strategic scan of key policy changes nationally and
changes in the Derbyshire Health and Social Care environment that could have an
impact on our Trust. The report also covers updates to the Board on my
engagement with colleagues in the Trust and the reporting of internal actions and
feedback | have received relating to the strategy delivery.

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

The focus on Black History Month | detail in the report is an important vehicle for
increasing awareness around race equality issues and to reinforce our Trust anti-
racism stance. It is particularly important to note the opportunities for celebration
and learning we are putting on, have been developed by our Network. There is a
risk that we must be mindful of as a Board, which relates to the need for active
engagement, celebration and learning all year round, not just in October.

There is also a link with Freedom to Speak up Month, as we know that BME
Colleagues make less use nationally of Freedom to Speak up routes.

The focus on improving public health and prevention as part of the more towards
developing integrated care systems is a real opportunity to differentially intervene
in those parts of Derbyshire where we know health outcomes are the poorest. It is
vital our Board pushes in system engagement to ensure that this concept is further
developed.

Our live engagement events continue to provide a helpful vehicle for speaking up.

Recommendations
The Board of Directors is requested to:
1) Scrutinise the report, noting the risks and actions being taken.
2) Agree to the direction of travel identified in Appendix 1
3) Support and sign off the green plan in Appendix 2
)

4

Seek further assurance around any key issues raised.

Report prepared and Ifti Majid
presented by: Chief Executive
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Paper to the Derby & Derbyshire NHS Provider Boards

Proposal from the Provider Collaboration at Scale Sub-Committee

October 2021

1. National and local background

NHS England and Improvements’ paper on “Integrating care Next steps to building
strong and effective integrated care systems across England” sets out clear ambition
and guidance on the importance of “Provider Collaboratives at Scale”, within the

context of the formation of the new Integrated Care Systems across England.

This paper set out the background to provider collaboration at scale and the initial
steps taken to develop a baseline of current collaboration in the following areas of

national priority:

Acute (UEC and Planned care)

Mental Health

999/111

Primary Care in/out of hours (at the request of the Joined Up Care Derbyshire
ICS Board)

Within the Joined Up Care Derbyshire (JUCD) footprint, the approach taken to
explore this request and produce a proposal has been to create a sub-committee
and link in with the Place Partnership developments. Using the national guidance of
the ICS design framework, the recently released 'Working together at scale'
document and completing a local stakeholder mapping process has brought us to a
place where an overarching direction of travel and proposal can be made in relation

to the JUCD approach to Provider Collaboratives.

2. Sub-Committee membership and achievements

The Provider Collaborative at Scale sub-committee has been meeting since April

2021 monthly with the following core membership:
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Role

Name

Accountable Officer/111 lead

Stephen Bateman

Chair Helen Phillips
SRO/999 lead Will Legge
UHDB Rep/Urgent Care lead Gavin Boyle

CRH Rep/Planned Care lead

Angie Smithson

Primary Care rep

Duncan Gooch

Mental Health Trust rep/MH,LD&A lead | Ifti Majid
DCHFT Rep/Place Partnerships lead Tracy Allen
Finance lead Claire Wright
CCG lead Zara Jones
Public Health lead Robyn Dewis

Programme resource

Claire Hinchley

Programme administration

Julie Stone

Additional members’ e.g. Local authorities, CQC, deputies and guest speakers have

attended meetings, with the following guest speakers providing significant support to

development of thinking:

e Des Breen — Medical Director and Clinical Advisor to NHSEI System

Transformation Workstream

e Louise Robson - Chief Executive Lead for Provider Collaboratives — NW, NE

& Yorkshire

The sub-committee set out to deliver the following within Q1 to inform the Q2 plan:

Deliverables

Achievements

Finalise sub-group membership and

workplan

Complete. Sub-committee meets

monthly

Gather and document initial views on
key areas of focus for collaboration and
their current state, looking at next steps

and support required to progress

Complete. Initial stakeholder
engagement completed in April with
delivery board leads and other relevant

workstreams.

Seek to engage with Primary Care on In
and Out of Hours provision, considering

scale collaboration

Complete. Primary & Community Care
collaboration board commenced in July
2021
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Discuss approach to ensuring links and | Complete. Membership and

co-development with 'at place’ representation on both committees and
workstream sharing of ideas in place

Undertake mapping exercise of key Complete. Mapping exercise created a
focus areas against national key 'long list' of ideas for collaboration
principles

Use mapping exercise to inform Q2 plan | See proposal

Assess impact of national published See proposal

guidance, informing Q2 plan

Quarter 2: See proposal
Seek to develop collaborations and

local population needs, in line with

findings

A task and finish group to support the sub-committee was in place temporarily
however the release of draft national guidance provided a different approach and
direction of thought within the sub-committee, therefore it was stood down whilst the

national guidance was received and absorbed.

The sub-committee reports directly into the JUCD Board on a bi-monthly basis,
providing updates on progress and receiving assurance from the board as to the

direction of travel.

3. National guidance

Following from the release of the ICS Design Framework in June, NHSE&I released

Working Together at Scale: guidance on provider collaboratives mid-August.

The guidance sets out three suggested models of delivery for provider collaboratives

at scale that should be considered by local ICS to assess their suitability.
The three models are:

e Provider Leadership Board
e Lead Provider

e Shared Leadership
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The guidance includes direction on membership, accountability, form and

governance.
It sets out the purpose of a provider collaborative and these key points and actions:

e Provider collaboratives will be a key component of system working, being one
way in which providers work together to plan, deliver and transform services.

e By working effectively at scale, provider collaboratives provide opportunities to
tackle unwarranted variation, making improvements and delivering the best
care for patients and communities.

e Significant scope to deliver these benefits already exists within current
legislation and, subject to its passage through Parliament, we expect the
Health and Care Bill will provide new options for trusts to make joint decisions

e All trusts providing acute and mental health services are expected to be part
of one or more provider collaboratives by April 2022.

e Community trusts, ambulance trusts and non-NHS providers should be part of
provider collaboratives where this would benefit patients and makes sense for
the providers and systems involved.

e |CS leaders, trusts and system partners, with support from NHS England and
NHS Improvement regions, are expected to work to identify shared goals,
appropriate membership and governance, and ensure activities are well

aligned with ICS priorities.

4. Proposal for a Joined Up Care Derbyshire Provider Collaborative

At the July sub-committee meeting, a development session was held with partners to
understand the three recommended models (taken from a draft version of the

guidance) and how they could be localised across Derby and Derbyshire.

Following due consideration, debate and discussion, the model of a single Provider
Leadership Board across JUCD was agreed to be a sensible approach for all
providers to work together to deliver at scale benefits for areas of work that require
collaboration across two or more partners, and where specific at scale areas of work

that don't currently have a focus could be housed and delivered.
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The Provider Leadership Board model has the benefits of providing single
authoritative place where members are empowered (through delegated authority and
their local sovereign organisations schemes of delegation) to make binding decisions
across the work areas of the Board. This fundamental difference to the prior ways of
working is envisaged to fast-track strategic decision-making and ensure the pace of

change is not hampered by over-burdening governance processes.

The diagram in Appendix A gives a brief overview of how this model would be
envisaged to operate, albeit with only two organisations on the diagram. For clarity, it
is proposed that in JUCD the initial member organisations of the Provider Leadership

Board (and thus the Provider Collaborative) would be;

e Chesterfield Royal Hospital NHS Foundation Trust

e Derbyshire Community Health Services NHS Foundation Trust
e Derbyshire Healthcare NHS Foundation Trust

e DHU Health Care CIC

e East Midlands Ambulance Service NHS Trust

e University Hospitals of Derby and Burton NHS Foundation Trust

It is envisaged that this model will work for the overall provider collaborative, and that
there are then opportunities for alliances and other sub-collaborative arrangements
to be put in place where it is sensible to do so. Appendix B gives a graphical view of
how this could operate. A good example of this is the Mental Health, Learning
Disability and Autism collaborative working, which may move to a formal alliance

arrangement sitting under the overarching JUCD Provider Collaborative.

This is a development process the delivery board is working through during the end

of Summer and beginning of Autumn to finalise.

The development session generated lots of discussion from partners, of which a

summary includes:

e The proposals have some advantages and are the right direction of travel in
terms of simplification and decision making.

e Careful thought should be given to the Place/Provider Collaborative interface,
linked to the transformation, decision making delegation (not just between

5|Page

7.1 Appendix 1 Prov Coll Nov 21.pdf Page 5 of 13



ICS and Provider Collaborative but Provider Collaborative and other
programmes). An initial view of this is shown in Appendix C.

e How the financial and commissioning framework evolves needs to be
significantly influenced and co-designed with Place and Provider
Collaboratives and that will be a challenge that all system partners will need
to work together to achieve.

e We must not lose the gains already made and get in the way of those with
any of the proposals that suggested.

e General practice must not feel that they are being side-lined and must be part
of the system and are actively part of the development processes of the

Provider Collaboration workstream.

For the proposed collaborative to progress, the next steps include setting out the
form and governance of the collaborative and deciding upon the resource required to

deliver this next phase.

The phases and timescales of delivery are to be agreed within the sub-committee

but may include:

Phase Task Resource required | Timescales
1- e Statement and Senior level September
Desi agreement of form and governance skill set 2021 to
esign
governance December
e Board development 2021
sessions
e Agreement of
membership
2 — Set e Meetings in place Director level with November
up * Roles and responsibilities | strong knowledge 2021 to
agreed and delivery of March 2022
o Delegation of authority in | leading large scale
place change, programme
e Priorities set management and
e Work programmes governance
agreed
e Resource aligned
e Reporting arrangements
in place
e Comms and engagement
delivered
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3- e Partnership delivery e Director level | April 2022
. board meets as above onwards
Del
eivery e Work programmes e PMO
commenced e Work
programme
leads

With regards to creating form and governance, the national guidance states (p23)
'Providers should determine and agree the form and governance of their
collaborative, with help from ICS leaders and NHS England and NHS Improvement

regions.

There is no one model that all collaboratives must adopt; it will be up to members to
decide which arrangements will work best for them. The ‘right’ form and governance
arrangements should flow from the shared purpose and objectives of the provider

collaborative.

Providers will need to identify the functions and core capabilities necessary to deliver
the expected benefits of scale and use governance arrangements that are

proportionate.'

Within the guidance, a set of guiding principles are offered to determine the form and

governance of the arrangement:

e Must be underpinned by a shared vision and commitment to collaborate to
deliver benefits of scale and mutual aid, doing what is best for people and
populations across places

e Should build on and enable existing successful governance arrangements; for
some areas, arrangements may need to be strengthened rather than creating
new arrangements from scratch

e Should enable providers to efficiently reach decisions, which each
organisation is committed to upholding, on topics that are within the
collaborative’s remit

e Should provide strong mechanisms for provider members to hold each other
to account to ensure that decisions are reached and carried out and benefits

of scale are realised at pace
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e Should ensure the needs and voices of local communities are a key
consideration in all decisions and clinical leadership is embedded in
programme delivery

e Should make it clear how decisions are made, how disagreements are
resolved, how funding flows to services within the collaborative’s remit, and
how the collaborative is resourced

e Should help streamline ways of working within and across systems; for
instance, representatives of provider collaboratives are empowered to engage
in conversations about services and transformations that are to be delivered

at scale, rather than each individual provider needing to be consulted.

Local actions for review regarding the collaborative are included in the summary of

the sub-committee meeting outlined above.

Further guidance regarding membership of the collaborative — including the role and
value added for membership of local authorities, social care and the voluntary sector
can be found within the national guidance document and this is part of the work of

the future work of the sub-committee.

5. Next steps for the sub-committee to consider

The provider collaborative at scale sub-committee is tasked with debating and

agreeing the following points:

e Debate the proposed phases, actions and timescales and amend/agree these
e Consider whether suitably skilled resource to achieve the next phase of
progression is available within the current workforce and make nominations
e Consider the overall resource required to take the programme forwards and

provide a recommended way to procced

8|Page
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6. NHS Provider Organisation Considerations

Each provider is asked to receive this briefing note and support the overarching
direction of travel articulated, in that there should be the formation of a single JUCD
Provider Collaborative, with appropriate alliances, work plans and programmes that it

leads and manages.

It should be noted that this agreement to the direction of travel is not a request at this
stage to formally commit to becoming a member of the Provider Collaborative, or to
alter delegated authorities or schemes of delegation. It should be seen as support of
a direction, so further work can be progressed to provide a full proposal for each
organisation to consider on formal membership, decision making, risk management

and how the Provider Collaborative will operate.

Specifically, the ask of delegated authority and decision making is anticipated to
need significant discussion and internal assurance in order to make it workable in a
collaborative environment and this is fully understood. There are a set of questions
which are helpful to outline now for consideration, but not for answering at this stage

of the developments. These will, however, need addressing in due course.
Provider questions to consider;

¢ Identify the role of the organisational Chair in the collaborative space

¢ |dentify development needs across the provider senior team

e |dentify areas for streamlining — where can the system do something once
and do it well, rather than doing it many times in many different places (PMO,
governance, role of delivery boards)

e |dentify how priorities and decision making in the collaborative space reach
the provider board and staff groups in a timely manner

e Create a written record of how decisions are made within the provider board
and within the provider leadership collaborative board

e Review current governance — does it work well now, will it work in the
immediate transition period and beyond?

e |dentify available resource to support the new governance and delivery

arrangements

9|Page
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7. Recommendations

The Board is recommended to;

1. Agree to the proposed Joined Up Care Derbyshire (JUCD) approach of
having a single Provider Collaborative, working under a Provider Leadership

Board model as an appropriate direction of travel for the JUCD system

2. Agree to continue to engage and support development of the proposed
Provider Collaborative model

10| Page
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Appendix A — Provider Leadership Board Model

JUCD Provider Leadership Board has
Collaborative member CEOs + others as
required. Requires Mol / Alliance Agreement
to define objectives and scope

JUCD Provider Leadership Board Trust A

Has vision developed by members
Rotating or independent chair

Trust CEO

Joined Up Care

Derbyshire

JUCD Provider Leadership Board

Trust B

Trust CEO

Usually supported by PMO to aid
delivery of core objectives
Usually establishes subgroups,

sponsored by exec SRO
Advised by clinical advisory
groups/steering groups on best

practice / gaps in models
Has a pre-defined (by it's members)
decision-making approach

This model is not restricted to
one sector per collaborative,
however does operate at Trust
level

‘Provider Leadership Board” Model

11| Page
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Trust Board delegates
authority to CEO to
commit organisation
formally, within
defined scope and by
scheme of delegation

Trust Board

Trusts remain sovereign and as
individual legal entities (with own
CQC registration, contracts, legal

Trust Board delegates
authority to CEO to
commit organisation
formally, within

defined scope and by
scheme of delegation

accountabilities)

Trust Board

NHS Contract, Performance Management and
Owersight, Accountability for Delivery
- Remains between CCG or ICS Body and
Provider Trusts (directly)

CCG or ICS Body
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Appendix B — Provider Collaborative Workstream Model

Individual Provider Collaboratives may wish to establish J O I n ed U p Ca re
a programme approach to lead workstreams around =
their common areas of activity/improvements De rbyS h I re

This would not replace the ICS accountability through : .
the existing delivery boards established for the system XYZ Provider Leadership Board
Decision-making & Authority

Provider Collaborative
Programme

(could be supported
by system PMO, for
example)
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‘Provider Leadership Board’ Model
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Appendix C — Place / Provider Collaborative Working

Joined Up Care
Working with Place Derbyshire

HWBBs

DBs — bring
together relevant
providers and ICB

input to agree
outcomes,
delivery models
and oversee
delivery across
the Place
Partnerships

Derby & Derbyshire Place Partnerships

Derbyshire i Derby
i

Urgent & Emergency Care CB
]

Planned Care DB

MH, LD &A DB

GP Collaborative

Place Partnership
Boards (working
together as one) bring
together ‘strategic
provision of health and

f:ore functions care’ on behalf of ICP —
include Local Place developing, integrating
bui.lc.iing Allianca and transforming it as
resilience, one of their key

integrating and
delivery

services that
require scale

1
Primary and Community Care

MHS Provider Collaborative

Collaboratives

functions
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1.0 Introduction

Derbyshire Healthcare NHS FT provides mental health, learning disabilities and substance misuse (drug and alcohol)
services, as well as a wide range of children’s services across Derby city and Derbyshire County. It employs more than
2,400 staff operating from a number of community bases across the whole of the county, serving a combined
population of over one million people.

We are committed to demonstrating leadership in sustainability and have produced this Green Plan in order to:

e support the NHS-wide ambition to become the world’s first healthcare system to reach net zero carbon
emissions

e prioritise interventions which simultaneously improve patient care and community wellbeing while tackling
climate change and broader sustainability issues

e support the organisation and Derbyshire system in planning and making prudent capital investments while
increasing efficiencies

The delivery of this plan will help raise the profile of sustainability by providing robust leadership and direction. This
will in turn, provide the drive to ensure sustainability is embedded across the organisation. Sustainability will be
considered in its wider sense; how it can contribute to reducing costs and providing high quality care, as well as
tackling environmental concerns and reducing the trust’s carbon emissions and other greenhouse gases. The delivery
of the plan will also provide a foundation for a comprehensive programme of engagement with staff, patients,
partners and the wider community.

Our Green Plan is set within the context of, and aligns with, the NHS aim to reduce carbon emissions to ‘net zero’
outlined in the 2020 NHS report ‘Delivering a ‘Net Zero’ National Health Service’ (2020). That report recognises the
NHS responsibility for around 4% of the nation’s carbon emissions and its significance in the solution through its 1.3
million plus employees. The report’s stated targets to reduce directly controlled emissions to net zero by 2040 (80%
by 2028-2032) and influenced emissions to net zero by 2045 (80% by 2036-2039) are targets that currently put the
NHS on a trajectory to be the world’s first ‘net zero’ emissions national health service.

This green plan is for all of us and needs to be actively supported by each and every member of staff.
2.0 Organisational Vision

We aim to be an environmentally friendly trust. Our vision is for the creation of a healthier environment through the
sustainable development of trust services. In achieving this, DHCFT will:

e embed opportunities in its day to day activities and across its workforce to reduce both the carbon emissions
we control and the carbon emissions we influence

e build environmental sustainability into its planning and design processes for new and transformed services
and estate

e embed sustainable models of care and support the local community to be well-connected, healthy, resilient,
independent and managing their lives in a positive way

e establish local and system level partnerships and collaboration, including patient groups, to help local
communities improve the resilience of services and estate in response to environmental and climatic
changes

In this cycle of the plan (2022 to 2025), in recognition of existing and planned work, particular consideration is given
to:

e new buildings and transformation of existing estate in line with capital investment for inpatient services

e ongoing development of the community mental health framework and its shaping of community service
provision across all age groups
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e transformation of services and estate relating to lessons learned from the Covid-19 pandemic and advance
of digital solutions and greater flexible working

3.0 Areas of Focus
3.1 Workforce and system leadership

Making sure that staff are engaged with the sustainability agenda is essential for the delivery of sustainable
healthcare. Every single member of staff has a role to play in delivering this strategy. Engaging staff to adopt
sustainable practices will enable them to take ownership within their own areas of influence. Sustainability principles
do not just apply at work; they apply at home, across our supply chain and beyond.

What we want to achieve How we will measure it How we will achieve it
Provide awareness training and
regular updates on the Green Plan

and sustainability agenda.

Staff participation in sustainability
programmes, training and the
generation and progression of ideas
through continuous improvement.

Support staff to improve
sustainability at work and home and
empower them to make sustainable
choices in their everyday lives.
Develop and maintain a
sustainability programme.

Support the development and
progression of sustainability
initiatives through transformation
and continuous improvement.

Develop lower carbon options for
staff.

Build sustainability into job
descriptions, plans and recruitment
through WF&OD lead.

3.2 Sustainable models of care

We need to improve the environmental sustainability of care pathways, and better integrate healthcare services to
improve efficiency. Delivering the best quality of care within the available environmental, social and economic
resources is a growing challenge. Ensuring we have a healthcare system that is fit for the future is increasingly
important as we are starting to face the effects of climate change. This will directly impact the way we care for
patients and how diseases are spread.

What we want to achieve

To deliver the best quality of care
while being mindful of its social,
environmental and financial impact
and take a whole systems approach
to the way it is delivered.

How we will measure it
Staff surveys.
Patient feedback.
Level of patient groups and
stakeholder involvement in service
design.

Quality visits.

Trusted assessments.

How we will achieve it

Provision of care closer to home,
also through digital means and
promotion of video consultations
where appropriate.

Consideration and implementation
of the digital agenda and utilisation
of electronic as opposed to paper-

based systems.

Addressing health inequalities.
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Referral, admission and discharge
data.

Mileage claims and monitoring.

Monitoring of contact type e.g. F2F,
Virtual, Telephone.

Staff absence and feedback.

Apply sustainability principles to
new build and refurbished Estate to
improve wellbeing and create a
healing environment and support
improved quality of care.

Development of staff and patient
groups and the enablement of
patient and clinician led, lean
service redesign.

Greater joined up working with
system partners.

Collaborate with stakeholders to
create a healthy environment for
patients, including temperature,

light and food choices.

Take a proactive approach to
identify the leading causes of staff
sickness and implement a package
of measures to address this.

3.3 Digital transformation

There is a clear connection between digital transformation and a net zero NHS. The digital agenda seeks to harness
digital technology to streamline service delivery and improve the use of resources, reducing carbon emissions.

What we want to achieve

Digital solutions and alternatives
within clinical and operational
practice that reduce carbon
emissions.

How we will measure it

Proportion of video consultations
and meetings against agreed aims.

Increased app-based referrer
contact e.g. Consultant Connect

Increased patient contact in non-
face-to-face categorisation.

Number of digital transcriptions.
Reduced expenditure on paper,

printing and postage, plus reduced
storage capacity requirement.

How we will achieve it

Collaboration with teams in
redesign of operational processes.

Utilising new software and
platforms e.g. Office 365, MS Teams
OneDrive.

Remote working and ability to
access data from anywhere using

OneDrive / Share point.

Digital video consultation and
meetings.

Speech recognition software.
Patient apps.

Reduction of paper records, printing
and postage.
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3.4 Travel and transport

The transport of goods, services, staff, patients and visitors has a significant impact on local air quality, congestion
and health. Delivering a robust Travel Plan and supporting staff, patients and visitors to use more active and
sustainable travel methods will reduce the impact of these activities, leading to cost savings and health benefits.

What we want to achieve

To encourage sustainable and active
travel wherever possible and reduce
the carbon and air quality impacts
of our organisation and internal
supply chain.

How we will measure it
Reduced mileage claims.
Electric vehicle infrastructure.
Cycle to work infrastructure.
Fewer face to face meetings.

Increased uptake of bike and e-bike
schemes.

More joint working with system
partners on walking, cycling and
public transport initiatives.

How we will achieve it

Ensure all new trust vehicles are
ultra-low emission and zero
emission.

Support electric vehicle uptake.

Ensure staff have access to methods
and training for video consultation
to reduce business miles between
sites and from attending external
meetings.

Appoint a cycling lead for the trust
and support cycling and other non-
car alternatives with facilities and
system partnerships, and the
appointment of a cycle-to-work
lead.

3.5 Estates and facilities

Refurbishing and developing the Estate allows us to embed sustainability and efficiency using smart design and
emerging technologies across our improvement works. This requires taking a whole life costing approach to projects
by considering sustainability in design, construction, commissioning, operation and decommissioning, helping to

future-proof our organisation.

Capital projects

We will focus on reducing the carbon emissions arising from the organisation’s buildings and infrastructure, including

e improving energy efficiency and reducing energy usage
e decarbonising heating and hot water systems

e waste reduction and the circular economy

e building design and refurbishments

What we want to achieve

To reduce the environmental impact
of building works during design,
refurbishment, construction,
operation and decommissioning
stages.

How we will measure it

Energy and water consumption,
including design and in-use
performance.

Scoring / standards / evaluation.

New plans need to conform before
go-ahead.

How we will achieve it

Ensure a sustainability philosophy is
taken for all Capital Projects
including major refurbishments,
driving resource efficiency through
the Estates Strategy.

Inform staff how the heating,
cooling, lighting and ventilation of
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their buildings operate, and how
they can report any performance
issues.

Asset management and utilities

Our activities are intensive and constant, with utilities representing a substantial cost and environmental impact to

the organisation. It’s essential that we accurately measure and reduce consumption to make sure we’re getting the
best value for money and minimising environmental impact. Embedding more efficient practices, new technologies
and improving staff awareness will help to improve utility efficiency across everyday activities and as part of longer-

term plans.

What we want to achieve

To embed energy and water
efficient technologies and practices
throughout our Estate and services
and deliver year-on-year reductions
in consumption.

How we will measure it

ERIC returns.

How we will achieve it

Monitor utility consumption across
our Estate and deliver a programme
of targeted energy and water
efficiency schemes to manage and
drive down use.

Specify renewable energy when we
enter new purchasing arrangements
for electricity.

Green space and biodiversity

Nurturing and improving green space provide benefits for mental and physical wellbeing. It also leads to improved
air quality, noise reduction, supports biodiversity and helps combat climate change. By collaborating with partners
and local communities we will implement a clear strategy that helps us contribute to local biodiversity and make the

best use of available green space.

What we want to achieve

To maximise the quality and
benefits from our green spaces and
reduce biodiversity loss by
protecting and enhancing natural
assets.

How we will measure it

The value of natural capital.

How we will achieve it

Incorporate biodiversity and green
space into our sustainability
governance structure and work
closely with our contractors to
maximise the benefits.

Raise awareness of the benefits of
natural capital for physical and
mental health and wellbeing by
providing opportunities for staff to
get involved in Trust-wide initiatives
such as beekeeping and gardening
schemes.

3.6 Medicines

The green agenda for pharmacy is being coordinated at a regional level (NHS Midlands for our trust) and it is an on
ongoing agenda item for regional and Derbyshire Chief Pharmacists’ meetings. This means progress against targets
related to medicines can be met by aligning to these plans.
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The targets within our regional plans primarily consider the reduced use of anaesthetic gases and metered dose
inhalers. Neither of these are matters we would take the lead on, but we will support patients. We don’t use
anaesthetic gases in the Trust (in ECT we use injected anaesthetics); and we supply inhalers to patients based in their
current prescriptions, which have been gradually changing from metered dose inhalers over the last decade and we
expect will reduce further in future.

Reduction in single use plastic in packaging is a key aim and Pharmacy will support and contribute to the plans
outlined in other parts of the trust green plan specifically related to plastics and procurement.

Reducing unnecessary waste is an ongoing consideration of our continuous improvement approach and we routinely
monitor our dispensing to use ratios.

What we want to achieve How we will measure it How we will achieve it

Reduced use of anaesthetic gases Local and regional monitoring. We will support regional plans.
and metered dose inhalers.

Reduced waste linked to non-used
dispensed medicines. Dispensing to non-use ratios. Ongoing adaptation of prescribing
processes.

3.7 Supply chain and procurement

The NHS supply chain accounts for approximately 62% of total carbon emissions and is a clear priority area for focus
in every Green Plan.

What we want to achieve How we will measure it How we will achieve it
Source green energy. Request REGO certificate on an The Trust already has a Power
annual basis. agreement that requires the

supplier to provide a REGO
certificate on an annual basis. This is
part of a three Trust collaboration.

The Trust has already advised staff
Procure recycled copier paper. The Trust only purchases copier that only recycled copier paper
paper through Supply Chain and on | should be purchased through SOLO.
an annual basis will review the types
of paper procured.

Complete an analysis of the major

Compare the current carbon spend by product category.
Identify product categories that emissions for the product categories | Measure the total carbon emissions
could contribute in reducing the identified and then compare this to | for major spend items and evaluate
Trust’s carbon emissions. lower carbon mission alternatives. lower carbon emission alternatives.

3.8 Food and nutrition
We need to reduce the carbon emissions from the food made, processed or served within the organisation. This

includes reducing overall food waste and ensuring the provision of healthier, locally sourced and seasonal menus
high in fruits and vegetables, and low in heavily processed foods.
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We generate large volumes of waste and have legal responsibilities to make sure that it is properly segregated,
handled and disposed of. Procurement constitutes the largest proportion of our carbon footprint and we must
reduce unnecessary use of resources across our organisational activities. By applying the waste hierarchy, rethinking
traditional waste models and working closely with our staff and supply chain, we can move towards a circular
economy approach and away from a throwaway culture.

What we want to achieve

Minimisation of waste and disposal.

How we will measure it

Waste streams and volumes.

How we will achieve it

Replace single use products with
reusable alternatives where there is
a viable and lower carbon option
and be transparent when this is not
feasible.

Deliver initiatives to reduce food
waste and ensure that it is treated
in the most sustainable way.

Segregate more waste streams at
source to improve recycling rates.

Use our purchasing power wisely, by
working with suppliers to procure
products that minimise packaging
use and offer innovative solutions to
waste reduction, including take back
schemes.

Provide healthy, informed and
sustainable catering choices that
meet and exceed national
guidelines.

3.9 Adaptation

Climate change is one of the biggest public health threats and challenges that we face. Extreme weather conditions,
such as flooding, and heat waves are increasing in severity and frequency and are now a visible reality. We must act
now to adapt to a changing climate and mitigate the negative effects of past and future climate-altering actions. We
need to embed climate change awareness and action into our entire infrastructure, our services, partners and

colleagues to be prepared for climate change impact.

What we want to achieve

Ensure our organisation is prepared
to deal with the effects of climate
change, particularly extreme
weather events, and continue to
invest in adaptation and mitigation
measures.

How we will measure it
Building evaluation.

Green space evaluation and number
of green space initiatives.

Risk register.

How we will achieve it

Incorporate adaptation into our
sustainability governance structure,
corporate risk register and reporting
processes.

Maximise the quality and resilience
of our greenspace to help mitigate
the effects of climate change
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4.0 Engagement, Communication and Delivery

Full and effective engagement and communication with trust staff, patients, system partners and members of our
community will be key to the success of our vision to deliver a healthier environment through sustainable
development.

The Green Plan will be delivered through a programme approach, segmented into the focus areas with leads for
each based on particular capabilities, experience and interests. Each programme stream will adopt improvement
methodology to evaluate its outcomes and refine plans and activities to deliver its objectives. Programme streams
will be made up of staff and wider non-staff membership where appropriate, including patients, system partners and
other stakeholders.

Communication and engagement of plans and activities will be coordinated by the trust communications team,
utilising the trust internet and intranet spaces as well as surveys and questionnaires, market stall type events and
social media.

Training will be sourced and provided in relation to the sustainability and green plan agenda and provided as
required, as well as being recognised content within the staff induction process and organisational development
programme.

Further details and activity in relation to engagement, communication and delivery can be found in the associated
Green Plan Delivery Programme.

5.0 Minimum Foundations for the Green Plan (to be in Place by April 2022)

This plan has a three-year span from 2022 to 2025 but there are minimum expectations and requirements forming
part of the foundations of the plan which need to be in place before publication of the Green Plan and before April
2022. These are:

As per the 2021/22 NHS Standard Contract:

1. The trust has a board member who is responsible for net zero targets and the Green Plan. Similarly, every ICS is
asked to designate a board-level lead to oversee the development of their own Green Plan.

2. The trust purchases 100% renewable energy from April 2021, with supply contracts changing as soon as possible.
3. The trust reduces its use of desflurane in surgery to less than 10% of its total volatile anaesthetic gas use, by
volume.

4. Every ICS develops plans for clinically appropriate prescribing of lower carbon inhalers.

As per Delivering a net zero National Health Service

5. The trust ensures that, for new purchases and lease arrangements, systems and trusts solely purchase lease cars
that are ultra-low emissions vehicles (ULEVs) or zero emissions vehicles (ZEVs).

6. The trust Develops a green travel plan to support active travel and public transport for staff, patients and visitors.

As per the 2021/22 NHS planning guidance

7. Where outpatient attendances are clinically necessary, at least 25% of outpatient activity is delivered remotely,
resulting in direct and tangible carbon reductions.

Work is ongoing ahead of April 2022 on these aspects and progress is monitored in the quarterly Greener NHS Data
Collection (see appendix 1).
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6.0 Governance

The trust Green Plan is led by a designated board-level net zero lead which is Chief Operating Officer, Ade Odunlade.
It is supported with professional leadership from Andy Donoghue, Associate Director of Estates and Facilities, and
programme support from Joe Wileman, Head of Programme Delivery.

The plan has senior, expert input from a broad range of disciplines and functions, including clinicians, estates and
facilities, procurement, finance and human resources; and these individuals are informed by representative, well-
supported sustainability colleagues, groups and networks from across the organisation and system. This group also
makes up the core component of the programme delivery group which will meet regularly to drive the work and
deliver the plan.

The plan is to be approved by the trust board and submitted to ICSs by 14 January 2022, to be consolidated into
system-wide strategies. These, in turn, will be submitted to the relevant NHS England and NHS Improvement
regional team for final peer review, ahead of publication.

Each region has received significant additional funding from the Greener NHS National Programme to recruit and run
regional greener NHS teams to help co-ordinate and catalyse net zero progress within ICSs and trusts.

Progress against the approved Green Plan will be formally reported annually to the trust board and/or ICS governing
body. Progress will also be reported formally to the relevant regional greener NHS team, in a format and frequency
agreed with them.

While the approved Green Plan covers a three-year period, the trust will formally review and update the plans
annually to consider:

e the progress made and the ability to increase or accelerate agreed actions

e new initiatives generated by staff or partner organisations

e advancements in technology and other enablers

o the likely increase in ambition and breadth of national carbon reduction initiatives and targets

At a national level, progress towards the NHS’s net zero carbon emission targets is reported twice a year to the NHS
public boards. The regional teams will hold ICSs to account on delivery of the latter’s Green Plans, and ICSs will be
tasked with holding organisations within their system to account in a similar fashion.

Authors:

Joe Wileman — Head of Programme Delivery
Andy Donoghue — Associate Director of Estates and Facilities

September 2021
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APPENDIX 1 — Greener NHS Data Collection at June 2021

Question Response
Does your organisation have an up-to-date board approved green plan in place which is aligned In progress
to the ambitions set out in delivering a Net zero NHS ?
Does your organisation have a board-level representative with Net zero work within their Yes
portfolio
Does your organisation purchase 100% of its electricity from renewable sources? No
Has your organisation implemented the following actions to identify and address nitrous oxide
waste?
e A multi-disciplinary team is set up to adress the issue No
e A nitrous oxide waste review has been undertaken No
e Sources of nitrous oxide have been investigated No
e Solutions have been implemented to address waste No
e Thereis a 1/4ly review by the medical gas committee to minimise waste No
Does your organisation purchase or lease solely cars that are Ultra-Low Emission vehicles (ULEV) | No
or zero emission vehicles (ZEV)?
Does your organisation purchase or lease solely, vans that are under 3.5 tonnes that are ULEV? Yes - some
Does your organisation's salary sacrifice scheme for vehicles allow for the purchase of only ULEVs | No
or ZEVs?
Does your organisation have a cycle-to-work lead? No
Does your organisation have a salary sacrifice cycle-to-work scheme for staff? Yes

What facilities does your organisation offer for people who arrive by a mode of active transport:
Cycle parking/lockers/showers

Cycle parking

Does your organisation have access to a food waste technology installed in at least one of its
sites to process food waste?

No

Yes (4 times/yr) / Yes (2 times/yr) Yes (1 time/yr) / no

Does at least one of your sites have a digital meal ordering system installed? No
Yes (all) / Yes (some) / No (planning) / No
Does your organisation change menu regularly to use more seasonal ingredients? Yes - once

Does your organisation have a plant-based menu that is readily available for patients and staff?

Yes — patients

business continuity plan?

Yes(patients) / Yes (staff) / Yes(both) / No and staff
Does your organisation purchase only recycled paper? Yes - all
Yes(all) / yes(offices) / Yes(non-offices) / No (but planning)/No

Does your organisation have a walking aid refurbishment and reuse scheme? Yes

How many overheating incidents triggered a risk assessment since the last snapshot date? None
How many overheating assessments have triggered a risk assessment since the start of the None
financial year?

Does your organisation have a nominated lead who is accountable for adaption planning and No
management?

Does your organisation have a long-term climate change adaptation plan separate from your No
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Keeping us and those who use our services safe:




Connecting us:




Getting the basics right and recovering our Trust standards:




As the pandemic response is stabilising we do now need to start to
concentrate on recovering our Trust standards where they have slipped:




As the pandemic response is stabilising we do now need to start to
concentrate on recovering our Trust standards where they have slipped:




Ongoing actions from Quarter 1 and Quarter 2:




Derbyshire Healthcare NHS Foundation Trust
Report to the Board of Directors — 2 November 2021

Performance Report

Purpose of Report

The purpose of this report is to provide the Board of Directors with a brief update
of how the Trust was performing at the end of September 2021 during this
extremely challenging period. The report focuses on key finance, performance
and workforce measures.

Executive Summary

The report provides the Board of Directors with information that demonstrates
how the Trust is performing against a suite of key targets and measures.
Performance is summarised in an assurance summary dashboard with targets
identified, where a specific target has been agreed. Where a specific target has
not been agreed or specifically commissioned, colleagues will be able to track
performance over time and discuss/challenge any specific variation that may be of
concern or unusual. The charts have been generated using an adaptation of a
tool created by Karen Hayllar, NHS England and NHS Improvement (NHSEI)
which enables much easier interpretation of how each process is performing. The
main areas to draw the Board’s attention to are as follows:

Operations

Three-day follow-up of all discharged inpatients

Patients are followed up in the days following discharge from mental health inpatient
wards to provide support and ensure their wellbeing during the period when they are
at their most vulnerable. To date we have consistently exceeded the national standard
for follow-up which came into effect from 1 April 2020.

Data quality maturity index

Increasing waiting lists resulting from the pandemic continue to have a negative
impact on data quality, however we would expect to consistently exceed the national
target and we have seen a slight improvement in each of the last three months.

Early intervention 14-day referral to treatment
We have seen common cause variation throughout the 24-month period, and we
would expect to consistently exceed the national standard for referral to treatment.

Early intervention 14-day referral to treatment — incomplete

The service continues to perform consistently well against the national 14-day referral
to treatment standard of 60% or more people on the waiting list to be have been
waiting no more than two weeks to be seen.

IAPT 18-week referral to treatment
The national target has been exceeded throughout the 24-month reporting period and
for the last 8 months performance has been significantly better than expected.

IAPT 6-week referral to treatment
With staff back in post we expect to consistently exceed the national standard.
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IAPT patients completing treatment who move to recovery
For the past 14 months the national standard has been achieved. This is an annual
target and year to date we are exceeding target.

Average number of patients placed out of area per day — adult acute
There has been a statistically significant reduction in inappropriate out of area acute
placements.

Patients placed out of area per month — adult acute
PICU usage has remained within common cause variation for the last 16 months.

Waiting list for care coordination
The average wait to be seen and number waiting have both remained significantly low
in recent months.

Waiting list for adult autistic spectrum disorder (ASD) assessment

To meet demand, there would need to be between 54 and 67 assessments completed
per month (65th to 85th percentile). Currently the service is funded to complete 26
assessments per month and is averaging 20 due to sickness and vacancies. Referrals
are continuing to be received at the same rate. It is highly unlikely to see any
significant change until there is a change to investment in the service.

Waiting list for psychology

We can see the impact of the pandemic on waits, with the waiting list being
significantly higher than expected for months. Many patients are still waiting owing to
the pandemic and a desire to be seen face to face. The average waiting time has risen
slightly in the last two months. Referrals remain steady. For the last two months the
number of people waiting has reduced significantly. Recruitment to a number of vacant
and part time posts across adult services is in progress.

Waiting list for Child and Adolescent Mental Health Services (CAMHS)

The number of referrals received has been steadily increasing, with a corresponding
increase in activity. On 27 September a waiting list initiative commenced which will
progress until the end of October.

Waiting list for community paediatrics

The average wait to be seen continues to be significantly shorter than expected,
however the number of children on the waiting list is now significantly high owing to
the large increase in referrals for neurodevelopmental assessment which has been
seen since January 2021.

Outpatient appointments cancelled by the Trust

The most common reason recorded for cancellation was “appointment brought
forward”. This is when a patient needs to be seen more urgently and so is offered an
earlier appointment. The second most common reason was cancellation owing to
consultant sickness.

Outpatient appointment “did not attends”

The level of defaulted appointments has remained within common cause variation for
the last 16 months and in the current process the trust target of 15% or lower is likely
to be consistently achieved.
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Other Operational Matters of Note

Health Protection Unit (HPU)

This next quarter for the HPU has seen its focus on the delivery of flu vaccination and

COVID-19 vaccination, predominately boosters for staff and inpatients as well as
primary and secondary doses for patients.

HPU are exploring doing some outreach work in providing vaccines to the severe
mental illness (SMI) cohort and those that typically find accessing vaccines very
difficult. A bid has gone in to access funding to support this.

Vaccination status
93% of people working for the Trust have received their first vaccination and 90%
have now received both vaccinations. Booster vaccinations have commenced.

Finance

Revenue

Previously under the financial regime set by NHSEI, there was only a requirement
to submit a half year (H1) plan. However, the Trust also produced an internal plan
for H2 generating a full year plan. Planning guidance has recently been published
setting out a requirement for a H2 plan (covering month 7-12) for 2021/22. The
details of this are covered in a separate paper.

Our financial position forms part of the overall financial position of Joined Up Care
Derbyshire.

Month 6 2021/22
In month YTD

Plan Actual Variance Plan Actual Variance
Income (14,690,250) (15,731,997) | (1,041,746) | (87,836,398) | (87,471,845) 364,553
Pay 10,693,062 11,085,821 392,759 63,867,521 62,858,633 (1,008,888)
Non-Pay 3,985,389 4,734,960 749,571 23,968,361 24712,796 744 435
Total (11,799) 88,784 100,584 (516) 99,584 100,100

H1 Forecast Month 1-12 FOT

Plan Actual Variance Plan Actual Variance
Income (87,836,398) (87,471,845) 364,553 (173,045,873) | (179,345,209) (6,299,337)
Pay 63,867,521 62,858,633 (1,008,888) | 126,875,811 130,675,706 3,799,895
Non-Pay 23,968,361 24,712,796 744 435 46,086,942 48,638,863 2,551,921
Total (516) 99,584 100,100 (83,120) (30,640) 52,480

Overall, the forecast for the end of the financial year remains on plan at
breakeven. The income forecast for H2 has been based on the best intelligence at
the time of forecasting and may change as income allocations are agreed for the

second half of the financial year (H2) plan.

There are some large variances across income, pay and non-pay budgets which
are driven by the following key assumptions summarised below.

AfC pay award back pay has been paid in September and income has been
accrued based on the recent guidance. Budget has been allocated to Divisional
budgets from reserves based on 3% of the £ budgets.
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H2 allocations have been confirmed at a system level but at the time of finalising
the month 6 forecast this had not been split at an organisational level. Therefore,
assumptions have been made to the top-up income and Covid income. It has
been assumed that the income will continue but at a lower level, for example a
5% reduction in Covid income.

No income reduction has been included in the forecast for the share of the £14m
distance to target efficiency requirement, which would have required forecast cost
reductions (cost out) to achieve the required break-even position.

The H2 plan is being presented to Trust Board (see separate paper) which will be
at a point inf time, however due to timing of the meeting and the possibility of
further changes to the plan up until the submission date of 16 November, any
further changes will be presented to the Executive Leadership Team (ELT).

Covid costs were previously forecast to revert back to their original cost centres
from the Covid cost centre at month 7. However due to the continuation of a
Covid funding allocation costs are now forecast to remain against the Covid
budget.

There is on-going monthly system reconciliations between Provider income and
CCG expenditure and there has been a difference between our income
assumptions and CCG expenditure related to the new investments because of
slippage caused by recruitment delays. This is transparently discussed at System
Delivery Board in order that plans can be agreed for the appropriate utilisation
and reinvestment of slippage

Efficiencies

The full year plan includes an efficiency require of £2.3m mainly phased in the
second half of the financial year. The forecast at month 6 assumes that this will be
over delivered by £0.2m. The H2 planning guidance builds in an efficiency
requirement to the allocations of 0.82%, totalling a requirement of 1.1% (0.28% in
H1). However, depending on the overall system plan there may be a requirement
for a higher level of efficiency.

Agency
At the end of month 6 agency expenditure is above the ceiling by £941k which

equates to 62%. The two highest areas of agency spend relates to medical and
ancillary staff (mainly domestics). The forecast assumes that agency costs will
reduce slightly from month 10 but is still generating forecast spend of £4.7m
which is above the ceiling by £1.7m (55%). The forecast does include a
contingency of £100k for any unforeseen agency usage.

Out of Area Placements

Expenditure for adult acute out of area placements and stepdown placements is
within budget year to date. The forecast assumes expenditure for the 11 block
beds and no ‘inappropriate’ out of area placements for the remainder of the
financial year and an average for Stepdown placements.

Covid costs

The Trust has an allocation of £700k a month for months 1-6 for Covid-related
expenditure. The year to date expenditure is currently within that allocation. The
main costs are driven by pay at £2.6m with a further amount of £1.4m on non-pay
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expenditure. It has been confirmed that a Covid allocation will continue into the
second half of the financial year (H2).

Capital
With regards to self-funded capital, the Trust is slightly above plan at the end of

month 6 and it is now forecast to be above plan by £0.6m by the end of the
financial year. The above-plan forecast expenditure is related to the self-funded
elements of the dormitory eradication programme and PICU, acute-plus plans and
is therefore part of system discussions on capital prioritisation for use of system
CDEL

The Trust has received additional PDC capital funding for the initial stages of the
dormitory eradication programme, this is the year two element of the original
MOU. Further funding has been agreed for the dormitory eradication programme
with allocations totalling £80m over the next 3 years.

Cash

Cash is at £38.5m at the end of September which is in line with the cash balances for
June and July. Cash is forecast to reduce down to £36.6m by the end of the financial
year in line with capital expenditure and the payment of PDC dividends.

Cash is now subject to enhanced focus and oversight meetings due to the PICU and
dorms capital requirements. It remains essential that we maintain adequate working
capital and cashflows to pay our workforce and suppliers as well as deliver the various
capital programmes. Appropriate assurance and scrutiny on these matters takes place
at Finance and Performance Committee.

People

Annual appraisals

The appraisal process was reviewed at the end of October to agree reinstatement
of full appraisals across all services. In the interim they continue to be paused
replaced by a structured wellbeing conversation.

Annual turnover

The rate of turnover was higher than the Trust target range of 8-12% for 3 months
but returned to within target range last month. Work is ongoing to develop a retire
and return process which will encourage more retirees to return to substantive
posts and support vacancy fill.

Compulsory training

A recovery plan continues to improve training compliance. Operational Services
are currently above target at 86% compliant with compulsory training, with
Corporate Services slightly lower at 77%.

Staff absence

Corporate Services are below the target threshold at 4.6%, with Operational
Services currently sitting at 7.7%. General Managers and Area Service Managers
have been tasked with compiling sickness action plans to address on a Divisional
basis, reporting through the Trust Oversight Operational Leadership meeting
(TOOL).
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Supervision
The levels of compliance with the clinical and management supervision targets

have remained low since the start of the pandemic and were significantly below
target in September.

Proportion of posts filled

Prior to the start of this financial year there were a number of factors that had in
effect artificially lowered the vacancy rate prior to April 2021, however this has
now been adjusted for at the start of this financial year, which is where we can
see a significant drop in posts being filled.

Bank staff
Following a period of 7 months of unusually high bank staff use, in the past 5
months the position has returned to common cause variation.

Quality

Compliments
The number of compliments decreased in line with the emergence of COVID-19 and

the significant changes to many of our clinical services. Work is underway to improve
feedback from service users via an electronic survey received by text or email.

Complaints
The number of complaints increased with a particular theme around both concerns

and complaints of access to services. The recent results from the Mental Health
Community Survey have presented similar themes, with service users and carers
feeling they have struggled with the reduction in face to face contact with services
during the COVID-19 Pandemic.

Delayed transfers of care

The increased number of care homes and care settings in outbreak and demonstrating
staffing issues has resulted in high numbers of delays in transfers from inpatient
settings, increasing the number of delayed transfers of care at times.

Care plan reviews

The proportion of patients whose care plans have been reviewed continues to be
lower than usual. Teams have been prioritising essential tasks, with reduced routine
contact, and trying to engage with people who use our services in different ways, e.g.
in virtual ways using Attend Anywhere.

Patients in employment
The Individual Placement Support (IPS) Service continues to have success in
supporting people into employment even during the current pandemic.

Patients in settled accommodation

There continue to be community nurses dedicated to working in a multi-agency
environment supporting our homeless service users, however, data presents below
the lower control limit and so further investigation is required.

Medication incidents

When looking into medication incidents, they take a variety of forms: from missed
doses, wrong medication administration, missed fridge temperature recording,
prescription error and non-location of medication. The medicines management
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operational subgroup are currently revising the medications error procedure, taking
into account Trust values.

Incidents of moderate to catastrophic actual harm

The number of reported incidents of moderate to catastrophic harm have remained
within common cause variation throughout the reporting period. However, there has
been a recent increase bringing the total above the mean line. This will continue to be
monitored.

Duty of Candour
There have been no instances of Duty of Candour in the last 3 months.

Prone restraint

There are ongoing work streams to support the continuing need to reduce restrictive
practice; including the introduction of body worn cameras and monitoring of restrictive
practice within the “reducing restrictive practice forum”. Data analysis and review has
shown that even where restraint and seclusion has increased, the use of prone
restraint has continued to reduce.

Physical restraint
The number of reported incidents involving restraint have remained within common
cause variation throughout the reporting period.

Seclusion

The use of seclusion was within common cause variation, however, has increased in
July. In further investigating this trend, there appears to be a linked to a small number
of patients who have been placed in seclusion on more than one occasion. This data
will be monitored for patterns and further support needs for individual areas.

Falls on inpatient wards

April to July 2021 has remained below the mean line and demonstrates the
effectiveness of ongoing falls reduction work being developed and implemented within
Older adult services. However, August and September demonstrate an increased in
falls. A further review is required to understand this pattern.

Care Hours Per Patient Day (CHPPD)

CHPPD is rolling data updated monthly, to show staffing levels in relation to patient
numbers on an inpatient ward. When benchmarked against other mental health trusts,
we were below average.
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Strategic Considerations

1) We will deliver great care by delivering compassionate,
person-centred innovative and safe care

2) We will ensure that the Trust is a great place to work by
attracting colleagues to work with us who we develop, retain X
and support by excellent management and leadership

3) We will make the best use of our money by making
financially wise decisions and will always strive for best X
value to make money go further

Assurances

This report should be considered in relation to the relevant risks in the Board
Assurance Framework (BAF). The content provides assurance across several
BAF risks related to workforce, operational performance and regulatory
compliance. The use of run charts provides the Board with a more detailed view
of performance over time as it enables the differentiation between normal and
special cause variation.

Consultation

Versions of this new style report have been considered in various other forums,
such as Board development and Executive Leadership Team.

Governance or Legal Issues

Information supplied in this paper is consistent with the Trust’s responsibility to
deliver all parts of the Oversight Framework and the provision of regulatory
compliance returns.

Public Sector Equality Duty and Equality Impact Risk Analysis

In compliance with the Equality Delivery System (EDS2), reports must identify
equality-related impacts on the nine protected characteristics age, disability,
gender reassignment, race, religion or belief, sex, sexual orientation, marriage
and civil partnership, and pregnancy and maternity (REGARDS people (race,
economic disadvantage, gender, age, religion or belief, disability and sexual
orientation)) including risks, and say how these risks are to be managed.

Below is a summary of the equality-related impacts of the report:

This report reflects performance related to all of the Trust’s service portfolio and
therefore any decisions that are taken as a result of the information provided in
this report is likely to affect members of those populations with protected
characteristics in the REGARDS groups.

Any specific action will need to be relevant to each service and considered
accordingly, so for example, as parts of the report relate specifically to access to
Trust services; we will need to ensure that any changes or agreed
improvements take account of the evidence that shows variable access to
services from different population groups.
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Recommendations
The Board of Directors is requested to:

1) Confirm the level of assurance obtained on current performance across the
areas presented. Proposed level is Limited Assurance

2) To formally agree that this report incorporates the key elements of
assurance to the Trust Board that would otherwise have come from Finance
and Performance Committee and People and Culture Committee reporting

3) Determine whether further assurance is required.

Report presented by: Ade Odunlade
Chief Operating Officer

Report prepared by: Peter Henson
Head of Performance

Rachel Leyland
Deputy Director of Finance

Amanda Wildgust
Assistant Director People Operations

Kyri Gregoriou
Assistant Director of Clinical Professional Practice
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Assurance Summary

5 g Lower Upper
¥ |5 Latest process Process
Metric Name 3 § Value Target limit limit Mean
1 |3 day follow-up ) 85% 80% 77% 100% 88%
2 |Data quality maturity index 97% 95% 97% 98% 98%
3 |Early intervention 14 day referral to treatment - complete *) 86% 60% 68% 109% 88%
4 |Early intervention 14 day referral to treatment - incomplete 67% 60% 58% 111% 85%
5 |IAPT 18 week referral to treatment @ 100% 95% 100% 100% 100%
6 |IAPT 6 week referral to treatment 7‘ 82% 75% 80% 97% 89%
7 |IAPT patients completing treatment who move to recovery ) «LJ 51% 50% 46% 63% 54%
8a |Average patients out of area per day - adult acute 0 A 17 8
8b |Patients placed out of area - adult acute @ 1 4 27 16
9a |Average patients out of area per day - PICU \\ 15 9 21 15
9b |Patients placed out of area - PICU ‘ 25 16 33 25
10a|Waiting list - care coordination - average wait to be seen @ 10 13 32 23
10b |Waiting list - care coordination - number waiting at month end @ 31 21 61 41
11a|Waiting list - ASD assessment - average wait to be seen @ 69 50 59 54
11b [Waiting list - ASD assessment - number waiting at month end @ 1,312 1007 1121 1064
11c |ASD assessments )| & 23 26.0 3 36 19
12a [Waiting list - psychology - average wait to be seen @ 30 23 28 26
12b |Waiting list - psychology - number waiting at month end @ 557 570 691 631
13a|Waiting list - CAMHS - average wait to be seen 21 16 24 20
13b |Waiting list - CAMHS - number waiting at month end @ 376 396 514 455
14a |Waiting list - community paediatrics - average wait to be seen @ 14 13 18 15
14b |Waiting list - community paediatrics - number waiting at month end @ 396 544 899 722
15 |Outpatient appointments cancelled by the Trust @ 7% 5% 4% 19% 11%
16 |Outpatient appointment "did not attends" \ 12% 15% 9% 15% 12%
17 |Annual appraisals @S 5% 85% 72% B1% 7%
18 |Annual turnover ) 12% 8-12% 10% 1% 1%
19 |Compulisory training @] aem 85% 83% 88% 86%
20 |Staff absence )| (g 8% 59 59 8% 6%
21 |Clinical supervison SlCIR 95% 74% 80% 7%
22 |Management supervision ‘Q") ‘\/; 76% 95% 76% 81% 79%
23 |Filled posts Sl 100% 88% 93% 90%
24 |Bank staff use o 6% 59 50, 7% 6%
25 |Compliments received 70 119 63 154 109
26 |Formal complaints received ) 18 13 3 24 13
27 |Delayed transfers of care \;, 1% 3.5% -0.6% 1.7% 0.5%
28 |CPA reviews @ 90% 95% 90% 95% 92%
29 |Patients in employment @ 10% 10% 11% 11%
30 |Patients in settled accommodation @ 519% 57% 61% 59%
Variation = Assurance Blue dots indicate special cause variation,
Key to N(Ae) (2 better than expected.
symbols™: e it |k

{Common | Common |
| Cause ||

Special Cause |
Concerning
variation

Special Cause

Improving Cause |

1The rating symbols were designed by NHS Improvement
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% Lower Upper
. g ; Latest process process
Metric Name § & Value Target limit limit Mean
31 [Number of medication incidents fi ‘ 57 24 80 52
32 |No. of incidents of moderate to catastrophic actual harm \ 56 48 14 82 48
33 |No. of incidents requiring Duty of Candour \ / ~ 0 1 2 3 1

34 |No. of incidents involving prone restraint @ ) 3 12 1 21 10
35 [No. of incidents involving physical restraint \/ ‘»f,'—{;;/ 29 46 2 86 44
36 [No. of new episodes of patients held in seclusion \:/‘ \N}) 9 14 1 29 15
37 |No. of falls on inpatient wards O[> - 30 7 a7 27

Variation Assurance Blue dots indicate special cause variation,

Key to @@@@ o) =3 better than expected.
1. h SN N )

sym bols™: | Special Cause | Special Cause | Gommon |Common | COSISENMlY | Hitand miss | Consistently - . —_r

| Conceming | mproving  gouit" CgATAN . bt jtergetsubject | foil Orange dots indicate special cause variation,

variation variation I H | target  |ftorandom | target

1The rating symbols were designed by NHS Improvement
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Operational Services Performance Summary

Position National Divisional Breakdown'

Indicator Target Sep 2021 benchmark AA AC Ch F&R ' OP Psy SC Run Chart
® 3-day follow-up 80% 88% 78% -9*% s 75% 100% == —-iﬂ e g

94% 97% 86% 96% 97% 99% 97% o9 r— > .":)
® Data quality maturity index 95% 97% 82% - - C - - - - T eoves
® Early intervention 2-week referral to treatment 60% 86% 68% ﬁ __}_ -4
® Early intervention current waits under 2 weeks 60% 62% 24% & = ml'f':::yﬁ':f.rr;f

100.0% . * s0000de®

® |APT 18-week referral to treatment 95% 100% 99% e }

83% } 2-0:0-0-0-00.9(0) -
® |APT 6-week referral to treatment 75% 83% 93% [ ] —‘—‘"“-'—.
® |IAPT recovery rate 50% 51% 52% -51% - “i‘— e
® Adult acute out of area placements — daily average 0 0.2 8 - 1 .......?
® PICU out of area placements — daily average 0 15 3 [ } e 0%%csce
® Care coordination average wait to be seen (weeks) n/a 14 n/a No data srt? —s @

. 69 ......0000000.@
® Adult ASD assessment average wait (weeks) n/a 69 n/a B coccoevv®
® Adult ASD assessments 26 23 n/a & —— -
H 30 .900.000....000’@
® Psychology average wait to be seen (weeks) n/a 30 n/a . (e 2o
14 000044 540 ®
® CAMHS average wait to be seen (weeks) 42 18 n/a | S .
® Paediatrics average wait to be seen (weeks) 18 14 9 ﬁ e I R
. - SRS
® Outpatient appointment Trust cancellations 5% 9% n/a 7% 7% 5% 16% & 4 e’ & .
e —,— —— — &
® Outpatient appointments not attended (DNAs) 15% 13% n/a T 0% 5% 1% =

"Key: AA Adult Acute Care, AC Adult Community Care, Ch Children’s Services, F&R Forensic & Mental Health Rehabilitation, Psy Psychology and SC Specialist Care Services
2 Proposed access standard (NHSE)
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Performance Summary

3-day follow up

The national standard for follow-up has been consistently achieved by all Divisions and is much higher than the national average. This process is tightly
monitored by the Trust’'s Performance Analyst, who routinely chases up the relevant teams prior to any potential breaches. The move to SystmOne has
caused some issues in older adults in terms of the teams not knowing how to record the follow-ups. This should improve over time as people get used to the
new system. The SystmOne team have been asked to improve the training and guidance they provide in order to prevent a similar issue occurring when the
other wards transfer over.

Data quality maturity index

Overall we perform consistently highly against this standard. The two Divisions who are being reported as below target are Adult Acute and Children’s
Services (CAMHS). A number of inaccuracies with the CAMHS reported position have been identified linked to SystmOne and the Information Management
Team have been asked to investigate and resolve this issue, which will both improve the position and enable action to be taken to address the actual missing
data once the true picture is known.

Adult acute inappropriate out of area placements

There continues to be a high level of demand for acute inpatient beds which has resulted in wards often operating at 100% capacity over a sustained period. A
maximum occupancy of 85% would enable flow of patients through the system, eliminating the need for inappropriate out of area placements and protecting
both patients and staff from untoward incidents arising from busyness https://www.priory.com/psychiatry/psychiatric _beds.htm.

PICU inappropriate out of area placements

Although these are classed as inappropriate according to the national definition, we are one of the few Trusts in the country without a PICU and so have no
choice. The bid for a PICU new build in Derbyshire is progressing. The national standard for PICU length of stay is a maximum of 8 weeks (NMS-2014-
final.pdf (napicu.org.uk) page 5). The National mean is 48 days (Mental Health Benchmarking Network (2020), Inpatient and Community Mental Health
Benchmarking). The mean length of stay of Derbyshire patients discharged in the last 2 years from a PICU was 39 days so is better than nationally.

Adult ASD assessment

To meet demand, there would need to be between 54 and 67 assessments completed per month (65th to 85th percentile). Currently the service is funded to
complete 26 assessments per month and is averaging 20. The current adult ASD waiting list is 1312. The longest wait is about 3 years, with the assessment
hiatus in March-July having had a further negative impact on overall waiting times. Referrals are continuing to be received at the same rate.
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Psychology waits

For the last 2 months the number of people waiting has reduced significantly. Recruitment to a number of vacant and part time posts across adult services is
in progress. We have reviewed the waiting lists in line with trauma sensitive working in considering how we manage people on a waiting list and barriers of

movement between services.

CAMHS waits

The number of referrals received has been steadily increasing, with a corresponding increase in activity. On 27/09/2021 a waiting list initiative commenced
which will progress until the end of October. Staff within the ASIST team have paused all routine work to focus purely on assessments, with support from the
rest of the CAMHS service. The goal is to undertake around 320 assessments during this period which should reduce the longest wait on the waiting list to

around 6 weeks.

Outpatient cancellations

The proportion of cancelled appointments was significantly higher than expected from March 2020 owing to the pandemic but for the last 12 months has been
significantly lower than expected, however in the current process the 5% target is unlikely to be achieved. The most common reason recorded for cancellation
was “appointment brought forward”. This is when a patient needs to be seen more urgently and so is offered an earlier appointment. The 2" most common

reason was cancellation owing to consultant sickness.

Outpatient did not attends

The level of defaulted appointments has remained within common cause variation for the last 16 months and in the current process the trust target of 15% or

lower is likely to be consistently achieved.

Benchmarking Sources

Measure

3-day follow-up

Data quality maturity index

Early intervention 2-week referral to treatment
Early intervention current waits under 2 weeks
IAPT 18-week referral to treatment

IAPT 6-week referral to treatment

IAPT recovery rate

Adult acute out of area placements — daily average
PICU out of area placements — daily average
Paediatrics average wait to be seen (weeks)
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Data source
Mental Health Statistics

Data quality - NHS Digital

MHSDS Monthly Statistics

MHSDS Monthly Statistics

Psychological Therapies: reports

Psychological Therapies: reports

Psychological Therapies: reports

Out of Area Placements

Out of Area Placements

Referral to Treatment Waiting

Date

July 21
June 21
July 21
July 21
June 21
June 21
June 21
June 21
June 21
July 21
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https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-services-monthly-statistics/performance-june-provisional-july-2021
https://digital.nhs.uk/data-and-information/publications/statistical/psychological-therapies-report-on-the-use-of-iapt-services/june-2021-final-including-reports-on-the-iapt-pilots-and-quarter-1-data-2021-22
https://digital.nhs.uk/data-and-information/publications/statistical/psychological-therapies-report-on-the-use-of-iapt-services/june-2021-final-including-reports-on-the-iapt-pilots-and-quarter-1-data-2021-22
https://digital.nhs.uk/data-and-information/publications/statistical/psychological-therapies-report-on-the-use-of-iapt-services/june-2021-final-including-reports-on-the-iapt-pilots-and-quarter-1-data-2021-22
https://digital.nhs.uk/data-and-information/publications/statistical/out-of-area-placements-in-mental-health-services
https://digital.nhs.uk/data-and-information/publications/statistical/out-of-area-placements-in-mental-health-services
https://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rtt-data-2021-22/

Detailed Narrative

Operations

1. Three-day follow-up of all discharged inpatients

3 day follow-up
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Patients are followed up in the days following discharge from mental health inpatient wards to
provide support and ensure their wellbeing during the period when they are at their most vulnerable.
To date we have consistently exceeded the national standard for follow-up which came into effect
from 1 April 2020. Despite this high level of performance, the process limits would suggest that we
are as likely to pass or fail the target based on random variation.

2. Data quality maturity index

Data quality maturity index
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Increasing waiting lists resulting from the pandemic continue to have a negative impact on data

quality, however we would expect to consistently exceed the national target and we have seen a
slight improvement in each of the last 3 months.
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3. Early intervention 14-day referral to treatment

Early intervention 14 day referral to treatment - complete
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We have seen common cause variation throughout the 24-month period, and we would expect to
consistently exceed the national standard for referral to treatment.

4. Early intervention 14-day referral to treatment — incomplete (people currently waiting to be seen)

Early intervention 14 day referral to treatment - incomplete
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The service continues to perform consistently well against the national 14-day referral to treatment
standard of 60% or more people on the waiting list to be have been waiting no more than 2 weeks
to be seen. The target has been achieved throughout the 24-month period, and for the last 5
months we have seen common cause variation.
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5. 1APT 18-week referral to treatment

IAPT 18 week referral to treatment
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The national target has been exceeded throughout the 24-month reporting period and for the last 8
months performance has been significantly better than expected. This is an example of a very
tightly controlled process and we would expect to consistently exceed the 95% standard.

6. JAPT 6-week referral to treatment

IAPT 6 week referral to treatment
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Following a period of 7 months of special cause concerning variation as a result of staff being
redeployed to support other services as the pandemic progressed, the staff returned to IAPT in
November 2020 and for 9 months performance was significantly better than expected before

returning to common cause variation last month. With staff back in post we expect to consistently
exceed the national standard.
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7. 1APT patients completing treatment who move to recovery

IAPT patients completing treatment who move to recovery
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For the past 14 months the national standard has been achieved, with common cause variation
seen throughout the data period. This is an annual target and year to date we are exceeding target.

8a. Average number of patients placed out of area per day — adult acute

Average patients out of area per day - adult acute
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We currently operate with 10 Trust adult acute beds closed in order to facilitate social distancing
and cohorting. Whilst these beds are closed, we commission 11 beds at Mill Lodge, Kegworth.
These beds were eventually classified as “appropriate" out of area from April 2021 due to achieving
continuity of care standards and being based within Derbyshire. There has been a statistically
significant reduction in inappropriate out of area acute placements.
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8b. Patients placed out of area per month — adult acute

Patients placed out of area - adult acute
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9a. Average number of patients placed out of area per day— Psychiatric Intensive Care Units

Average patients out of area per day - PICU
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PICU usage has remained within common cause variation for the last 16 months. There is currently
no PICU provision in Derbyshire so anyone needing psychiatric intensive care needs to be placed
out of area. Work is progressing well towards obtaining agreement for the provision of a Trust PICU.
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9b. Patients placed out of area per month — Psychiatric Intensive Care Units (PICU)

Patients placed out of area - PICU
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10a. Waiting list for care coordination — average wait

Waiting list - care coordination - average wait to be seen
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The average wait to be seen has remained significantly low in recent months
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10b. Waiting list for care coordination — number waiting

Waiting list - care coordination - number waiting at month end
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The number of people waiting to be allocated a care coordinator has been significantly low for the
last 12 months.

11a. Waiting list for autistic spectrum disorder (ASD) assessment — average wait

Waiting list - ASD assessment - average wait to be seen
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11b. Waiting list for adult autistic spectrum disorder assessment — number waiting

Waiting list - ASD assessment - number waiting at month end
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11c. Adult autistic spectrum disorder assessments per month
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To meet demand, there would need to be between 54 and 67 assessments completed per month
(65th to 85th percentile). Currently the service is funded to complete 26 assessments per month
and is averaging 20 due to sickness and vacancies. The current adult ASD waiting list is 1312
people, with the longest wait of around 3 years, the assessment hiatus in March-July 2020 having
had a further negative impact on overall waiting times. Referrals are continuing to be received at the

same rate. It is highly unlikely to see any significant change until there is a change to investment in
the service.

We are continuing with our COVID-19 recovery plans. We have identified locations, timings and
protocols for safe COVID-19 face to face appointments. All team members are continuing to
alternate between offering some face to face appointments and some online appointments.

The team’s capacity is being impacted upon by work required in preparation for the move to
SystmOne.
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Recruitment is progressing to fill the vacant post that resulted from the retirement of a member of
the ASD diagnostic team.

As detailed previously, plans are in place to respond to the waiting list challenge as follows:
e Conducting a review of the evidence around diagnostic practices in the UK with Public
Health Speciality Registrar, Dr. Joe Williams. So far this confirms that what we deliver is in

line with the literature and other services Nationally.

Review of our own delivery and consideration of whether something more efficient can be
offered. This has a number of stages:
o Academic review of the current literature and evidence for diagnostic assessments
o Working with Dr Round to map what we deliver locally onto the evidence list
o Considering different options for delivery of ASD diagnosis
o Options appraisal and choice

We have recruited to a 12-month assistant post to support scoring of questionnaires which in
turn will support throughput of assessments

o We plan to increase admin time to support the assessment report writing process

12a. Waiting list for psychology — average wait

Waiting list - psychology - average wait to be seen
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We can see the impact of the pandemic on waits, with the waiting list being significantly higher than
expected for months. Many patients are still waiting owing to the pandemic and a desire to be seen

face to face. The average waiting time has risen slightly in the last 2 months. Referrals remain
steady.
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12b. Waiting list for psychology — number waiting

Waiting list - psychology - number waiting at month end
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For the last 2 months the number of people waiting has reduced significantly. Recruitment to a
number of vacant and part time posts across adult services is in progress. We have reviewed the

waiting lists in line with trauma sensitive working in considering how we manage people on a waiting
list and barriers of movement between services.

8. Integrated Performance Report Nov 2021.docx Page 24 of 49



13a. Waiting list for Child and Adolescent Mental Health Services (CAMHS) — average wait

Waiting list - CAMHS - average wait to be seen
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13b. Waiting list for Child and Adolescent Mental Health Services — number waiting

Waiting list - CAMHS - number waiting at month end
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The number of referrals received has been steadily increasing, with a corresponding increase in
activity. On 27/09/2021 a waiting list initiative commenced which will progress until the end of
October. Staff within the ASIST team have paused all routine work to focus purely on assessments,
with support from the rest of the CAMHS service. The goal is to undertake around 320 assessments
during this period which should reduce the longest wait on the waiting list to around 6 weeks.
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14a. Waiting list for community paediatrics — average wait

Waiting list - community paediatrics - average wait to be seen
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14b. Waiting list for community paediatrics — number waiting

Waiting list - community paediatrics - number waiting at
month end
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The average wait to be seen continues to be significantly shorter than expected, however the

number of children on the waiting list is now significantly high owing to the large increase in referrals
for neurodevelopmental assessment which has been seen since January 2021.
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15. Outpatient appointments cancelled by the Trust

Outpatient appointments cancelled by the Trust
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Recorded Reasons for Cancellation

2% = Appointment Brought Forward

1% - 1% = Clinician Absent From Work

= Cancelled by Unit
Moved - Staff Issue

= Moved - Trust Rescheduled

= Clinic Booked In Error

= Moved - Clinic Cancelled

= Cancelled - Patient Unaware Of Appointment

= Cancelled By Staff (COVID-19)

= Clinician On Annual Leave

= Paris System Issue

= Moved - Location Issue

= No Consultant

= Clinician Must Attend Meeting
Clinician Must Attend Training
Junior Dr Clinic No Consultant

= Other
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The proportion of cancelled appointments was significantly higher than expected from March 2020

owing to the pandemic but for the last 12 months has been significantly lower than expected,

however in the current process the 5% target is unlikely to be achieved. The most common reason
recorded for cancellation was “appointment brought forward”. This is when a patient needs to be
seen more urgently and so is offered an earlier appointment. The 2" most common reason was

cancellation owing to consultant sickness.

The Trust operates a virtual clinic system with the aim of limiting the number of cancellations.

The

patient is unaware of the appointment until the appointment letter is sent out three weeks before the
appointment date. The three weeks’ notice was introduced to reduce inconvenience to patients
through cancellations and to bring us into line with the national standard for appointment notice.
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16. Outpatient appointment “did not attends”

Outpatient appointment "did not attends™

18%
16% ()
14% ®e

12%
10%

proportion of appoiointments not attended

8% ()
6%
4%
2%
0%
o O O O O O O ©O O O O O O © © Y ™ * ™ *™ ™ ¥ “« +—
TOTOS Qg g g g g g g g Qe qe gl gl gl g g Qe gl gl gl ol
B > O Cc O 5 = > c 5 O o Py > 0 c o9 5 = > < 35 o a
Sommw“’o—m:_j,:mSoomm‘UQm:_:’,:w
z Ao > w == 5 I » Z 0o - w=<3s 5 < »

The level of defaulted appointments has remained within common cause variation for the last 16
months and in the current process the trust target of 15% or lower is likely to be consistently
achieved.

Other Operational Matters of Note

A. Health Protection Unit

The Health Protection Unit (HPU) was set up in May of this year, with the aim to coordinate matters
relating to health protection and prevention. This includes, COVID-19 related issues, vaccinations,
health promotion and prevention initiatives. The HPU operates within Specialist Services and is
managed by Interim Area Service Manager Fiona Brettell, along with Clinical Lead Catherine Martin
and Health Protection and Promotion Advisor James Walker.

This next quarter for the HPU has seen its focus on the delivery of flu vaccination and COVID-19
vaccination, predominately boosters for staff and inpatients as well as primary and secondary doses
for patients. The HPU continues to establish itself as an operational service, with a developed
reporting, governance and supervision infrastructure as well as its own financial budget line. SOPs
and the operational policy continue to be delivered.

HPU are exploring doing some outreach work in providing vaccines to the severe mental illness

(SMI) cohort and those that typically find accessing vaccines very difficult. A bid has gone in to
access funding to support this.

B. Vaccination status

93% of people working for the Trust have received their first vaccination and 90% have now
received both vaccinations. Booster vaccinations have commenced.
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People

17. Annual appraisals
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The “wellbeing conversation” now supplements an alternative mini appraisal process. The level of
compliance has been significantly lower than expected for 14 months. Operational Services
currently sits at 77% and Corporate Services at 55%.

The appraisal process will be reviewed at the end of October to agree reinstatement of full

appraisals across all services. In the interim they continue to be paused replaced by a structured
wellbeing conversation.

18. Annual turnover
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The rate of turnover was higher than the Trust target range of 8-12% for 3 months but returned to
within target range last month. Retirements continue to add to the turnover rate although this is still
in line with national predictions due to an ageing workforce across the NHS. Work Is ongoing to
develop a retire and return process which will encourage more retirees to return to substantive
posts and support vacancy fill. Changes have been made to the termination process so that
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retirements are flagged at an earlier stage, this will support ongoing forecasting and workforce
planning.

19. Compulsory training

Compulsory training
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A recovery plan continues to improve training compliance. The full training requirement —
compulsory training and role specific training — is around 70,000 attendances by our total workforce
on over 70 courses, with just over 15,800 individual attendances to be completed. Operational

Services are currently above target at 86% compliant with compulsory training, with Corporate
Services slightly lower at 77%.

20. Staff absence
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Corporate Services are below the target threshold at 4.6%, with Operational Services currently
sitting at 7.7%. Our Systems and Information team in People Services have carried out a deep dive
by Division and reintroduced the triangulation report which identifies hotspots (heat maps). General
Managers and Area Service Managers have been tasked with compiling sickness action plans to

address on a Divisional basis, reporting through the Trust Oversight Operational Leadership
meeting (TOOL).
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21. Clinical supervision

Clinical supervision
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22. Management supervision

Management supervision
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The levels of compliance with the clinical and management supervision targets have remained low
since the start of the pandemic and were significantly below target in September. As seen with
compulsory training and appraisals, Operational Services are also at a higher level than Corporate
Services for both types of supervision (management: 76% versus 59% and clinical: 72% versus
35%).
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23. Proportion of posts filled

Filled posts
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Prior to the start of this financial year there were a number of factors that had in effect artificially
lowered the vacancy rate prior to April 2021, however this has now been adjusted for at the start of
this financial year, which is where we can see a significant drop in posts being filled, see bullet
points below for reasons. An increased number of vacancies in 2021/22 budgets are due to the
following comparative changes in establishments:

e Cost improvement programme (CIP) for 2020/21 would have reduced the funded whole time

equivalent (wte) by approximately 100 wte. Owing to the pandemic this CIP was not enacted
and as such these posts are back in the system to be filled.

e 2020/21 new development posts and ‘cost pressure’ posts — 59 wte who were in post for
2020/21 but not within the funded wte — again this effectively produced a lower vacancy rate.
o 2021/22 new developments, new cost pressure posts and skill mix increases — 40 new wte.

24. Bank staff

Bank staff use
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Following a period of 7 months of unusually high bank staff use, in the past 5 months the position
has returned to common cause variation.
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Quality

25. Compliments

No. of compliments received
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The number of compliments decreased in line with the emergence of COVID-19 and the significant
changes to many of our clinical services. A large number of compliments are received by staff
during face to face contact and then entered by staff. As a result of reduced face to face contact,
there has been a drop in the number of compliments received. This is below the expected target.
Work is underway to improve feedback from service users via an electronic survey received by text

or email. A pilot has commenced across crisis team services and a pilot is due to commence within
the working age Erewash CMHT services on 11 October.

26. Complaints

No. of formal complaints received
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The number of complaints increased with a particular theme around both concerns and complaints
of access to services. Derbyshire Healthcare NHS Foundation Trust continues to work with Health
Watch, including receiving regular feedback through governance structures and service user and

carer surveys. As identified above an electronic patient survey is due to be piloted. These surveys
are expected to pick up areas of concern from service users and carers prior to them getting to the
point of becoming a complaint. The recent results from the Mental Health Community Survey has
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presented similar themes, with service users and carers feeling they have struggled with the
reduction in face to face contact with services during the COVID-19 Pandemic.

27. Delayed transfers of care

Proportion of delayed transfers of care

4.0%

3.5%

3.0%
2.5%
2.0%
1.5%

1.0%

0.5%
0.0%

Oct-19
Nov-19
Dec-19
Jan-20
Feb-20
Mar-20
Apr-20
May-20

Jun-20

Jul-20
Aug-20

Sep-20

Oct-20
Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Apr-21

May-21

@)
- = = =
a g a o
c = (@] Q.
5 3 3 o
- < O

The increased number of care homes and care settings in outbreak and demonstrating staffing
issues has resulted in high numbers of delays in transfers from inpatient settings, increasing the
number of DTOCs at times. April to July 2021 have demonstrated no DTOCs. A review and
support from Matrons have now improved processes and now increased the number of DTOCs in

August and September.

28. Care plan reviews

Proportion of patients on CPA >12 months who have had their
care plan reviewed
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The proportion of patients whose care plans have been reviewed continues to be lower than usual.
Teams have been prioritising essential tasks, with reduced routine contact, and trying to engage
with people who use our services in different ways, e.g. in virtual ways using Attend Anywhere. As a
result, an improvement in practice in May and June has been witnessed but then a drop in July as

cases of COVID-19 have risen. As cases begin to once again stabilise and divisions establish ways
to increase face to face contact, the trend appears to be improving.
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29. Patients in employment

Patients open to the Trust who are in employment
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The Individual Placement Support (IPS) Service continues to have success in supporting people
into employment even during the current pandemic and the service is currently expanding. The IPS
service came into effect in January 2020 and the data demonstrates the impact they have had on
levels of employment, even during a pandemic. As vacancies are being filled and ongoing
development of the community mental health framework is underway data appears to be improving
from July, however, remains below the lower threshold. This may also be linked to the current

economy and availability of employment. As the country recovers from previous lockdowns,
employment is becoming more available.

30. Patients in settled accommodation

Patients open to the Trust who live in settled accommodation
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There continues to be community nurses dedicated to working in a multi-agency environment

supporting our homeless service users however, data presents below the lower control limit and so
further investigation is required into this.
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31. Medication incidents

Number of medication incidents
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When looking into medication incidents, they take a variety of forms, from missed doses, wrong
medication administration, missed fridge temperature recording, prescription error and non-location
of medication. As a result, there are several factors that impact such as how busy the ward is,
number of qualified staff, how the medication cabinet is organised and number of newly qualified

staff. The medicines management operational subgroup are currently revising the medications error
procedure, taking into account Trust values.

32. Incidents of moderate to catastrophic actual harm

No. of incidents of moderate to catastrophic actual harm
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The number of reported incidents of moderate to catastrophic harm have remained within common

cause variation throughout the reporting period. However, there has been a recent increase bringing
the total above the mean line. This will continue to be monitored.
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33. Duty of Candour

No. of incidents requiring Duty of Candour
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There have been no instances of Duty of Candour in the last 3 months.

34. Prone restraint

No. of incidents involving prone restraint
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There are ongoing work streams to support the continuing need to reduce restrictive practice;
including the introduction of body worn cameras, monitoring of restrictive practice within the
“reducing restrictive practice forum”. As can be seen in May 2020 the increased point above the
expected variance is in line with the increase in previous data relating to Seclusion. Apart from
January 2021, targets relating to the numbers of prone restraint have been achieved. Data analysis
and review has shown that even where restraint and seclusion has increased, the use of Prone
restraint has continued to reduce. This appears to be a result of increased Positive and Proactive
Support Training for staff, including the introduction of the “Anywhere But” approached, which uses

the introduction of Safety Pods and alternative injection site training to prevent the need for prone
restraint.
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35. Physical restraint

No. of incidents involving physical restraint
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The number of reported incidents involving restraint have remained within common cause variation
throughout the reporting period. The recent increase in July, bringing the data above the mean line
shows a common variation, however, will continue to be monitored and discussed within appropriate
forums. July’s increase in physical restraint is linked to the increased use of Seclusion as
demonstrated below and is liked to 3 specific patients on the Radbourne unit. A positive to take
from this is that although restraint and seclusion have peaked in July, they remain under the upper
control limits and has not resulted in an increase in prone restraint. This is a positive indicator that

reducing restrictive practice pilots and work streams have been effective to provide alternatives to
Prone restraint.

36. Seclusion

No. of new episodes of patients held in seclusion
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The use of seclusion was within common cause variation, however, has increased in July. In further
investigating this trend, there appears to be a linked to a small number of patients who have been

placed in seclusion on more than one occasion. This data will be monitored for patterns and further
support needs for individual areas.
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37. Falls on inpatient wards

No. of falls on inpatient wards
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April 2021 to July 2021 has remained below the mean line and demonstrates the effectiveness of
ongoing falls reduction work being developed and implemented within Older adult services.

However, August and September demonstrate an increased in falls. A further review is required to
understand this pattern.

Care Hours Per Patient Day (CHPPD)

CHPPD is rolling data updated monthly, to show staffing levels in relation to patient numbers on an
inpatient ward. Every month, the hours worked during day shifts and night shifts by registered
nurses and midwives and by healthcare assistants are added together. Each day, the number of
patients occupying beds at midnight is recorded. These figures are added up for the whole month
and divided by the number of days in the month to calculate a daily average. Then the figure for
total hours worked is divided by the daily average number of patients to produce the rate of care
hours per patient day. Work is underway to implement processes relating to staffing levels and how

they are recorded in line with CHPPD and patient acuity. This will be in the form of the MHOST
reporting system and SafeCare module within E-Roster.

The chart below shows how we compared in the latest published national data (June 2021) when
benchmarked against other mental health trusts. We were below average:

Care hours per patient day (mental health trusts)

iiiiiiili I
SOI20D29Z> XK
X gZz>S0X
mEﬁkammmmE

20
15
1

o o O

LO>T XW O<<r >SWOddE=E<>SaAMNONgN<COUL > >XWw
== =X =¥ aXOSroAgkEEXsOXaOIX=S>
A R A A I T L

mmmmm CHPPD - Overall Mean (11)

Data source: NHS England » Care hours per patient day (CHPPD) data
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Appendix 1

Statistical Process Control Chart (SPC) Guidance

Example SPC chart:
3 day follow-up

100%
95%
90%
85%

80% e —

75%

70%

65%

60%

proportion of patients discharged who were followed
up within 3 days

o] [e2BNe>) (o] o (o)) [e)] [} [} (o] (o] (o] o o o o o o o o o o o o
TS Y LT O, g g g g qgoqgagoqgA
c fe] = = > c =5 ()] Qo B > o c o] = = > C = ()] Q B > (&}
T ©¢ 8 2 @ 5 3 3 0 8 © & 8 © 8 2 T 5 3 5 o 8 o ©
S L= < = 5 < O Z o -5 uw == 5 I » Z 0

e The red line is the target.

The grey dots are the actual performance each month. They are coloured grey as
performance each month is normal in this example.

e The solid grey line is the average (mean) of all the grey dots.

o The grey dotted lines are called process limits, or control limits.

Very simply, any grey dots sitting between the upper and lower grey dotted lines is normal
performance for the process and is known as “common cause variation”.

The closer the two grey dotted lines are together, the less variation there is and therefore the
more tightly controlled is the process.

Things to look out for:

1. A process that is not working

Target (to be

greater than)
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In this example the target is higher than the upper dotted grey line. This means that the
target will never be achieved. To achieve the target, we need to change how we do things.

2. A capable process

Target (to be

greater than)

The lower grey dotted line is above the target line. This gives assurance that the target will
consistently be achieved, and that the system is effective.

3. Anunreliable system

\/\ o Iy Target (to be PO . Y / \ ...... N ;
i \/ N/ \}reat\erthan}' I N7/ \/

In this example the target line sits between the 2 grey dotted lines. As it is normal for the
grey dots to fall anywhere between the 2 dotted grey lines, this means that it is entirely
random as to whether or not the target will be achieved. So, this system is unreliable and
needs to be redesigned if the target is to be consistently achieved.

8. Integrated Performance Report Nov 2021.docx Page 41 of 49



4. Unusual patterns in the data

If there is anything unusual in the data, the grey dots will change colour. Orange means it is

unusually worse than expected and blue means it is unusually better than expected. These unusual

patterns should be looked into to establish why it is happening.

There are four scenarios where this can happen:

A single data point
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Two out of three points
close to the process
limits
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In this example the July 16 perfomance is
significantly lower than expected and falls
beneath the lower grey dotted line.

2 out of 3 points close to one of the grey
dotted lines is statistically significant, in this
case they are blue, indicating better than
expected performance.

Shift of points above /
below mean line
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Run of points in
consecutive ascending /

descending order
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A run of 7 points above or below the average
line is significant. In this example it might
indicate that an improvement was made to
the process in Jan 16 that has proven to be
effective.

A run of 7 points in consecutive ascending or
descending order is significant. In this
example things are getting worse over time.

(Adapted from guidance kindly provided by Karen Hayllar, NHS England & NHS Improvement)
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Appendix 2 — Data Quality Maturity Index Benchmarking Data

ROYAL PAPWORTH HOSPITAL NHS FOUNDATION TRUST 993 972 972 972 097.0
THE ROYAL MARSDEN NHS FOUNDATION TRUST 99.3 994 994 994 994
;I;LEJSR_IQBERT JONES AND AGNES HUNT ORTHOPAEDIC HOSPITAL NHS FOUNDATION 992 991 991 992 991
LIVERPOOL HEART AND CHEST HOSPITAL NHS FOUNDATION TRUST 99.1 992 992 992 992
THE CHRISTIE NHS FOUNDATION TRUST 985 989 989 99.0 988
GREATER MANCHESTER MENTAL HEALTH NHS FOUNDATION TRUST 983 981 981 975 973
BIRMINGHAM AND SOLIHULL MENTAL HEALTH NHS FOUNDATION TRUST 982 978 973 98.6 98.6
TEES, ESK AND WEAR VALLEYS NHS FOUNDATION TRUST 981 981 983 983 981
NORTH STAFFORDSHIRE COMBINED HEALTHCARE NHS TRUST 979 979 979 981 98.0
NORFOLK AND NORWICH UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 973 978 979 96.9 96.1
ROYAL NATIONAL ORTHOPAEDIC HOSPITAL NHS TRUST 973 974 964 971 96.6
NORTHUMBRIA HEALTHCARE NHS FOUNDATION TRUST 971 973 973 972 973
LONDON NORTH WEST UNIVERSITY HEALTHCARE NHS TRUST 96.8 96.8 973 973 97.2
THE CLATTERBRIDGE CANCER CENTRE NHS FOUNDATION TRUST 96.8 97.0 979 98.0 97.7
BARNET, ENFIELD AND HARINGEY MENTAL HEALTH NHS TRUST 96.7 964 955 964 96.4
CAMBRIDGESHIRE AND PETERBOROUGH NHS FOUNDATION TRUST 96.7 973 975 975 974
NOTTINGHAMSHIRE HEALTHCARE NHS FOUNDATION TRUST 964 964 96.1 968 96.5
TAVISTOCK AND PORTMAN NHS FOUNDATION TRUST 96.4 959 964 964 96.2
WESTERN SUSSEX HOSPITALS NHS FOUNDATION TRUST 96.3 964 958 96.0 96.0
DERBYSHIRE HEALTHCARE NHS FOUNDATION TRUST 96.2 965 965 966 96.4
OXFORD UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 96.2 96,6 96.6 965 96.4
IMPERIAL COLLEGE HEALTHCARE NHS TRUST 96.1 953 947 947 946
KENT AND MEDWAY NHS AND SOCIAL CARE PARTNERSHIP TRUST 96.1 961 959 958 95.8
UNIVERSITY HOSPITALS OF LEICESTER NHS TRUST 96.1 966 965 96.0 96.0
ROTHERHAM DONCASTER AND SOUTH HUMBER NHS FOUNDATION TRUST 96.0 96.0 96.1 958 96.3
STOCKPORT NHS FOUNDATION TRUST 959 0965 965 965 96.4
KINGSTON HOSPITAL NHS FOUNDATION TRUST 957 965 963 964 958
LINCOLNSHIRE PARTNERSHIP NHS FOUNDATION TRUST 956 954 955 955 95.6
CAMDEN AND ISLINGTON NHS FOUNDATION TRUST 955 957 95.0 948 952
NOTTINGHAM UNIVERSITY HOSPITALS NHS TRUST 9565 96.0 957 962 95.1
KETTERING GENERAL HOSPITAL NHS FOUNDATION TRUST 954 937 937 934 931
NORFOLK AND SUFFOLK NHS FOUNDATION TRUST 953 954 954 955 952
SOUTH WEST LONDON AND ST GEORGE'S MENTAL HEALTH NHS TRUST 953 925 93.0 923 927
HERTFORDSHIRE PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 952 937 949 97.0 971
SHEFFIELD CHILDREN'S NHS FOUNDATION TRUST 951 944 943 942 943
THE QUEEN ELIZABETH HOSPITAL, KING'S LYNN, NHS FOUNDATION TRUST 951 956 958 957 957
SHREWSBURY AND TELFORD HOSPITAL NHS TRUST 95.0 939 939 950 949
SOMERSET PARTNERSHIP NHS FOUNDATION TRUST 949 952 953 954 947
SOUTH LONDON AND MAUDSLEY NHS FOUNDATION TRUST 949 0939 937 933 936
UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST 948 956 954 953 95.1
NORFOLK COMMUNITY HEALTH AND CARE NHS TRUST 947 949 935 939 924
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST 947 949 952 951 954
WIRRAL UNIVERSITY TEACHING HOSPITAL NHS FOUNDATION TRUST 946 95.0 951 948 946
ROYAL CORNWALL HOSPITALS NHS TRUST 945 0954 953 963 964
SALISBURY NHS FOUNDATION TRUST 945 0942 943 943 943
BRADFORD TEACHING HOSPITALS NHS FOUNDATION TRUST 943 941 939 940 94.0
CALDERDALE AND HUDDERSFIELD NHS FOUNDATION TRUST 943 949 946 947 945
UNIVERSITY HOSPITALS BRISTOL NHS FOUNDATION TRUST 943 940 939 937 936
FRIMLEY HEALTH NHS FOUNDATION TRUST 942 937 919 919 0915
SHEFFIELD TEACHING HOSPITALS NHS FOUNDATION TRUST 942 955 955 941 941
WORCESTERSHIRE HEALTH AND CARE NHS TRUST 942 942 946 944 944
EAST LONDON NHS FOUNDATION TRUST 941 915 917 917 932
ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 940 939 940 937 932
NORTHERN LINCOLNSHIRE AND GOOLE NHS FOUNDATION TRUST 940 940 939 939 939
BARNSLEY HOSPITAL NHS FOUNDATION TRUST 93.8 95.0 934 943 0929
CHELSEA AND WESTMINSTER HOSPITAL NHS FOUNDATION TRUST 93.8 949 943 96.7 96.5
UNIVERSITY HOSPITAL SOUTHAMPTON NHS FOUNDATION TRUST 93.8 939 940 940 94.0
HARROGATE AND DISTRICT NHS FOUNDATION TRUST 93.7 937 938 93.7 937
LEEDS TEACHING HOSPITALS NHS TRUST 93.7 933 933 932 931
MIDLANDS PARTNERSHIP NHS FOUNDATION TRUST 93.7 938 943 944 943
NORTH TEES AND HARTLEPOOL NHS FOUNDATION TRUST 937 944 942 947 716
PORTSMOUTH HOSPITALS NHS TRUST 93.7 93.0 923 929 93.8
CUMBRIA, NORTHUMBERLAND, TYNE AND WEAR NHS FOUNDATION TRUST 936 937 939 937 938
SOUTHPORT AND ORMSKIRK HOSPITAL NHS TRUST 93.6 933 934 933 934
LUTON AND DUNSTABLE UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 935 933 920 935 934
MID YORKSHIRE HOSPITALS NHS TRUST 935 923 923 931 931
MOORFIELDS EYE HOSPITAL NHS FOUNDATION TRUST 935 946 939 935 929
DONCASTER AND BASSETLAW TEACHING HOSPITALS NHS FOUNDATION TRUST 934 934 933 934 934
THE DUDLEY GROUP NHS FOUNDATION TRUST 934 934 933 925 943
BRADFORD DISTRICT CARE NHS FOUNDATION TRUST 933 931 933 932 932
SOUTH TEES HOSPITALS NHS FOUNDATION TRUST 933 931 93.0 931 929
UNIVERSITY HOSPITALS DORSET NHS FOUNDATION TRUST 93.3 934 933 187 18.0
WEST LONDON NHS TRUST 933 951 949 951 945
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THE HILLINGDON HOSPITALS NHS FOUNDATION TRUST 932 933 932 931 933

THE PRINCESS ALEXANDRA HOSPITAL NHS TRUST 932 940 939 938 9338
SURREY AND SUSSEX HEALTHCARE NHS TRUST 931 941 943 931 929
WARRINGTON AND HALTON TEACHING HOSPITALS NHS FOUNDATION TRUST 931 55.0 944 946 948
KING'S COLLEGE HOSPITAL NHS FOUNDATION TRUST 93.0 939 938 93.7 09338
THE ROYAL ORTHOPAEDIC HOSPITAL NHS FOUNDATION TRUST 93.0 946 945 944 944
AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST 929 928 928 928 93.0
ROYAL BERKSHIRE NHS FOUNDATION TRUST 929 933 934 93.7 941
BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 927 916 916 915 911
LEEDS COMMUNITY HEALTHCARE NHS TRUST 92.7 588 534 943 942
HULL UNIVERSITY TEACHING HOSPITALS NHS TRUST 926 936 935 929 927
YORK TEACHING HOSPITAL NHS FOUNDATION TRUST 926 938 938 938 93.8
BIRMINGHAM WOMEN'S AND CHILDREN'S NHS FOUNDATION TRUST 925 90.7 89.0 90.0 925
BUCKINGHAMSHIRE HEALTHCARE NHS TRUST 924 933 933 935 934
PENNINE CARE NHS FOUNDATION TRUST 924 924 922 922 921
THE WALTON CENTRE NHS FOUNDATION TRUST 924 941 941 941 958
LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 922 925 920 93.1 931
MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST 922 933 93.0 932 928
ROYAL UNITED HOSPITALS BATH NHS FOUNDATION TRUST 922 934 932 931 929
AIREDALE NHS FOUNDATION TRUST 921 928 702 703 921
BARTS HEALTH NHS TRUST 921 931 929 695 917
ST GEORGE'S UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 921 89.6 89.7 899 90.0
ST HELENS AND KNOWSLEY TEACHING HOSPITALS NHS TRUST 921 922 922 911 90.9
LEICESTERSHIRE PARTNERSHIP NHS TRUST 920 914 915 914 913
NORTHAMPTON GENERAL HOSPITAL NHS TRUST 920 921 915 915 914
SURREY AND BORDERS PARTNERSHIP NHS FOUNDATION TRUST 920 962 973 923 939
CAMBRIDGE UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 919 919 919 908 91.0
NORTHAMPTONSHIRE HEALTHCARE NHS FOUNDATION TRUST 91.8 919 365 915 928
OXLEAS NHS FOUNDATION TRUST 918 925 915 917 914
GEORGE ELIOT HOSPITAL NHS TRUST 91.7 934 924 920 90.8
GLOUCESTERSHIRE HOSPITALS NHS FOUNDATION TRUST 916 925 673 925 928
UNIVERSITY HOSPITALS OF MORECAMBE BAY NHS FOUNDATION TRUST 916 912 911 90.6 90.9
PENNINE ACUTE HOSPITALS NHS TRUST 915 677 446 678 937
SOLENT NHS TRUST 914 901 904 915 914
UNIVERSITY HOSPITALS OF NORTH MIDLANDS NHS TRUST 914 926 927 927 926
EAST AND NORTH HERTFORDSHIRE NHS TRUST 913 925 926 927 926
THE NEWCASTLE UPON TYNE HOSPITALS NHS FOUNDATION TRUST 91.3 905 905 90.7 90.7
CENTRAL AND NORTH WEST LONDON NHS FOUNDATION TRUST 912 932 920 934 68.0
WORCESTERSHIRE ACUTE HOSPITALS NHS TRUST 91.2 924 925 928 927
BARKING, HAVERING AND REDBRIDGE UNIVERSITY HOSPITALS NHS TRUST 911 923 918 922 922
GATESHEAD HEALTH NHS FOUNDATION TRUST 911 914 917 917 0917
LIVERPOOL WOMEN'S NHS FOUNDATION TRUST 911 90.7 89.0 876 87.6
WEST HERTFORDSHIRE HOSPITALS NHS TRUST 911 924 926 93.7 937
HOMERTON UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 91.0 905 904 914 09138
JAMES PAGET UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 91.0 919 919 920 913
ISLE OF WIGHT NHS TRUST 909 914 907 923 926
LANCASHIRE & SOUTH CUMBRIA NHS FOUNDATION TRUST 909 908 911 90.0 922
MILTON KEYNES UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 909 910 914 940 938
SUSSEX PARTNERSHIP NHS FOUNDATION TRUST 909 954 943 943 953
BLACK COUNTRY PARTNERSHIP NHS FOUNDATION TRUST 90.8 883 90.2 899 89.9
WEST SUFFOLK NHS FOUNDATION TRUST 90.7 915 916 916 916
HAMPSHIRE HOSPITALS NHS FOUNDATION TRUST 90.6 922 922 924 923
SHROPSHIRE COMMUNITY HEALTH NHS TRUST 90.5 846 88.0 847 838
SOUTHEND UNIVERSITY HOSPITAL NHS FOUNDATION TRUST 905 919 917 91.7 0917
YEOVIL DISTRICT HOSPITAL NHS FOUNDATION TRUST 90.5 895 896 895 892
ALDER HEY CHILDREN'S NHS FOUNDATION TRUST 904 910 912 912 913
CORNWALL PARTNERSHIP NHS FOUNDATION TRUST 90.3 902 899 89.2 897
UNIVERSITY HOSPITALS BIRMINGHAM NHS FOUNDATION TRUST 90.3 911 912 913 912
DORSET COUNTY HOSPITAL NHS FOUNDATION TRUST 90.2 905 90.8 90.0 904
EAST SUFFOLK AND NORTH ESSEX NHS FOUNDATION TRUST 90.2 904 90.1 90.2 89.9
WYE VALLEY NHS TRUST 90.2 909 889 889 889
CHESTERFIELD ROYAL HOSPITAL NHS FOUNDATION TRUST 90.1 904 904 901 894
LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST 90.0 894 89.6 89.7 89.7
EAST SUSSEX HEALTHCARE NHS TRUST 89.7 89.8 89.8 901 90.1
LIVERPOOL UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 89.7 847 810 813 823
GLOUCESTERSHIRE HEALTH AND CARE NHS FOUNDATION TRUST 89.6 945 943 943 943
NORTH MIDDLESEX UNIVERSITY HOSPITAL NHS TRUST 89.5 909 911 901 911
NORTHERN DEVON HEALTHCARE NHS TRUST 895 88.7 883 882 879
SOUTH WARWICKSHIRE NHS FOUNDATION TRUST 89.5 90.9 90.7 90.6 90.7
COUNTY DURHAM AND DARLINGTON NHS FOUNDATION TRUST 894 89.8 911 910 90.9
SOUTH TYNESIDE AND SUNDERLAND NHS FOUNDATION TRUST 89.3 90.6 926 90.7 90.7
NORTH WEST ANGLIA NHS FOUNDATION TRUST 89.2 899 90.1 932 934
SANDWELL AND WEST BIRMINGHAM HOSPITALS NHS TRUST 89.1 893 892 911 88.0
THE ROTHERHAM NHS FOUNDATION TRUST 891 676 675 676 67.5
SHERWOOD FOREST HOSPITALS NHS FOUNDATION TRUST 89.0 905 904 90.1 90.0
DEVON PARTNERSHIP NHS TRUST 889 889 889 891 894
EAST LANCASHIRE HOSPITALS NHS TRUST 889 904 888 482 888
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SHEFFIELD HEALTH & SOCIAL CARE NHS FOUNDATION TRUST 889 891 894 897 892

LEWISHAM AND GREENWICH NHS TRUST 88.8 90.2 90.3 904 905
LINCOLNSHIRE COMMUNITY HEALTH SERVICES NHS TRUST 88.7 885 885 883 873
TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST 88.7 902 90.1 903 904
GREAT WESTERN HOSPITALS NHS FOUNDATION TRUST 88.6 90.0 90.3 90.2 905
TORBAY AND SOUTH DEVON NHS FOUNDATION TRUST 88.6 883 88.1 883 882
WALSALL HEALTHCARE NHS TRUST 885 899 899 924 923
UNIVERSITY HOSPITALS PLYMOUTH NHS TRUST 884 899 899 914 0913
DARTFORD AND GRAVESHAM NHS TRUST 88.3 894 892 892 892
ROYAL FREE LONDON NHS FOUNDATION TRUST 88.3 896 899 89.6 89.9
SOUTHERN HEALTH NHS FOUNDATION TRUST 882 874 887 885 882
THE ROYAL WOLVERHAMPTON NHS TRUST 88.2 89.6 892 89.7 90.2
MANCHESTER UNIVERSITY NHS FOUNDATION TRUST 88.1 89.3 893 891 883
UNITED LINCOLNSHIRE HOSPITALS NHS TRUST 88.1 888 88.8 88.7 887
DORSET HEALTHCARE UNIVERSITY NHS FOUNDATION TRUST 879 90.1 90.1 899 881
CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST 878 87.8 880 886 88.8
ROYAL DEVON AND EXETER NHS FOUNDATION TRUST 878 884 868 86.6 858
WHITTINGTON HEALTH NHS TRUST 87.7 85.0 88.0 883 881
UNIVERSITY HOSPITALS OF DERBY AND BURTON NHS FOUNDATION TRUST 876 886 883 880 873
DERBYSHIRE COMMUNITY HEALTH SERVICES NHS FOUNDATION TRUST 872 878 871 873 871
EAST CHESHIRE NHS TRUST 869 88.6 887 885 885
GREAT ORMOND STREET HOSPITAL FOR CHILDREN NHS FOUNDATION TRUST 869 884 892 887 888
GUY'S AND ST THOMAS' NHS FOUNDATION TRUST 869 852 859 863 857
WESTON AREA HEALTH NHS TRUST 86.4 90.8 90.0 875 873
EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION TRUST 86.2 87.7 877 619 62.8
HOUNSLOW AND RICHMOND COMMUNITY HEALTHCARE NHS TRUST 86.0 821 856 864 821
NORTH CUMBRIA INTEGRATED CARE NHS FOUNDATION TRUST 86.0 871 875 873 88.8
COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST 857 876 877 877 87.7
CENTRAL LONDON COMMUNITY HEALTHCARE NHS TRUST 856 856 837 792 793
BRIDGEWATER COMMUNITY HEALTHCARE NHS FOUNDATION TRUST 855 857 851 852 845
CROYDON HEALTH SERVICES NHS TRUST 855 854 849 851 848
MAIDSTONE AND TUNBRIDGE WELLS NHS TRUST 853 89.7 899 90.8 90.8
NORTH EAST LONDON NHS FOUNDATION TRUST 852 85.0 848 853 84.8
COVENTRY AND WARWICKSHIRE PARTNERSHIP NHS TRUST 848 847 837 840 842
SUSSEX COMMUNITY NHS FOUNDATION TRUST 847 841 840 839 838
NORTH BRISTOL NHS TRUST 842 929 920 920 918
UNIVERSITY COLLEGE LONDON HOSPITALS NHS FOUNDATION TRUST 839 859 614 86.0 86.0
KENT COMMUNITY HEALTH NHS FOUNDATION TRUST 835 838 849 835 831
WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 83.5 852 848 849 845
EPSOM AND ST HELIER UNIVERSITY HOSPITALS NHS TRUST 83.3 842 842 848 847
MEDWAY NHS FOUNDATION TRUST 83.2 845 895 847 857
OXFORD HEALTH NHS FOUNDATION TRUST 824 824 819 824 828
BOLTON NHS FOUNDATION TRUST 821 834 835 834 833
BIRMINGHAM COMMUNITY HEALTHCARE NHS FOUNDATION TRUST 820 834 847 563 553
ROYAL SURREY COUNTY HOSPITAL NHS FOUNDATION TRUST 813 85.0 852 839 837
QUEEN VICTORIA HOSPITAL NHS FOUNDATION TRUST 755 775 776 777 775
SALFORD ROYAL NHS FOUNDATION TRUST 669 91.0 913 913 090.7
BRIGHTON AND SUSSEX UNIVERSITY HOSPITALS NHS TRUST 627 779 779 940 93.5
MERSEY CARE NHS FOUNDATION TRUST 50.6 508 513 514 0929
BERKSHIRE HEALTHCARE NHS FOUNDATION TRUST 50.1 499 507 512 773
HUMBER TEACHING NHS FOUNDATION TRUST 46.2 938 678 934 932
ASHFORD AND ST PETER'S HOSPITALS NHS FOUNDATION TRUST 40.8 456 459 885 88.6
CAMBRIDGESHIRE COMMUNITY SERVICES NHS TRUST 394 395 396 396 13.9
HERTFORDSHIRE COMMUNITY NHS TRUST 234 234 234 234 544
WIRRAL COMMUNITY HEALTH AND CARE NHS FOUNDATION TRUST 6.4 6.3 6.3 6.3 | 822
DUDLEY AND WALSALL MENTAL HEALTH PARTNERSHIP NHS TRUST 5.6 5.6 4.8 L 5.8
NORTH WEST BOROUGHS HEALTHCARE NHS FOUNDATION TRUST 0.0 486 484 484 889
POOLE HOSPITAL NHS FOUNDATION TRUST 0.0 7.0 7.0 762 764
ROYAL BROMPTON & HAREFIELD NHS FOUNDATION TRUST 0.0 0.0 0.0 431 43.1
SOUTH WESTERN AMBULANCE SERVICE NHS FOUNDATION TRUST 0.0 0.0 0.0 0.0 -
THE ROYAL BOURNEMOUTH AND CHRISTCHURCH HOSPITALS NHS FOUNDATION

TRUST 0.0 6.8 6.8 770 773

Data source: Data quality - NHS Digital
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Appendix 3

Transforming Care Programme Performance Update Quarter 3 2021/22

Q3 2021/22 Current Bed Position:

CCG
Adult Spec Comm
CYP Spec Comm 3

Admission Avoidance

In the previous
week there were:

EMDT 4 4 4 0
LAEP 1 1 1 0
CCTR 1 1 1 0
CETR 0 0 0 0

Proactive admission avoidance work undertaken this week for 6 individuals, non of these resulted in
an admission to a hospital bed.

In the previous week there were: _ Discharges
2

A 05/10/21 AMH | Autism | Yes - 23/09/21 S3 Q4 | Oninactive
section of
DSR. Not
asked to be
put back on
Active list
by MDT
Discharges
Patient | Discharge Bed LD, EDD Conf Discharge | On DSR | Comments
date type LD/ASD | Quarter | level | destination
or
Autism
only
B 12/10/21 AMH LD & Q3 Medium Home Yes
Autism
C Spec - Q4 Medium Home Does not
Comm have a
confirmed
diagnosis
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Inpatients

Number of Trajectory Current +/- Forecast Forecast Forecast Worst
inpatients End of Against End Best case Most Likely case End of
18/10/21 Quarter 3 of Q3Traj End of End of Quarter 3
2021/22 Quarter 3 Quarter 3
CCG 32 21 17 22 31
Adult Spec Comm 18 15 14 14 18
Total Adults 50 36 31 36 49
CYP Spec Comm 3 3 0 3 3 3

Forecasting

CCG patients

e Position at 31 March 2021 was 30 CCG inpatients

e Position at 18 October 2021 is 32 CCG inpatients

e The forecast is 22 inpatients by the end of Quarter 3

Adult Specialist Commissioning (SC)

e Position at 31 March 2021 was 19 Adult (SC) inpatients
o Position at 18 October 2021 is 18 Adult (SC) inpatients
o The forecast is 14 inpatients by the end of Quarter 3

Children Specialist Commissioning (SC)

e Position at 31 March 2021 was 3 Children SC inpatients
o Position at 18 October 2021 is 3 Children SC inpatients
o The forecast is 3 inpatients by the end of Quarter 3

Quarter 3 Planned Discharges and Confidence Levels

Patients in Number Reason for delay Due to go by the
Toal CCG Active Ready but delayed end of Quarter 3
Cohort delayed due to
treatment .
Covid
32 30 2 0 2 Accommodation 15

15 Patients due to be discharged by end Q3:
1 = High

5=Low
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Winterbourne Cohort Update

Current position

Type of Number as of Number of Planned Actual Number as of

hospital 11/10/21 admissions | Discharges this | discharges 18/10/21
week this week

Locked Rehab 18 0 0 0 18

ATU 4 0 0 0 4

PICU 2 0 0 0 1*

* Readjustment following deep dive

AMH Update
Current position
Number as Number of Planned Actual Number
of admissions Discharges this | discharges as of
11/10/21 week this week 18/10/21
Acute mental 8 1 1 1 9*
health hospitals

* Readjustment following deep dive

Diagnosis

9 patients in acute mental health wards requiring active treatment for mental iliness:
5 patients with autism only

2 patients LD only

2 patients with LD and Autism

Accumulative Admissions/Discharges for Q3

Admissions Discharges
AMH 2 2
Locked Rehab 0 0
PICU 0 0
ATU 0 0
Spec Comm 0 1
CYP 0 0

LeDeR (Monthly Update)

As at 13 October 2021
Total natifications received 253
Current reviews in progress 17
Complete and quality assured but waiting to be submitted 0
Complete and waiting for quality assurance 2
Current reviews not yet assigned to reviewer 5
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Total reviews completed

Reviews on hold

LD Annual Health Checks (AHC)

Total Health checks carried out Q1-Q4 2020/21 4507
Percentage completed against LD register 78%
Total number on LD Register 5780

Totals: reported quarterly for 2021-2022

Total Q1
Apr-21 May-21 Jun-21 (April to Jul-21 Aug-21

June 21)

Health

Checks 184 163 191 538 235 198

carried out

Number of

health 5 13 3 21 10 2

checks

declined

Number of

DNAs 23 27 19 69 28 30
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Derbyshire Healthcare NHS Foundation Trust
Report to the Board of Directors — 2 November 2021

Month 7-12 (H2) Financial Plan

Purpose of Report

To review and approve the current draft plan for month 7-12 (H2) of 2021/22 and
to agree the method for the Trust Board’s final sign off.

Executive Summary

The planning guidance was issued on 29" September by NHSE and requires a
system submission and individual Provider plan submission by 16 November.

In line with the guidance the system has been allocated funding to cover H2
including inflationary uplift (including for the pay award), system top ups and Covid
allocations.

Due to the timing of writing this report the current financial plan is draft and
requires further refinement as the overall system financial position and
assumptions are reviewed by Finance Directors.

The draft plan is based on an agreed block income allocation from the CCG. Other
non-CCG income and expenditure included within the plan is based on the
forecast position at month 6. No further efficiencies have yet been assumed above
the previous 2.1% that was previously planned for H2.

The aggregate result of those assumptions generates a current draft deficit at year
end of £1.8m. This deficit is being driven by the shortfall in funding for new
investments, mainly CMHF and CAMHS Cirisis, a shortfall in the pay award along
with internal cost pressures which is partially offset by the benefit of the nominal
Covid allocation being higher than the forecast costs.

During the calculation of this draft plan we have been notified of additional
seasonal and discharge funding for Joined Up Care Derbyshire for mental health
provision, which has not yet been incorporated.

Further discussions are to be had with the CCG related to the funding of new
investments that have been included in the plan. We also need to agree with the
CCG the treatment of any further investments to align plans from both provider
and commissioner perspectives.

The Finance Directors are reviewing the overall system position and will be
discussing next steps to bring the system and Providers in line with a breakeven
position individually and in aggregate. This is likely to include an expectation of
increased efficiency delivery.
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Strategic Considerations

1) We will deliver great care by delivering compassionate, person-centred
innovative and safe care

2) We will ensure that the Trust is a great place to work by attracting
colleagues to work with us who we develop, retain and support by
excellent management and leadership

3) We will make the best use of our money by making financially wise
decisions and will always strive for best value to make money go X
further

Assurances

e This report should be considered in relation to the 2021/22 Board
Assurance Framework.

Consultation

e Deputy Finance Directors have discussed the principles related to the CCG
income allocations

e The expenditure plan is based on the forecast outturn at month 6 which has
been reported to Executive Leadership Team

e Consultation will continue in the Joined Up Care Derbyshire system, as
outlined in the document.

Governance or Legal Issues

e The draft plan has been informed by the planning guidance issued by
NHSE and the system allocations calculated by NHSE.

Public Sector Equality Duty and Equality Impact Risk Analysis

In compliance with the Equality Delivery System (EDS2), reports must identify
equality-related impacts on the nine protected characteristics age, disability,
gender reassignment, race, religion or belief, sex, sexual orientation, marriage and
civil partnership, and pregnancy and maternity (REGARDS people (Race,
Economic disadvantage, Gender, Age, Religion or belief, Disability and Sexual
orientation)) including risks, and say how these risks are to be managed.

Below is a summary of the equality-related impacts of the report:

This financial plan for H2 of 2021/22 is currently draft and based on a set of
assumptions contained within the month 6 forecast and does pick up on some
specific protected characteristics. There are some requests for new internal
investment which are included in the forecast at month 6 and therefore included in
the H2 plan. There are also new investments included from Mental Health
Investment Standard and also requirements included in the Long Term Plan.
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Recommendations
The Board of Directors is requested to:

1) Note the assumptions contained in and approve the current draft financial
plan for October 2021 to March 2022

2) Agree that a sub-group of the Trust Board’s choosing, approves the final
version of the H2 plan before submission.

Report presented by: Claire Wright
Deputy Chief Executive

Report prepared by: Rachel Leyland
Deputy Finance Director
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Finance and Contracting arrangements for H2

Planning guidance - key points
This was issued on 29 September by NHSE.

The H2 (months 7-12) 2021/22 arrangements are broadly consistent with a
continuation of the current H1 (month 1-6) framework, and are summarised as:

e System funding envelopes, containing adjusted CCG allocations, system top-up
and COVID-19 fixed allocation, based on the H1 2021/22 envelopes adjusted for
additional known pressures, such as the impact of the pay award, and increased
efficiency requirement.

e Block payment arrangements remaining in place for relationships between NHS
commissioners (comprising NHS England and CCGs) and NHS providers
(comprising NHS foundation trusts and NHS trusts). Signed contracts between
NHS commissioners and NHS providers are not required for the 2021/22 financial
year and CQUIN is not in operation for 2021/22 (noting that the block payment
values include full receipt of CQUIN value, none of which may be withheld by
commissioners).

H1 and H2 will be treated as a single financial period. Where systems in aggregate,
or their constituent organisations, are exiting H1 in a surplus position against H1
funding, this funding will be retained by the system into H2. Any surpluses generated
in H1 should be utilised appropriately to manage winter demands and go further on
elective recovery, while ensuring that the system and its constituent organisations
are exiting 2021/22 with an affordable underlying run-rate and have taken action to
recurrently deliver the necessary efficiencies. Where systems in aggregate, or their
constituent organisations, are exiting H1 in a deficit position against H1 funding, they
are expected to take action to deliver a balanced position for the full financial year.

In order to fund providers for the back-pay associated with the 3% pay deal, block
payments for core services, and where appropriate distribution of top-up and Covid
funding has been increased non-recurrently by 10.5% in M7. This uplift is equivalent
to 6 months of the 1.75% pay pressure. CCG programme funding has been
increased by 1.49% to fund the element of this which would be paid out of core
allocations, along with any other system pressures associated with the pay rise.

For H2, growth on NHS provider block payments is an additional 1.16% on top of the
H1 growth. This is the aggregate of inflationary growth of 1.98% and a general
efficiency requirement of 0.82%.

The inflationary growth has been calculated considering pay (including the 3% uplift
for H2), drugs, capital and other inputs over which providers have limited control.
The calculation excludes CNST as this was funded through an organisation-specific
funding adjustment in H1 rather than the general inflation factor. The CNST funding
from H1 is recurrent in H2 envelopes.

The efficiency factor for H2 is 0.82%. This is calculated by reference to the 1.1%

efficiency factor outlined in the 2021/22 NTPS proposals for consultation (the general
efficiency of 0.28% in H1 plus 0.82% in H2 totals 1.1%).
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This is shown in the table below:

Local and national deadlines

The following deadlines have been agreed by the system in order to achieve sign off
by submission on 16 November 2021.

5th November — Finance Director’s approval
11th November — Planning cell approval

12th November - JUCD SLT approval

15th November — JUCD Board approval (virtual)
16th November — Submission to NHSEI

Therefore, at the time of writing this report, the current position presented in this
report is the most up to date draft position, however it will need to be further updated
before final submission. A verbal update will be given at the meeting on any key
changes up to that point and a request is made to Trust Board that a sub-set of
the Trust Board’s choosing to attend a specific planning meeting to
appropriately scrutinise and sign off the final plan before submission. This is
likely to need to take place between 5 and 11 November (TBC).
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