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NHS

Derbyshire Healthcare

NHS Foundation Trust

NOTICE OF BOARD MEETING - WEDNESDAY 26 APRIL 2017
TO COMMENCE AT 1.00 PM IN TRAINING ROOMS 1 & 2
CENTRE FOR RESEARCH & DEVELOPMENT, FIRST FLOOR,

TIME | AGENDA ENC LED BY
1. | 1:00 | Chair's welcome, opening remarks, apologies for absence and declarations - Caroline Maley
of interest
2. | 1:05 | Service Receiver Story - Carolyn Green
3. | 1:30 | Minutes of Board of Directors meeting held on 1 March 2017 A Caroline Maley
Matters arising — Actions Matrix B
4. | 1:40 | Acting Chair’'s Update - Caroline Maley
5. | 1:50 | Acting Chief Executive’s Update C Ifti Majid
OPERATIONAL PERFORMANCE, QUALITY AND STRATEGY
Mark Powell/Claire
6. | 2:05 | Integrated Performance and Activity Report D Wright/Amanda
Rawlings/Carolyn Green
7. | 2:20 | Position Statement on Quality E Carolyn Green
8. | 2:30 | Equality Delivery System?2 (EDS2) F Amanda Rawlings
Board Committee Assurance Summaries and Escalations (minutes are
) available on request): Safeguarding Committee 24 February, Mental Health . .
9. | 240 Act Committee 3 March, Audit & Risk Committee 13 March, Quality G Committee Chairs
Committee 9 March, People & Culture Committee 15 March 2017
10.| 2:50 | Measuring the Trust Strategy H Lynn Wilmott-Shepherd
3:00 BREAK
11.| 3:15 | Deep Dive — Acute Inpatients I Mark Powell
12.| 3:40 | Business Plan 2017-18 J Lynn Wilmott-Shepherd
GOVERNANCE
13.| 3:50 | Annual Review of Register of Interests K Caroline Maley
Annual Review of Trust Sealings Sam Harrison
14.| 3:55 | Governance Improvement Action Plan Update L Sam Harrison
15.| 4:10 | Report from Council of Governors Meeting M Sam Harrison
16.| 4:20 | Closure of Board Assurance Framework 2016/17 N Sam Harrison
Issue of Board Assurance Framework 2017/18
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Derbyshire Healthcare
NHS Foundation Trust

Blue Completion Form

Detail

The Remuneration and Appointments Committee agreed the timetable for
recruitment of all Board level posts outlined and these were recruited to successfully.

Trust Board agreed closure of this recommendation at its April 2016 meeting.

Recruitment timetable — ask Sue T for this, ?Dec 15/early 16

On-going Monitoring Arrangements

Regular review of composition of the Board is a stated role of the Remuneration and
Appointments Committee, to be undertaken on an annual basis (included on the
forward plan).
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Derbyshire Healthcare
NHS Foundation Trust

Blue Completion Form

Recommendation RR1: Current BRAG | Recommended
Implement proposals to improve succession Rating BRAG Rating
planning at Board level, including ensuring that
Governors are adequately engaged in this
process. Alongside this, develop processes for
succession planning for Senior Leader
positions

Detail

A mitigation plan was agreed at October's Remuneration & Appointments
Committee, with succession planning process being led by Amanda Rawlings and Ifti
Majid. Further development of the succession plan was discussed at the November
and December Remuneration and Appointments Committee, agreed as off-track,
and proposed to be deferred until the new year due to priorities of other work areas
and the launch and embedding of the new appraisal process.

The status was reported and noted at the January Board meeting and agreed
following recommendation of the Remuneration and Appointments committee held in
February that the status of this action be amended to ‘Some Issues’ reflecting the
reprioritised timeline of April 2017.

Work is underway throughout the Trust to identify succession plans and talent
ratings for all staff band 7 and above and this will be complete by the end of April
2017 to be discussed with Executive Directors and the Remuneration and
Appointments Committee in April 2017.

Evidence

Succession planning report to Remuneration and Appointment Committee, April
2017

On-going Monitoring Arrangements
The outcome of the initial succession planning process will inform the Leadership
Development Strategy for PCC in May.

The Remuneration and Appointments Committee will receive annual reports and the
process will be operationalised with the Executive Leadership Team and their senior
team members.

Executive Director of People | Responsible Remuneration and
Director and Organisational | Assurance Appointments
Responsible Effectiveness Committee Committee
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Derbyshire Healthcare
NHS Foundation Trust

Blue Completion Form

Recommendation RR5: Current BRAG | Recommended
The Trust should ensure that training Rating BRAG Rating
passports for directors reflect development
required for their corporate roles

Detail

A report on Board member training was presented to the Remuneration and
Appointments Committee in December 2016. This report provided assurance on
recording on mandatory and CPD training processes. It was agreed that mandatory
training reports would be received by the Committee on a quarterly basis.

An on-going review of Non-Executive Director mandatory training requirements is
underway to ensure that training requirements are appropriate and this is being
considered as part of the Trust-wide training framework, falling under the remit of the
People and Culture Committee.

The Committee agreed at the January 2017 meeting that along with the assurances
outlined in the December 2016 report relating to CPD and ongoing training and
development for Board members, receipt of a satisfactory end of year mandatory
training compliance report in April 2017 would meet the evidence requirements that
actions were complete and embedded in an ongoing process.

Issues relating to non-compliance are taken forwards as part of line management
arrangements.

Evidence

6.6 Report of training passport compliance for all Board members as at 5 April 2017

Report on mandatory training and CPD as presented to the Committee meeting in
December 2016

On-going Monitoring Arrangements

Six monthly reporting to the Remuneration and Appointments Committee on
mandatory training compliance

Review of training and development as standard part of 1:1 line management
conversations and appraisal reviews

Executive Acting Chief Responsible Remuneration and
Director Executive / Chair Assurance Appointments
Responsible Committee Committee
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Derbyshire Healthcare NHS Foundation Trust
Report to Board of Directors — 26 April 2017

Report from Council of Governors — 7 March 2017

The Council of Governors met on 7 March 2017 at the llkeston Resource Centre,
llkeston Community Hospital. The meeting was chaired by Caroline Maley, Acting Trust
Chair. Seventeen governors were in attendance. The Council of Governors discussed
agenda items, including:

SELECTION OF QUALITY INDICATORS

According to the formal duty of the Council of Governors to take advice from external
auditors to understand their choice of indicators and formally vote on the selection of
indicators, lan Barber from Grant Thornton, the Trust's external auditors attended the
meeting for this item.

The indicators set by NHS Improvement include two categories, mandated indicators
and local indicators. Following discussion Governors resolved to select the following
indicators:

Mandated Indicators:
1. 100 % enhanced care programme approach patients receiving follow-up contact
within seven days of discharge from hospital.
2. Minimising delayed transfers of care.

Local Indicator:
3. Patients who have had a review of their care plan in the last 12 months.

ACTING CHIEF EXECUTIVE'S REPORT

The report updated governors on the Policing and Crime Bill and the impact on Mental
Health. Dr Anne Wright assured Governors that the Mental Health Act Committee will be
considering the implications of the Bill for the Trust. The report also highlighted current
areas of pressure within Clinical Services, particularly the Community Team capacity
and associated waiting lists.

COLLABORATION WITH DCHS

Caroline Maley gave an overview of relevant developments to date, including the
development of the Strategic Options Case (SOC) as presented to the Council of
Governors to Board session on 27 October 2016. Governors’ questions regarding the
SOC had been discussed at the Council of Governors meeting on the 24 November
2016 and at the meeting of 19 January 2017 Governors received a summary document
of the current status of the acquisition with clarity on roles and responsibilities in the
transaction process.

The first meeting of the Joint Integration Programme Committee was highlighted to be
scheduled for 8 March 2017, and it was noted that a procurement process had been
followed to appoint consultants to support the transaction process. Individual work-
streams including Governance, Workforce and Finance have begun to meet to set their
programmes of work.
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Ifti Majid explained that Governors will receive information from the Board in order to
hold the Non-Executive Directors to account for the process and the transaction. The
Board will work with Governors to ensure that they receive the right information in order
to fulfil this role. Governors were updated on the proposed timeline for the transaction
including development of the Outline Business Base and Full Business Case.

The Council of Governors agreed to hold Confidential Meetings on a bi-monthly basis to
focus on acquisition issues.

STAFF ENGAGEMENT SURVEY 2016

Margaret Gildea, Non-Executive Director and Chair of the People and Culture
Committee presented the summary results of the NHS Staff Survey 2016. Governors
received details of the response rate, the overall engagement rating for staff, and areas
where the Trust had responses that were significantly better and worse than previous
surveys. It was highlighted that the Staff Engagement Group has been meeting to
address the results of the survey with actions and progress overseen by the People and
Culture Committee.

Governors were updated that areas for focus in 2017/18 had been agreed as the
employee voice, tools for the job, leadership engagement and staffing/resources. The
Council of Governors will continue to be updated on staff engagement throughout the
year.

NON EXECUTIVE DIRECTOR UPDATE — PEOPLE AND CULTURE COMMITTEE
Margaret Gildea gave an update on her work as Chair of the People and Culture
Committee, highlighting the focus of the Committee to include addressing issues as
raised through the Staff Survey and on Recruitment and Retention to ensure appropriate
resourcing for the Trust’s services.

INTEGRATED PERFORMANCE REPORT

Mark Powell highlighted key areas contained in the report, which gave the Governors an
overview of performance as at the end of January 2017 with regards to Workforce,
Finance, Operational Delivery and Quality Improvement. Key themes identified to the
Council of Governors were the pressures on services and mitigations and actions being
put in place. The report illustrated a good performance against a number of indicators,
acknowledging the areas where challenge remains. It was agreed that a Governor
Development Session would be scheduled focusing on the Integrated Performance
Report to provide useful reference and information to Governors regarding some of the
challenges faced by the Trust.

ELECTION OF LEAD GOVERNOR AND DEPUTY LEAD GOVERNOR

The Council of Governors resolved to accept the recommendation to appoint John
Morrissey as Lead Governor and Carole Riley as Deputy Lead Governor for the
remaining period of their Governor terms.

GOVERNANCE COMMITTEE REPORT
The Governance Committee reported on its activities and discussions from the meeting
held on 15 February 2017, which was chaired by Carole Riley.
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GOVERNANCE IMPROVEMENT ACTION PLAN

Samantha Harrison presented an update on the delivery of the Governance
Improvement Action Plan and Governors were assured on the process being followed by
the Board on oversight of completion and embeddedness of recommendations.
Governors were informed that good progress continues to be made. An update was
given on the current external assurance process underway by Deloitte LLP, whose work
includes a focus group of Governors to input to the review and give views of what has
changed within the Trust as the result of implementation of the GIAP.

ANY OTHER BUSINESS
The Board and Council of Governors thanked Maura Teager for her seven years of
dedicated and loyal service to the Trust as a Non-Executive Director.

RECOMMENDATION

The Board of Directors is requested to note and receive assurance on the breadth of key
topics presented to and discussed by the Council of Governors.

Report prepared and presented by: Samantha Harrison
Director of Corporate Affairs & Trust
Secretary
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Derbyshire Healthcare NHS Foundation Trust
Report to Board of Directors — 26 April 2017

Board Assurance Framework (BAF)
- Final issue for 2016/17
- Firstissue for 2017/18

Purpose of Report: To meet the requirement for Boards to produce an Assurance
Framework. This report details the final issue of the BAF for 2016/17 and the first
issue of the 2017/18 BAF.

Executive Summary

The Board Assurance Framework (BAF) is a high level report which enables the
Board of Directors to demonstrate how it has identified and met its assurance needs,
focused on the delivery of its objectives and subsequent principal risks. The BAF
provides a central basis to support the Board’s disclosure requirements with regard
to the Annual Governance Statement (AGS), which the Chief Executive signs on
behalf of the Board of Directors, as part of the statutory accounts and annual report.

This is the final formal presentation of the Board Assurance Framework to Board for
2016/17 and the first issue of the BAF for 2017/18.

Final issue of 2016/17 Board Assurance Framework
e Since Issue 4 of the BAF for 2016/17 was reviewed by the Board in Feb 2017, the
risk rating of three risks has been further reduced.

0 Risk 1e) ‘Lack of compliance with the Civil Contingencies Act as a category 2
responder. Risk identified through 2016/17 EPRR Assurance Process’ has
reduced from high to moderate due to mitigation in place and CCG formal
notification of compliance

0 Risk 3b) ‘Risk of a loss of confidence by staff in the leadership of the
organisation at all levels’ has reduced from high to moderate due to stability
in senior leadership team and increased confidence of regulators, and

0 Risk 4a) ‘Failure to deliver short term and long term financial plans could
adversely affect the financial viability and sustainability of the organisation’
has reduced from high to moderate due to confidence in year-end financial
forecast.

e As aresult, at year end five risks remain graded as high risk and five as moderate
risk to the achievement of the Trust’s strategic objectives.

e All ‘deep dives’ to the relevant responsible Board Committee have been
completed in year as planned.

First issue of 2017/18 Board Assurance Framework

e At the Board Development session on 8 February 2017, Board members
identified the significant risks for 2017/18 which were then reviewed and the BAF
populated by Executive Directors

e Eleven risks have been identified for 2017/18. Three are currently graded as
extreme, six as high, and two as moderate.

¢ Following feedback from Board Committees and KMPG, the BAF for 2017/18
has been significantly amended in terms of both format and content.

Page 1 of 8
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e The risks in this first issue 2017/18 have been scrutinised by the Executive
Leadership Team and Audit and Risk Committee. As a result further changes
have been made.

KPMG Board Assurance Framework and Risk Management audit

The report provided an assurance rating of significant assurance with minor
improvement opportunities and concluded that the Trust has embedded risk
management arrangements throughout the organisation and has a ‘live’ BAF which is
fit for purpose.

The Board will continue to receive the BAF four times during the year, in line with
NHS Improvements governance guidance

Strategic considerations

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

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

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

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

Assurances

This paper provides an update on all Board Assurance Risks

Consultation

Board members through Board Development session 8 February 2017
Individual Executive Directors — during February 2017

Executive Leadership Team - 6 March 2017

Audit and Risk Committee - 14 March 2017

Governance or Legal issues
Governance or legal implications relating to individual risks are referred to in the BAF
itself.

Page 2 of 8
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Equality Delivery System

There are none

Recommendations
The Board of Directors are requested to:

1) Approve the final issue of the BAF for 2016/17

2) Approve the content of this first issue of the BAF for 2017/18, including the
revised format and additional fields

3) Approve ongoing reporting and monitoring arrangements as outlined

Report presented by: Samantha Harrison, Director of Corporate Affairs and
Trust Secretary

Report prepared by: Rachel Kempster, Risk and Assurance Manager
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1)

Board Assurance Framework (BAF) update for 2016/17 (final issue)
and 2017/18 (first issue)

Final Issue for 2017/17

1a) Overview

Since Issue 4 of the BAF for 2016/17 was reviewed by the Board in Feb 2017, no
new risks have been added or removed. However, the risk rating of three risks has
been reduced.

BAF Risk title Executive Current
ID Director Lead | risk rating
le Lack of compliance with the Civil | Acting Chief MOD
Contingencies Act as a category | Operating
2 responder. Risk identified Officer
through 2016/17 EPRR
Assurance Process
3b Risk of a loss of confidence by | Director of MOD
staff in the leadership of the People and
organisation at all levels Organisational
Effectiveness
4a Failure to deliver short term and | Director of MOD
long term financial plans could Finance

adversely affect the financial
viability and sustainability of the
organisation

Prev risk
rating

Rationale

Impact reduced
from 5 to 3 due to
mitigation in place
and CCG formal
notification of
compliance

Impact reduced
from 5 to 4 due to
stability in senior
leadership team
and increased
confidence of
regulators

Likelihood reduced
from 3 to 2 due to
confidence in year-
end financial
forecast

At year end five risks remain graded as high risk to the achievement of the Trust’s
strategic objectives and five as moderate risk.

Changes since Issue 4 are highlighted in blue text in the detailed spreadsheet
attached.
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1b) 2016/17 BAF Summary

A summary of all risks currently identified in the 2016/17 BAF at year end is shown
below together with the risk rating identified at the outset of the year or when the risk
was added to the BAF

BAFE _ _ _ Risk rating _ _
D Risk title Director Lead at outset of | Risk rating
year
la Failure to achieve clinical quality standards Director of
required by our regulators which may lead to Nursing and
harm to service users and/or staff Patient
Experience
1b There is a risk that the Trust does not operate Director of HIGH MODERATE
inclusivity and may be unable to deliver equity | People and New risk
of outcomes for staff and service users. Organisational | from Nov16
Effectiveness
1c Risk to delivery of safe, effective and person Director of
centred care due to the Trust being unable to People and
source sufficient permanent and temporary Organisational
clinical staff Effectiveness
1d The Trust does not fully comply with the Medical
statutory requirements of the Mental Health Act | Director
(MHA) Code of Practice and the Mental
Capacity Act (MCA) which has resulted in a
'requires improvement' action from the CQC
and an impact on person centred care.
le Lack of compliance with the Civil Acting Chief HIGH MODERATE
Contingencies Act as a category 2 responder. | Operating New risk
Risk identified through 2016/17 EPRR Officer from Feb 17
Assurance Process
2a Risk to delivery of national and local system Interim Director
wide change. If not delivered this could cause | of Strategic
the Trust’s financial position to deteriorate Development
resulting in regulatory action
3a There is a risk that the NHSI enforcement Acting Chief HIGH MODERATE
actions and CQC requirement notice, coupled Executive
with adverse media attention may lead to
significant loss of public confidence in our
services and in the trust of staff as a place to
work.
3b Risk of a loss of confidence by staff in the Director of HIGH MODERATE
leadership of the organisation at all levels People and
Organisational
Effectiveness
3c There is a risk that turnover of the Board Director of MODERATE Risk
members could adversely affect delivery of the | Corporate New risk removed
organisational strategy due to loss of specialist | Affairs and from Nov16 Feb 17
organisational knowledge, capacity and Trust Secretary
stability
4a Failure to deliver short term and long term Director of HIGH MODERATE
financial plans could adversely affect the Finance
financial viability and sustainability of the
organisation
4b Failure to deliver the agreed transformational Interim Director
change, at the required pace could result in of Strategic
reduced outcomes for service users, failure to Development
deliver financial requirements and negative
reputational risk
Page 5 of 8
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1c) Deep dives

Deep dives are fully embedded in the BAF process to enable review and challenge of
the controls and assurances associated with each risk and are undertaken by the
lead responsible Board Committee for each risk.

The programme for deep dives for 2016/17 has been completed as planned.

IEI;AF Subject of risk Director Lead Dates completed
la Clinical Quality Carolyn Green December 2016
Audit and Risk Committee
1b Equality Amanda Rawlings February 2017
People and Culture Committee
1c Clinical workforce Amanda Rawlings March 2017
Audit and Risk Committee
1d Compliance with MHA/MCA Dr John Sykes March 2017
Audit and Risk Committee
le EPRR compliance Mark Powell March 2017
Quality Committee
2a System change Lynn Wilmott-Shepherd March 2017
Audit and Risk Committee
3a Regulatory compliance Ifti Majid January 2017
Audit and Risk Committee
3b Loss of confidence in Amanda Rawlings January 2017
leadership Audit and Risk Committee
4a Financial plan Claire Wright October 2016
Audit and Risk Committee
4b Transformation Lynn Wilmott-Shepherd July 2016
(completed by Mark Powell) Audit and Risk Committee

2) First issue for 2017/18

A Board Development session, facilitated by KMPG was undertaken on 8 February
2017. The session enabled board members to identify the most significant risks for
2017/18 and these were considered and reviewed alongside the four strategic
objectives for the Trust.

Following this session and in year feedback from Board Committees, the BAF for
17/18 has been significantly amended in both format and content. The main
changes are:
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A significant change to the format of the BAF from a tabular format in an Excel
spreadsheet to a linear format in Word. This change has enabled additional
fields to be included and improved the readability of the document.

Additional fields included for 2017/18 are:

Inherent risk rating
Target risk rating
Risk appetite

O O O O O

Risk detailed by both impact and root causes

Controls identified as to if they are: preventive, detective, directive or

corrective, so as to enable easier identification of gaps in controls
o Direct read across from gaps in controls and gaps in assurance to

actions identified to close gaps
0 Risk to delivery of action
0 Acton owners

2017/18 Summary BAF risks

2AF | Risk title Director Lead
la Failure to achieve clinical quality safety standards required | Director of Nursing
by our regulators and Patient
Experience
1b Failure to achieve clinical quality standards required by Director of Nursing
our regulators in relation to providing effective care for our | and Patient
patients Experience
1c Failure to fully comply with the statutory requirements of Medical Director
the Mental Health Act (MHA) Code of Practice and the
Mental Capacity Act (MCA)
1d Risk of inadequate systems to ensure business continuity | Acting Chief
is maintained in the event of a major incident Operating Officer
2a Inability to deliver system wide change due to changing Interim Director of
commissioner landscape and financial constraints within Strategic
the health and social care system Development
3a Ability to attract and retain high quality clinical staff across | Director of People
all professions and Organisational
Effectiveness
3b There is a risk to staff engagement and wellbeing by the Director of People
Trust not having supportive and engaging leaders and Organisational
Effectiveness
3c There is a risk that the Trust will continue to be subjectto | Acting Chief
NHSI enforcement action and CQC requirement/warning Executive
notices
4a Failure to deliver financial plans Director of Finance
4b Failure to deliver internal transformational change at pace | Interim Director of
Strategic
Development
4c That the process leading to acquisition of DHCFT by Acting Chief
DCHS may have a detrimental impact on the Trust’s ability | Executive
to manage day to day performance due to increased
capacity demands on senior leaders and directors
Page 7 of 8

Overall page
231

Risk rating
(Lx1)

MODERATE
(3x3)

EXTREME
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The risks have been mapped against the 2016/17 BAF risks to ensure all key areas
have been included going forward.

3) KMPG Board Assurance Framework and Risk Management Audit

During January and February 2017 KPMG undertook an audit to review the
processes for managing risk, reviewing the BAF and completing ‘deep dive’ reviews
on the risk register which underpin the BAF.

The report provided an assurance rating of significant assurance with minor
improvement opportunities and concluded the Trust has embedded risk management
arrangements throughout the organisation, with Datix used effectively to manage
risks and incidents. In addition the report identified that the BAF is reviewed
regularly by the Board and relevant Board Committees and is used as a live
document. Four recommendations were identified, one moderate risk and three low
risks. These were in relation to: timely review of risks overdue; understanding of
some terminology in the BAF; ensuring all risks have identified controls; and
providing training for risk handlers. All have been accepted and actions are in
progress.

Page 8 of 8

Overall page
232



Summary of Board Assurance Framework Risks 2017/18. Issue 1.

Enc N

Ref

| Principal risk

\ Director Lead

| Current rating

Strategic Outcome 1. We will deliver quality in everything we do providing safe, effective and person centred care

1a Failure to achieve clinical quality safety standards required by our regulators Executive Director of Nursing
and Patient Experience
1b Failure to achieve clinical quality standards required by our regulators in relation to providing Executive Director of Nursing
effective care for our patients and Patient Experience
1c Failure to fully comply with the statutory requirements of the Mental Health Act (MHA) Code of | Medical Director
Practice and the Mental Capacity Act (MCA)
1d Risk of inadequate systems to ensure business continuity is maintained in the event of a major | Acting Chief Operating Officer

incident

MODERATE

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

2a

Inability to deliver system wide change due to changing commissioner landscape and financial
constraints within the health and social care system

Interim Director of Strategic
Development

Strategic Outcome 3. We will develop our people to allow them to be innovative, empowered, engage a

nd motivated. We will retain and attract the best

staff
3a Ability to attract and retain high quality clinical staff across all professions Interim Director of People and
Organisational Effectiveness

3b There is a risk to staff engagement and wellbeing by the trust not having supportive and Interim Director of People and
engaging leaders Organisational Effectiveness

3c There is a risk that the Trust will continue to be subject to NHSI enforcement action and CQC Acting Chief Executive MODERATE
requirement/warning notices

3d There is a risk that the Trust does not operate inclusively and may be unable to deliver equity Interim Director of People and MODERATE
of outcomes for staff and service users Organisational Effectiveness

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

EXTREME

EXTREME

4a Failure to deliver financial plans Executive Director of Finance

4b Failure to deliver internal transformational change at pace Interim Director of Strategic
Development

4c That the process leading to acquisition of DHCFT by DCHS may have a detrimental impact on Acting Chief Executive

the Trust’s ability to manage day to day performance due to increased capacity demands on
senior leaders and directors
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Board Assurance Framework 2017/18 Issue 1

Enc N

Strategic Outcome 1. We will deliver quality in everything we do providing safe, effective and person

centred care

Principal risk:

Risk: Failure to achieve clinical quality safety standards required by our regulators.
Impact: May lead to harm to service users, their family members, staff, or the public

Root causes:

a) Financial settlement in contracts chronically underfunded

b) Workforce supply
c) Substantial increase in clinical demand

d) Increasing service user and family expectations of service

e) Changing demographics of population
f)  Stability of clinical leadership at all levels

BAF ref: 1a

Nursing and Patient Experience

Director Lead: Carolyn Green, Executive Director of

Responsible Committee: Quality Committee

Datix ID: xx

Inherent risk rating:

Target risk rating:

Likelihood Impact

Rating
EXTREME 4 5

Current risk rating:
Likelihood
4 4

Direction
1" issue

Rating Likelihood
MODERATE 3

Impact

Risk appetite:
Impact Accepted

Tolerated
4

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Quality governance structures and
processes to identify quality related issues;
Implementation of Safe Wards programme;
Induction and mandatory training; 'Duty of
Candour' processes

Detective — Quality dashboard reporting; Quality
visit programme; Incident, complaints and risk
investigation and learning - including monitoring
actions plans; Annual Training Needs Analysis;

Quality dashboard

Clinical analysis and triangulation from across
governance reports leading to actions to rectify
clinical practice concerns through Patient
Experience Reports to be followed by QUEST
model reporting

National enquiry into suicide and homicide
identifies rates lower than national average

Safety Thermometer identifies positive position
against national benchmark

Benchmarking data identifies higher than average
qualified to unqualified staffing ratio on inpatient

wards

CQC comprehensive review identified 4 services

vli4
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Enc N
Board Assurance Framework 2017/18 Issue 1

Directive — Quality Framework (Strategy) rated as ‘good’ for safety
outlining how quality is managed within the Trust
2016/17 BAF and Risk Register Review
Corrective — Board committee structures and
processes ensuring escalation of quality issues;
Annual skill mix review; CQC and GIAP action
plans; Incident investigation and learning; Actions
following clinical and compliance audits;
Workforce issues escalation procedures.

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:

Ability to recruit and retain adequate numbers Workforce plan to be completed [ACTION OWNER 31/12/2017

of staff to ensure safe practice DPOE]

Develop and implement training plan to increase
number of staff trained to deliver psychological
therapy in the community. [ACTION OWNER
DPOE/DON]

Test model of Advanced Clinical Practitioner role in
community setting to mitigate vacancies in psychiatry.
[ACTION OWNER DON]

Commissioner commitment to invest in mental Commissioner lobbying and provision of evidence to 30/06/2017
health and children’s services support need to increase funding or to provide an

alternative strategic plan [ACTION OWNER DON]
Stable clinical workforce in neighbourhood, Clinical and operational leadership to develop an 30/04/2017
children’s services, crisis services, psychology improvement plan [ACTION OWNER DPOE/DON]
and forensic services and model
Seclusion room at Kedleston Unit not fit for Rebuild underway to meet standards required [ACTION | 31/05/2017 LOW
purpose OWNER DOF]
Staff competence and knowledge in suicide Suicide reduction strategy in place and roll out of 31/03/2018 MEDIUM
prevention patient safety planning to be completed [ACTION

OWNER DON]
Early warning signs of service failure and Plans in place to implement QUEST from 1/5/17. 31/05/2017 MEDIUM
independent service modelling Explore and commission remodelling exercise of

community mental health services and inpatient beds

[ACTION OWNER DON]
Non commissioned services for Derbyshire Improvement plan with commissioners in place 30/06/2017 MEDIUM

3
vli4
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Board Assurance Framework 2017/18 Issue 1

Enc N

based PICU beds and a secure and effective [ACTION OWNER DON]
forensic pathway, and CAMHS Tier 4 beds
Embedded security and safeguarding culture Complete security action plan and ongoing 30/06/2017 LOW
investigations [ACTION OWNER DON]
Compliance with medicines management code, Improvement plan in place to deliver [ACTION OWNER | 30/06/2017 MEDIUM
including storage compliance DON]
Lack of effective forensic clinical service Interagency solutions being sought, including proposal | 31/08/2017
pathway following prison release for commissioner solutions including benchmarking
and mitigation plans
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
CQC comprehensive review identified 6 services | Fully implement CQC actions plan, with subsequent 31/03/2018 MEDIUM
as ‘requires improvement’ for safety plan to raise all services identified as requires
improvement to a rating of good [ACTION OWNER
DON]
Effective plan to ensure ability to achieve quality | Implement CQC action plan. Identify ring fenced 31/04/2017
priorities, CQUIN and Non CQUIN targets resources to ensure implementation of required
targets.[ACTION OWNER DOF/ DON]
Implement CQUIN improvement plan including ‘Sign 31/03/2018
up to Safety’. Each integrated quality leadership team
to complete one quality improvement project of their
design [ACTION OWNER DON]

Related operational high/extreme risks:

3385 | Neighbourhood Services - City Clinical risk - Other Waiting Times for Psychological Assessment and Intervention

3386 | Campus - Radbourne Unit Clinical - Staffing levels Vacancies, reduced leadership, capacity for succession planning

3410 | Campus - Radbourne Unit Clinical - Staffing levels Vacancy levels above 30%
20857 | Neighbourhood Services - North Clinical risk - Other Transfer of patients through the change in neighbourhood boundaries
20867 | Learning Disabilities Services Clinical - Therapeutic activity Lengthy waiting times for psychological involvement
20908 | Substance Misuse Services Clinical risk - Other Communication of information regarding patients on discharge from Royal Derby Hospital
20928 | Neighbourhood Services - North Clinical - Staffing levels Long waiting times for MAS Diagnosis
20988 | Neighbourhood Services - City Clinical - Staffing levels Not enough nurses to manage the initial assessments, waiting list for community intervention and to cover long term sickness
21013 | Campus - Radbourne Unit H&S - Violence and Aggression Sec 136 suite
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20120 | Children in Care Clinical - Staffing levels Staffing Levels

21031 | Neighbourhood Services - City Clinical risk - Other Non-Adherence to Waiting List Management Policy and Procedure
21044 | Neighbourhood Services - North Clinical - Staffing levels Reduction in medical support

21049 | Campus - Radbourne Unit Clinical risk - Other Limited access to safe and secure transport

21050 | Neighbourhood Services - North Clinical - Staffing levels Low staffing levels

21055 | Neighbourhood Services Operational risk - Other Waiting for care coordination

21070 | Neighbourhood Services - North Clinical - Staffing levels Extreme Pressures in team
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Strategic Outcome 1. We will deliver quality in everything we do providing safe, effective and person
centred care

Principal risk:
Risk: Failure to achieve clinical quality standards required by our regulators in relation to providing effective care for our patients
Impact: May lead to our service users not receiving effective treatment leading to delays in recovery and longer episodes of treatment
Root causes:

a) Lack of investment in clinical workforce

b) Gaps in clinical evidence

c¢) Complex cases

d) Capacity to deliver effective care across all services

e) Lack of embedded outcome measures — clinically defined and patient defined

f) Staff capacity in patient centred care planning

BAF ref: 1b | Director Lead: Carolyn Green, Executive Director of Responsible Committee: Quality Committee Datix ID: xx
Nursing and Patient Experience

Inherent risk rating: Current risk rating: Target risk rating: Risk appetite:
Rating Likelihood Impact Likelihood Impact Direction Rating Likelihood Impact Accepted Tolerated
EXTREME 4 5 4 4 1" issue MODERATE 3 4

Key controls: Assurances on Controls (internal): Positive assurances on Controls (external):
Preventative — Quality governance structures and | Clinical Audit Programme and action plans where | National Community Patient Survey results
processes in to manage quality related issues; gaps identified (above average results)
engagement with clinical audit and research
programmes National Inpatient survey (above average results)
Detective — Quality visit programme; HoNoS CQC comprehensive inspection identified 8
clustering; CAMHS IAPT measures; use of EPR to services as ‘good’ and 2 as ‘outstanding’ for caring
identify gaps in effectiveness through compliance and 3 services ‘good’ for effectiveness
checks

Mental Health Benchmarking Scorecard from NHS
Directive — Quality Framework (Strategy) England identifies the Trust as 12/58 on
outlining how quality is managed within the trust, effectiveness

6
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Agreed clinical policies and standards, available to

all staff via Connect.

Corrective — Board committee structures and
processes ensuring escalation of quality issues;

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Clinical buy in to review of NICE guidelines Implement NICE improvement action plan including 30/06/2017
review of resources required to support [ACTION
OWNER DON]
Embeddedness of integrated clinical/leadership CPD support plan for Chairs of integrated quality 30/06/2017
teams meetings [ACTION OWNER DON]
Embedded personalised care planning, physical | Implement CQC action plan around care planning 30/06/2017
health cheeks and clinical standards [ACTION OWNER DON]
Demands of the Derbyshire population out Gap analysis and training needs analysis with 31/08/2017
strips capacity in particular community teams investment plan to increase psychological therapies in
paediatrics, psychological therapies and fast neighbourhoods [ACTION OWNER DON/COO]
track PREVENT referrals.
Learning from Serious Case and Homicide Review of CPA policy. Review adequacy of family 30/09/2017 MEDIUM
Reviews support services through triangle of care
implementation plan [ACTION OWNER DON]
Effective patient reported outcome measures Implementation plan for roll out of ReQoL and Patient 31/10/2017 MEDIUM
which actively involves service users Activation Measure (PAM) [ACTION OWNER DON]
Potential lack of formal patient and public New provider identified, DON meeting to provide 31/07/2017 MEDIUM
involvement following external tender process support through transition [ACTION OWNER DON]
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
CQC inspection comprehensive review identified | Fully implement CQC actions plan, with subsequent 31/08/2017

9 services as requiring improvement for
effectiveness

plan to raise all services identified as requires
improvement to a rating of good [ACTION OWNER
DON]

Related operational high/extreme risks:

3260 | Neighbourhood Services

Commissioning Risk

Lack of ADHD service for adults

3314 | Neighbourhood Services - City

Commissioning Risk

Lack of pathway for patients discharged from prisons

20819 | Neighbourhood Services - City

Operational - Business Continuity

Waiting lists for assessment and interventions

21071 | IM&T

Operational risk - Other

SystmOne prescribing: financial, governance, clinical and reputational risks
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21070 | Neighbourhood Services - North Clinical - Staffing levels Extreme Pressures in team
21068 | Pharmacy Clinical - Mefjlcatlon/ Medicines Management - providing effective care for patients
Pharmaceutical
8
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Strategic Outcome 1. We will deliver quality in everything we do providing safe, effective and person

centred care

Principal risk:
(MCA)

Root causes:

Risk: Failure to fully comply with the statutory requirements of the Mental Health Act (MHA) Code of Practice and the Mental Capacity Act
Impact: Resulted in a 'requires improvement' action from the CQC and an impact on person centred care

a) Previous mantra to use MHA (rather than MCA) in psychiatric in-patient settings but not MCA case law and MHA Code of Practice 2015 stipulates
use of dynamic interface between MHA/MCA

b) Lack of compliance historically with MHA process partly due to reliance on audits with inherent time lag

c) Frequent turnover of junior doctors presenting training challenges

d) Historically seen as a medical issue, not multi-professional

e) Uncertainty over issues around ‘presumption of capacity’ for community patients

BAF ref: 1c

Director Lead: John Sykes, Medical Director

Responsible Committee: Mental Health Act Committee

Datix ID: xx

Inherent risk rating:

Target risk rating:

Risk appetite:

Likelihood Impact
4 4

Current risk rating:
Likelihood
4 4

Direction
1" issue

Impact Rating Likelihood

MODERATE 2

Impact Accepted Tolerated -
4

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Comprehensive training plan
supported by MCA Training Manual developed by
trust clinicians; Increased general awareness of
issues (inc. podcasts) amongst clinicians with
multidisciplinary team approach; Enhanced junior
doctor training; Single place created in PARIS to
record MCA assessments

Detective — Rolling compliance checks;
Programme of quality improvement audits;
Regular feedback on compliance to executive

Reporting of training compliance against plan to
MHA Committee

Range of compliance checks and audits agreed in
MHA Committee forward plan and clinical audit
programme

CQC note improvement with compliance with
MCA with gaps remaining to close
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directors via next in line managers; Improved
monitoring and reporting processes for seclusion
and long term segregation following revision of

policy

Directive — MHA and MCA policies and
procedures; Lead director accountability and
chain of accountability through to consultants
senior nurse; Designated MCA medical lead

Corrective — MHA Committee oversight of

dynamic application of MHA/MCA

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Electronic reminders to undertake assessments Develop electronic reminders for capacity assessments | 30/06/2017 MODERATE
and Best Interest assessments [ACTION OWNER MD]
Appointment of Deputy Medical Director to lead | Appointment of a Deputy Medical Director [ACTION 30/04/2017 LOW
on compliance reporting from clinical directors OWNER MD]
Consistent application of seclusion and Embed consistent application in clinical practice led by | 30/06/2017 MODERATE
segregation Chief Nurse [ACTION OWNER DON]
Improve training for junior doctors regarding seclusion | 30/06/2017
reviews [ACTION OWNER MD]
Delays by local authorities in undertaking DoLS Continue to monitor and report compliance to the 30/04/2017 and LOW
assessments MHA Committee including where escalation to local ongoing
authorities where illegal detention is a risk [ACTION
OWNER MD]
Monitoring of application of MHA against Year-end analysis to be completed and presented to 31/05/2017 LOW
equality standards MHA Committee May 2017 [ACTION OWNER MD]
Staff competence and checking for compliance Delivery of CQC action plan in relation to MHA/MCA 31/05/2017 MODERATE
with CTQ’s, Best Interest Assessments and actions [ACTION OWNER MD]
Capacity Assessments
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Completion of all actions in relation to 2016/17 Reporting functionality in PARIS to be developed 31/05/2017 MODERATE

Section 132 Rights internal audit

[ACTION OWNER MD/COO]
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Assurance of junior doctor supervision taking Improving systems to consistently record supervision 30/06/2017 MODERATE
place, which includes focus on MHA/MCA [ACTION OWNER MD]
compliance
Related operational high/extreme risks: None specifically identified
11
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Strategic Outcome 1. We will deliver quality in everything we do providing safe, effective and person

centred care

Principal risk:

Root causes:

Risk: Risk of inadequate systems to ensure business continuity is maintained in the event of a major incident
Impact: An inability to deliver services, which may result in harm to service users

g) Increasing dependence on IT systems to support the delivery of clinical care and ‘back office’ functions such as procurement, finance
h) Insufficient mitigation against potential cyber attacks
i) Lack of coherent training plan to ensure that staff know what to do in the event of a major incident
j) Inadequate business continuity planning at service level

BAF ref: 1d

Director Lead: Mark Powell, Acting Chief Operating Officer

Responsible Committee: Quality Committee

Datix ID: xx

Inherent risk rating:

Current risk rating:

Target risk rating:

Risk appetite:

Rating
MOD

Likelihood Impact
3 5

Likelihood

Direction
1" issue

Impact Rating Likelihood
3 3 LOW 2

Impact Accepted Tolerated -
3

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — On-call training, table top major
incident scenario exercises, fire training and drills,
incident/near miss reporting and escalation, risk
management processes. Range of defences
against cyber-attack including: virus updates and
patching of laptops and servers, prevention of use
of unencrypted USB devices, email filtering, IT
firewall and filters

Detective — IT systems testing, incident response
plan testing , IM&T Rigor meeting to test strength
of protection

EPRR Annual Report to Trust Board and periodic
reports to Quality Committee and Trust
Management Team evidence the overall actual
performance against national Core Standards for
EPRR, rated against a compliance scale from non-
compliant to fully compliant

Includes several sections covering the efficacy of
controls include:

a) Leadership

b) Business Impact Assessments

c) Business Continuity Planning

d) Incident Response Plan

CCG confirm and challenge process against all
Core Standards — substantial compliance

IT penetration test undertaken by CareCert
31/3/17 - 1/2/17. Final report produced 2/3/17
(undergoing accuracy checks within the Trust and
GEM)
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Directive — Emergency Plan, Business Continuity
Plan, Lockdown Policy, disconnection of IT devices
not regularly connected to the network,

Corrective — Use of extra training, further
practice to aid understanding and confidence,
GEM employment of security experts to review
processes, plan to reduce time (from 90 to 45
days) before disconnection of IT devices not

e) Training needs and delivery

regularly connected to the network

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Not all staff who undertake management on-call | Ensure there is sufficient training opportunities for 30/06/17 Low
duties have received approved training both silver and gold command.[ACTION OWNER: COO]
Training being delivered during March and further
sessions will be provided before the end of June 2017
As identified in CareCert ‘Penetration Trust Complete actions identified in CareCert report. Action | 30/09/17 Low
Report’ 02/03/17 due date to be agreed in line with actions identified.
.[ACTION OWNER: COOQ]
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
4 Core standards remain amber, resulting in the Deliver actions set out in Core Standards action plan 30/06/17 Low
Trust being graded as substantial compliance and embed ongoing review process, via EPRR steering
and not fully complaint group, for all standards. [ACTION OWNER: COO]
Progress reported to TMT and QC via EPRR reporting
process

Related operational high/extreme risks:

3386 | Campus - Radbourne Unit

Clinical - Staffing
levels

Vacancies, reduced leadership, capacity for succession planning
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Strategic Outcome 2: We will develop strong, effective, credible and sustainable partnerships with key
stakeholders to deliver care in the right place at the right time

Principal risk:

care system
Impact:

Root causes:

m) Lack of system wide leadership and ‘grip’
n) Changing national directives

k) Financial constraints nationally and locally
I) Lack of confidence by Acute providers in the delivery of local STP outcomes

o) Regulatory bodies imposing different rules and boundaries

1. If not delivered this could lead to deterioration of the Trusts financial position which could result in regulatory action
2. Deterioration of services available to service receivers

Risk: Inability to deliver system wide change due to changing commissioner landscape and financial constraints within the health and social

BAF ref: 2a

Strategic Development

Director Lead: Lynn Wilmott-Shepherd, Interim Director of

Responsible Committee: Finance and Performance Committee

Datix ID: xx

Inherent risk rating:

Risk appetite:

Rating Likelihood Impact
EXTREME 4 5

Current risk rating:
Rating
EXTREME 4 5

Likelihood Direction

1" issue

Impact

Target risk rating:
Likelihood
3

Impact Accepted

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Tolerated
5

Preventative - Maintenance of strong
relationships with commissioners; Full
involvement with appropriate system wide
groups; Maintenance of strong relationships with
other providers; Service User engagement

Detective - Scrutiny of national directives;
Translation to local action i.e. are national
directives being adhered to?

Reports to Board regarding any system wide
changes or risks

Regular progress feedback to F&P on system
change

Updates and feedback at TMT and ELT in order to
update on system change or ‘blockers’

Engagement with Governors in order to get

NHSE/I agreement of plans

Minutes of CMB
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Directive- National agreement of Derbyshire’s
STP; Reforming of structure for delivery of STP

Corrective- Ongoing discussions with key
stakeholders on proposed changes, progress,
establishment of partnerships etc. ; Engagement
and consultation with patients, carers, public and

feedback and update them on progress

Engagement with staff though managers, staff
side, focus groups etc.

staff as appropriate

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Unclear system wide governance to oversee the | Work with system leaders and other senior Ongoing.
STP stakeholders to be integral in the design of a Review by
governance structure [ACTION OWNER DSD] 30/06/2017
Lack of clarity around collaboration and Continue working with NHSI to gain clarity [ACTION 30/06/2017
competition OWNER DSD] Medium
Issues of communication owing to divergent Communication between differing groups — replay the | 30/06/2017
messages between NHSE and NHSI message [ACTION OWNER DSD]
Lack of long term strategic partnerships to Aim to develop partnerships through collaborative 30/06/2017
deliver quality, sustainable services working [ACTION OWNER DSD] Medium
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Feedback from system wide groups Maintenance of relationships and involvement in 30/06/2017 Medium
relevant groups [ACTION OWNER CO/DSD]
The provision of reliable system wide Maintenance of relationships and involvement in 30/06/2017 Medium
information relevant groups [ACTION OWNER CO/DSD]
Clear and consistent feedback from NHSE and Be consistent and clear on messages fed back [ACTION | 30/06/2017
NHSI OWNER CO/DSD]

Related operational high/extreme risks:

3260 | Neighbourhood Services

Commissioning Risk | Lack of ADHD service for adults

3314 | Neighbourhood Services - City

Commissioning Risk | Lack of pathway for patients discharged from prisons

3385 | Neighbourhood Services - City

Clinical risk - Other

Waiting Times for Psychological Assessment and Intervention

20819 | Neighbourhood Services - City

Operational -
Business Continuity

Waiting lists for assessment and interventions
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20857 | Neighbourhood Services - North Clinical risk - Other Transfer of patients through the change in neighbourhood boundaries
) o . Clinical - L L
20867 | Learning Disabilities Services ) . Lengthy waiting times for psychological involvement
Therapeutic activity
. ) ) Clinical - Staffing S T - ) :
20988 | Neighbourhood Services - City level Not enough nurses to manage the initial assessments, waiting list for community intervention and to cover long term sicl
evels
21049 | Campus - Radbourne Unit Clinical risk - Other Limited access to safe and secure transport
Operational risk -
21055 | Neighbourhood Services th Waiting for care coordination
er
) ) Clinical - Staffing )
21070 | Neighbourhood Services - North level Extreme Pressures in team
evels
16
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Strategic Outcome 3. We will develop our people to allow them to be innovative, empowered, engage
and motivated. We will retain and attract the best staff

Principal risk:
Risk: Ability to attract and retain high quality
Impact: Risk to the delivery of high quality clinical

Loss of income
Root causes:

a) National shortage of key occupations

c) Trust reputation as a place to work

g) Turnover of key personnel/professions

clinical staff across all professions
care including increased waiting times

Exceeding of budgets allocated for temporary staff

b) Future commissions of key posts insufficient for current and expected demand

d) Trust seen as small with limited development opportunities
e) Lack of a workforce plan and sufficient funding to accelerate the introduction of alternative workforce models
f) Organisational appetite to try and test alternative workforce models

BAF ref: 3a | Director Lead: Amanda Rawlings,

People and Organisational Effectiveness

Interim Director of

Responsible Committee: People and Culture Committee

Datix ID: xx

Inherent risk rating:

Risk appetite:

Likelihood Impact

- 4 5

Current risk rating:
4 5

Direction
1" issue

Likelihood Impact

Target risk rating:
Likelihood
3

Impact Accepted Tolerated -
5

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Recruitment campaigns.

Detective — Reflection and action taken following
staff survey, Performance Reports, Quarterly
Pulse Checks

Directive — Executive led weekly meeting using
collaborative approach to reduce recruitment

Recruitment tracker reporting to People and
Culture Committee and Board

Success reporting to from specific recruitment
campaigns

Financial impact tracking on agency spend
through Board

HEEM (Health Education East Midlands) quality
assurance visit, to test infrastructure and support
mechanisms are sufficient for people in training
[potential assurance]

Staff survey results and Pulse Checks[potential
assurance]
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gaps
Quarterly staff ‘pulse checks’
Corrective — Additional capacity to lead
recruitment campaigns. Focused recruitment
campaigns i.e. India, and further afield.

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to

delivery:
Workforce plan to include alternative workforce | Develop a precise workforce plan to include a bottom 31/04/2017 Medium
models up workforce plan with owners of new roles that is

costed with a timeline as to what the trust can afford
to implement and by when [ACTION OWNER DPOE]

In development. To be considered by People and
Culture Committee March 2017

Appeal of the trust as a place to work Develop programme of incentives for key national Roll out from Medium
occupational shortages [ACTION OWNER DPOE] April 2017

Incentives scheme agreed by Executive Leadership

Team
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Funding and commitment to local STP To be undertaken in collaboration with the Local 30/06/2017
(Sustainability and Transformation Plan) Workforce Advisory Board to support new models of
collaboration care i.e. Place [ACTION OWNER DPOE]
Related operational high/extreme risks:
3262 | Community Paediatrics Clinical - Staffing levels Long waiting lists following reduction in staffing levels
3386 | Campus - Radbourne Unit Clinical - Staffing levels Vacancies, reduced leadership, capacity for succession planning
3410 | Campus - Radbourne Unit Clinical - Staffing levels Vacancy levels above 30%
20928 | Neighbourhood Services - North Clinical - Staffing levels Long waiting times for MAS Diagnosis
20988 | Neighbourhood Services - City Clinical - Staffing levels Not enough nurses to manage the initial assessments, waiting list for community intervention and to cover long term sickness

18
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20120 | Childrenin Care Clinical - Staffing levels Staffing Levels
21050 | Neighbourhood Services - North Clinical - Staffing levels low staffing levels
21070 | Neighbourhood Services - North Clinical - Staffing levels Extreme Pressures in team
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Strategic Outcome 3. We will develop our people to allow them to be innovative, empowered, engage
and motivated. We will retain and attract the best staff

Principal risk:
Risk: There is a risk to staff engagement and wellbeing by the trust not having supportive and engaging leaders
Impact: Negative impact on staff engagement and staff retention

Impact on staff wellbeing

Impact on quality of care

Impact on compliance with internal and external performance requirements

Root causes:
a) Lack of management capacity and capability
b) Clear leadership expectations
c) Lack of leadership and team development
d) Robust recruitment processes ensuring suitability for role
e) Culture of organisation including role modelling by peers and senior managers

BAF ref: 3b | Director Lead: Amanda Rawlings, Interim Director of Responsible Committee: People and Culture Committee Datix ID: xx
People and Organisational Effectiveness

Inherent risk rating: Current risk rating: Target risk rating: Risk appetite:
- Likelihood Impact _ Likelihood Impact Direction Rating Likelihood Impact Accepted Tolerated -
4 4 4 4 1" issue MODERATE 3 4
Key controls: Assurances on Controls (internal): Positive assurances on Controls (external):
Preventative — Spotlight on our Leaders events to | Quarterly Pulse check
engage leaders, Membership of East Midlands
Leadership Academy offering leadership

development menu

Detective — Staff survey results year on year,
quarterly pulse check quarterly, people metrics
tracked monthly.

20
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Directive — Leadership development training
supporting managers to implement policies

Corrective — appraisal and supervision processes

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:

Recruiting leaders for their leadership talents Develop leadership recruitment process [ACTION 30/06/2017 Medium

OWNER DPOE]

Clearly defined leadership expectations, Develop a leadership expectation guide and leadership | 31/08/2017 Medium

monitored via appraisals and the detective tools | induction process [ACTION OWNER DPOE]

Coaching/mentoring and Build infrastructure and menu of offer for leaders 30/09/2017 Medium

development/improvement plans for leaders [ACTION OWNER DPOE]

that need support.

Gaps in assurances: Actions to close gaps in assurances: Action due: Progress on action: Risk to
delivery.

Annual staff survey Actions to be focused on: ensuring staff have ‘tools to 30/09/2017 Medium

do the job’, ensuring staff have a voice, staffing,
leadership development [ACTION OWNER DPOE]

Related operational high/extreme risks: None specifically although links to risks raised in relation to work related stress, workplace environments and staff.
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Strategic Outcome 3. We will develop our people to allow them to be innovative, empowered, engage
and motivated. We will retain and attract the best staff

Principal risk:

as a place to work.

Root causes:

Risk: There is a risk that the Trust will continue to be subject to NHSI enforcement action and CQC requirement/warning notices
Impact: If this risk is not reduced it could lead to ongoing negative media attention, a loss of public confidence in our services and in the Trust

a) Outcome of NHSI/CQC joint well led review following high profile employment tribunal outcome
b) Lack of embedded and mature governance systems and culture
c¢) CQC comprehensive inspection identifying areas for improvement and variable outcomes for services ranging from Excellent to Inadequate

BAF ref: 3C

Director Lead: Ifti Majid, Acting Chief Executive

Responsible Committee: Audit and Risk Committee

Datix ID:
20834

Inherent risk rating:

Current risk rating:

Target risk rating:

Risk appetite:

Likelihood Impact Rating

Likelihood

Impact Direction Rating Likelihood
3 4 1% issue MOD 2

Impact Accepted Tolerated -
4

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Engagement and communication
with workforce, ongoing engagement with
regulators

Detective — Action pipeline presented to ELT to
identify risks to action closure

Directive - Governance committees and
structures, with clear responsibility to lead on
specific GIAP actions, Governance processes to

Well led self-assessment

Reporting through CQC portal providing live
assurances against actual performance.

Scrutiny by Board of 'blue forms' detailing
assurances on completed GIAP actions.

Media monitoring report provided monthly to
Board

NHSI agreement of governance improvement
action plan

DHCFT Quality Summit, +ve feedback
Deloitte and CQC reports
2016/17 External Deloitte Governance and

improvement action plan review /well led review
(planned)
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deliver the governance improvement action plan
including reporting to ELT and monthly reporting
to Board, 'Blue Form' final sign off of GIAP actions

to Board

Corrective —

CQC assurance reporting to the Quality
Committee,

People and Culture Committee,
with clear responsibility to lead on specific GIAP
actions, including full review of progress Nov 16,
Formal reporting to regulators on a monthly basis,

2016/17 CQC action plan (completed, awaiting

final report)

2016/17 Compliance with HR policies and

procedures (completed, medium risk)

2016/17 BAF and Risk Management (completed,
significant assurance with minor improvements

required)

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Identified in the governance improvement Implement actions from Governance Improvement 31/05/2017 Number of 'off track actions' significantly Medium
action plan. Action Plan [ACTION OWNER CEO] reduced. Last planned 'blue form' to Board
due May 2017
Identified in the CQC comprehensive reports 190 actions detailed in the CQC action plan hosted on 31/05/17 As of April 17, 109 actions have been Medium
and the separate warning notice received from the CQC portal [ACTION OWNER DON] completed, 76 are in progress and on
the CQC target, and there are concerns for 5
Deloitte well led report, CQC reports, Yates As above.
report
Also, NHSI to undertake licence review Q4 16/17 30/06/2017 Working with Deloitte and NHSI on revised Medium
[ACTION OWNER CEO] plan for further review. Expected Q1 17/18
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Initial outcomes from Deloitte and CQC reviews | Agree framework with Deloitte over remaining 31/03/2017 The GIAP and CQC Improvement plans Low
quarters of the year to undertake a full well led review have not yet fully delivered and hence we
[ACTION OWNER CEO] are not ready to have external assurance
from Deloitte/CQC that gaps have been
closed. Planned for Q4 16/17 and now
underway.
Fully delivered GIAP and CQC improvement Fully deliver GIAP and CQC improvement plans 31/05/2017 Ongoing improvement work detailed Medium

plans

[ACTION OWNER CEQ]

earlier in risk, monitored on a monthly
basis by Board Committees, Board and
externally by the PRM process with
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NHSI/CQC. Last 'blue form' on GIAP action
planned for May 2017. CQC feedback re
warning notice planned end Jan/Feb 17.
Ratings reviewed by CQC for service areas
rated as inadequate. Have improved.

Fully delivered GIAP and CQC improvement Internal audits to be undertaken on key areas Completed Completed
plans identified in the governance improvement action plan,
i.e. compliance with policies and procedures [ACTION
OWNER CEQ]
Related operational high/extreme risks: None specifically identified
24
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Strategic Outcome 3. We will develop our people to allow them to be innovative, empowered, engage
and motivated. We will retain and attract the best staff

Principal risk:
Risk: There is a risk that the Trust does not operate inclusively
Impact: May be unable to deliver equity of outcomes for staff and service users and demonstrate compliance with the Equality Act

Root causes:
a) Implementation of Equality Delivery System (EDS2)
a. Improvement in recording of all protected characteristics of service users on clinical systems in order to support equality analysis
b. Capacity of stakeholders to engage with Trust in order to validate EDS2
c. Consistent identification of equality related impact in papers presented to Board and Board level committee papers

BAF ref: 3d | Director Lead: Amanda Rawlings, Interim Director of Responsible Committee: People and Culture Committee Datix ID: xx
People and Organisational Effectiveness

Inherent risk rating: Current risk rating: Target risk rating: Risk appetite:

- Likelihood Impact Rating Likelihood Impact Direction Rating Likelihood Impact Accepted Tolerated Not accepted

4 4 MOD 4 2 1% issue Low 3 2

Key controls: Assurances on Controls (internal): Positive assurances on Controls (external):
Preventative — Reporting of approach and Self-assessment grading based on equality Self-assessment grading validated by external
progress reported to Board and the People and evidence stakeholders including HealthWatch (Derby)

Culture Committee

Detective —Urgent non-compliance addressed and
reported to the People and Culture Committee

Directive — Full time expertise in post, Launch of
a new Equalities Forum,

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Delivered equality strategic action plan Reporting on progress to Equalities Forum, Quality 31/03/2017 Reporting identifies progress, all objectives Medium
Committee, and People and Culture Committee on target to achieve amber rating by Q3
25
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[ACTION OWNER: DPOE] 17/18
Evidence of managers supporting staff to work Delivering equality training. Undertake EDS Commencing Equality training commenced through Low
in culturally ways assessment of services. [ACTION OWNER: DPOE] June 2017 induction and EIRA training. Plan to deliver
managing inclusion workshop. Board
Development session planned for April
2017.
Improve recording of service user protected Deputy Director of Operations, Chief Nurse, General 30/09/2017 Plan to be tables at equalities Forum April Medium
characteristics on clinical systems Manager IM&T and Assistant Director of Engagement 2017
and Inclusion to improve data capture though training,
improvement of IT systems and performance
management [ACTION OWNER: COO|DON|DPOE]
Consistent identification of equality related Evidence of EIRA compliance across selection of Board 30/09/2017 Completion audit of EIRA compliance and Low
impact in papers presented to Board and Board and Board level committee papers [ACTION OWNER: reporting progress to Quality Committee
level committee papers DPOE]
Gaps in assurances: Actions to close gaps in assurances: Action due: Progress on action: Risk to
delivery.
Implementation plan for undertaking EDS2 Plan against EDS2 national performance framework to | 30/09/2017 Plan to be presented to People and Culture Low

national performance framework

be developed and implemented [ACTION OWNER:
DPOE]

Committee and Board April 2017

Related operational high/extreme risks: None specifically identified
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Strategic Outcome 4. We will transform services to achieve long-term financial sustainability

Principal risk:

Risk: Failure to deliver financial plans
Impact: Trust becomes financially unsustainable.
Root causes:

h) Non-delivery of internal CIP including back office efficiency

i) ‘QIPP’ disinvestment by commissioners leaves unfunded stranded costs in Trust
j)  Other income loss without equivalent cost reduction (e.g. CQUIN, cost per case activity, commissioner clawback)
k) Costs to deliver services exceed the Trust financial resources available, including contingency reserves.

I) Lack of sufficient cash and working capital

BAF ref: 4a

Director Lead: Claire Wright, Executive Director of Finance

Responsible Committee: Finance and Performance Committee

Datix ID: xx

Inherent risk rating:

Current risk rating:

Target risk rating:

Rating

EXTREME

Rating Likelihood Impact
EXTREME 5 5

Likelihood
4 5

Direction
1" issue

Rating Likelihood
MODERATE 2

Impact

Risk appetite:
Impact Accepted

Tolerated
5

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Budget training, segregation of
duties, contract with commissioners to reach
mutual agreement on QIPP disinvestment

Detective —Scrutiny of financial delivery, bank
reconciliations, scrutiny of CIP delivery

Directive — Standing financial instructions, budget
control, delegated limits, non-PO no pay rules,
agency staff approval controls, approval to
appoint process, business case approval process
(e.g. back office), CIP targets issued

Corrective — corrective management action, use of

contingency reserve, disaster recovery plan

Financial performance reports to Trust Board and
Finance and Performance Committee evidence
the overall actual performance as well as the
forecast performance. Includes several sections
covering the efficacy of controls include:

f)  CIP delivery achievement

g) Agency expenditure

h) Balance sheet cash value

The Integrated Performance Report evidences
delivery of services, workforce information,
quality information set against the financial
performance evidencing whether we deliver
services within our resources

Service Line Reporting define financial

Internal Audits— low risk findings on 2016/17 Key
Financial Systems - data analysis

External Audits — strong record of high quality
statutory reporting (gap: VFM impact)

Grant Thornton shows good benchmarking for
key financial metrics (gap: liquidity)

NHSI Use of Resources Metrics — shows good
performance (gap: agency metric)

National Fraud Initiative — no areas of concern

Local Counterfraud work — no significant concerns
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implementation

performance for each service line.

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
The current agency approval controls are failing Executives continue to have weekly meetings.[ACTION | 30/09/2017 This is not yet improving.
to reduce agency expenditure — we continue to OWNER: COO0] This gap may not fully close:
pay in excess of capped rates for come roles. Implement a collective approach to holding the line on The ability to exert maximum control on
Also the volume of agency usage is increasing paying cap rates only for medical staff is being agency is undermined by the override of
because we have not yet succeeded in explored aim to be introduced [ACTION OWNER: MD] patient safety and delivery of services.
improving recruitment and retention Until recruitment to substantive roles is
AIM: achieve £250k per month agency spend (or less) more successful the Trust will continue to
choose to engage agency staff rather than
deliver unsafe services
The CIP targets that have been issued do not yet | Increased CIP meetings and project scrutiny, 30/04/2017 CIP progress reported each F&P and Board Medium
have approved plans for the total CIP management action via TMT meeting
requirement and they have not yet been quality | {ACTION OWNER — COOQ]
impact assessed
AIM: full CIP programme, quality assured
Commissioners appear to not be following the Continued negotiation, potential future need to resort | 30/04/2017 Negotiations and weekly meetings Medium
‘QIPP’ approach that was agreed as part of to arbitration/mediation [ACTION OWNER DSD]
contract sign off
AIM: agreed plan showing income reduction is
matched by cost reduction
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Agency costs exceed NHSI ceiling by >50% and Weekly agency meetings to reduce costs. 30/09/2016 Evidence reported to F&P, Board and
generate ‘use of resources’ agency score of 4. Implementation of recruitment drive and incentives People and Culture committee evidences
no improvement in performance
AIM: To have a UoR agency score of 2 or 3 for agency
as a minimum )[ACTION OWNER: COO]
Liquidity is below peer levels Continued strategic objective to increase cash through | 31/03/2018 Improving quarter on quarter cash balance Low
retention of disposals and limiting capex programme.
AIM: Reach a ‘sufficient’ cash balance of £18m
[ACTION OWNER DOF]
Adverse VFM opinion from External Auditors for | Complete CQC action plan and governance Aim 1: Improving performance. Strong pipeline of Low
15/16 and 16/17 accounts improvement plan 30/09/2016 for | delivery against GIAP AND CQC
licence and requirements.
AIM 1: Trust released from NHSI licence conditions and | segment Positive discussions with NHSI and CQC on
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rated as segment 1 or 2. [ACTION OWNER: DCA&TS] Aim 2: satisfaction with progress
AIM 2: Clean VFM opinion for 17/18 accounts [ACTION | 31/03/2018 for
OWNER: DCA&TS] updated audit
opinion
Related operational high/extreme risks: None specifically identified
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Strategic Outcome 4. We will transform services to achieve long-term financial sustainability

Principal risk:

Risk: Failure to deliver internal transformational change at pace

Impact: Could lead to reduced outcomes for service users and failure to deliver national ‘must do’s’ i.e. Early intervention in Psychosis, Mental Health

Liaison, Crisis and acute care, and physical healthcare interventions.

Root causes:

a) Lack of capacity within Transformational Team

b) Lack of capacity in the Business Development Team to support managers
c) Capacity and capability of managers to deliver change programmes

d) Lack of staff, vacant posts and lack of investment

e) Impact of CIP

BAF ref: 4b

Strategic Development

Director Lead Lynn Wilmott-Shepherd, Interim Director of

Responsible Committee: Finance and Performance Committee

Datix ID: xx

Inherent risk rating:

Current risk rating:

Target risk rating:

Likelihood Impact

Rating
EXTREME 5 5

Rating

EXTREME

Likelihood

Direction
1" issue

Impact Rating Likelihood
4 5 MODERATE 2

Risk appetite:
Impact Accepted

Tolerated
5

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative - Robust project assurance process; Regular
reporting to F&P showing progress on internal
transformation linked to system change;
Maintenance of strong links to system wide
change including STP, Commissioners and other
partners; Full involvement with appropriate
system wide groups which translate to internal
changes; Maintenance of strong relationships with
other providers; Service User engagement

Detective -5 year Trust wide strategy;
Performance management of annual business
plans; Scrutiny on the performance of national

Reports to Board regarding any system wide
changes or risks which may impact on internal
transformation

Regular feedback to F&P showing progress on
internal transformation linked to system change

Updates and feedback at TMT and ELT on
progress on internal transformation linked to

system change together with ‘barriers’ to change

Engagement with Governors in order to update

Reporting to NHSI

Updates to CMDG/CMB
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‘must do’s’

Directive - Clear alignment of internal

transformational plans to the Derbyshire’s STP;
Clear alignment to CIP i.e. transform to improve

quality and reduce costs

Corrective - Ongoing discussions on

transformational change with key managers;
Ongoing discussions transformational change with
key stakeholders; Engagement and consultation
with patients, public and staff as appropriate

them and gain feedback

side, focus groups etc.

Engagement with staff though managers, staff

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
No clear links to external transformation Be proactive in STP programme [ACTION OWNER DSD] | June 2017 Medium
Managers and clinicians not actively involved Review new accountability framework and TMT as a June 2017 Medium
way of ensuring transformational change is viewed as
an imperative [ACTION OWNER DSD]
‘Must do’s’ are not being met or have slipped Performance management via TMT, CMDG and CMB June 2017
when previously being met. [ACTION OWNER DSD] -
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Evidence of real change Implementation of PDSA cycles and rapid June 2017 Medium
improvement [ACTION OWNER DSD]
Feedback from project groups Clear project management structures [ACTION OWNER | Ongoing. Medium
DSD] Review by
30/06/2017

Related operational high/extreme risks:

| 21031 | Neighbourhood Services - City

| Clinical risk - Other

Non-Adherence to Waiting List Management Policy and Procedure
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Strategic Outcome 4. We will transform services to achieve long-term financial sustainability

Principal risk:

Risk: That the process leading to acquisition of DHCFT by DCHS may have a detrimental impact on the Trusts ability to manage day to day

performance due to increased capacity demands on senior leaders and directors.

Impact: This may lead to a breach of the Trusts regulatory/contractual obligations (quality, operational and financial performance) and/or a failure to

provide sound internal due diligence on the benefits, process and outcomes associated with the acquisition.

Root causes:
a) Unclear programme governance structure
b) Unrealistic timeline

c) Insufficient defined capacity to deliver demands of acquisition and maintain business as usual controls

d) Staff Anxiety around the impact and associated processes of the acquisition leading to distraction, reduced performance and potentially staff

leaving Organisation

e) Stakeholder and regulator nervousness and interpretation of causes/requirements about the acquisition process and potential outcome

f) Costs of transaction become unaffordable

Datix ID: xx

BAF ref: 4¢ | Director Lead Ifti Majid, Acting Chief Executive Responsible Committee: Audit and Risk Committee
Inherent risk rating: Current risk rating: Target risk rating: Risk appetite:
Likelihood Impact Likelihood Impact Direction Rating Likelihood Impact Accepted
4 5 4 4 1" issue MODERATE 4 3

Key controls:

Assurances on Controls (internal):

Positive assurances on Controls (external):

Preventative — Engagement of specialist advisors
with significant experience of supporting m&a,
strong relationship with regional regulators,
agreed governance structure in place and
regularly reviewed. Staff receive supervision that
gives early warning of dissatisfaction/anxiety

Detective — programme risk register to identify
and mitigate risks. Programme performance
reporting to Joint Integration Committee giving

Monthly Integrated Performance report to Board
providing early indication of service performance
variation

‘Deep dives’ to Board based on performance
concerns

Quarterly ‘pulse check’ survey of staff

Joint Integration Programme Committee

External due diligence process ( planned)

PRM feedback letters

CQC revisit reports for Older adult services and

low secure services
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early risk identification. Datix system giving early
warning of risks associated with decreased
performance. Analysis of compliments and
complaints through reporting to quality
committee as early warning

Directive — Agreed Strategic Options Case (SOC)
agreed across both Boards and Council of
Governors (CoG’s) approved by NHSI, agreed
programme governance structure, People
Strategy approaches to staff involvement.
Engagement Strategy defining ways of
communicating with staff communications
strategy for programme to reduce organisational
anxiety. In date active supervision, appraisal
policies.

Corrective — Joint Integration Programme
Committee reporting to both Boards and CoG's
proving updates on current risks, director
engagement visits with staff, weekly bulletins
from Chief Executive informing staff on progress,
Board level mitigation/plan b planning session.

reporting to Board

Evidence of current effective leadership such as
Board effectiveness survey, Board member
appraisals and 360 feedbacks

Gaps in control: Actions to close gaps in control: Action due: Progress on action: Risk to
delivery:
Clear communication and engagement plan Joint communication plan being developed [ACTION 30/06/2017 Low
OWNER: DCA&TS]
Clear communication and engagement plan Chair and Chief Executive led Q&A sessions[ACTION 30/06/2017 Moderate

OWNER:CEO]

Increasing pressure on senior leaders who are
already delivering at full capacity

Map individuals against governance programme roles 30/06/2017
in order to identify and release capacity required to
deliver programme [ACTION OWNER:CEO ]

Review priorities of Directors and senior leaders to 30/06/17
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Detailed analysis of capacity required to run Engage with specialist advisors regarding capacity 30/06/2017
programme requirements [ACTION OWNER:CEO ]
Supervision compliance is not consistent Increase delivery and capacity for supervision n clinical | 31/05/16 Moderate
and operational teams [Action Owner :DPOE]
Lack of capacity in operational HR department Delivery of revised model for operational HR [Action 31/05/17 Moderate
to deliver requirements of the clinical business Owner :DPOE]
case
Non-disclosure agreement not yet agreed Delivery of non-disclosure agreement and heads of 30/04/17
between both parties terms for back office integration [Action Owner
DCA&TS]
Gaps in assurances: Actions to close gaps in assurances: Action: due Progress on action: Risk to
delivery.
Staff survey reported February 2017 Delivery of all components of staff survey action plan October 2017 Moderate
(Owner :DPOE)
Related operational high/extreme risks: None specifically identified
Abbreviations: Action owners
CEO Acting Chief Executive
Ccoo Acting Chief Operating Officer
DCA&TS Director of Corporate Affairs and Trust Secretary
DON Executive Director of Nursing and Patient Experience
DOF Executive Director of Finance
DPOE Interim Director of People and Organisational Effectiveness
DSD Interim Director of Strategic Development
MD Medical Director
34
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Risk Assessment Matrix

The Risk Score is simply a multiplication of the Consequence Rating x the Likelihood Rating.
The Risk Grade is the colour determined from the Risk Assessment Matrix below.

INSIGNIFICANT MODERATE
1 3

CATASTROPHIC

5

LIKELIHOOD CONSEQUENCE
RARE 1
UNLIKELY 2
POSSIBLE 3
LIKELY 4
ALMOST
CERTAIN 5
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Definitions
Strategic Outcomes: What the organisation aims to deliver
Principal Risk: What could prevent this objective being achieved. Specify impact. Key:
Director Lead: Lead Director for reporting into the BAF. Other Directors may also have responsibility for managing the risk Internal Audits Reports16/17
Key controls: What controls/systems we have in place to assist in securing delivery of our objective (Describe process rather than management groups) Clinical Audit Programme 16/17
Assurances on Controls: Where can we gain evidence that our controls/systems on which we place reliance, are effective Changes since last reviewed by Board, Feb 2017
Positive Assurances: We have evidence that shows we are reasonably managing our risks and objectives are being delivered Cross reference to ID of related operational high/extreme risk (see summary at end of report)
Gaps in Control: Where are we failing to put control/systems in place? Where are we failing in making them effective?
Gaps in Assurance: Where are we failing to gain evidence that our controls/systems, on which we place reliance, are effective
Strategic Outcomes 1. We will deliver guality in everything we do providing safe, effective and person centred care
Principal Risk Director Lead | 2 [ 5 [ = [Key Controls Gaps in control Assurances on Controls Positive Assurances Gaps in Assurance Action plan: To increase effective controls. To gain assurance. Action: due/review date [Progress on action
and named 213 (Internal) e
responsible g 213 g
Committee g 5 E "5,,
= -4
e 2
o
1a Failure to achieve clinical quality Executive Director of 4| 4 [1) Quality Framework (Strategy) outining how quality |Clinical buy n to review of NICE Service improvement mapping and National Community Patient Survey | CQC inspection comprehensive review | Further engage clinical leadership (though QLT's n particular) in the review and implementation of NICE guidelines. Carried forward to 17/18 | Paperto TMT Feb 2017 identifying options required to fully supportand | 20830|
standards required by our regulators | Nursing and Patient is managed within the trust quidelines contributions ie. positive and safe, resuls (above average results) detailed a number of gaps in assurance report on implementation of NICE guidance. Task and finish group
which may lead to harm to service | Experience 2) Board committee structures and processes reduction in the use of seclusion (21013). identfied to pursue soluton. (Action rolled over to 17/18)
users andor staff ensuring escalation of quality issues Embeddedness of QLT'S National Inpatient survey (above average
Quality Commitiee 3) Quality governance structures and processes in to Clinical Audit Programme and action | results) — _
manage qualiy related issues Embedded personalised care planning,  [plans wihere gaps dentiied Clinical audis identiying gaps due to | Embedding of actions resuling from incidents and complaints into the medium to long term through Quality Leadership Completed Nursing and Patient Experience Directorate visiting clinical services i.e.
4) Qualiy visi programme ohysical health cheeks and clnical Benchmarking data identiying higher [inconsisten appication of process e, | TEAMS. mprove systems and processes to identiy links between incidents and lear lessons,incuding embedded (CAMHS, children's, to raise awareness and transfer of leaming
5) Incident, complaints and risk investigation and standards Audits of compliance with NICE than average qualified to unqualified | capacity and consent, nutritional learning from Serious Care Reviews and Homicide Reviews.
learning, including robust mechanisms for monitoring Guidelines staffing ration on inpatient wards screening, DNAR, DEWS scoring,
resulting actions plans Compliance with medicines management recording of allergies. Re-audits of rapid
6) Agreed clinical policies and standards, available to |policy, including storage compliance and |National Audits i.e. National Auditof | CQX review and seclusion identiying
all staffvia Connect. Policy governance reporting to | gaps in capacity of pharmacy team and POMH UK Audits  identified good feedback from families, | gaps in adherence to policy remain. ~ {Impk plan for as highiighted in Board deep d Completed Medicines management groups have significantl improved
Quality Committee. (21068) (21071) individuals and carers re service (Sept 2015) and hence to commissioners. performance and assurance in this area. Medicines management
7) Engagement with clinical audit and research “Clinical interest led audits focused on [ experience. Supporting staffretention through positon statement and assurance provided to Quality Comittee.
programmes Demands of the Derbyshire population |local resolution of issues practice development and embedding Report to Qualty Comittee Feb 17 demonstrates significant
8) Duty of Candour' monitoring and reporting outstrips capacity (3260) (20908), in uptake of cinical supervision and improvement.
processes partcular community teams (20988) appraisal ates. Implement measures to ensure medicines are being stored at the correct temperatures. Completed
9) Annual skil mix review (20131) (20928) (21044) (21050) (21055) The capital investment plan for reducing temperatures in rooms used for
10) CQC and GIAP action plans (21070), paediatrics, psychological HealthWatch survey report re delayed the storage of medicines (through the installation of portable air
therapies and fast track PREVENT complaint response times and impact on conditioning units) has been delivered.
referrals. patient experience.
Abilty to recruit and retain adequate
numbers of staff to ensure safe practice Raise risks with commissioners regarding community team capacity and forensic community offer. Recruit to new Completed The risk / concerns log and register of issues is reviewed, each QAG.
i.e. inpatient wards at Radbourne and investment and action planning around 12 hour A&E breaches. group. STP plans to mitigate. Further AGE breaches. Meeting with
Hartington Units, (3386) (3410) (2801) NHSE resulted in position statement and development of detailed multi
(2797) paediatricians (3262), CMHT system actions
(20857) (20819) (20988), psychology
(20867) (3385), CAMHSchildren in care
(20120) Implementation of clinical dashboards to monitor early warning signs of service failure Completed Routine reporting to Board and Quality Committee s of Nov 16
Clinical dashboards to monitor early
warning signs of service faiure (1565) Implementation of action plans resulting from gaps identfied through clinical audit projects Completed The clinical auditteam are working with QLT's to address the issues
raised and to ensure there is swift and effective feedback on the audit
Non commissioned services for process. Now partof business as usual.
Derbyshire based PICU beds (3314) and
a secure and effective forensic pathway
(21049), and CAMHS Tier 4 beds Increase uptake of clinical and managerial supervision and level 3 safeguarding training Completed Compliance achieved Jan 2017
Learning from Serious Case and
Homicide Reviews
Embedded security and safeguarding
culture Reinstate practice development groups Completed Confirmation of practice groups at Kingsway and Hartington. additional
evidence at Radbourne and teams is
required
PICU bed manager being appointed to review pathway. Cluster analysis of incidents requested via CCG through STEIS Completed Post has been appointed to and PICU access has reduced.
incident reporting.
Implement emergency planning measures re staffing on inpatient wards at Radbourne and Hartington. Completed Emergency planning successully completed and mitigated
Improve compliance with fire warden training Completed Completed plan and delivered. Compliance monitoring through monthly
Integrated Performance Report to Board in place.
Security and safety action plan to be implemented Carried forward to 17/18 | Action underway led by Committee, supported by Health
and Safety Committee. (Action rolled over to 17/18)
b There s ariskthat the Trust does not | Interim Directorof | & | 4 [ 2 [1) Full ime expertise in post Embedded focus on equalies across all Extenal verfication on EDS 2 planned for the 23/3/17 Completed EDS? external validation took place on 23/03/2017 at Postmil Centre; 20936,
operate inclusivity and may be unable | People and S 2) Launch of a new Equalies Forum rust commitiees HealthWatch Derby, Mental Health carers and other stakeholders
o deliver equity of outcomes for staff | Organisational 1] 3) Addtional resource to support development of the externally graded the evidence presented.
and service users. Effectiveness 4 equalites agenda Embedded focus on equalities across EDS2 reportto be tabled in board meeting April 17
m 4) Reporting of approach and progress reported to | directorates
People and Culture Board and the People and Culture Committee
Committee(Audit 5) Urgent non compliance addressed and reported to
Committee) the Peaple and Culture Committee
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Ic Risk (o delivery of safe, eflecive and _ | nterim Direcor of 4 [1) Recruftment poliies and processes System vide recruiment vacker 2016/17 Consultantjob planning (tigh _|Embed the revised recrufment process (o increase (e speed of recruitment Cartied forward 0 17116 | Work commenced fo aign the current recrutment with DCHS, eDBS, | 20976
person centred care due o the Trust | People and 2) Rectuitment campaigns risk) TRAC (electronic approvalfo appoint process) partnership working ith
being unable fo source suffiient | Organisational 3) Reporing of numbers of vacancies and time fo | Detailed recruitment plan for professional DCHS. The existing approval o appoint process being sireamined
permanent and temporary clincal staff recruit to People and Culture Commitee groups. Staffing risks denified in Ready o launch end March 2017. (Acton rolled over to 17/18)

4) Weekly senior management review of agency |operational risks: (3386) (3410) (2801)
People and Culture spend (3262) (20857) 20819) (20867) (3385)
Committee (Audit ) Overarching framework developed to offer (20988) and consuant agency spend Recruitment plan by post developed 310312007 Developed overseas and UK recrulment campaign fo both medical and
and Risk Commitee) incentivisaton to fil very har to il posis risks (20916) nursing saf. (Action rolled over to 17/18)

) Revised recrufment process inluding approval fo

appoint, TRAC and EDBS to speed up the recruitment| Suffienty wel stocked bank and

process adequate resource o manage bank office

function

1 The Trust does not fully comply with the Medical Director 4| 1) MHA and MCA poiicies and procedures Training plan traeciory and consistent | Range of compliance checks and Findings flom CQC comprefiensive | Quarterly reports from MCA medical lead and Mental Health Act Manager to MHA Commitiee to demonstate level of Cartied forward 0 17118 | Range of compliance checks and audits agreed in MHA Commitiee 21039
statutory requirements of the Mental 2) MHA Committee oversight of dynamic application | recording on ESR supporting clnical audit programme identiying significant lack of knowledge |adherence o compliance checks and findings ffom supporiing cincal audit programme forward plan and clnical audit programme
Health Act (MHA) Code of Pracice and | Mental Health Act of MHAMCA - Consent fo admission by staftin recording of capacity and (Action rolled over (0 17/18)
the Mental Capacity Act (MCA) which | (MHA) Commitee 3) MHA Committee oversight of workplan of Assurance of unior doctor supenvision |- Secton 17 leave consent.
has resulted in a requires compliance checks, cinical audits and training {aking place, which includes focuson |- Use of Section 5(2)
improvement action from the CQC and 4) Lead director accountabilty and designated MCA | MHAMCA compliance 558 (T2/T3) and SOAD requests tal Capacity Act - review of
an impacton person cenred care. medical lead - Community Treatment Orders and S132 patient notes (medium sk

Monitoring of applicaton of MHA against |- DoLS applications, assessments and o1 Ensure all doctor appraisals include focus on MHAIMCA compliance and improve fecording of supervisin for junior Carted forward 0 17116 | Alldoctors appraisals flom 16/17 onwards row incude the requirement
equaliy standards outstanding waits 2016/17 Section 132 Rights (medium
o doctors for evidence of compiiance i the MHAIMCA. Plan undervay fo
Consisent aplcation of secusion and ) improve recording of junior doctor supervision, key requirement to
support MHAIMCA compliance (Action roled over fo 17/18)
segregation
Delays by local authorities n undertaking
DoLS assessments -
Compare ethicity data of people who have been held under a section of the MHA against background population infine | _ Carried forward (0 17116 | Overall cohort s (oo small in comparison (o general population staisics
with equaliy siandards o complete inyear, o year end analyss (o be completed and
Reportng of hospital managers dutes ey pvesen?ed o MyHA camymmee May zoy1s7. (Action m\;\’ed overto 17/18)
and decisions of panels
Develop prompts (0 local authorites with oustanding DoLS applications. Continue to moritor and report complance (o Completed Now routnely reported as partof the MHA Managers report [0 the MHA
{he MHA Commitee Committee
Vedical Director o review Seclusion and Long Term Segregation policy with Director of Narsing 0 ensure consistent Completed Review undertaken, policy amended. FAQ issued Feb 2017
understanding in application of seclusion and segregation
Commence Hospital Manager reporting to MHA Committee Completed Reqular verbal updates (o commence as standing agenda flem from
March 2017

Te Lack of compiance with the Civil | Acting Chief 2[5 [3|1) Emergency Plan, published under own secton on | Capac of EPRR lead 0 deliver ful Challenge from Southern Derbysfire | Capaciy support {0 be provided by DCHS and NHS England Completed DCHS fave agreed (0 provide a member of (eirteam 1 day per weekfo| 21036
Contingencies Actasacategory2  |Operating Offcer | Trustintranet requiremens ofthe EPRR Assurance CCG fe non compliance with EPRR core support the delivery of the Trusts plan
responder. Risk dentfied through 7 2) Designated EPRR lead Process standards compliance framework Resources provided by NHSE for Hazmat raning
2016117 EPRR Assurance Process | Qually Commitee | 3) Acton plan agreed vith NHS England

™ 4) Quality Comittee oversight and escalation, on Hardwick CCG and DHCFT (o respond (o Southen Derbyshite CCG's challenge fe non compliance Completed
Risk rating reduced behaltof Board,
(mpact of 3) due to
mitigation in place Completed
and CCG formal
notification of
compliance

Develop and Geliver action plan 10 close gapifisk Completed Comprenensive acion plan eveloped and being implemented. Direcior|
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led oversight group in place to oversee and manage action plan, 1st
EPPR steering group held on 10/01/17. EPRR Strategy, Incident
Response Plan and Core standards action plan all discussed, with
actions agreed ahead of the next meeting.




Strategic Outcome

We will develop strong, effective, credible and sustainable partnerships wit

key stakeholders to deliver care in the right place at the right time

Strategic Outcome 3. We will develop our

people

to allow them to be innovative, empowered, engaged and

motivated. We will retain and attract the best staff.

Principal Risk Director Lead 5 | = [Key Controls Gaps in control Assurances on Controls Positive Assurances Gaps in Assurance Action plan: To increase effective controls. To gain assurance. Action: due/review date [Progress on action
and named HB o (Internal) o
responsible 2z 5
Committee =& o
S g
3
o
2a Riskto delivery of national and local |Interim Director of 4] 4]1) Programme of public consultation to support Unclear system wide governance to National agreement of Derbyshire's STP 2017/19 contract round not completed in | Delivery of NHSI operational plan Completed NHSI Operational Plan for 2017/19 approved by Trust Board and sentto| 20832
system vide change. If ot delivered | Srategic system viide changes oversee delivery of national priorties line with agreed system wide principles NHS| within the agree timeframe.
his could cause the Trusts financial | Development 2) Stakeholder and relationship management in order with reversion to bilateral contracts
posiion to deteriorate resuling in to develop and maintain partnerships Lack of larity around collaboration and
reguiatory action Finance and 3) Continued discussions with commissioners re work |competition (Agree system wide Sustainability and Transformation Plan (STP) Completed 'STP plan for Derbyshire was submitted on the30/6/16 in fine with
Performance within mental health STP whist awaiting further national expecations
Committee (Audit guidance Issues of communication owing to NHSE.
and Risk Commitee) 4) Trust involvement with Outine Business Case  directives
(OBC)/Full Business Case (FBC) for merger with of and Plan (STP) Carried forward t0 17/18 | Whilstrevising a system wide approach to delvery of the STP,
DCHS Long term local strategic partnerships to commissioners and DHCFT continue to look at ways that mental health
5) Executive to executive and Board to Board deliver quality, sustainable services elements can continue for the benefitof the population
discussion with DCHS on opportunites for (21002)
collaboration in line with national guidance re reviews
of ‘back office’ functions with STP business case workstreams to ensure local ownership of DHCFT specific plans Completed All STP busin ileted in time for the subr date.
6) Governance structure with DCHS to programme: Further work to develop fullbusiness cases for March 2017
manage potential merger
Delivery of DHCFT and DCHS strategic optons case to confdential Board Oct 2016 Completed ‘Approved at extraordinary Confidential Board October 2016
Phase 1 (back office functions) business case 1o be developed Completed Phase 1bi Further work on
is in place
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Principal Risk Director Lead | [ &[ 2[Key Controls Gaps in control Assurances on Controls Positive Assurances Gaps in Assurance Action plan: To increase effective controls. To gain assurance. Action: due/review date |Progress on action L
and named E 5 o (Internal) o
responsible = < 39
Committee Zaxd
3 There s a risk that the NHSI Acting Chief 5| 4 | 3 |1 Governance committees and structures, with clear |Identified in the governance improvement | Well led self assessment NHSI agreement of governance Initial outcomes from Deloitte and CQC | Implement actions from Governance Improvement Action Plan. Monthly Number of ‘offtrack actions' significantly reduced. Last planned ‘blue 20834,
enforcement actions and CQC Executive = responsiilty to lead on specific GIAP actions acton plan. improvement acton plan reviews form'to Board due May 2017
requirement notice, coupled with = 2) People and Culure Comittee, with clear Reporting through CQC portal providing To be undertaken via eekly review of the GIAP at the ELT, robust monitoring of progress through identifed board
adverse media attention may lead to | Audit and Risk S responsibilty to lead on specific GIAP actions, Deloitte wellled report, CQC reports,  |live assurances against actual DHCFT Qualiy Summit, +ve feedback [ Fully delivered GIAP and CQC committees, monthly monitoring reports o Board, monthly reporting to NHS! and the CQC.
significant loss of public confidence in | Committee B including full review of progress Nov 16 tes report performance. improvement plans
our services and in the trust of staf as 3) Governance processes to deliver the governance Deloite and CQC reports
a place to work. improvement action plan including reporting to ELT Scrutiny by Board of blue forms' detalling Internal audits o be undertaken on key areas identified in the g action plan, e. compl Completed Auditfocusing on specific HR policies in line with GIAP actions
and monthly reporting to Board assurances on completed GIAP actons. | 2016/17 Governance and policies and procedures completed. Agreed report and associated management actons n place.
Furthermore, failure to deliver the 4) Engagement and communication with workforce improvement action plan/well led review
governance improvement action plan 5) Formal reporting o regulators on a monthly basis. Media monitoring report provided (planned)
could lead to arisk of further breaches 6) Ongoing engagement with regulators monthly to Board
inlicence regulations with Monitor and 7) CQC assurance reporting to the Quality Commitiee 2016/17 Performance Management Fully deliver GIAP and CQC improvement plans Carried forward 10 17/18 | Ongoing improvement work monitored on a monthly basis by Board
the CQC and further regulatory action 8) Blue Form' final sign off of GIAP actions to Board Framework (planned ) Committees, Board and externally by the PRM process with NHSICQC,
Last 'blue form' on GIAP action planned for May 2017. CQC feedback re
2016/17 CQC action plan (planned) warning notice planned end Jan/Feb 17.Ratings reviewed by CQC for
senice areas rated as inadequate. Have improved. (Action rolled over
2016/17 Compliance with HR policies to 17/18)
and procedures (medium)
2016/17 BAF and Risk Management
(planned) ‘Agres framework with Deloite over remaining quarters of the year to undeniake a ullwell ed review Carried forward (o 17/18 | The GIAP and CQC Improvement plans have not yet fully delivered and
hence we are not ready to have external assurance from Deloitte/CQC
that gaps have been closed. Planned for Q4 16/17 and now underway.
(Acton rolled over to 17/18)
NHSI 1o undertake icence review Q& 16/17 Carried forward (0 17/18 | Working with Deloitte and NHSI on revised plan for urther review.
Expected Q1 17/18. (Action rolled over to 17/18)
3 Risk ofa loss of confidence by taffin |Interim Director of | k3| 4 | 3 |1) Director of People and Organisational Robust approach to delivery of the Executive and board visits to saff HEE annual qualiy visit Safer staffing data identifed in Implement actions from Governance Improvement Action Plan Monthly Performance Review Meeting with NHSI 219116 noted progress made on| 20835
he leadership of the organisation at al |People and § Effectiveness in post to delver on the people agenda |People Plan and GIAP action plan (GIAP and plans i place to mitigate actions ‘offtrack. (Action rolled over
levels Organisational = and strengthen the HR function and organisational Launch of the pulse check Final closure in CQCINHSI governance —[Staff survey resuits To be undertaken via ieekly review of the GIAP at the ELT, robust monitoring of progress through identifed board 1017118)
Effectiveness 2 culure going forward trong partnership working with staff side standards (as identifed in GIAP action committees, monthly monitoring reports to Board, monthly reporting to NHS Improvement and the CQC.
i 2) Roll out of the leadership development programme| plan). 19 blue forms'for HR actions
People and Culture 3) Engagerment Group New board members familiarisation with ~[Staff survey action plan completed to date
Committee (Audit 4) Increased focus on vacancy management the trust
and Risk Commitee) 5) Increased focus on vacancy management Closure of actions from 2016/17 audits on| 2016/17 Compliance with HR policies Implement actions from interal audit report (2015/16 HR Processes: Recruitment) in relation to safer staffing reports. Completed Reported to P&CC and Audit and Risk Commitiee
6) Implementation of the People Plan grievance and disciplinary processes | and procedures (medium). Actions
Risk rating reduced 7) Living the trust values completed
(mpactof 4) due to Proactive management and delivery of he staff survey actions Carried forward 0 17/18 | Tracked thiough People and Culture Committee. (Acton folled over o
stability in senior 17/18)
leadership team and
increased confidence Complete the leadership development training to ensure consistent approach to-delivering on HR policies and Completed First wave to be completed March 2017, second wave to begin April
of regulators processes 7
Implement Pulse Checks across the trustto provide rapid feedback on the clmate across teams Completed Go live planned for Feb 2017




Director Lead | 2 [ 5 [ = [Key Controls Gaps in control Assurances on Controls Positive Assurances Gaps in Assurance Action plan: To increase effective controls. To gain assurance. Action: duelreview date [Progress on action =
and named 215 1& (Internal) =
responsible 2(2(3 2
Committee E 5 z g
ElbS &
El 2
o
4a Failure to deliver short term and long | Executive Director of | & | 5 | 2 | 1) Monthly Financial Performance Reporting to Public | Control Totals for required surplus Monthly financial reporting systems on | External Audit the Audit Findings for | Re: External Audit benchmarking for | To minimise control gap around future payment systems: Attendance at events, keeping up to date with current thinking Completed Discussions with Commissioners for the next two year contracts as part | 20833
term financial plans could adversely | Finance H Trust Board meetings providing assurance on imposed by Regulator do require stretch | current and forecast performance include | DHCFT (year ended 31 March 2016) . |Financial KPIs and resilience: Main area | from Regulator, discussions with commissioners (joint exec ownership between DoF and Director of Strategic of STP planning are to keep block contracts
affect the financial viabily and g financial performance, including integrated levels of CIP delivery “challenge and review" each month | Issued with Unqualified Opinion o improve is liquidiy Development)
sustainability of the organisation Finance and £ performance reporting to enhance triangulation when before reporting Confitmed NB - VFM assessment and
Performance i assessing finance, qualiy, workforce and operational | Additional regulatory reporting and governance (see gap in assurance) | ET/Governance reviews/investigations
Committee (Audit and performance controls having negative impact on Pre-submission scrutiny of annual and subsequent regulatory impact .
Risk Committee) 2) Reporting to Finance and Performance Committee | capacity and flexbilty in financial operational financial plan prepared and | External Audit: Bespoke Key Financial | created negative external assurance (e.g. | T° ™Minimise gap in control re-control total required by NHSI - continue financial planning and financial control and Completed CIP gap is ully mitigated as atmonth 9
to gain assurance on all aspects of financial (and | planning submitted to NHSI Indicators 2015 report show that aside | need to develop integrated reporting and |NSure CIP delivery. Due the worsened level of assurance over CIP delivery as at mid May there have been addidonal
Risk rating reduced other resources) management on behalf of the Board, from the gap in assurance for liquidity (as |update F&P TOR and had negative CIP emergency meetings and action planning meetings. Progress is reported to ELT every meeting, and to F&P May and
(likelihood to 2) due including oversight of CIP delivery and contractual | Outcome of contract negotiations for | Pre-submission scrutiny of health system [the only red indicator) - the other impact on External Audit VEM Board. 6. Extraordinary F&P meeting took place in June 2016 to focus on CIP.
to confidence in year performance 17718 and 18119 P and Plan amber or green Assessiment for 1516 annual accounts
end forecast 3) Project Assurance d systems for in-  [and through |(STP) (5 year plan) (benchmarked against MH FT peers). |and report) and likely same impact on
year monitoring of CIP delvery and escalation QIPP - schemes not et defined Stongest indicator is EBITDA. Generally [1617 accounts
procedures Budget-setting operational requirements |improving posiion on metrics or To minimise control gap for regulatory capacity and inflexibilty in planning - ensure long term financial plans are Completed Long term STP subission being developed.
) System of delegated budgetary responsibity -in |As yet unknown financial impact of are signed-off by those responsible for position Residual gaps in assurance related to | deliverable and effectively monitored, continue to improve liquidiy. STP submitted and operational plan for 1718 and 1819 submitted
line with standing financial instructions and scheme of |ransaction with Derbyshire Community |their delivery (and the Trust Board) exceeding agency controls on: % cost
delegation Health Services FT (LTFM as part of 2016117 Key Financial Systems - Data [ celings, pay fate caps, use of approved
5) F&P and PCOG meeting monitaring of contractual |business cases will be developed) In-year financial forecasts are co-owned | Analysis (low risk) frameworks and high cost off payroll
performance that impacts on contractual payments by finance and the individuals compliance
including activity levels, CQUIN and contract responsible for their delivery | To improve assurance gap on External Audit benchmarking indicators: continue to improve liquidity and build cash Carried forward to 17/18 (Action rolled over to 17/18)
leversipenalties. SoF Use of Resources Rating overall reserves (e.g. through retention of disposal proceeds), maintain tight financial control
6) Service Line Reporting and other financial Existence of contingency reserve and the metic score capped at 3 because of
reporting systems and action planning at Finance & contingency reserve access request agency metric of 4 (worst)
Performance, Performance and Contracts Overview process
Group (PCOG), Divisional meetings -and other Number of high risk auts (16/17
groups Large proportion of income quaranteed Agency Controls and 16/17 Consultant | To improve assurance gap related to financial components of governance gaps: achieve delivery of th relevant Completed Papers provided to F&P and Board during the year are being amended
hrough block contract for 1617 . Block Job Planning) andworsened HOIA | governance actions and compl th findings fons from Deloite et al as required. E.. Enhanced financial dashboard reporting actioned from
contract secured for 17/18 and 18/19 opinion for part year 16/17 Feb 16 board onwards. Also from March board 16 onwards Trust Board
receive a new integrated performance report. PCOG and F&P reports
from FebiMarch 16 included additional content on forward financial risks
and trends.
To improve assurance related to agency usage: Internally monitor and manage reduction in use of agency staffingand | Carried forward to 17/18 | The increased scrufiny and oversight continues - however agency usage|
monitor the delivery of improvement trajectories and also report progress on trends to relevant committees and Trust s siill in excess of NHSI ceiling
Board. (Action owner = Ops director) Additional operational processes and procedures continue. Progress s
Also achieve further evidence of assurance on rostering and longer term workforce planning to reduce reliance on reported as part of regular performance reporting to both Trust Board,
agency (reported through People commitiee) (Action owner= Workforce Director) F&P Committee and People commitiee. Recruitment incentives and
streamlining of processes is taking place. Review again at end of year.
Atthe end of the year many actions are in place to increase the
scrutin. There is ongoing scrutiny to maintain oversight into 1718
(Acion rolled over to 17/18)
4b Failure to deliver the agreed Interim Director of 5 [3 1) News5 year Strategy 2016 - 2021 outining strategic | Embedded coaching culture to deliver | Board reporting on strategy Gaps in assurance on CIP schemes Develop transformational project plans submitted for current and future years with assurance on cost outin line with Trust|  Carried forward to 17/18 | System wide plans assume a 3.17% efficiency within provider Trusts. 20831
ransformational change, at the Stategic direction for Trust empowered leadership and accountabilty implementation with associated board strategy and national polcy. Eficiencies to be realised from back office efficiencies, agency spend,
required pace could resultin reduced | Development 2) Tight plans for implementing transformational discussion and challenge 2016/17 Data Security and Handling rotas, estates etc. and other internal CIP plans. (Action rolled over to
outcomes for service users, failure to change , with clear objectives and metrics for intenal | Capacity to deliver ransformational plan, (medium rsk). 17118)
deliver financial requirements and |Finance and and external reporting. exacerbated by regulatory actions,
negative reputational risk Performance 3) Programme of engagement events with staff and | alongside other project demands. (21030) Develop a performance framework to support empowered leadership and accountablty to ensue decision making is Completed A new Trust wide framevork agreed by Trust Board.
Comittee (Audit and stakeholders to consult with and agree the undertaken at the right level. Further detailed work on how it will work in practice is being undertaken
Risk Committee) programme for implementing transformational change [Plans to realise high proportion of CIP, by ELT and SLT. The development of a Trust wide management team
4) Commissioner involvement and support of however high risk elements remain (TMT) agreed, to commence Jan 2017 as planned.
ransformational process
Review capaciy 1o deliver ransformational agenda Carried forward to 17/18 | Wider transformation change is linked to systematic change. Ongoing
discussion with commissioners re sharing capacity. Capacity remains an
issu. Sl discussions with the wider system although other issues are
impacting. The MH STP Steering Group has been reformed and will be
asked to provide greater clarty and faciate the release of capacity
(Action rolled over to 17/18)
Progress plans via agreed process Carried forward 10 17/18 | Business planning process underway with read across to STP outline
cases. Capacity remains an issue. Work undertaken to tiangulate
internal business plans, STP and NHSI, and annual plan with aim of
providing a single ‘plan on a page per area which can be performance
managed. 'Plan on a Page' identifies the key abjectives for operational
and corporate areas. This puls together year 2 of the Trust Strategy, the
NHS! plan and elements of the STP. Due for Board approval in April
2017 (Action rolled over to 17/18)
Abbreviations
ACAS Advisory, Conciliation and Arbitration Services
CEO Chief Executive Officer Cross reference to ID of related operational high/extreme risk
cIP Cost Improvement Programme Directorate Date of next review Risk Subtys Risk level (current) BAF risk
COSRR Continuity of Services Risk Rating 2801|Campus - Radbourne Unit 18/12/2016|H&S - Fire Safety Increase risks of fire related to smoking ban_Ward 34 lalc
cac Care Quality Commission i Services 31/07/2016| C i Risk Lack of ADHD service for adults la
CQUIN Commissioning for Quality and Innovation payment Paediatrics 31/01/2017|Clinical - Staffing levels Long waiting lists following reduction in staffing levels lalc
CRG Clinical Reference Group (accountable to QLT's) Services - City. 31/12/2016|C Risk Lack of pathway for patients discharged from prisons la
DEWS Derbyshire Early Warning System - tool to identify sharp physical health decline Services - City. 31/12/2016|Clinical risk - Other Waiting Times for { ssment and Intervention lalc
DCHS Derbyshire Community Healthcare Services 3386 Campus - Radbourne Unit 31/12/2016|Clinical - Staffing levels Vacancies, reduced leadership, capacity for succession planning lalc
DNAR Do Not Attempt Resuscitation order 3410 Campus - Radbourne Unit 11/01/2017|Clinical - Staffing levels Vacancy levels above 30% lalc
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Deprivation of Liberty Standards

Director of Finance

Earnings before interest, taxes, depreciation and amortization
Executive Leadership Team

Electronic Staff Record

Emergency Preparedness, Resilience and Response

Finance and Performance Committee

Financial Risk Rating

Financial Sustainability Risk Rating

Governance Improvement Action Plan

Human Resources

Improving Access to Psychological Therapies
National Institute for Health and Care Excellence
NHS Improvement ( formally Monitor)

Electronic Patient Record solution provided by Civica
Performance and Contracts Overview Group
Psychiatric Intensive Care Unit

Prescribing Observatory for Mental Health

Part Year Effect

Quality Assurance Group (led by Commissioners)
Quality Committee

Quality Impact Assessment.

Quality Leadership Teams (accountable to Quality Committee)
Second Opinion Appointed Doctor

Service Level Agreement

Sustainability and Transformation Plan

Trust Operational Management Meeting

Value for Money

20819| Neighbourhood Services - City

31/01/2017 | Operational - Business Continuity

Waiting lists for assessment and interventions

20857| Neis Services - North 27/01/2017|Clinical risk - Other Transfer of patients through the change in nei boundaries
20867|Learning Disabilities Services 01/06/2017|Clinical - ic activity Lengthy waiting times for ical i
06/10/2016|Clinical risk - Other C i of regarding patients on discharge from Roval Derby Hospital

20908 Substance Misuse Services
20928 Neis Services - North

31/10/2016|Clinical - Staffing levels

Long waiting times for MAS Diagnosis

20988 Neighbourhood Services - City

30/12/2016Clinical - Staffing levels

Not enough nurses to manage the initial assessments, waiting list for community intervention and to cover
long term sickness

Campus - Admin & Management

210027 03/12/2016| Commissioning Risk Patient transport

21013|Campus - Radbourne Unit 31/01/2017|H&S - Violence and Aggression Sec 136 suite

20120]Children in Care 30/01/2017|Clinical - Staffing levels |Staffing Levels

21031 Neis Services - City 13/01/2016| Clinical risk - Other Non-Adherence to Waiting List Policy and Procedure

21044] Neis Services - North

01/03/2017|Clinical - Staffing levels

reduction in medical support

21049]Campus - Radbourne Unit

23/02/2017|Clinical risk - Other

Limited access to safe and secure transport

21050| Neighbourhood Services - North

24/03/2017|Clinical - Staffing levels

low staffing levels

21055[ Neighbourhood Services

31/03/2017| Operational risk - Other

Waiting for care

21068Pharmacy

28/04/2017|Clinical - Medication/ Pharmaceutical

Medicines Management - providing effective care for patients

12/04/2017|Clinical - Staffing levels

Extreme Pressures in team

21070| Neighbourhood Services - North
21071[IM& T

16/06/2017] Operational risk - Other

SystmOne g: financial, governance, clinical and risks
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2017-18 Board Annual Forward Plan

Purpose of Item - Statutory or
Compliance Requirement
Exec Alignment to FT Strategic
Lead Item Obijectives 26 Apr17 [ 24 May 17 | 28Jun17 | 26Jul17 | 27Sep 17 | 1 Nov17 | 29 Nov17 | 27Jan 18 | 28 Feb 18 | 28 Mar 18
Deadline for papers 18 Apr 15 May 19 Jun 17 Jul 18 Sep 23 Oct 20 Nov 22 Jan 19 Feb 19 Mar
CM  |Apologies given X X X X X X X X X X
SH Declaration of Interests FT Constitution X X X X X X X X X X
CcM Minutes/Matters arising/Action Matrix FT Constitution X X X X X X X X X X
CG  |Actions and learnings from patient stories. X X X X X X X X X X
CM  [Board Forward Plan Licence Condition FT4 X X X X X X X X X X
CM |Board review of effectiveness of the meeting Statutory Outcome 3 X X X X X X X X X X
STRATEGIC PLANNING AND CORPORATE GOVERNANCE
CM  [Chair's report Licence Condition FT4 X X X X X X X X X X
IM Chief Executive's report Licence Condition FT4 X X X X X X X X X X
MP/ |NHSI Annual Plan FT Constitution/NHSI Risk
CW |TBC awaiting NHSI guidance Assurance Framework (RAF)
NHSI Compliance Return (Public) (subject to NHS! Single Operatin
CW (change (incorporated into Integrated gle op & X X X X X
Framework
Performance Report)
Information Governance - annual report April Strategic Outcome 1
JS X . P P Strategic Outcome 3 AR IR
interim report November . .
Information Gov toolkit
AR |Staff Survey Results and Action Plan Strategic Outcome 3 and 4 X
AR  |Equality Delivery System2 (EDS2) Strategic Outcome 3 and 4 AR
. FT Constitution
SH Review SOs, SFls, SoD . X
Standing Orders
FT Constituti
SH Trust Sealings o.ns tution AR
Standing Orders
FT Constituti
SH Annual Review of Register of Interests ons |.u ‘on AR
Annual Reporting Manual
SH Board Assurance Framework Update Licence Condition FT4 X X X X
Overall page
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2017-18 Board Annual Forward Plan

Purpose of Item - Statutory or
Compliance Requirement

Exec Alignment to FT Strategic

Lead Item Obijectives 26 Apr17 [ 24 May 17 | 28Jun17 | 26Jul17 | 27Sep 17 | 1 Nov17 | 29 Nov17 | 27Jan 18 | 28 Feb 18 | 28 Mar 18

Strategic Outcome 1

SH Raising Concerns (whistleblowing) public Interest Disclosure Act

Committee Assurance Summaries (following

every meeting)

- Audit & Risk Committee

SH - Finance & Performance - .Confidential Strategic Outcome 3 X X X X X X X X X X
- Mental Health Act Committee

- Quality Committee

- Safeguarding Committee

- People & Culture Committee

SH Governance Improvement Action Plan Licence Condition FT4 X X X X X X X X X X
SH Fit and Proper Person Declaration Licence Condition FT4 X X
MP  |Emergency Planning Report (EPPR) X
SH Board Effectiveness Survey X
SH Report from Council of Governors Meeting X X X X X X X
SH Review of Policy for Engagement between the AR
Board & COG
SH Board Development Programme X
LWS |Measuring the Trust Strategy X
OPERATIONAL PERFORMANCE
Integrated performance and activity report to Licence Condition FT 4
CG, CW, |include Finance, Workforce, performance and Strategic outcome 1 X X X X X X X X X X
AR, MP |Quality Dashboard Strategic Outcome 3
QUALITY GOVERNANCE
Position Statement on Quality (Incorporates
Strategy and assurance aspects of Quality
G management) . . Strategic Outco.me 1 X X X X X X X X X X
Includes Annual Review of Recovery Outcomes in CQC and Monitor

October and Annual Looked After Children
Report in December

Overall page
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2017-18 Board Annual Forward Plan

Purpose of Item - Statutory or
Compliance Requirement

Exec Alignment to FT Strategic
Lead Item Obijectives 26 Apr17 [ 24 May 17 | 28Jun17 | 26Jul17 | 27Sep 17 | 1 Nov17 | 29 Nov17 | 27Jan 18 | 28 Feb 18 | 28 Mar 18
Children Act
CG/JS [Safeguarding Children Annual Report Mental Health Standard AR
Contract
cac
CG/JS [Safeguarding Adults Annual Report Mental Health Standard AR
Contract
Health Act
CG Control of Infection Report e.a ¢ AR
Hygiene Code
Integrated Clinical Governance Annual Report
including MHA/Governance/Complaints and
C li ts/SIRIs/Patient Safety/NHS Protect
c6/is ompliments/SIRIs/Patient Safety/ rotec €QC and H&S Act AR
(LSMS) and Emergency Preparedness/H&S
(including H&S and Fire Compliance and
Associated Training)
Clinical Practi
CG Annual Community Patient Survey ihical Fractice AR
cQc
IN Re-validation of Doctors Strategic Outcome 3 AR
CG  |Annual Review of Recovery Outcomes * AR
CG |Annual Looked After Children Report * AR
* Incorporated in Quality Position Statement
Overall page

275




	A Board Pack Cover
	Agenda Public Board 26 APR 2017
	Enc A Draft Public Board Minutes 1 MAR 2017
	Enc B Board of Directors - LIVE Public Actions Matrix
	Live

	Enc C CEO Public Board Report 26 April 2017
	Derbyshire Healthcare NHS Foundation Trust

	Enc C1 Appendix 2 Supported and Valued FINAL6
	Enc D Integ Perf Report m12 1617- front sheet final
	Derbyshire Healthcare NHS Foundation Trust
	Integrated Performance Report Month 12

	Enc D1 Integrated Public Board Report April 2017 v6
	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Financial Section
	Governance – Use of Resources (UoR) Rating 
	As reported all year, due to the timing differences between the submission of the annual plan and the conclusion of contract negotiations a set of income and expenditure assumptions were included in the plan that are not in the actual position. Therefore all year there have been variances across Income, pay and non-pay but mostly with nil effect overall.��The Statement of Comprehensive Income shows both the control total of £2.5m which includes the Sustainability Transformation Fund (STF) and the underlying surplus / (deficit) against the underlying plan with the STF excluded £1.7m.��Clinical Income is £57k more than plan in month and at the end of March is £2.3m less than plan, which a significant proportion is due to differences in planning assumptions with offsetting expenditure reductions. There is also underperformances on activity related income. �Non Clinical income is ahead of plan in the month by £0.2m but remains behind plan at the end of the financial year by £0.2m. £0.4m of this relates to a miscellaneous income target with no income against it.��Pay expenditure is slightly under plan in the month by £76k and remains under plan by £4.8m at the end of the year. A significant proportion is due to planning assumptions (with offsetting income reductions) but also vacancies and recruitment. �Non Pay is overspent in the month by £1.2m mainly due to year end provisions, and is £2.4m worse than plan which mainly relates to Provisions, Drugs and PICU expenditure.
	Slide Number 13
	Slide Number 14
	Liquidity
	Slide Number 16
	Slide Number 17
	Operational Section
	Data Completeness: Priority Metrics
	Early Intervention in Psychosis RTT Within 14 Days - Incomplete
	Slide Number 21
	Consultant Outpatient Appointments Trust Cancellations (within 6 weeks)
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Workforce Section
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Quality Section

	Enc E Position statement on quality April 2017 (2)
	Derbyshire Healthcare NHS Foundation Trust

	Enc F EDS2 26.4.2017
	Enc F EDS2 update  Board 26 April 2017
	Derbyshire Healthcare NHS Foundation Trust

	Enc F1 Appendix 1 Board  Equality update 26 4 2017
	Enc F2 Appendix 2 EDS2 Self assessment approved by board 7th September 2017
	Enc F3 Appendix 3 EDS2 Dashboard  Service Experience  outcomes external validation 22 March 2017
	Enc F4 Appendix 4   BME Staff Network Annual Conference 17th March subject to further refinement and action plan by BME Network
	Enc F5 Appendix 5  Equality Board Assurance Framework April 2017

	Enc G1 Safeguarding Assurance Summary 24 Feb 2017
	Enc G2 MHAC Assurance Summary 3 MAR 2017
	Enc G3 AR Assurance Summary 14 MAR 2017SH (2)SH
	Enc G4 QC Assurance Summary Report March 17
	Enc G5 PCC Assurance Summary 15 MAR 2017
	Enc G6 PCC Assurance Summary April2017
	Enc H Measuring the Strategy_Revised Dashboard Board April 17
	Derbyshire Healthcare NHS Foundation Trust

	Enc I Acute Inpatients Deep Dive APR 2017
	Derbyshire Healthcare NHS Foundation Trust

	Enc I Inpatient_Review_April_2017
	Acute Inpatient Services Review���Report to Trust Board - 26th April 2017
	Acute Inpatients Services
	Key achievements
	Challenges
	Plans for future improvement

	Enc J Business Plan Front Sheet April 2017V1
	Derbyshire Healthcare NHS Foundation Trust

	Enc J1 Plan on a page Business Plan 2017_18 Board v1
	Business Plan 2017/18
	FOREWORD
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	GLOSSARY OF TERMS
	Slide Number 24
	Slide Number 25
	Slide Number 26

	Enc K Register of Directors' Interests 2016-17
	Derbyshire Healthcare NHS Foundation Trust
	Corporate Governance
	Register of Directors’ Interests 2016-17

	Enc K1 Trust Sealings 2016-17
	Derbyshire Healthcare NHS Foundation Trust
	Register of Trust Sealings 2016-17

	Enc L GIAP Update 26.4.2017
	Enc L1 GIAP Board Report April 2017SH
	Derbyshire Healthcare NHS Foundation Trust

	Enc L2 HR3 Blue Form
	Enc L3 HR4 Blue Form
	Enc L4 ClinG1 Blue formSH
	Enc L5 CORPG7 Blue FormSH
	Enc L6 WOD5 Blue Form
	Enc L7 WOD6 Blue form
	Enc L8 M2 Blue Form
	Enc L9 M4 Blue Form
	Enc L10 M5 Blue Form
	Enc L11 M6 Blue Form
	Enc L12 RR1  Blue form
	Enc L13 RR2 Blue form
	Enc L14 RR3 Blue Form
	Enc L15 RR5 Blue formSH

	Enc M Council of Governors Report to Board  - 26.4.17SH
	Derbyshire Healthcare NHS Foundation Trust

	Enc N BAF 26 04 17
	Derbyshire Healthcare NHS Foundation Trust

	Enc N1 BAF 17 18 v1.4
	Enc N2 BAF 16 17 v5.2_ year end
	Sheet1

	Enc O 2017-18 Board Forward Plan V3 Draft
	Sheet1




