NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

MEETING OF THE BOARD OF DIRECTORS
13 February 2025
1.30pm

Education Suite, Roseberry Park Hospital, Middlesbrough, TS4 3AF
and via MS Teams

AGENDA

NOTE: there will be a confidential session at 1.00pm for the Board of Directors to receive
a patient/staff story.

Standard Items

1 Chair’s welcome and introduction (verbal) Chair 1.30pm
2 Apologies for absence (verbal) Chair
3 Declarations of interest (verbal) All
4 Minutes of the last meeting held on 12 December 2024 Chair
5 Board Action Log Chair
6 Chair’s report Chair
7 Questions raised by Governors in relation to matters on the Board
agenda (verbal)
(to be received by 1pm on Tuesday 11 February 2025)

Strategic Items

8 Board Assurance Framework Summary Report Co Sec 1.45pm
9 Chief Executive’s Report CEO 1.50pm
10 Integrated Performance Report DCEO 2.05pm

BREAK 2.35pm — 2.45pm

BAF Risk 1: Safe Staffing

11 Report of the Chair of People, Culture and Diversity Cmt Chair 2.45pm
Committee

12 Report of the Guardian of Safe Working GoSWwW 2.55pm

13 Pay Gap Reports EDfP&C 3.05pm

14 Equality Delivery System 2022 EDfP&C 3.10pm
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BAF Risk 2: Demand
BAF Risk 3: Co-creation
BAF Risk 4: Quality of Care
BAF Risk 8: Quality Governance

15 Report of the Chair of the Quality Assurance Committee Cmt Chair 3.15pm
a. Niche Independent Assurance Review (for information) CN -

16 Learning from Deaths Report Quarter 3 2024/25 EMD 3.30pm

17 Patient Carer Race Equality Framework EDoT 3.40pm

BAF Risk 10: Regulatory Compliance

18 Report of the Chair of Mental Health Legislation Committee Cmt Chair 3.50pm

Governance

19 Board Assurance Framework (verbal) Chair 4.00pm

Matters for Information

20 Register of Sealings Co Sec -

Exclusion of the Public

21 Exclusion of the public: Chair 4.10pm
The Chair to move:

“That representatives of the press and other members of the
public be excluded from the remainder of this meeting on the
grounds that the nature of the business to be transacted may
involve the likely disclosure of confidential information as
defined in Annex 9 to the Constitution as explained below:

Information relating to a particular employee, former
employee or applicant to become an employee of, or a
particular office-holder, former office holder or applicant to
become an office-holder under, the Trust.

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

Information which, if published would, or be likely to, inhibit —

(a) the free and frank provision of advice, or

(b) the free and frank exchange of views for the purposes of
deliberation, or

(c) would otherwise prejudice, or would be likely otherwise to
prejudice, the effective conduct of public affairs.




BREAK 4.10pm — 4.20pm

CONFIDENTIAL SESSION

Standard ltems

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

22 Minutes of the last confidential meeting held on 12 December Chair 4.20pm
2024

23 Board Confidential Action Log Chair

Strategic Items

24 Chief Executive’s Confidential report CEO 4.25pm

25 Reportable Issues Log CN 4.45pm

BAF Risk 5: Digital

BAF Risk 6: Estate/Physical Infrastructure

BAF Risk 7: Cyber Security

BAF Risk 9: Partnerships and System Working

BAF Risk 12: Financial Sustainability

26 Finance update: EDoFE&F 4.55pm

a. 2024/25 Month 9 Finance Report
b. 2025/26 Financial Planning update

27 Electronic Patient Record Clo 5.10pm

BAF Risk 11: Roseberry Park

28 Report of the Chair of the Roseberry Park Hospital Sub- Chair -
Group (for information)

BAF Risk 13: Public Confidence

29 Communications update EDoCA&lI 5.20pm

Governance

30 Report of the Chair of the Board of Director's Nomination and Chair -
Remuneration Committee (for information)

31 Board Assurance Framework Co Sec 5.30pm
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Matters for information:

NHS Foundation Trust

32 To receive and note the minutes of the meetings of the
following committees:

a. Quality Assurance Committee on 7 November 2024
b. Quality Assurance Committee on 25 November 2024

c. Quality Assurance Committee on 5 December 2024

Co Sec -

Evaluation

33 Meeting evaluation
In particular, have we, as a board of directors:

¢ Via the agenda, papers and our discussions, fulfilled our
objectives of supporting our communities, staff and
stakeholders?

o Fulfilled our statutory roles?

¢ Held the organisation to account for the delivery of the
strategy and services we provide?

Chair -

David Jennings
Chair
7 February 2025

Contact: Karen Christon, Deputy Company Secretary
Tel: 01325 552307
Email: karen.christon@nhs.net
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For information: Controls Assurance Definitions

Substantial Assurance

Compliance with the control framework taking place. The control is being
consistently applied. No remedial action required.

Good Assurance

A high level of compliance with the control framework taking place. The control
is generally being applied consistently. Limited remedial action is required.

Reasonable Assurance

Compliance with the control framework taking place. The control is not being
applied in a consistent manner. Some moderate remedial action is required.

Limited Assurance

Compliance with the control framework not taking place. The control is not
being applied. Immediate and fundamental remedial action required.
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Agenda ltem 4
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NHS Foundation Trust

MINUTES OF THE BOARD OF DIRECTORS HELD ON 12 DECEMBER 2024 AT WEST
PARK HOSPITAL, DARLINGTON AND VIA MSTEAMS

Present:

D Jennings, Chair

B Kilmurray, Chief Executive

R Barker, Non-Executive Director

Z Campbell, Executive Managing Director, North Yorkshire, York & Selby Care Group
C Carpenter, Non-Executive Director

N Lonergan, Interim Managing Director, Durham Tees Valley and Forensic Care Group
J Maddison, Non-Executive Director

B Murphy, Chief Nurse

J Preston, Non-Executive Director and Senior Independent Director

B Reilly, Non-Executive Director and Deputy Chair

L Romaniak, Executive Director of Finance, Estates and Facilities

C Wood, Non-Executive Director

A Bridges, Executive Director of Corporate Affairs and Involvement (non-voting)

H Crawford, Executive Director of Therapies (non-voting)

S Dexter-Smith, Joint Executive Director for People and Culture (non-voting)

P Scott, Deputy Chief Executive (non-voting)

In attendance:

R Shah, DTVF Care Group Medical Director (on behalf of K Kale, Executive Medical
Director)

P Bellas, Company Secretary

N Black, Chief Information Officer

K Christon, Deputy Company Secretary (minutes)

D Williams, Freedom to Speak Up Guardian (agenda item 15)

S Akowuah, Senior GP Education and Liaison Consultant (agenda item 18)

J Carlton, Senior GP Education and Liaison Consultant (agenda item 18)

H El-Sayeh, Director of Medical Education (agenda item 19)

H Lonsdale, Head of Medical Education (agenda item 19)

C Lanigan, Associate Director of Strategic Planning & Programmes (agenda item 28)

Observers:

S Adamson, Director of Estates, Facilities and Capital

K Evenden-Prest, Staff Governor

D Greenhalgh, Senior Director of Governance, Essex Partnership University NHS FT
H Griffiths, Governor

E Ross, Trainee Psychologist

S Theobald, Associate Director of Performance

D Katalenac Zovko, Registrar

24/25-140 CHAIR’S WELCOME AND INTRODUCTION

The Chair welcomed C Wood to the meeting following her appointment as Non-Executive
Director and noted the attendance of R Shah, S Adamson and C Lanigan.

24/25-141 APOLOGIES FOR ABSENCE

Apologies for absence were received from K Kale, Executive Medical Director, K North, Joint
Executive Director for People and Culture (non-voting) and J Robinson, Non-Executive
Director; and from H Crawford, Executive Director of Therapies (non-voting) who needed to
leave the meeting early.



24/25-142 DECLARATIONS OF INTEREST

None.

24/25-143 MINUTES OF THE LAST MEETING HELD ON 10 OCTOBER 2024
Agreed: the minutes were an accurate record of the meeting.

24/25-144 BOARD ACTION LOG

In discussion the following points were raised:

1. Z Campbell noted an improved position in relation to the 72 hour follow-up target, with
progress reported to Quality Assurance Committee, and proposed that the action be
closed. The Chair invited executive directors to confirm the position [action 83].

2. R Shah noted that a Trust wide outcomes improvement plan had been approved by
Executive Directors Group and progress would be reported each month [action 136,
patient outcomes].

3. S Dexter-Smith advised that People, Culture and Diversity Committee had reviewed
the Board Assurance Framework and static risks and movement expected by March
2025. She also noted the Trust had access to North East North Cumbria dashboard
data, which outlined how the workforce had changed in comparison to other
organisations across the area [action 83].

4. It was proposed that the action log be updated to include: a glossary of terms, where
abbreviations were included; progress against each action in the status column;
completed actions, prior to removal; and timescales.

Action: K Christon/executive directors

24/25-145 CHAIR’S REPORT

The Chair presented the report, which outlined areas of focus for the previous two month
period.

24/25-146 QUESTIONS RAISED BY GOVERNORS IN RELATION TO MATTERS ON
THE AGENDA

None.
24/25-147 BOARD ASSURANCE FRAMEWORK SUMMARY REPORT

P Bellas presented the report, which provided information on risks included in the Board
Assurance Framework to support discussion at the meeting. He noted an amendment to
the target score for risk 6 [estate/physical infrastructure], which had increased to 12 due to
the uncertain national financial position, as reported to and agreed by Resources and
Planning Committee.

In response to questions from the Chair, P Bellas noted:

o The framework identified first, second and third lines of defence and aimed to provide
assurance on the health of risks controls both individually and collectively. At present, it
did not provide assurance on the appropriateness of each line of defence.

¢ Risks with the largest gap between actual and target risk score included safe staffing,
digital — supporting change, data security and protection, and public confidence. Scores
were proposed by the lead director, reviewed by Executive Directors Group and
moderated via a board committee and could be accepted as realistic.
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e Target scores for demand and financial sustainability had increased to recognise the
ability of the Trust to influence the risk.

e There was a concern in relation to risks where the target score was above tolerance and
it was not considered possible to reduce exposure via mitigation to an acceptable level.
This included regulatory compliance and financial sustainability risks.

o As strategic risks, scores may be expected to remain high and would require significant
work to change the score. Each risk had a trajectory for reduction in score, which had
been reviewed by a board committee. At present all were on trajectory and scores for
cocreation and public confidence were expected to reduce soon.

In discussion the following points were raised:

1. The Chair welcomed the summary provided of the current position and progress and
noted that there were several risks that involved the wider system.

2. B Reilly, Chair of Quality Assurance Committee, welcomed that the report included a
timely reflection of the discussion held by the committee the previous week.

3. It was proposed that points raised by the Chair be considered by committees.

24/25-148 CHIEF EXECUTIVE’S REPORT

B Kilmurray spoke to the report, which provided a briefing on topical issues of concern to the
Chief Executive.

In discussion the following points were raised:

1. B Kilmurray commented on progress the Trust had made to satisfy the criteria to move
from segment 3 of the oversight framework and it was noted that by doing so the Trust
would be subject to scrutiny via the Integrated Care Board instead.

2. B Kilmurray confirmed that a gap analysis would be undertaken against the NHS
England Insightful Board guides.

3. The Board noted the prescriptive nature of Integrated Care Board meetings and
powers related to the operation of organisations that moved away from plan.

4. S Dexter-Smith provided assurance that the Trust was linked into changes related to
the regulation of managers through North East North Cumbria Workforce Board and
national programmes, and would seek to influence where possible.

5. L Romaniak commented on how important it was to demonstrate robust governance in
a period of financial challenge and understandable scrutiny and advised the Trust had
received an excellent outcome from the grip and control review, which had placed the
Trust in a positive position in relation to its peers.

S Dexter-Smith noted that, due to assurance the Trust had through its grip and control,
it was more easily able to complete strategic workforce returns.

6. ABridges noted an improvement in media coverage of the Trust and the placement of
good news.

24/25-149 INTEGRATED PERFORMANCE REPORT

P Scott spoke to the report, which provided oversight on the quality of services delivered and
proposed there was: good controls assurance on the operation of the performance
management framework; good performance assurance on the Integrated Performance
Dashboard and reasonable performance assurance on the national and local quality
requirements and waiting times and that strategic risks were managed effectively.

N Lonergan reported from Durham, Tees Valley and Forensic Care group and drew attention
to: work underway in respect of patient flow and length of stay; challenges in relation to the
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metric for Talking Therapies first and second appointments; special cause for concern in
relation to restrictive interventions; and the development of an all-age neurodiversity steering
group with the Integrated Care Board.

Z Campbell reported from North Yorkshire, York and Selby Care Group and drew attention
to: positive assurance in relation to workforce metrics and inappropriate area placements;
financial challenges; challenges in relation to children and young people caseloads and
waiting times; and actions in place in relation to waiting times for child eating disorders, Early
Intervention in Psychosis Services and Talking Therapies.

In discussion the following points were raised:

1.

B Murphy noted that Quality Assurance Committee continued to review the potential
impact of high bed occupancy on quality. She reminded the board of NHS England
concerns about corridor care and noted that, the Trust would re-run a piece of work to
consider the Trust’s position in relation to the mental health equivalent and findings
would be reported to Quality Assurance Committee.

Commenting further, L Romaniak noted that in November 2024 13.8% of adult beds
and 14.2% of older adult beds were occupied by delayed transfers of care.

In response to a query, L Romaniak confirmed that reported costs of £2.53m for adult
mental health services and £1.33mm for mental health services for older people were
cumulative direct costs for 2024/25.

B Reilly queried the ability of the Trust to achieve the agreed target for maximum bed
occupancy of 85% by April 2025. She went on to confirm that Quality Assurance
Committee was sighted on high bed occupancy and its impact on staff, patient and
carer experience, which included where patients were placed within the Trust area but
away from their local community.

S Dexter-Smith provided assurance that the trajectory for face to face mandatory and
statutory training indicated the Trust would be compliant by the end of March 2025.

B Murphy reflected on the impact of statutory and mandatory training compliance on

the quality of care and noted, for example, a band 5 member of staff in their first year

would undertake 153 hours of training.

N Black noted that Board Assurance Framework Risk 5 [digital — supporting change]

focused on how to make best use of systems and tools in order that team mangers

were able to understand and monitor performance.

In relation to children and young people services, the Chair drew attention to the

longest reported wait time for assessment at 955 days and the longest wait for

treatment at 2223 days, and he requested further information following the meeting.
Action: Z Campbell/N Lonergan

B Murphy confirmed that waiting times were considered by Quality Assurance
Committee.

The Chair welcomed the detail provided in the report, noting that it had won a national
award, and proposed that, in its further development, information be included on the
Trust’s response to areas of challenge and timescales.

B Kilmurray reflected on the quality and purpose of the report and proposed that
consideration be given to how it would be aligned to the next phase of the Trust’s
strategic journey and used to support discussion of key challenges.

He noted there would be limitations to a performance improvement plan approach and
suggested there was an opportunity to consider a different framework.
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Commenting further, P Scott noted that the Trust would undertake a stocktake of all
current content and concurred that the report should be aligned to Our Journey to
Change objectives. He commented on the importance of tools and skills of managers
to understand performance, to deliver Our Journey to Change and to strengthen
assurance in the Integrated Performance Report.

7.  J Maddison acknowledged the two fold purpose of the report and commented on the
potential to review the order of the report, consider the impact on the Trust’s strategy
and to recognise those areas that required system support.

8.  The Chair proposed that, whilst the report would be developed further, it provided
assurance that the Trust had grip and control and mitigation was in place where
performance was not as expected. He welcomed the verbal updates provided at the
board meeting, which had added further richness to the report and proposed that this
information be included in the report.

9.  C Carpenter cautioned on the categorisation of assurance, where the report
acknowledged there were data issues and she proposed, for example, that there be a
focus on increasing the sample size in relation to patient outcomes and colleague
engagement.

S Dexter-Smith welcomed the point raised and undertook to reflect on narrative in the
report to outline other metrics which would contribute to the level of assurance
reported.

Commenting further, R Barker noted that People, Culture and Diversity Committee had
proposed that the annual staff survey, which had a larger response rate, be used as
the baseline position.

The Chair drew the discussion to a close, welcoming the discussion on grip and control of
current performance and future development of the report. Reflecting on comments raised,
he invited executive directors to consider if the report was able to provide an overall
assurance rating for performance, in the context of the Trust as a complicated and nuanced
organisation.

Agreed: there is good controls assurance on the operational of the performance
management framework; good performance assurance on the integrated performance
dashboard; and reasonable performance assurance on the national and local quality
requirements and waiting times, and that the strategic risks are managed effectively.

24/25-149 CORPORATE RISK REGISTER

B Murphy presented the report, which provided assurance on the management of risk and
oversight of organisational wide risks that were rated as high in the Corporate Risk Register.
She drew attention to risks removed from the register the inclusion of a new risk in respect of
delayed discharges from adult mental health acute wards.

In discussion the following points were raised:

1. B Murphy confirmed that a green light admission, related to a patient admitted with a
learning disability, where reasonable adjustments would be made to ensure they were
able to access care and to ensure their admission was safe and appropriate.

2. B Kilmurray noted a challenge raised at the Executive Risk Group in relation to the
number of risks on the Corporate Risk Register and alignment to the Board Assurance
Framework.

3.  The Chair welcomed the opportunity to align the report to the Integrated Performance
Report and develop commentary that would address the question of * and so what'.
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Agreed: there is reasonable assurance over the risk management processes in place, the
consideration of risks for addition to the Corporate Risk Register and the ongoing
management of these risks.

24/25-150 OUR JOURNEY TO CHANGE QUARTER 2 2024/25

P Scott presented the report, which provided an update on delivery of priorities that made up
Our Journey to Change Delivery Plan over the second quarter of 2024/25. He commented
on requested extensions to timescales, future development of the report, and consideration
of capacity in the development of the 2025/26 plan.

In discussion the following points were raised:

1. L Romaniak noted a correction to the report and advised that confirmation had been
provided to Resources and Planning Committee that works related to freezer
installations had been completed.

2. It was agreed that it would be important to reflect on delivery of the 2024/25 plan to
inform development of the 2025/26 delivery plan and the next phase of Our Journey to
Change.

3. In response to a query, Z Campbell undertook to confirm the progress made on two
transforming community services deliverables that had previously been agreed and if
their progress would impact on the extension sought in the report.

Action: Z Campbell

4.  Z Campbell suggested that in some areas the Trust had been optimistic about the time
taken for delivery, particularly when working with partners on transformation proposals.

5. B Kilmurray advised that proposals were considered, challenged and monitored by
Management Group.

6. R Barker noted that the position in relation to the occupational health contract had
been considered by People, Culture and Diversity Committee.

Agreed:

i North Yorkshire and York implementation of Children and Young People all age
crisis hub — completion date extended to June 2025.

ii. Procurement of a new Occupational Health Service — completion extended to
June 2025.

fii. Catering infrastructure (phased approach) — completion extended to November
2024.

iv. Harrogate Community Hub — completion extended to September 2025.

24/25-151 CHARITABLE FUNDS ACCOUNTS AND ANNUAL REPORT 2024/25

L Romaniak presented the report, which provided the Charitable Trust Fund accounts and
annual report for consideration, in line with Charities Commission deadlines.

The Chair placed on record thanks to the team for work that had been undertaken in
preparation of the accounts and annual report.

Agreed:

i The submission of the Annual Report and Accounts of the Charitable Trust Fund
be approved.
fi. The statement of trustee responsibilities to be signed by the Chair and Chief
Executive.
fii. The balance sheet to be signed by the Chief Executive.
6



24/25-152 REPORT OF THE CHAIR OF PEOPLE, CULTURE AND DIVERSITY

COMMITTEE

R Barker, Chair of People, Culture and Diversity Committee, provided a verbal update from
the last meeting and noted committee had:

Received an inspirational staff story provided by colleagues from the Positive
Approaches Team who had spoken about their role and experience of the Trust.
Agreed to consider the life cycle of a risk and levels of assurance it required at a future
time out session.

Considered the Board Assurance Framework and noted the potential for improvement in
quarter 1 2025/26 in relation to statutory and mandatory training and recruitment.
Discussed development of the people journey delivery report and how it would be used
in different areas of the Trust to respond to workforce challenges.

Been impressed by participation in equality, diversity and inclusion networks to share
learning and good practice and build community spirit.

Agreed the Equality Delivery System for publication.

Received an update on work in relation to violence prevention and the role of the Duty
Nurse Co-Ordinator, where there was now clarity and interest in the role.

Considered the report of the Freedom to Speak up Guardian.

Received a quarterly update on apprenticeships, which included use of the levy to
support the development of new talent and to respond to organisational needs and
workforce shortages.

24/25-153 FREEDOM TO SPEAK UP REPORT

D Williams, Freedom to Speak up Guardian, presented the report, which provided an
overview of freedom to speak up activity over the previous six months. He welcomed the
role of staff networks to support staff with protected characteristics to raise concerns where
they felt they had been treated differently or where concerns had been minimised.

In discussion the following points were raised:

1.

S Dexter-Smith advised that, although the guardian’s report was independent,
supporting information had been provided on building a speak up culture and
triangulating areas of concern.

It was noted that People, Culture and Diversity Committee had queried the impact of
outsourcing on the team’s proactive role and had received assurance that the Trust
would design the contract accordingly, with potential for a 50/50 reactive/proactive
split.

D Williams confirmed that a 50/50 split was highlighted in NGO guidance as a basic
requirement, and he proposed the Trust needed to seek to continue to triangulate
information with other sources of speaking up in the organisation.

S Dexter-Smith confirmed the procurement process was underway.

B Kilmurray confirmed the Trust would continue to promote opportunities to speak up
and he indicated that Executive Directors Group would discuss the reported disparity
between care groups.

Responding to a query on how the Trust reflected on its freedom to speak up culture
and external learning, S Dexter-Smith confirmed that Executive Directors Group
discussed culture each quarter and reported into People, Culture and Diversity
Committee.

Agreed: there is good assurance from the process in place that the organisation is able to
hear and respond to concerns.



24/25-154 REPORT OF THE CHAIR OF QUALITY ASSURANCE COMMITTEE

B Reilly, Chair of Quality Assurance Committee, presented the report, which outlined matters
arising from committee meetings held on 7 November 2024 and 5 December 2024. She
provided assurance that committee was sighted on concerns raised during discussion of the
Integrated Performance Report and had reviewed and agreed updates to the Board
Assurance Framework.

In discussion the following points were raised:

1. B Murphy confirmed the Trust had received the final draft of the NICHE Quality
Assurance Review, which would be published mid-January 2025. The report matched
the Trust’s internal audit report, which provided a good level of assurance on progress
that had been made.

2. In respect of section 17 leave, B Murphy noted whilst improvement actions had been
put in place, this had not led to a consistent improvement in quality standards. Staff
training had been provided and data from November suggested there had been an
improvement. Until the Trust was able to confirm this was consistent, daily oversight
arrangements were in place and progress would be reported to committee in February
2025.

R Shah confirmed there was an improving trend and noted that nursing leads and a
consultant had been identified to provide further support.

The Chair welcomed the assurance provided on short term measures until the long
term trajectory was confirmed.

3. In respect of data quality, N Black noted there was a focus on technology, support for
staff to ensure they were trained and confident in use of the system, and revalidation of
processes to ensure the system matched how the Trust wished to work to support
clinical care.

24/25-155 LEARNING FROM DEATHS REPORT

R Shah presented the report, which provided information from the learning from deaths
dashboard and proposed there was good assurance on reporting and learning in line with
national guidance.

Responding to a query, R Shah agreed to confirm if medication management and multi-

agency working were new themes in the report. H Crawford noted that the trust had

identified 12 learning themes and proposed that these themes may have arisen as a result.
Action: R Shah/K Kale

24/25-156 SENIOR GP AND EDUCATION LIAISON CONSULTANTS, INTRODUCTION
AND PRESENTATION

Dr S Akowuah and Dr J Carlton spoke to a presentation on the objectives of GP education
and liaison, results of the GP learning needs survey, education headlines and 2025
objectives.

In discussion the following points were raised:

1. B Kilmurray welcomed the progress made over the first six months and reflected on
pressures on primary care, challenges in relation to access to mental health and the
importance of system working to support transformation and proposed this would be
an area of focus.



J Carlton confirmed there was capacity to look further ahead to support transformation
and noted links had been made with clinical networks and clinical directors.

It was noted that the Trust’s approach, as outlined in the physical health care plan, was
to support service users to access physical care in the same way as non-service
users, with some resource available in the Trust for inpatients.

S Akowuah welcomed the opportunity for a further discussion following the meeting on
how they would support that approach.

Responding to a query, J Carlton suggested that it was not common for GPs to have a
special interest in mental health or to have extended skills in that area and S Akowuah
noted the potential to establish a group of primary care mental health champions.

L Romaniak queried whether the liaison might be utilised to develop a community of
GPs with a special interest in mental health and welcomed the opportunity to consider
and learn from case studies from interaction with GPs to better understand where
people may have fallen between gaps in services, including from variation in provision.
She also highlighted the potential to undertake a comparison of provision across both
integrated care board areas, and to understand areas of good practice.

A query was raised about training provided in the acute sector to support the quality of
care provided to patients with a mental health need.

In response, R Shah noted that educational work was undertaken via liaison teams in
acute hospitals to ensure they understood the mental health needs of patients who
attended emergency care. The Trust also attended monthly meetings with consultants
and local interface meetings would be held from January 2025 to support the early
resolution of local issues.

S Akowuah highlighted the potential to consider out of hours care and also advised
that training for midwives had been constrained by capacity within the midwifery
programme.

B Murphy proposed the Trust’s Associate Director of Nursing for Education and
Practice Excellence would facilitate a discussion on midwifery training.

N Black commented on the opportunity to improve the flow of data with primary care.
A Bridges welcomed the opportunity to join up communications and attend protected
learning events to help build relationships.

H Crawford outlined her portfolio as Executive Director of Therapies and welcomed the
opportunity to discuss interdisciplinary learning.

The Chair drew the discussion to a close and proposed that S Akowuah and J Carlton return
in six months’ time to provide a progress update.

24/25-157 ANNUAL MEDICAL EDUCATION REPORT

H El-Sayeh and H Lonsdale presented the report, which provided an overview of medical
education activity over the previous year and outlined priorities for the academic year
2024/2025.

In discussion the following points were raised:

1.

Responding to a query on medical education facilities, H EI-Sayeh commented on the
importance of parity of esteem between investment in service provision and
investment in educational provision, recognising that students were the Trust’s future
doctors and consultants.

B Kilmurray placed on record his thanks to the team for work they had undertaken
during the year. He confirmed the Trust had agreed to take a hybrid approach, which
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included some investment at Lanchester Road Hospital, until there was clarity on
student numbers, local medical school expansion proposals and changes to models of
delivery.

He noted there was a willingness of new consultants to be involved in education, as
part of their career development, and the Trust would consider how headroom would
be provided to support that.

He highlighted that, despite the period of industrial action, the Trust had maintained its

position in the national student survey, which reflected the positive work undertaken by

the team.
24/25-158 BOARD ASSURANCE FRAMEWORK
The Chair invited the board to consider if there had been any matters arising from the
discussion at the meeting that changed the position outlined in the Board Assurance
Framework.

No matters were highlighted.

P Scott noted the potential to involve the Senior GP and Education Liaison Consultants in
future system and partnership working.

24/25-159 LEADERSHIP WALKABOUTS (FOR INFORMATION)
Noted.

24/25-160 USE OF THE TRUST’S SEAL (FOR INFORMATION)
Noted.

24/25-161 EXCLUSION OF THE PUBLIC

Agreed: that representatives of the press and other members of the public be excluded from
the remainder of the meeting on the grounds that the nature of the business to be transacted

may involve the disclosure of confidential information as defined in Annex 9 to the
Constitution.

On conclusion of confidential business, the meeting closed at 6.35pm
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11/01/24

RAG
Ratings:

Board of Directors
Public Action Log

Action completed

Action due/Matter due for consideration at the meeting.

Action outstanding but no timescale set by the Board.

_Action outstanding and the timescale set by the Board having passed.

Action superseded

Action in progress & date for completion of action not yet reached

Minute Ref No.
136

Subject

Patient outcomes

Action

Timescales to be provided for completion of current work to improve the
reporting of patient outcomes.

Owner(s)

K Kale

Timescale

Jul-24

Status

Completed

Changes since the last board meeting are provided in bold

Comments

Board seminar held 11 July 2024.

Outcomes summit held on 6/11/24. An Improvement plan is in place and
a number of updates from Cito are required to progress further. Care
group representation on outcomes steering group is now in place and
quaterly events are planned for the next year led by care groups for
clinicians.

Dec24: R Shah noted that a Trust wide outcomes improvement plan had
been approved by Executive Directors Group and progress would be
reported each month

Feb25: Improvement work is ongoing via the outcomes steering
group and care groups and monthly updates are now provided to
Executive Directors Group. The last update was provided 28-Jan
and Executive Directors Group has requested that work be
undertaken to review the improvement plan and identify high
impact actions that need to be completed early. Some of the key
actions are linked to Cito. Work is currently underway with
clinicians Trust wide via webinars to help improve their
understanding of outcomes and how they are very much part of
quality clinical care.

11/04/24

11

Corporate Risk Register

Committees to consider corporate risks that had remained static for 12
months and review target dates

Committee Chairs

Completed

Oct24 update: Confirmed that Quality Assurance Committee had
reviewed static risks and People, Culture and Diversity Committee would
do so at its next meeting.

Dec24 update: S Dexter-Smith advised that People, Culture and Diversity
Committee had reviewed the Board Assurance Framework and static
risks and movement expected by March

Feb25: In November 2024, Resources and Planning Committee
completed a detailed baseline review of digital and cyber. Two of
the static risks linked to Board Assurance Framework risks are also
subject to regular detailed discussions in relation to risk trajectory.

13/06/24

36

Board Assurance
Framework

Risk leads to red/amber/green rate the actions would mitigate the risk

Executive Leads

Oct-24

Completed

Discussion on the Board Assurance Framework held at Executive
Directors Group on 13/08/24

Feb25: implemented a more standarised approach to the RAG
rating of mitigations

13/06/24

47

Emergency

prepardness, resilience

and response

Board update to be provided on progress against the NHS core standards,
following discussion at Audit & Risk Committee in September.

Z Campbell

Oet-24
Dec-24

Completed

Audit & Risk Committee meeting to be held 14 October - feedback to be
provided to the Board in December 2024

Dec24 update: Action complete - updated provided through Audit &
Risk Committee Report

G Waj| epuaby



RAG
Ratings:

Board of Directors

Public Action Log

Action completed

Action due/Matter due for consideration at the meeting.

Action outstanding but no timescale set by the Board.

_Action outstanding and the timescale set by the Board having passed.

Action superseded

Action in progress & date for completion of action not yet reached

Changes since the last board meeting are provided in bold

Date Minute Ref No. Subject Action Owner(s) Timescale Status Comments
08/08/24 83 IPR - 72 hour follow up [Progress update to the next board meeting on progress to achieve the 72 [N Lonergan, Oct-24 Completed [Oct24 update, N Lonergan: 72 hour follow up post validation - 13
hour follow-up target Z Campbell occasions where follow up was not completed within 72hours.
Confirmation received of patient safety received for all patients with the
exception of 1 person where contact has yet to be made. Actions to
improve data quality are in place and improvements are now being seen.
Dec-24: Z Campbell noted an improved position in relation to the 72 hour
follow-up target, with progress reported to Quality Assurance Committee,
and proposed that the action be closed. The Chair invited executive
directors to confirm the position.
Feb25: Progress on the 72 hour follow up metric is reported into
Care Group Boards and Quality Assurance Committee, who will
continue to maintain oversight and escalate where needed.
08/08/24 83 Integrated Performance |Integrated Performance Report executive summary to include narrative on |P Scott Closed Oct24 update: Report to be prepared for Quality Assurance Committee
Report - themes themes that arose consistently on how the Trust intended to make substantial improvements in those
areas of concern - Action moved to QAC Action Log
08/08/24 83 Long term plan and Summary to be provided at the next meeting on the LT plan and workforce |S Dexter-Smith/ Oct-24 Completed [Dec24 update: verbal update at the board meeting following the PCDC
Workforce metrics metrics, to provide assurance that where metrics have been static for a K North meeting on 11Dec24
period of time, the position was understood and actions proposed would Feb25: further updates to be provided to the board via People,
support progress. Culture and Diversity Committee Report
10/10/24 116 Workforce Race Feedback to be provided to the Board on how the Trust will respond to the |S Dexter-Smith/ Apr-25 in progress Dec24 update: EDI discussions to be held at December and February
Equality Standard lack of improvement in WRES data K North committee meetings and January time out. The April board report will
(WRES) update the board on strategic plans in relation to areas of EDI static
progress.
Feb25: formal WRES, Workforce Disability Equality Standard
(WDES) and Sexual Orientation Workforce Equality Standard
(SOWES) reports discussed by committee in January, discussions
underway about future leadership of equality, diversity and
inclusion work to support accelerated progress (across patient and
staff domains)
10/10/24 118 Transformation Summary to be provided to Quality Assurance Committee on each theme |P Scott May-25 in progress Dec24 update: TSB reported to Resources and Planning Committee in
Programme of the transformation programme, linked to the Integrated Performance Dec24.
Report/Board Assurance Report Risk and an overview to be provided to Feb25: Report to be provided to Quality Assurance Committee in
the Board. March 2025. Overview to be provided to the Board via the
committee report.
12/12/24 144 Action Log Action log to be updated to include: Glossary of Terms (if needed), K Christon Feb-25 Completed [Feb25: Updates provided across all actions and acronyms
progress against actions; completed actions prior to removal; and removed.
timescales
12/12/24 149 Integrated Further information to be provided to the Chair on the longest Z Campbell, Feb-25 Completed [Action completed

Performance Report

waiting times.

N Lonergan




RAG
Ratings:

Board of Directors
Public Action Log

Action completed

Action due/Matter due for consideration at the meeting.

Action outstanding but no timescale set by the Board.

_Action outstanding and the timescale set by the Board having passed.

Action superseded

Action in progress & date for completion of action not yet reached

Changes since the last board meeting are provided in bold

Date Minute Ref No. Subject Action Owner(s) Timescale Status Comments
12/12/24 150 Our Journey to Z Campbell to confirm following the meeting the progress made on  |Z Campbell Feb-25 Completed [Feb25: the action to assess if progress of the two deliverables was
Change Quarter 2 two transforming community services deliverables that had likely to impact on the extension, has been completed.
2024/25 previously been agreed and if their progress would impact on the A) the review of single Point of has completed - no impact on the
extension sought in the report. extension sought.
B) Implementation of children and young people all age crisis hub -
recruitment is still an issue. The extension request to June is being
reviewed.
12/12/24 155 Learning from Deaths |R Shah to confirm whether medication management and multi- R Shah/K Kale Feb-25 Completed [Feb25: Medicines management and multi-agency working have

Report

agency working were new themes.

already been recognised as themes in the Organisational Learning
Group and are not new themes.
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Chair’s Report: 14" December 2024 — 7*" February 2025.
Headlines:
External:

e Meeting Cleveland Police Police & Crime Commissioner

e Safe Haven Launch Newcastle : Cumbria, Northumberland, Tyne & Wear Foundation
Trust/Everyturn Mental Health / Road to Recovery

e University Hospitals Tees Chair catch-up

e Meeting North-East North Cumbria (NENC) Board Meeting : TEWV progress and
improvement journey briefing (Chair & Chief Executive).

e Mental Health Chairs NHS Confederation network weekly calls.

e NHS Providers (NHSP) Board Meeting and monthly check-ins.

e Discussions with NHS Executive (NHSE), over the New Operating Model,
Improvement Framework, and Planning Guidance.

Council of Governors (CoG)

e TEWYV Council of Governors meeting
e Governor Development Day.

Internal

e Visit to Scarborough Cross Lane Hospital : Rowan Lea ward, Danby and Esk Wards,
Community Team and the Crisis Team.

e Various 121 meetings with a number of Executive Directors (Finance, People,
Therapies, Corporate Affairs, Legal), Head of Co-Creation.

e Roseberry Park Sub-Group

e Board Seminar (on our Future over the next 5 years, and developing the updated
version of Our Journey to Change)

e ARCH Recovery College 10t Anniversary celebration event

e Freedom to Speak Up Guardian quarterly meeting with Chair & Chief Executive

e Health Service Safety Investigation Branch : Senior Decision Makers Course : initial
discussions to set this up.

Key themes for me:

1) Impact of the emerging 10 Year Plan priorities on Mental Health and TEWV
2) Impact of new performance management and segmentation proposals
3) Senior Leadership changes.
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Chief Executive’s Public Report
Brent Kilmurray, Chief Executive

Brent Kilmurray

Assurance Decision
Consultation Information v

SRR

Strategic Risks relating to this report:

BAF Risk Title Context

ref no.

Executive Summary:

Purpose:

Proposal:

Overview:

Prior Consideration
and Feedback

Implications:

Recommendations:

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

To receive and note the contents of this report.

A Range of topics to update the board

n/a

No additional implications.

The Board is invited to receive and note the contents of this report.
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CQC Inspection of Adult Mental Health (AMH) Crisis, Acute Liaison and Health Based
Places of Safety

The CQC commenced a targeted inspection of the Trust’s AMH Crisis, Acute Liaison and
Health Based Places of Safety (Section 136 Suites) Services, 11 June 2024. The inspection
included on-site inspections with clinical teams, discussions with people who use services
and their carers and online Focus Groups with Trust Partners (including Commissioners,
Local Authorities, GPs and the British Transport Police). A total of 132 information requests
were also collated and submitted during the inspection.

Initial feedback was received during the inspection and was acted upon to make timely
improvements in service delivery.

The draft report was received by the Trust 05 November 2024 and went through a process
of factual accuracy checks, with comments submitted back to the CQC 06 December 2024.
Follow up queries and points of clarification were also shared during January 2025. The
report publication is anticipated 07 February 2025 and will be subject to the new CQC Single
Assessment Framework (SAF) Scoring System. The CQC have apologised for the delay to
publication of this report. A formal Briefing on the final report will be issued by the Trust 10
February 2025.

Upon publication of the final report, any required improvement actions resulting from the
inspection will be agreed and formal oversight and monitoring of the resulting improvement
plan will be undertaken by the Executive Directors Group and the Trust’s Quality Assurance
Committee.

HSSIB

A series of investigations were announced by the Secretary of State for Health and Social
Care in June 2023, launched in January 2024 and completed in January 2025. The reports
examined the delivery of safe and therapeutic care in mental health settings, the impact of
out of area admission, transitions from child and adolescent services to adult servicers and
learning from deaths in mental health inpatient services.

Links to the reports can be found below:

Creating conditions for the delivery of safe and therapeutic care to adults in mental
health inpatient settings.

o Qut of area placements.

e Supporting safe care during transition from inpatient children and younq people’s
mental health services to adult mental health services.

e Creating conditions for learning from deaths in mental health inpatient services and
when patients die within 30 days of discharge.

HSSIB investigators spoke to care providers, regulators, professional bodies, voluntary and
charitable organisations that represent patient and family groups and members of
Parliament.
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The aim of the reports was to identify and address the most serious risks to mental health
inpatients, the individual investigation reports identify recommendations and other learning.
The HSSIB state this is to lead to changes in the safety culture and how safety is managed
within mental health services. The final report was published January 2025.

Recommendations have been made for The Shelford Group, NHS England, the Department
of Health and Social care, Care Quality Commission and providers.

The safety observations and areas of improvement are in line with our transformation
agenda including the Culture of Care Programme and the implementation of PSIRF. A
formal review of the reports is underway and the learning across all reports will be
triangulated with the work of the Organisational Learning Group and will be reported to the
Quiality Assurance Committee and to the Board.

Independent mental health homicide report into the treatment of Valdo Calocane
ON the 5" °f February NHS England published the full independent investigation into the
care and treatment of Valdo Calocane.

The full report can be found here:

Independent investigation into the care and treatment provided to VC

There were 21 findings for the Trust who provided Valdo’s care. The findings included issues
with management of risk, medication concordance, the family voice, us of the MHA and
specifically this use of Community Treatment Order, diagnosis and insight, assessing patient
capacity, multidisciplinary decision making, community assertive outreach , out of area
placements, efficacy of discharge processes , non-engagement with treatment,
communication with primary care, caseloads n the community, ward to Board visibility of key
information, organisational stability and oversight of organisational risks, organisational risk
management, and the use of temporary workforce and understanding the impact at Board.
There were also findings for the ICB and for wider system oversight.

The report findings will be considered carefully by the Executive Team as a whole. We will
also engage clinical and operational leaders to consider the findings and conduct a thorough
review of what the findings may mean for TEWV, we need to consider where there is
resonance, we need to understand any gaps and also look for assurances, we will be able to
identify areas of good practice. We will build on the work already completed when we
considered the learning from the Special review of mental health services at
Nottinghamshire NHS Foundation Trust published March 24 and updated August 24, this
report was a rapid review that was conducted ahead of the full independent investigation.
Clinical Leaders conducted a full review of the recommendations and reported our position
against them to the Quality Assurance Committee in September 2023 and the Board in
October 2023. We were also required to send a formal return to both ICBs and there was an
in-person assurance sessions with each ICB to challenge and confirm our position.

We anticipate a report back to the Quality Assurance Committee April 2025.
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2025/26 Planning Guidance

On 30" January the national priorities and operational planning guidance was published.
There are some really clear messages regarding the expectations on the financial outlook,
the priority quality and safety should play, the need to transform services linked to the
Government’s mission shifts and a number of national deliverables/priorities. Alongside this
document, there are a number of other financial, productivity packs, policy documents,
contracting guides and links to other relevant programmes and initiatives.

The main national priorities are:

Reduce the time people wait for elective care.

Improve A&E waiting times and ambulance response times.

Improve patients’ access to general practice and urgent dental care.
Improve flow through mental health crisis and acute pathways.
Improve access to children and young people’s mental health services.

It makes clear that we must:

e Drive the reform that will support delivery of priorities and ensure NHS is fit for the
future.

¢ Live within the budget allocated, reducing waste and improving productivity.

¢ Maintain collective focus on the quality and safety of the service.

For mental health and learning disability care the guidance requires us to:

Reduce average length of stay in adult acute mental health beds.
¢ Increase the number of children and young people accessing services compared to
20109.

¢ Reducing the reliance on mental health inpatient care for people with a learning
disability and autistic people — delivering a 10% reduction

Like all NHS providers we are required to:

o Work toward delivering a balanced net system financial position in 2025/26.
Reduce agency spend as far as possible. Working at system level to achieve a
minimum of 30% across the system.

¢ Close the activity/whole time equivalent gap against pre covid levels.

There are also requirements around reducing inequalities.

There are deadlines for plan submissions on 27" February and 27" March. Liz Romaniak is
leading us through this.

There has been a good deal of planning activity going on across the Trust to date.
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AN

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
1 Safe Staffing There is a risk that some teams are unable to safely and

consistently staff their services caused by factors affecting
both number and skill profile of the team. This could result in
an unacceptable variance in the quality of the care we
provide, a negative impact on the wellbeing and morale of
staff, and potential regulatory action and a lack of
confidence in the standard of care.

2 Demand There is a risk that people will experience unacceptable
waits to access services in the community and for an
inpatient bed caused by increasing demand for services,
commissioning issues and a lack of flow through services
resulting in a poor experience and potential avoidable harm.
4 Quality of Care There is a risk that we will be unable to embed
improvements in the quality of care consistently and at the
pace required across all services to comply with the
fundamental standards of care; caused by short staffing, the
unrelenting demands on clinical teams and the lead in time
for significant estates actions resulting in a variance in
experience and a risk of harm to people in our care and a
breach in the Health and Social Care Act.

5 Digital — supporting There is a risk of failure to delivery Our Journey To Change
change goals, organisational and clinical safety improvements,
caused by the inability to fully deploy, utilise, and adopt
digital and data systems.

6 Estates/Physical There is a risk of delayed or reduced essential investment
Infrastructure caused by constrained capital resources resulting in an

Ref. 1 Date:



Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

inability to adequately maintain, enhance or transform our
inpatient and community estate, adversely impacting patient
and colleague outcomes/experience.

Data Security and
Protection

There is a risk of data breach or loss of access to systems,
caused by successful cyber-attack, inadequate data
management, specialist resource gaps, and low levels of
digital literacy resulting in compromised patient safety,
impacts on business continuity, systems and information
integrity, reputational damage and loss of confidence in the
organisation.

Quality Governance

There is a risk that our floor to Board quality governance
does not provide thorough insights into quality risks caused
by the need to further develop and embed our governance
and reporting including triangulating a range of quality and
performance information resulting in inconsistent
understanding of key risks and mitigating actions, leading to
variance in standards.

Partnerships & System
Working

There is a risk that failure to take a proactive role and
engage effectively with partners caused by capacity
challenges including spanning 2 ICSs and multiple local
authorities limits our ability to influence service
transformation and improve the health of the communities
we serve.

10

Regulatory Compliance

There is a risk that failure to comply with our regulatory
duties and obligations, at all times, could result in
enforcement action and financial penalties and damage our
reputation.

12

Financial Sustainability

There is a risk that constraints in real terms funding growth
caused by government budget constraints and underlying
financial pressures could adversely impact on the
sustainability of our services and/or our service
quality/safety and financial, and regulatory standing

13

Public Confidence

There is a risk that ongoing external scrutiny and adverse
publicity could lead to low public and stakeholder perception
and confidence in the services we provide

Ref.
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Executive Summary:

Purpose:

Proposal:

Overview:

The Board Integrated Performance Report (IPR) aims to provide oversight
of the quality of services being delivered and to provide assurance to the
Executive Directors Group (and subsequently the Board of Directors) on
the actions being taken to improve performance in the required areas.

The Executive Directors Group are proposing that the Board of Directors

Group receives this report with:

s Good controls assurance regarding the oversight of the quality of
services being delivered

e Good performance assurance regarding the Integrated Performance
Dashboard (IPD)

o Reasonable performance assurance regarding the National and
Local Quality Requirements

¢ Reasonable performance assurance regarding Waiting Times

Controls Assurance

The overall good level of controls assurance has been determined
based on the Performance Management Framework we have in place and
the recent internal audit report by AuditOne, which provided substantial
assurance on the integrated approach to performance. Whilst we have
robust controls in place, there is some slippage in timescales for a small
number of measures and some further improvement actions have been
identified that require timescales will be included in next month’s report.

Performance Assurance

The overall good level of performance assurance for the IPD has been
underpinned by the Performance and Controls Assurance Framework,
which demonstrates 71% of measures with good or substantial assurance.
Whilst we recognise that 6 measures (4 outcome and 2 staff survey) are
known to have some inconsistencies in completeness, the overall data
quality scores still provide good assurance.

We have then analysed each measure in more detail to determine the
areas of positive assurance and actual areas of concern.

We have positive assurance in relation to Inappropriate Out of Area
Placements (OAPs), our People measures for Staff Leaver Rate and Staff
in post with a current appraisal. There is special cause improvement, and
we are achieving standard in all measures. We also have positive
assurance in relation to Cash Releasing Efficiency Savings (CRES)
Performance — Non-Recurrent as we are ahead of plan by £0.72m.

The actual areas of concern are as follows:

1. Outcomes — whilst three of the measures indicate improvement; we
remain concerned about the low number of timely paired outcomes
which impacts the reliability of what the measures are representing.
The Trust-wide Outcomes Improvement Plan is being monitored
monthly by EDG. The first update was presented to EDG at the end
of January, and it was agreed that the steering group would be asked
to prioritise areas with the biggest impact and bring this back next
month.

2. Bed Occupancy — whilst there remains special cause concern, we do
have a sustained improved position with out of area occupied bed
days. There are several mitigating actions in place to support the
increased need for inpatient beds, in addition to the work of the Urgent
Care Programme Board, including:
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o Daily and weekly operational and executive level oversight.

e The Bed Management Team who are helping maximise the use of
beds and minimising the use of out of area beds

e The introduction of the Mental Health OPEL framework has
focused the aim of internal meetings and clear escalation actions
from these, alongside supporting discussions within the wider
urgent and emergency care system.

e The pilot of Optica (a digital tool to support flow for inpatient
wards) across a number of inpatient wards in both care groups
which is now due to conclude in March 2025 (previously
December 2024) prior to wider roll-out

e Sustained improvement in our crisis line call pick-up rates. We
are also developing a process to respond to patients who
abandon calls to improve their experience.

o We have agreed investment for Safe Havens in Durham & Tees
Valley Care Group for 2025/26 as part of our admission
avoidance work.

e Agreed joint work with the NENC ICB, HNY ICB and local
authority partners to have oversight of patients clinically ready for
discharged who are delayed and improve processes aiming to
have a positive impact on patient care through the provision of
appropriate support.

Mandatory & Statutory Training — Whilst we are achieving the
standard, we remain concerned about the face-to-face training
compliance below the 85% standard. A review of the process for
adding new courses or a change to an existing course concluded in
December 2024 and a session with lead Directors and subject experts
took place on the 6th of January 2025 with a view to Optimise,
Rationalise and Reduce the training portfolio. A systematic review of
various courses is to be undertaken; this started with a review of
Immediate Life support (ILS) at the beginning of January 2025. Work
across the Trust has been undertaken in relation to ILS which has
improved by 28% across the last 6 months. Daily reviews of staffing
are in place across the Care Groups to ensure that the right staff with
the right training are in place to respond to any issues that arise, and
staff will be moved to ensure we have the right skill mix available on
our wards.

Agency Price Cap Compliance — Most price cap breaches during
2024/25 have related to medical locum or prison mental health
nursing cover for hard to fill vacancies. To address this, we have
developed a Performance Improvement Plan and with small
exceptions are seeing a reduction in breaches.

CRES Recurrent - The Efficiency Hub oversees the delivery of
CRES, supporting early interventions should any schemes fall off
track and identifying mitigating schemes and/or new schemes for
development. The Hub will co-ordinate and collate trackers for each
scheme, receive exception reports, signpost/support on those
schemes at risk, and in turn report into Financial Sustainability Board.
Following the 2025/26 CRES Planning Event in October 2024; plans
from Care Groups and Corporate Services are being worked up to
support plans, with a further event planned on 31 Jan.

The overall reasonable level of performance assurance for the National
and Local Quality Requirements has been underpinned by Statistical
Process Control Charts, which demonstrates 52% of measures are
achieving standard. We have then analysed each measure in more detail
to determine the areas of positive assurance and actual areas of concern.
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EDG discussed in detail, all the areas not achieving target and the
associated actions. A small number of new actions were recommended
and where agreed, these are detailed in the relevant pages of the IPR.

We have positive assurance for 72-hour follow up, Talking Therapies
waiting times (6 and 18 weeks) and Active OAPs (Inappropriate), where
we are achieving targets in all areas.

The actual areas of concern are as follows:

1.

EIP Waiting Times (Vale of York) — Originally anticipated for
December, it is now anticipated the backlog of patients waiting will be
addressed and new patients will start treatment within 2 weeks by the
end of January 2025.

Talking Therapies 15t to 2" treatment (County Durham, Tees Valley
and Vale of York), Reliable Recovery (County Durham) and Reliable
Improvement (County Durham and Tees Valley) — A Task & Finish
Group has been established to oversee a Trust-wide deep dive. Data
is currently being sourced to provide a triangulated understanding of
the service from a staffing, finance, activity and clinical outcomes
perspective. This will be completed by the end of February 2025 to
inform the development of a Trust-wide action plan by the end of
March 2025. In addition, the Care Groups are still progressing their
individual performance improvement plans in relation to these
services.

CYP 1 contact — The plans for this measure were based on activity in
2023/24 which included short-term realignment of staff and overtime
in Durham and Tees Valley and several surge/other posts in North
Yorkshire and York which have now been removed. Analysis is being
undertaken, with Finance, to provide assurance that any reduction is
directly attributable to the removal of these posts and the cessation of
overtime. This will be completed by the end of January 2025 for
Durham and Tees Valley and the timescale for North Yorkshire and
York will be confirmed by the end of January 2025.

Childrens Paired Outcomes — The Trust-wide Outcomes
Improvement Plan is being monitored monthly by EDG. The first
update was presented to EDG at the end of January, and it was
agreed that the steering group would be asked to prioritise areas with
the biggest impact and bring this back next month.

Access to transformed community services (County Durham,
North Yorkshire & Vale of York) - In County Durham the remaining
three PCNs will be transformed by the end of March 2025; however,
the chart shows that were all PCNs transformed, the target would still
not be achieved. Further work has been agreed to restructure the
Durham Adult Mental Health Community Teams which should help to
improve access. In North Yorkshire & York, the Ripon and
Scarborough Community team are in business continuity with
recovery plans in place. Recruitment of staff is underway and in the
interim, some posts have been back filled through agency staff and
overtime is being offered. Data is currently being sourced to provide a
triangulated understanding of the access to our adult and older adult
services. This will be completed by the end of January 2025 to inform
the identification and development of any required improvement
actions.

Specialist Community Perinatal Mental Health Services (North
Yorkshire & Vale of York) — The Perinatal teams are continuing to be
supported with a service recovery plan in line with business continuity
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processes. There are several key mitigating actions in place to
support improvement which are the completion of a capacity and
demand exercise (first draft will be produced by the end of January
2025). A Rapid Process Improvement Workshop was held in January,
with a more efficient referral, screening and allocation process being
implemented across the service. Local leadership has been
strengthened with interim cover put in place for vacancy whilst
recruitment continues. The output from these mitigating actions will
inform the longer term structural and capacity requirements and any
inefficiencies in process and structure. There have been two patient
safety incidents that relate to these services which has resulted in
further review of service delivery.

The overall reasonable level of performance assurance for Waiting
Times has been underpinned by Statistical Process Control Charts;
however, we recognise we have limited assurance about the impact on
quality for those patients waiting to access our services. We have then
analysed each measure in more detail to determine the areas of positive
assurance and actual areas of concern.

The actual areas of concern are:

1.

Waiting for neurodevelopmental assessments (Children & Young
People and Adults) — The newly established all-age neurodiversity
group across the NENC ICB have both providers reviewing their
current processes, levels of demand and activity, financial positions
and clinical thresholds. A specification is being finalised to facilitate
partnership-working with alternative, accredited private providers,
with a view to reducing the backlogs in the NENC area and two
prospective providers have been identified.

DTVFCG CYPS - In Tees the new clinical protocol has been applied
to the single assessment pathway and has freed up clinical time for
psychologists and speech and language therapy. The additional
psychology capacity is being used to lead on diagnostic decision
making, which is anticipated to release medic time to lead on ADHD
diagnostic decision-making meetings. Phase 2 testing on dual
assessments will be undertaken in Darlington from February 2025 and
the full Evaluation of the clinical protocol work is due to be completed
by the end of March 2025. Additional funding has been agreed with
the NENC ICB for 3 posts in Tees Valley to support the development
of a needs-led profiling too and to support the provision of additional
assessments. The team have also recruited a psychologist;
commencing in March/April 2025 which will also be used to support
and increase diagnostic decision-making capacity. The Care Group
Board have agreed to establish an all-age ADHD and Autism Clinical
Transformation Group and Terms of Reference will be developed in
the coming month.

The North Yorkshire & York service continues to engage with
commissioners, Humber & North Yorkshire ICB and the Provider
Collaborative regarding capacity within our CYP services versus
demand and the subsequent impact on waiting times, and the ICB is
reviewing the process around “Right to Choose”, developing system
wide guidance that will be shared with providers. Within the Humber
and North Yorkshire provider collaborative there is ongoing discussion
around aligning assessment pathways across providers in the area to
support best use of resources across the HNY ICB area, at present
there is no timescale around this work

A review of operational and clinical working within the Selby and York
teams has been completed and it has been agreed that the teams will
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Prior Consideration

explore sharing resources to manage neuro waiters. A Task and
Finish group are reviewing the existing model for the assessment and
treatment of neurodevelopmental conditions to see if there are more
efficient ways to deliver services which improve the patient’s journey.
The clinical network has considered possible changes to neuro
pathways across the Trust to support best use of clinical time and
increase the number of assessments available; however, most areas
have already been implemented in North Yorkshire and York in
previous improvement work or are limited by current resource and that
this is unlikely to have a significant impact. The Scarborough ADHD
team has been placed in business continuity and has a recovery plan
in place. Whilst some improvement can be made, it is clear that the
demand outstrips the capacity of the service, and this has been raised
with commissioners and will be subject to ongoing discussion.

2. Adults waiting for their second contact with Talking Therapies —
please see Talking Therapies narrative (2 & 3) in the National and
Local Quality Requirements section on page 5.

Other Information

e Trust-wide PIPs (Financial Plan) — The revised PIP for e-Roster
effectiveness did not achieve 80% of teams for annual leave level
loading by the extended date of the 315t October 2024. Approval was
given BY EDG to extend this date to the end of March 2025.

The revised PIP for Agency Reduction did not achieve the cessation
of accommodation costs for agency workers by the extended date of
the 30" November 2024 (accommodation costs continue for 1 worker)
and will not achieve the reduction of pay rates to the NHS cap within
Health & Justice by the end of January 2025. Approval was
requested to extend these dates to the 30t September 2025; however
EDG requested further discussions take place with the PIP owner.

e The latest Data Quality Assessment has been undertaken in
November; all changes are noted on the relevant slides.

The individual Care Group IPRs have been discussed and approved by

and Feedback the Care Group Boards prior to Executive Directors Group.

Implications: The Integrated Performance Report (IPR) is a fundamental component of
our Board Assurance Framework. The implications of those measures
with limited performance assurance and negative controls assurance and
those where we are failing to achieve National and Local Quality
Requirements impact on:

o Safe Staffing

e Demand

e Quality of Care

e Digital — supporting change

o Estates/Physical Infrastructure

e Quality Governance**

e Partnerships & System Working

¢ Regulatory Compliance

e Financial Sustainability

e Public Confidence
**The introduction of any new Electronic Patient Record has a negative
impact on Data Quality. Following the introduction of Cito in February
2024, data quality issues have impacted several patient-based measures
across the organisation. The Cito Improvement workstream will be the
main driver to address data quality issues that are user related. Cito
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Recommendations:

Support and Optimisation Practitioners are being recruited to help clinical
teams adopt and confidently use Cito, ensuring consistent improvements
across specialties. In addition, Cito user confidence workshops are due to
start in January which are tailored to meet the needs of inpatient,
community, and specialist services, as well as medics, pharmacy and
administrative staff. The sessions will give people an insight into the
rationale for the changes as well as how-to guidance which focuses on
using the system to its full potential.

It was agreed in January’s EDG to have a focused discussion in February
to understand the range of data quality issues, the actions identified and
timescales.

They could also affect the Trust’s ability to manage relevant risks to target
level in accordance with agreed trajectories.

The Board of Directors are asked to:

o either confirm that there is good controls assurance on the
operation of the Performance Management Framework; good
performance assurance on the IPD and reasonable performance
assurance on the National and Local Quality requirements and
Waiting Times and that the strategic risks are being managed
effectively; or

o identify the levels of assurance it considers to be appropriate; the
reasons for this; and any corrective measures/improvements it
considers should be put in place.
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Within our Board Integrated Performance Dashboard we use Statistical Process Control Charts to determine whether we have any underlying causes for
concern. A statistical process control (SPC) chart is a useful tool to help distinguish between signals (which should be reacted to) and noise (which
should not as it is occurring randomly). The following colour convention identifies important patterns evident within the SPC charts in this report.

Orange — there is a concerning pattern of data which needs to be investigated and improvement actions implemented;

Blue — there is a pattern of improvement which should be learnt from;

Grey — the pattern of variation is to be expected. The key question to be asked is whether the level of variation is acceptable.
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The thick black line on an SPC chart is the average.

The dotted ( - - - -) lines are the upper (top line) and lower (bottom line) process
limits, which describe the range of variation that can be expected.

Process limits are very helpful in understanding whether a target or standard
(the red line) can be achieved always, never (as in this example) or sometimes.

SPC charts therefore describe not only the type of variation in data, but also
provide an indication of the likelihood of achieving target.

Summary icons have been developed to provide an at-a-glance view. These
are described on the following page.
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These icons provide a summary view of the important messages from SPC charts.

Icon

@WOOO®OE

Icon

o

Technical Description

Comman cause variation, NO SIGNIFICANT CHANGE.

Special cause variation of an CONCERMNING nature where
the measure is significantly HIGHER.

Special cause variation of an CONCERNING nature where
the measure is significantly LOWER.

Special cause variation of an IMPROVING nature where
the measure is significantly HIGHER.

Special cause variation of an IMPROVING nature where
the measure is significantly LOWER.

Special cause variation of an increasing nature where UP
is not necessarily improving nor concerning.

Special cause variation of an increasing nature where
DOWN is not necessarily improving nor concerning.

Technical Description

This process will not consistently HIT OR MISS the target
as the target lies between the process limits.

This process is not capable and will consistently FAIL to
meet the target.

This process is capable and will consistently PASS the
target if nothing changes.

What does this mean?

This system or process is currently not changing significantly. 1t shows the level of
natural variation you can expect from the process or system itself.

Something’s going on! Your aim is to have low numbers but you have some high
numbers — something cne-off, or a continued trend or shift of high numbers.

Something’s going on! Your aim is to have high numbers but you have some low
numbers - something one-off, or a continued trend or shift of low numbers.

Something good is happening! Your aim is high numbers and you have some - either
something one-off, or a continued trend or shift of low numbers. Well done!

Something good is happening! Your aim is low numbers and you have some - either
something one-off, or & continued trend or shift of low numbers. Well done!

Something’s going on! This system or process is currently showing an unexpected
level of variation —something one-off, or a continued trend or shift of high numbers.

Something’s going on! This system or process is currently showing an unexpected
level of variaticn —something cne-off, or a continued trend or shift of low numbers.

What does this mean?

The process limits on SPC charts indicate the normal range of numbers you can
expect of your systemn or process. If a target lies within those limits then we know
that the target may or may not be achieved. The closer the target line lies to the
mean line the more likely it is that the target will be achieved or missed at random.

The process limits on SPC charts indicate the normal range of numbers you can
expect of your system or process. If a target lies outside of those limits in the wrong
direction then you know that the target cannot be achieved.

The process limits on SPC charts indicate the normal range of numbers you can
expect of your system or process. If a target lies outside of those limits in the right
direction then you know that the target can consistently be achieved.

NHS Foundation Trust

Variation/Performance Icons

What should we do?

Consider if the level/range of variation is acceptable. If the process limits are far apart
you may want to change something te reduce the variation in performance.

Investigate to find out what is happening/ happened.
Is it @ one off event that you can explain?
Or do you need to change something?

Find out what is happening/ happened.
Celebrate the improvement or success.
Is there learning that can be shared to other areas?

Investigate to find out what is happening/ happened.
Is it a one off event that you can explain?

Do you need to change something?

Or can you celebrate a success or improvement?

Assurance Icons

What should we do?

Consider whether this is acceptable and if not, you will need to change something in
the system or process.

You need to change something in the system or process if you want to meet the
target. The natural variation in the data is telling you that you will not meet the target
unless something changes.

Celebrate the achievement. Understand whether this is by design (!} and consider
whether the target is still appropriate; should be stretched, or whether rescurce can be
directed elsewhere without risking the ongoing achievement of this target.
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Data Quality

On a bi-annual basis we undertake a data quality assessment on our Board measures as part of our assurance to the Board. Our data quality

assessment focuses on 4 key elements: robustness of the measure, data source, data reliability and audit. The latest assessment has been completed
in November 2024 and results have been incorporated in this report.

Data Quality Assessment

guality score of 47% - 72%

required to improve its construction, data source and/for data.

Icon Description What does this mean? What should we do?
’: SUBSTAMTIAL assurance; a data The measure is reliable. There is no specific action to take.
guality score of 93% or over
= GQOOD assurance; a data quality The measure is largely reliable; however, there are a small Review what improvements were identified as part of the
score of 73% - 92% number of improvement actions that need to be undertaken. | assessment and, if possible, take the appropriate action.
? REASOMABLE assurance; a data The measure is reasonably reliable; however, actions are Identify what improvements were identified as part of the

assessment and take the appropriate action.

LIMITED assurance; a data guality
score of 46% or under

The measure is unreliable and there are significant actions

required to improve its construction, data source and/for data.

Investipate whether the measure is appropriate to be included
in the Integrated Performance Report.

Remove the measure from the Integrated Performance Report
to enable improvement actions to be undertaken.
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Our Performance Assurance
Performance Assurance Rating takes into consideration the Controls Assurance Rating (as per table below), whether we are achieving standard (where
appropriate) and any underlying areas of performance.

| Substantial | Good Reasonable

The effectiveness of the control in  ENgERe]al{fe]NENlel folof= 1V WA (=T 1\YE1\Y
meeting its objective is in meeting its objective. There are low
uncertain. Compliance is levels of/wide variation in compliance.
variable/inconsistent. Some Immediate and fundamental remedial
moderate remedial action is required. action is required

PRl ieI RERTo L= Erilp e Rl Il WA N LT[ NiEs The control is operating effectively in
(o]o) (Sl (\=NETa NN ERET e RGEREESCICEICORTE 9B meeting its objective. It is generally
is being applied consistently. No remedial being applied consistently. Minor
action required. remedial action is required.

We have Positive Assurance;
We have Positive Assurance AND we are HOWEVER, we have 1 (or more)
achieving the standard agreed (where relevant) underlying areas of concern OR

we are not achieving standard

We are achieving the standard (where We have more than 1 underlying area
relevant) with only 1 area of concern; of concern OR there is consistent

OR underperformance below the

There is consistent performance standard

We have a small number of areas of We have the Trust and both Care
We have no underlying areas of underlying concern OR there is a Group/several directorates are all
Negative concern AND there is an improving  deteriorating position visible inthe ~ showing a concern OR there is a clear
position visible in the data data OR performance continues deterioration visible in the data AND
below the mean outside the control limits

Our Controls Assurance
Our Controls Assurance is determined based on SPC variance or, where this is not appropriate, using forecast position or national benchmarking data.

Neutral
Neutral assurance when SPC indicates
Common Cause

We are achieving standard (where relevant);
Neutral AND
We have no underlying areas of concern
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AAR

ADHD

ALD

AMH

ASD

cCBT

CRES

CROM

CYP

CYPS

DTVFCG

EDG

EIP

ESR

ICB

ILS

IPD

MDT

MHSOP

MoJ

After Action Review

Attention deficit hyperactivity disorder

Adult Learning Disabilities

Adult Mental Health

Autistic Spectrum Disorder

Computerised Cognitive Behaviour Therapy
Cash Release Efficiency Savings

Clinician Reported Outcome Measure
Children & Young People

Children and Young People Services
Durham Tees Valley and Forensic Care Group
Executive Directors Group

Early Intervention in Psychosis

Electronic Staff Record

Integrated Care Board

Immediate Life Support

Integrated Performance Dashboard
Multi-Disciplinary Team

Mental Health Services for Older People

Ministry of Justice

NENC
Neuro
NYYSCG
OAP
PACE
PCN
PIP
PMH
PROM
PSII
PSIRF
PWP
Ql
ROM
SIS
SOCI
SPC
STEIS

UoRR

NHS Foundation Trust
North East & North Cumbria Integrated Care Board
Neurodevelopmental services
North Yorkshire, York & Selby Care Group
Out of Area Placement
Patient and Carer Experience
Primary Care Network
Performance Improvement Plan
Specialist Community Perinatal Mental Health
Patient Reported Outcome Measure
Patient Safety Incident Investigations
Patient Safety Incident Framework
Psychological Wellbeing Practitioner
Quality Improvement
Routine Outcome Measures
Secure Inpatient Services
Statement of comprehensive income
Statistical Process Control
Strategic Executive Information System

Use of Resources Rating
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Patient and Carer Experience: there is no significant change for all patient and carer experience measures; carer experience and inpatients
feeling safe are achieving standard. There is no significant change in the responses received for the patient and carer experience questions; there is
improvement for inpatients feeling safe.

Outcomes: in CYP there is no significant change and we are below standard for the PROM; however, there is special cause improvement for the
CROM and we are above standard. In AMH/MHSOP there is special cause improvement for both the PROM and the CROM; however, we are
below standard for both. Whilst some of the SPC charts indicate special cause improvement, this remains an area of concern as there is special
cause concern in the number of timely paired outcomes recorded for all measures.

Bed Pressures: there is special cause concern for bed occupancy. Whilst there is special cause improvement for the inappropriate out of area bed
days, there were no active OAPs as at the end of December.

Patient Safety: there is special cause improvement in the number of patient safety incident investigations; however, this is not necessarily an
actual improvement, as there was a change in process at the end of January 2024 when we Trust transitioned to the National Patient Safety
Incident Framework (PSIRF). There is a reduction (indicated as special cause improvement in the SPC chart) for incidents of moderate of severe
harm and no significant change for restrictive interventions and medication errors. There were no unexpected Inpatient unnatural deaths reported on
STEIS during December.

Uses of Mental Health Act: there is no significant change.

People: There is special cause improvement and we are achieving standard for leaver rate, mandatory training and appraisals; however, there is no
significant change for sickness and we are exceeding standard. Whilst we are achieving the standard for mandatory training, we are concerned
about the face-to-face training compliance below the 85% standard.

Demand: There is no significant change in referrals. Whilst the SPC chart indicates there is special cause concern for unique caseload, this is not
necessarily an actual concern as we know from the new active caseload measure there is no significant change. Unique caseload is impacted by
the increase in patients waiting for a first contact which is an area of concern as highlighted in the waiting times section of this report.

Finance The Trust’s 2024/25 financial plan targets delivery of a break-even position. The year-to-date plan at Month 9 reflected a £3.033m deficit.
When adjusted to remove technical items that are excluded from assessment of Trusts’ financial performance the actual position is a deficit of
£2.128m; or £0.905m favourable variance to plan. The position has deteriorated in month, including a one off depreciation adjustment (£0.3m) and
the monthly impacts of pay awards. Whilst financial performance remains better than planned, the year-to-date deficit needs to be recovered in the
remaining 3 months of 2024/25, including through Cash Releasing Efficiency Scheme (CRES) targets that are more heavily weighted in the second
half of the year and through ongoing focus, grip and control.
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+ Outcomes
* Inappropriate OAPs * Bed occupancy
» People (leaver rate, appraisals) * Mandatory & Statutory Training
» CRES Performance — Non-Recurrent * Finance (Agency Price Cap Compliance & CRES Performance Recurrent)

( )

Outcomes
The Trust-wide Outcomes Improvement Plan is being monitored on a monthly basis by EDG. The first update on progress is going to EDG on 28t
January 2025.

Bed Occupancy

There are several mitigating actions in place to support the increased need for inpatient beds, in addition to the work of the Urgent Care Programme
Board, including: daily and weekly operational and executive level oversight; the Bed Management Team who are helping maximise the use of beds and
minimising the use of out of area beds; the pilot of Optica (a digital tool to support flow for inpatient wards) across a number of inpatient wards in both
care groups which is now due to conclude in March 2025 (previously December 2024) prior to wider roll-out; sustained improvement in our crisis line call
pick up rates and the development of a process to respond to patients who abandon calls to improve their experience; the introduction of the Mental
Health OPEL framework; and agreed joint work with the NENC ICB to have oversight of patients clinically ready for discharged who are delayed. The
Quality Assurance Committee are continuing to review the potential impact on quality of over-occupancy.

Mandatory & Statutory Training

We are continuing to focus on all face-to-face training below the 85% standard and there are several actions to support improvement. A review of the
process for adding new courses or a change to an existing course concluded in December 2024 and a session with lead Directors and subject experts
took place on the 6th January 2025 with a view to Optimise, Rationalise and Reduce the training portfolio. A systematic review of various courses is to be
undertaken; this started with a review of Immediate Life Support (ILS) at the beginning of January 2025. Daily reviews of staffing are in place across the
Care Groups to ensure that the right staff with the right training are in place to respond to any issues that arise, and staff will be moved to ensure we have
the right skill mix available on our wards.

Finance — Agency Price Cap Compliance & CRES Performance Recurrent

Most agency price cap breaches have (consistently) been to provide cover for medical, and Mental Health nurse in prisons, vacancies. Actions to focus
on medic recruitment and retention, including through international recruitment, have helped to reduce the number and value of breaches and related
annualised premia costs. Actions to raise the profile of recruitment into vacancies in prisons have similarly helped to reduce the number breaches from
shifts covered by agency. The annualised premia, based on in-month breaches, has reduced from £3.59m in March 2024 to £2.37m in December 2024.
With PMO support, the efficiency hub has co-ordinated and collated trackers for each CRES scheme, and will receive exception reports, signpost/support
on schemes at risk, and in turn report into Financial Sustainability Board. Under performance recurrently has continued to require non-recurrent
mitigation.

NOTE: See individual pages for full details of the improvement actions and expected impact/timescales
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Patient and Carer Experience: no significant change for patients rating their recent experience as good or very good and carer
involvement and for inpatients feeling safe. Achieving the standard for patients rating their recent experience as good or very good and
for inpatients feeling safe. There is no significant change in the responses received for any of the measures.

Outcomes: CYP no significant change and below standard for the PROM; however, special cause improvement for the CROM and
above standard. AMH/MHSOP no significant change in the PROM and special cause improvement in the CROM. Below standard for
both.

Bed Pressures —special cause concern in bed occupancy; however, special cause improvement for the inappropriate out of area bed
days.

Patient Safety. Special cause Improvement in the number of patient safety incident investigations and incidents of moderate of severe
harm and medication errors. No significant change for the number of restrictive interventions used and for unexpected inpatient
unnatural deaths

Uses of Mental Health Act special cause concern
Staff. For recommending the Trust as a place to work we achieved 51.91 % and for staff feeling able to make improvements we
achieved 62.57%. Special cause Improvementin appraisals, mandatory and statutory training and staff leaver rate. No significant

change in sickness.

Demand No significant change in referrals; however special cause concern in caseload driven by Adult Mental Health and Children and
Young Peoples services.

Finance The Care Group, planned to spend £202.791m as at December, and actual spend was £203.721m, which is £0.929m more
than planned. As at M9 CRES delivery was £1m above plan.
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Outcomes

The Trust-wide Outcomes Improvement Plan, which incorporates all existing PIP actions, was approved by EDG in December, with
agreement that the individual service-level PIPs be stood down with immediate effect. Monthly progress reports will be submitted from
January 25.

Bed Occupancy

There are several mitigating actions in place to support the increased need for inpatient beds, in addition to the work of the Urgent Care
Programme Board, including: daily and weekly operational and executive level oversight; the Bed Management Team who are helping
maximise the use of beds and minimising the use of out of area beds; sustained improvement in our crisis line call pick up rates; and agreed
joint work with the NENC ICB to have oversight of patients clinically ready for discharged who are delayed. Following Trust-wide for
consultation, the care group revised discharge policy will be presented to the January Executive Clinical Leaders Subgroup prior to being
presented to Management Group for final approval in February 2025.

Finance - Financial plan

Actions in place include, the Care Group General Managers are preparing recovery roadmaps for unfunded posts to address hot spot areas.
These roadmaps will be reported via the finance and resource and business development sub groups of the Care Group Board. 25/26
Financial Planning, budget setting and contracting has commenced and will be ongoing to identify pressures and priority areas, which will be
updated and reviewed now the planning guidance has been issued.

NOTE: See individual pages for full details of the improvement actions and expected impact/timescales
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Patient and Carer Experience: there is no significant change for all patient and carer experience measures; patient experience and inpatients
feeling safe are achieving standard. We are achieving standard for percentage of Patients surveyed reporting their recent experience as very
good or good.

Outcomes: in CYP there is no significant change, and we are below standard for the PROM. There is special cause improvement for the
CROM, and we are above standard. Whilst we are below standard in AMH/MHSOP for both the PROM and the CROM; we are seeing special
cause improvement. Overall, there remains concern in the number of timely paired outcomes recorded for all measures. Slides 14-17 highlight
the issues that are impacting these measure. Actions to improve performance are in place.

Bed Pressures: there is special cause concern for bed occupancy. There is concern reported for patients delayed transfers of care in the
reporting period for AMH and MHSOP. We are experiencing longer stays within a number of wards, including MoJ restricted patients and
pressures resulting from clinically ready for discharge — specifically around accommodation, with a noticeable rise in delayed discharge in the
North Yorkshire area.

Patient Safety: there is special cause improvement in the number of patient safety incident investigations; (it should be noted that this is not
necessarily an actual improvement, as there was a change in process at the end of January 2024 when the Trust transitioned to the National
Patient Safety Incident Framework (PSIRF)). There is a reduction (indicated as special cause improvement in the SPC chart) for incidents of
moderate of severe harm and no significant change for restrictive interventions and medication errors. There were no unexpected Inpatient
unnatural deaths reported on STEIS during December.

Uses of Mental Health Act: no significant change is reported at Care Group and ALD is reporting special cause improvement in the reporting
period.

Staff: There is special cause improvement for leaver rate, and we are above standard. There is no significant change for sickness absence,
and we are below standard except within Management which is reporting deterioration (special cause concern in the SPC chart) and above the
standard. There is special cause improvement for mandatory training, and we are just below the standard; however, we are aware the face-to-
face training compliance below the 85% standard and understand the reasons for this. Actions are in place. There is special cause
improvement for appraisals; however, we are below standard within MHSOP and within management line which is driven by an anomaly rather
than missed appraisals and actions are in place to resolve this.

Demand: There is no significant change in referrals and caseload. We know from the detailed analysis previously undertaken, unique
caseload is impacted by the increases in demand and patients waiting for a first contact.

Finance: Improved performance relative to control totals set in year to support financial recovery provide increased assurance that the Trust
will deliver our 2024/25 breakeven plan by the end of the year, based on a mid-case scenario. A small number of external factors have
potential to impact the financial outturn however these are currently projected as being manageable within the overall position.
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The Trust-wide Outcomes Improvement Plan, which incorporates all existing PIP actions, was approved by EDG in December, with agreement that the
individual service-level PIPs be stood down with immediate effect. Monthly progress reports will be submitted from January 2025.

The service is being impacted by longer patient stays, including MoJ restricted patients, patients clinically ready for discharge and consultant cover and
gaps in leadership posts within inpatient areas. Work is progressing with the leadership team to reduce lengths of stay and delayed transfers of care.
Recruitment into leadership posts is ongoing; support is being provided from the senior leadership team. Local Authorities Mental Health Team provision
(York) - Ongoing support is being provided by the Local Authority. Following an external meeting end of last year, between ICB and Local Authority,
conversations have begun about wider transformation journey across the whole system. To progress this work, a number of workshops are being planned

Compliance continues to be impacted by the misalignment of competencies and staff on ESR; work to correct this is being supported by Finance and
People & Culture. All staff in Management have not completed their fire safety level 2 training and are unable to book sessions prior to December 2024.
There is reduced capacity for Positive & Safe training courses and Incident Reporting Level 1 is currently not available on ESR to complete and there are
not enough face-to-face courses available. Extra dates have been added to support Incident Level 1 training and whilst E-Learning was expected to be
available by the end of November 2024 this has been delayed, and a completion date is yet to be confirmed. The training portfolio for Positive and Safe is
being reviewed, this will be completed by end of January 25. The Education & Training Team continue to work with the Managing Director and Directors of
Operations to support issues with training room availability as they arise. The trajectory for Resuscitation — Level 3 — Adult Inmediate Life Support — 1
Year has not been achieved and we are now expecting to achieve 81% compliance by the end of March 2025, pending the release of new training dates in

The Care Group financial position is forecast to be £512k above plan, with the key factor being out of area patients, which are impacted by delayed

Improved performance relative to control totals set in year to support financial recovery provide increased assurance that the Trust will deliver our 2024/25
breakeven plan, based on a mid-case scenario. A small number of external factors have potential to impact the financial outturn however these are
currently projected as being manageable within the overall position

NOTE: See individual pages for full details of the improvement actions and expected impact/timescales.
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Neutral

» CYP showing measurable
improvement following
treatment - clinician reported

* Inappropriate OAP bed days
for adults that are ‘external’ to
the sending provider

» PSll reported on STEIS

* Incidents of moderate or
severe harm

» Staff in post with a current

appraisal improved
performance assurance

» Inpatients reporting that they
feel safe whilst in our care
improved performance
assurance

* Medication Errors with a
severity of moderate harm and
above

* Unexpected Inpatient
unnatural deaths reported on
STEIS

Performance Assurance Rating

Good

Adults and Older Persons showing
measurable improvement following
treatment - patient reported

Adults and Older Persons showing
measurable improvement following
treatment - clinician reported

Staff Leaver Rate

Compliance with ALL mandatory
and statutory training

CRES Performance — Non-
Recurrent

Patients surveyed reporting their
recent experience as very good or
good reduced performance
assurance

Carers reporting that they feel they
are actively involved in decisions
about the care and treatment of the
person they care for

Restrictive Intervention Incidents
Used

Uses of the Mental Health Act
New unique patients referred

Financial Plan: SOCI - Final
Accounts - Surplus/Deficit

Financial Plan: Agency expenditure
compared to agency

Use of Resources Rating - overall
score

Cash balances (actual compared to
plan)

Reasonable

CYP showing measurable
improvement following treatment -
patient reported improved
performance and controls
assurance

Staff recommending the Trust as a
place to work

Staff feeling they are able to make
improvements happen in their area
of work

Percentage Sickness Absence Rate

Capital Expenditure (Capital
Allocation)

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

Bed Occupancy (AMH & MHSOP A
& T Wards)

Unique Caseload

Agency price cap compliance
CRES Performance - Recurrent
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Tees, Esk and Wear Valleys
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Rep Ref Our Quality measures Committee | Variation | Assurance | Standard Actual Annual Rep Ref Our People measures Committee | Variation | Assurance | Standard Actual Annual
Responsible (FYTD) (FYTD) Standard Responsible (FYTD) (FYTD) Standard
for for
Assurance Assurance
i i i N o Percentage of staff recommending the Trust as a place to 51.61%
b Eféi??ﬁf: a Ei&egfciuﬁi,{i?ep“'”g their recent QAC A @ s200%  PO1% grp0n ® ok PesD (- 2028)
Percentage of carers reporting that they feel they are actively : 7438% 17) Percentage of staff feeling they are able to make pCaD 60.51%
2) invelved in decisions about the care and treatment of the QAC v 75.00% 75.00% improvements happen in their area of work (Jui - 2024)
person they care for
Percentage of inpatients reporting that they feel safe whilstin A 80.66% 18) Staff Leaver Rate PCeD 11.00% 1082% 1.00%
3) e g P porting ¥ QAC o 75.00% : 75.00%
- . . 5.99%
» 9 9
Percentage of CYP showing measurable improvement Coa) . 22 39% ) 19) Percentage Sickness Absence Rate (month behind) PC&D 5.50% 5.50%
4 following treatment - patient reported QAC o 35.00% 35.00%
) § 20) E:ir:ieﬂlat?gr?a;zwﬂ;ance with ALL mandatory and statutory pC&D @ @ 35.00% 86.71% 35.00%
5 F’ercentage ofAduIl_s and Older Persa_ﬂs showing measurable QAC 55.00% 45.09% 55.00%
improvement following treatment - patient reported
21) Percentage of staff in post with a current appraisal (snapshot) PC&D 85.00% B7.56% 85.00%
Percentage of CYP showing measurable improvement o 52.80% o
6) follewing treatment - clinician reported QAC 50.00% 50.00%
7 Percentage of Adults and Older Persons showing measurable QAC 30.00% 23.74% 3000% Rep Ref Qur Activity measures Committee | Variation | Assurance | Standard Actual Annual
improvement following treatment - clinician reported Responsible (FYTD) (FYTD) Standard
for
Assurance
3) ‘E;Ged;)c:upancy (AMH & MHSOP Assessment & Treatment S&RC 85.00% 100.86% 35.00% H - .
ards) 22) iNumber of new unique patients referred S&RC :
Number of inappropriate OAP bed days for adults that are 194 [
9 ; : S&RC
) external o the sending provider 23)  Unique Caseload (snapshot) S&RC 63600
The number of Patient Safety Incident Investigations reported 21
10) on STEIS GAC
Rep Ref Our Finance measures Committee Plan Actual
Ry bl FYTD FYTD]
11) The number of Incidents of moderate or severe harm QAC @ 300 ESP;,:SI 41! ) { )
Assurance
0 . 24)  Financial Plan: SOC! - Final Accounts - (Surplus)Deficit S&RC 3035000 2128406
12) The number of Restrictive Interventions Used QAC N
25a) Financial Plan: Agency expenditure compared to agency target S&RC 9,441,429 1871416
- . 61.60%
13) The number of Medication Errors with a severity of moderate QAC (V. 4 25b) Agency price cap compliance S&RC 67.00%
harm and above
26) Use of Resources Rating - overall score S&RC 3 3
14) The number of unexpected Inpatient unnatural deaths 0AC s A » 7 27 CRES Performance - Recurrent S8RC 1,770,884 11,286,209
reported on STEIS o
28) CRES Performance - Non-Recurrent S&RC 2,227,500 2.845.030
15)  The number of uses of the Mental Health Act MHLC (V%) 3123 20)  Capital Expenditure (CDEL) SERC 5852000 >995.760
30)  Cash against plan S&RC 48872000 51:313.185
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01) Percentage of Patients surveyed reporting their recent experience as very good or J

good

Background / Standard description:
We are aiming for 92% of patients surveyed, reporting their recent experience as
very good or good

What does the chart show/context:

During December 1158 patients responded to the overall experience question in
the patient survey: Question: "Thinking about your recent appointment or stay
overall how was your experience of our service?”. Of those, 1055 (91.11%)
scored "very good" or "good®.

There is no significant change at Trust and Care Group level in the reporting
period and no significant change in the number of patients who have responded
to this question. There is special cause improvement for Secure Inpatient
Services.

The latest National Benchmarking data (October 2024) shows the England
average (including Independent Sector Providers) was 89% and we were ranked
11 out of 61 trusts (1 being the best with the highest ratings).

Underlying issues:
* Not all wards and teams are routinely facilitating completion of the surveys

Actions:

« Each month, the Patient and Carer Experience (PACE) team share with the
care group leadership teams a list of those wards/teams who have not
provided feedback in the month. This is also reflected in the current Quality
Assurance and Improvement Group reports to both Care Groups. In addition,
the PACE Team use this intelligence to focus on who we see and when, as
part of the quality visit programme. NB. This is standard work for the PACE
Team

* The Patient & Carer Experience Team to procure a new patient experience
system, which will increase the methods by which patients can provide survey
feedback with a view to increasing response rates. The “I Want Great Care”
system has been approved at the January Digital Programme Board and will
be procured by the end August 2025.

93%

* B

1) Percentage of patients surveyed reporting their recent experience as very good or good
TRUST

NHS

Tees, Esk and Wear Valleys
NHS Foundation Trust
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The below chart represents the number of patients who have

responded to the overall experience question.
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02) Percentage of carers reporting that they feel they are actively involved in decisions

about the care and treatment of the person they care for

] Tees, Esk and Wear Valleys
NHS Foundation Trust

Background / standard description:
We are aiming for 75% of carers reporting they feel they are actively involved in
decisions about the care and treatment of the person they care for.

What does the chart show/context:

During December, 409 carers responded to the question in the carer survey:
Question: “Do you feel that you are actively involved in decisions about the care
and treatment of the person you care for?”. Of those, 318 (77.75%) scored “yes,
always”.

There is no significant change at Trust and Care Group level in the reporting
period and no significant change in the number of patients who have responded
to this question. There is special cause concern for Adult Mental Health Services
in Durham, Tees Valley & Forensic Care Group; however, at this stage this is not
an actual concern.

Underlying issues:

+ Engagement with various carer groups

» Barriers to collecting feedback include:
* Access to and up to date surveys through the various mechanisms
» Up to date carer and team information
» Lack of feedback including display of feedback

* Alack of awareness of the Triangle of Care within Trust Services

Actions:

* The Patient & Carer Experience Team have reviewed the output from the
recent Quality Improvement focused work and will develop a work plan by the
end of January 2025.

* The Patient & Carer Experience Team to meet with the Lived Experience
Directors in December 2024 to discuss the Triangle of Care with a view to
raise awareness through the Care Groups. (Not Completed). The meeting
with DTVFCG has taken place; however, that with NYYSCG is to be
rescheduled. Timescale to be confirmed.

Lk 87%

@

2) Percentage of carers reporting that they feel they are actively involved in decisions about the care and treatment of the person the
TRUST
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The below chart represents the number of carers that responded
to the involvement question.

The number of carers who responded to the question in the carer survey: Question:
T“PDWU feel that you are actively involved in dedisions about the care and treatment
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[03) Percentage of inpatients reporting that they feel safe whilst in our care ]

Background / standard description:
We are aiming for 75% of inpatients reporting, they feel safe whilst in our care.

What does the chart show/context:

During December 264 patients responded to the overall experience question in
the patient survey: “During your stay, did you feel safe?”. Of those, 211 (79.92%)
scored “yes, always® and “quite a lot”.

There is no significant change at Trust and Care Group level and in the number
of patients who have responded to this question. There is special cause
improvement for Adult Learning Disabilities within Durham Tees Valley &
Forensic Care Group.

There are several factors that can influence whether a patient feels safe, e.g.
staffing levels, other patients (including self-harm), environment, the acuity of
other patients and violence & aggression and the use of restrictive interventions
on wards.

Underlying issues:
There are no underlying issues to report.

Actions:

Whilst there are no specific improvement actions to note, feeling safe on our
inpatient wards is one of the core standards of the Culture of Care Programme
which we are rolling out as part of the National Inpatient Transformation
Programme.

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

87%

3) Percentage of inpatients reporting that they feel safe whilst in our care
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The below chart represents the number of patients that
responded to the safety question.
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[ 04) Percentage of CYP showing measurable improvement following treatment - patient J

reported

Background / standard description:
We are aiming for 35% of CYP showing measurable improvement following
treatment - patient reported

What does the chart show/context:

For the 3-month rolling period ending December 648 patients were discharged from
our CYP service with a patient rated paired outcome score. Of those, 140 (21.60%)
made a measurable improvement.

There is no significant change at Trust and Care Group level. There is special cause
concern at Trust level in the number of patients discharged with a paired outcome
measure; there is no significant change at Care Group level.

The accepted Patient Rated Outcome Measures are CORS / ORS / GBO (goal-
based outcomes) / RCADS / SDQ / SCORE-15/PHQ-9 / GAD-7 / CORE-10.

Underlying issues:

There are a range of issues currently impacting this measure.

*  We are not capturing timely, paired outcome measures for all of our patients that
are discharged; therefore, this is not a comprehensive picture. One contributory
factor is the length of time taken to record an outcome measure on Cito.

*  We do not fully understand the reasons why our children and young people are
not demonstrating measurable improvement.

» This measure currently does not report the full suite of patient-related outcomes
as a number of measures do not have a reliable change index.

Actions:

* The Trust-wide Outcomes Improvement Plan is being monitored monthly by EDG.

The first update was presented to EDG at the end of January, and it was agreed
that the steering group would be asked to prioritise areas with the biggest impact
and bring this back next month.

» The Business Intelligence Team are working with the Child Outcome Research
Consortium (CORC) to establish a national reliable change index for EDE-Q in
collaboration with other member organisations. Research & Development leads
from all participating organisations are to meet in February 2025 to talk through
the research/data governance controls for the project and will jointly complete the
research application; TEWV will be the lead organisation.

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust
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4) Percentage of CYP showing measurable improvement following treatment - patient reported
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The below chart represents the number of discharges with
paired outcome measures.

Mumber of Children and Young People discharged who have a paired outcome
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05) Percentage of Adults and Older Persons showing measurable improvement ] INHS|

following treatment - patient reported

Tees, Esk and Wear Valleys

Background / standard description:
We are aiming for 55% of Adults and Older Persons showing measurable
improvement following treatment - patient reported

What does the chart show/context:

For the 3-month rolling period ending December 1439 patients were discharged from
our Adults and Older Persons services with a patient rated paired outcome score. Of
those, 684 (47.53%) made a measurable improvement.

There is special cause improvement at Trust level and for North Yorkshire, York &
Selby Care Group and Mental Health Services for Older People within that Care
Group in the reporting period. There is no significant change for Durham, Tees Valley
& Forensic Care Group. There is special cause concern at Trust and Care Group
level in the number of patients discharged with a paired outcome measure.

The accepted Patient Rated Outcome Measure is Short Warwick Edinburgh Mental
Well-Being Scale (SWEMWABS).

Underlying issues:

»  We are not capturing timely, paired outcome measures for all of our patients that
are discharged; therefore, this is not a comprehensive picture.

*  We do not fully understand the reasons why our adult and older persons patients
are not demonstrating measurable improvement.

* The measure includes patients that have died due to natural causes.

Actions:

* The Trust-wide Outcomes Improvement Plan is being monitored monthly by EDG.
The first update was presented to EDG at the end of January, and it was agreed
that the steering group would be asked to prioritise areas with the biggest impact
and bring this back next month.

+ Business Intelligence to implement the change to exclude patients that have died
by the end of January 2025.

NHS Foundation Trust

v 87%

5) Percentage of Adults and Older Persons showing measurable improvement following treatment - patient reported @
TRUST
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Tees, Esk and Wear Valleys

NHS Foundation Trust

[ 06) Percentage of CYP showing measurable improvement following treatment -
clinician reported

] NHS

Background / standard description:
We are aiming for 50% of CYP showing measurable improvement following
treatment - clinician reported

What does the chart show/context:

For the 3-month rolling period ending December 667 patients were discharged
from our CYP service with a clinician rated paired outcome score. Of those, 376
(56.37%) made a measurable improvement.

There is special cause improvement at Trust and Care Group level in the
reporting period, and performance is above standard at all levels. There is
special cause concern at Trust and Care Group level in the number of patients
discharged with a paired outcome measure.

The accepted Clinician Rated Outcome Measures are Health of the Nation
Outcome Scales for Children and Adolescents (HONOSCA) and Children's Global
Assessment Scale (CGAS)

Underlying issues:
* We are not capturing timely, paired outcome measures for all of our patients
that are discharged; therefore, this is not a comprehensive picture.

Actions:

* The Trust-wide Outcomes Improvement Plan is being monitored monthly by
EDG. The first update was presented to EDG at the end of January, and it
was agreed that the steering group would be asked to prioritise areas with the
biggest impact and bring this back next month.

v 87%

6) Percentage of CYP showing measurable improvement following treatment - clinician reported
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The below chart represents the number of discharges with paired
outcome measures.
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07) Percentage of Adults and Older Persons showing measurable improvement

following treatment - clinician reported

] Tees, Esk and Wear Valleys

NHS Foundation Trust

Background / standard description:
We are aiming for 30% of Adults and Older Persons showing measurable
improvement following treatment - clinician reported

What does the chart show/context:

For the 3-month rolling period ending December 2314 patients were discharged
from our Adults and Older Persons services with a clinician rated paired
outcome score. Of those, 585 (25.28%) made a measurable improvement.

There is special cause improvement at Trust and Care Group level in the
reporting period, with all underlying specialties reporting special cause
improvement. Whilst there is improvement for MHSOP in both Care Groups,
the low activity continues to be a concern. There is special cause concern at
Trust and Care Group level in the number of patients discharged with a paired
outcome measure.

The accepted Clinician Rated Outcome Measure is Health of the Nation
Outcome Scales (HoONOS).

Underlying issues:
See measure 5, Percentage of Adults and Older Persons showing measurable
improvement following treatment - patient reported.

Actions:
See measure 5, Percentage of Adults and Older Persons showing measurable
improvement following treatment - patient reported.

v 87%

7) Percentage of Adults and Older Persons showing measurable improvement following treatment - clinician reportsd @
TRUST

Actual Data —tean Cortrol Lint

The below chart represents the number of discharges with paired
outcome measures.

Number of Adults and Older Persons discharged who have a paired Outcome
Measwre [Clinican Reported) -
TRUST
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[ 08) Bed Occupancy (AMH & MHSOP A & T Wards) ] Toes. Esk and Wear%zl-i.i

NHS Foundation Trust

Background / standard description: 0o
We are aiming to have a maximum bed occupancy of 85%. (Agreed October 2024) i o0
What does the Chart ShOWIconteXt: 8) Bed Occupancy (AMH & MHSOP Assessment & Treatment Wards) @

During December, 10,850 daily beds were available for patients; of those, 10,769 (99.25%)
were occupied. Overall occupancy including independent sector beds was 99.66%.

There is special cause concern at Trust and Care Group level in the reporting period.
There is special cause concern for Adult Mental Health Services in DTVFCG and in Mental 1 .
Health Services for Older People in NYYSCG. 1

Quality Assurance Committee are fully sighted on bed occupancy and focussed on the
potential impact on quality.

Underlying issues:

+ Delayed transfers of care — specifically the length of time that patients are delayed in
Adult Mental Health Services in DTVFCG.

« At Trust level (both Care Groups) patients classified as clinically ready for discharge Costings attached to patients clinically ready for discharge:
equated to an average of 29.8 Adult and 32.9 Older Adult beds in December 2024, with
an associated direct cost YTD of ¢.£6.38m (including £869k independent sector bed

Average Beds for Patients Classified as  Associated Cost for Patients Classified

costs). Of the cost, ¢.£3.32m relates to Adult and ¢.£3.06m relates to Older Adult. Clinically Ready for Discharge as Clinically Ready for Discharge
Patient flow AMH MHSOP
» Length of stay (linked to above issues) 2023/24 258 165 . £47m £1.96m
«  Ministry of Justice (MoJ) patients T e
(as at December 2024) 298 329 (inc £869Kk IS bed costs)
Actions:
+ DTVFCG have one outstanding action on their PIP, to implement a revised discharge
policy. Following Trust-wide for consultation, the policy will be presented to the January
Executive Clinical Leaders Subgroup prior to being presented to Management Group for
final approval in February 2025.
« Care Groups to work together to develop a Trust-wide clinical model for the MHSOP Actions continued:
organic bed base by the end of Q4 2024/25. » A Trust-wide process is being developed to respond to
» Trust-wide groups to be established to progress workstreams for Transforming Patient patients who abandon calls to our crisis lines, to support
Flow and Transforming Mental Health Discharge within AMH services as part of the the improvement of pick-up rates and patient
Urgent Care Programme Board. experience. Timescales are to be confirmed.
+ A Trust-wide Adult Mental Health patient flow workforce model is being developed to * Durham & Tees Valley Care Group has agreed
create a clearer escalation structure for operational staff both in and out of hours and is investment for Safe Havens as part of our admission
currently in the approval process. An implementation date will be confirmed in February avoidance work. This work will be completed in
2025. 2025/26.

23



[

09) Number of inappropriate OAP bed days for adults that are ‘external’ to the sending ] NHS

provider

Tees, Esk and Wear Valleys

Background / standard description:

We are aiming to have no out of area bed days by the end of March 2025.

What does the chart show/context:
For the 3-month rolling period ending December 194 days were spent by
patients in beds away from their closest hospital.

There is special cause improvement at Trust and Care Group level in the
reporting period.

There were 0 active OAP placements as at 31t December 2024.

Underlying issues:
Bed Occupancy is impacting on our ability to admit patients to our beds

Actions:
See measure 8) Bed Occupancy

NHS Foundation Trust

73%

9) Number of inappropriate OAP bed days for adults that are external to the sending provider @
TRUST

 Actual Data —thean Cortral Lt Cortral Lt - Torget Special cause concem @ Spacial causs mprovement

ICB Trajectories versus actual performance for Active Inappropriate Adult Acute Mental Health Out of Area Placements (OAPs)

Active inappropriate adult acute mental health out

Sep
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Apr Mar Jun Jul Au
of areas placements [OAPs) P! Y g
o Plan
Actual
. Plan
MNarth East & North Cumbria ICB
Actual
. Plan
Humber & North Yorkshire ICB
Actual

Mov Dec Jan Feb Mar
2 1 o
2 1 0
0 0 0
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[10) The number of Patient Safety Incident Investigations reported on STEIS ]

What does the chart show/context:
0 Patient Safety Incident Investigations (PSII) were reported on the Strategic
Executive Information System (STEIS) during December.

There is special cause improvement at Trust and Care Group level in the
reporting period and for most services. This is not necessarily an actual
improvement, as there was a change in process late January 2024, when we
Trust transitioned to the National Patient Safety Incident Framework (PSIRF).
This new framework advocates a more proportionate approach to
investigations.

Underlying issues:

Once a PSll is identified, it is recorded on StEIS and allocated for
investigation. The maijority of cases that progress to PSII are identified at the
point of the incident being reported. On occasions, some incidents identified
as requiring investigation by an After-Action Review (AAR) may need to be
escalated to a PSII after the AAR is completed based on information
identified. Currently there is a delay in receiving completed AARs and
potentially this could lead to a delay in identifying PSlls.

Actions:

* The Patient Safety Team triage all incidents through a daily huddle. Where
an AAR has potential to progress to a PSlII, this is noted on the patient
safety AAR tracker so these can be actively followed up when due.

» Care Groups have sight of the AAR tracker so they can be sighted on all
AAR due dates and any AARs that are overdue.

+ Patient Safety Team are actively engaged with Care Group leaders on any
potential PSllIs that are delayed at AAR stage to address blockages to
completion.

93%

* 2

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

10) The number of Patient Safety Incident Investigations reported on STEIS e
TRUST

Change to PSIRF
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[11) The number of Incidents of moderate or severe harm

What does the chart show/context:
22 incidents of moderate or severe harm were reported during December.

There is a reduction (not necessarily an improvement as indicated in the SPC
chart) at Trust and Care Group level in the reporting period, as this change looks
to align to the new system implementation. This is mirrored for Adult Learning
Disabilities, Adult Mental Health, Children & Young Peoples Services and Health
& Justice within Durham, Tees Valley & Forensic Care Group and Adult Learning
Disabilities within North Yorkshire, York & Selby Care Group.

Each incident is subject to a multi-disciplinary after-action review by
services. These reviews are then considered in the Patient Safety huddle to
determine if any further investigation is required.

As incidents are reviewed, the severity could be reduced or increased (severity is
usually reduced).

Underlying issues:

As at the 13t January 2025, there were 655 patient safety incidents in the
‘awaiting investigation’ stage. All will have been reported as no or low physical
harm, as moderate or above severity incidents are reviewed through the Patient
Safety huddle process within 1 working day. There may be a very small number
of incidents of moderate or severe harm that have not been identified at the
reporting stage at this severity level. This means a potential delay as these will
not be identified until the incident has its first review which should be within 4
days.

Actions:

» Care Groups and Directorates are asked to embed clear monitoring
processes within local governance, taking action as appropriate to support
teams that may be struggling to undertake initial reviews in a timely way.

* A Quality Improvement project is underway to enable the development of a
robust ward to Board incident management governance and oversight flow.

» New e-learning training has been developed and will be available via ESR by
the end of January 2025.

» Patient Safety Team to provider bitesize training sessions focussing on key
areas from February 2025 to provide additional support to staff when reporting
and reviewing incidents.

DG
v 87%

Updated November 2024

11) The

TRUST

NHS

Tees, Esk and Wear Valleys

number of Incidents of moderate or severe

NHS Foundation Trust

Implementation of InPhase

""""""""""
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[ 12) The number of Restrictive Intervention Used

Tees, Esk and Wear Valleys

] NHS

What does the chart show/context:
694 types of Restrictive Interventions were used during December.

There is no significant change at Trust and Care Group level in the reporting
period. There is special cause concern in Adult Mental Health Services within
Durham, Tees Valley & Forensic Care Group. Whilst there is special cause
improvement indicated for Adult Learning Disabilities in DTVFCG, there are
significant concerns (see underlying issues below). There is also special cause
improvement in Children & Young Peoples Services in DTVFCG and Adult
Learning Disabilities in NYYSCG.

Underlying issues:

» Concerns remain on Overdale (DTVFCG AMH Assessment & Treatment).
However, the number of interventions used have significantly reduced.

» There is special cause concern for Tunstall Ward, which relates to a small
number of patients.

» Concerns remain in DTVFCG ALD where there are a high number of
interventions used for a small number of patients presenting with complex
needs.

Actions
* There are several actions to support improvement in AMH services, which
include:
» Specialist Practitioner for Positive & Safe continues to work with Overdale
Ward, to review the use of restrictive interventions and to provide education.
* Trust-wide Autism Team providing an Autism-Informed Care Project into
Overdale Ward.
+ Clinical Psychologist undertaking a piece of work on Tunstall Ward to reduce
the number of headbanging incidents for a small number of patients.
» Positive & Safe Team are providing support into Tunstall Ward to ensure that
the least restrictive interventions are used.
+ DTVFCG ALD services continue to monitor the use of restrictive
interventions, seeking support from the Specialist Practitioner for Positive &
Safe where appropriate.

* 2

NHS Foundation Trust

93%

12) The number of Restrictive Interventions Used
TRUST

o ActualData —tiean Cotellmt  CowrolLimt ~ Target Specislcause concem s Specis cause Inprovement

Note: The high use noted in July relates to one patient within Adult Eating
Disorders Inpatients.
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[ 13) The number of Medication Errors with a severity of moderate harm and above ]

What does the chart show/context:
0 medication errors were recorded with a severity of moderate harm, severe or
death during December.

There is no significant change at Trust and for North Yorkshire, York & Selby in
the reporting period. There is special cause improvement for Durham, Tees
Valley & Forensic Care Group and for all services within that Care Group, and for
MHSOP within North Yorkshire, York & Selby Care Group.

As incidents are reviewed the severity could be reduced or increased (usually
reduced), which would then be refreshed in future reports.

Underlying issues:
There are no underlying issues to report.

Actions:
There are no specific improvement actions required.

* E

93%

13) The number of Medication Errors with a severity of moderate harm and above
TRUST

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

 ActualData

Special cause concern @ Special cause b
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[14) The number of unexpected Inpatient unnatural deaths reported on STEIS ]
What does the chart show/context: -
0 unexpected inpatient unnatural deaths on an inpatient ward (including those vy it

on leave) were reported on the Strategic Executive Information System (STEIS)
duri ng December. 14) The number of unexpected Inpatient unnatural deaths reported on STEIS
All unexpected and unnatural deaths in inpatient wards are immediately

reported in this data. Once the cause of death is confirmed, where necessary
the data is refreshed. Therefore, on occasion we might be over reporting the i
number of unexpected, unnatural deaths.

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

Underlying issues:
There are no underlying issues to report.

® e 0 0000 L] LB B B B BN ] o e *

Actions:

There are no specific improvement actions required.
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[ 15) The number of uses of the Mental Health Act

] NHS

Tees, Esk and Wear Valleys

What does the chart show/context:
There were 360 uses of the Mental Health Act during December.

There is no significant change at Trust level and for North Yorkshire, York &
Selby Care Group in the reporting period. There is special cause concern for
Durham, Tees Valley & Forensic Care Group; however, the Care Group has
confirmed there are no underlying issues to report in the reporting period.
There is special cause improvement for Adult Learning Disabilities within North
Yorkshire, York & Forensic Care Group.

Underlying issues:
There are no underlying issues to report.

Actions:
There are no specific improvement actions required.

NHS Foundation Trust

87%

15) The number of uses of the Mental Health Act
TRUST
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[ 16) Percentage of staff recommending the Trust as a place to work

] NHS

Tees, Esk and Wear Valleys

Background / standard description:
We are aiming for 60% of staff to recommend the Trust as a place to work
(agreed March 2024)

What does the chart show/context:

1,244 staff responded to the July 2024 Pulse Survey. In relation to the question
“I would recommend my organisation as a place to work”, 655 (52.65%)
responded either “Strongly Agree” or “Agree”.

The NHS Staff Survey Benchmarking report 2023, shows the “best result” was
75.43% and the “average result” was 65.59% for similar organisations.

NB: We previously identified that the number of responses being used in the
calculation was not consistent. Whilst we have resolved the quarterly Pulse
Survey data, we are still progressing the Annual Staff Survey data.

Underlying issues:
We are not capturing the views of all our staff (approximately 15% in July Pulse
Survey); therefore, this is not a comprehensive picture.

Actions:

Organisational Development are currently visiting Trust sites to encourage staff
to complete the quarter 4 National Quarterly Pulse Survey and are actively
promoting the survey through a variety of communication channels, including
TeamTEWYV, email and Trust bulletins. Promotional activity for the Quarter 1
2025/26 survey will be undertaken in April 2025 and for the Quarter 2 survey in
July 2025. This is business as usual for the team.

NHS Foundation Trust

v 0%

70.00%

65.00%

60.00%

55.00%

50.00%

45 00%

40.00%

Percentage of Staff Recommending the Trust as a Place to Work

\_/\——/\/\/

Jul-21 Oct-21 Jan-22 Apr-22 Jul-22 Oct-22 Jan-23 Apr-23 Jul-23 Oct-23 Jan-24 Apr-24 Jul-24

=—g=[ercentage of Staff Recommending the Trust as a Place to Work ~ ==e==Standard

* Please note the survey is only undertaken once a quarter . The National
Staff Survey (annual) is October each year; the National Quarterly Pulse
Survey is the months of January, April and July
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17) Percentage of staff feeling they are able to make improvements happen in their ] NHS|

area of work

Tees, Esk and Wear Valleys

Background / standard description:
We are aiming for 65% of staff to feel they are able to make improvements happen
in their area of work (agreed March 2024)

What does the chart show/context:

1,244 staff responded to the July 2024 Pulse Survey. In relation to the question I
am able to make improvements happen in my area of work”, 780 (62.70%)
responded either “Strongly Agree” or “Agree”.

The NHS Staff Survey Benchmarking report 2023, shows the “best result” as
67.81% and the “average result” as 61.37% for similar organisations.

NB: We previously identified that the number of responses being used in the
calculation was not consistent. Whilst we have resolved the quarterly Pulse
Survey data, we are still progressing the Annual Staff Survey data.

Underlying issues:
We are not capturing the views of all our staff (approximately 15% in July Pulse
Survey); therefore, this is not a comprehensive picture.

Actions:

Organisational Development are currently visiting Trust sites to encourage staff to
complete the quarter 4 National Quarterly Pulse Survey and are actively promoting
the survey through a variety of communication channels, including TeamTEWYV,
email and Trust bulletins. Promotional activity for the Quarter 1 2025/26 survey will
be undertaken in April 2025 and for the Quarter 2 survey in July 2025. This is
business as usual for the team.

NHS Foundation Trust

vy 0%

Percentage of Staff Feeling they are able to make Improvements
happen in their area of work

70.00%

65.00%
60.00% ._‘_*’.___’_'_/‘—4—*—4\\/
55.00%
50.00%
45.00%
40.00%

Jul-21 Oct-21 Jan-22 Apr-22 Jul-22 Oct-22 Jan-23 Apr-23 Jul-23 Oct-23 Jan-24 Apr-24 lul-24

== Percentage of Staff Feeling they are able to make Improvements happen in their area of
work

=g Ctandard

* Please note the survey is only undertaken once a quarter . The National
Staff Survey (annual) is October each year; the National Quarterly Pulse
Survey is the months of January, April and July
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] Tees, Esk and Wear Valleys

NHS Foundation Trust

[ 18) Staff Leaver Rate

Background / standard description: v
We are aiming for our staff leaver rate to be no more than 11% (agreed June 2024). VY 87%

What does the chart show/context:
From a total of 7,316.42 staff in post, 791.67 (10.82%) had left the Trust in the 12- 1) St Lenver Rt @
month period ending December 2024. TRUST

There is special cause improvement at Trust level and for most Directorates in the
reporting period. However, there is special cause concern for the Assistant Chief
Executive Directorate, Health & Justice and Mental Health Services for Older People .
within DTVFCG and Children & Young Peoples Services within NYYSCG (the .
directorates have confirmed there are no underlying issues).

Reasons our staff have told us why they are leaving, include: s e,
» Staff wanting a new challenge 1 %

* Promotion .

+ Role not being as expected L, A B o B A B BB

»  Work-life balance/wellbeing

+ Management/team relationships

* Workload

ActalDea —thean Cortrol Lt Cortrol Link. = Torget Specil cause concenn @ Special cause improvement

Underlying issues:
There are no underlying issues to report.

Actions:
There are no specific improvement actions required.
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[ 19) Percentage Sickness Absence Rate

Background / standard description:
We are aiming for sickness absence to be no more than 5.5% (agreed March 2024)

What does the chart show/context:
There were 225,258.38 working days available for all staff during November (reported
month behind); of those, 14,779.27 (6.56%) days were lost due to sickness.

There is no significant change at Trust and for most Directorates in the reporting
period. There is special cause concern for Corporate Affairs & Involvement; however,
the Directorate has confirmed there are no underlying issues. There is also special
cause concern for Adult Mental Health Services within Durham, Tees Valley and
Forensic Care Group and Management within North Yorkshire, York & Selby Care
Group; however, the directorates have confirmed there is no actual concern.

National Benchmarking for NHS Sickness Absence Rates published 9" January 2025
(data ending August 2024) for Mental Health and Learning Disability organisations
reports the national mean (average) for the period shown is 5.53% compared to the
Trust mean of 6.08%, with the Trust ranked 31 of 48 Mental Health Trusts (1 being
the best with the lowest sickness rate).

Underlying issues:

» Impact of organisational processes on sickness (eg disciplinary process)

» Sickness audits have shown that the Short-Term Sickness Procedure is not being
consistently followed through Trust services.

Actions:

* NYYSCG Principal People Partner to present a report on the findings of the
sickness audits, including recommendations, to the North Yorkshire York & Selby
Care Group by the end of December 2024. (Not completed) The report will be
presented to Care Group Board in January 2025.

* NYYSCG Principal People Partner has reviewed causes of long-term sickness to
identify the impact of organisational processes. The findings were presented to
the Care Group Governance Meetings in December 2024 (Completed)

» Principal People Partners to oversee the refresh of the sickness audit tool to
ensure it fully captures adherence to the sickness procedure. This work will be
completed by end of January 25.

* 2

93%

19) Percentage Sickness Absence Rate (month behind)
TRUST

NHS

J Tees, Esk and Wear Valleys

NHS Foundation Trust

Actial Data
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[ 20) Percentage compliance with ALL mandatory and statutory training

] NHS

Tees, Esk and Wear Valleys

Background / standard description:
We are aiming for 85% compliance with mandatory and statutory training

What does the chart show/context:
167,072 training courses were due to be completed for all staff in post by the end of
December. Of those, 144,871 (86.71%) were completed.

There is special cause improvement at Trust level and for most Directorates in the
reporting period. There is special cause concern for Estates & Facilities Management;
however, above standard. There is also special cause concern for Management in
Durham, Tees Valley & Forensic Care Group.

As at the 315t December 2024, by exception compliance levels below 85% are shown in
the bottom right-hand table. We are currently focusing on the lowest 5 compliance levels.

Number Total %

Compli ber  Compli
1) TRUST FINANCING 385 649 59.32%
2) COMPANY SECRETARY 128 157 81.53%
3) THERAPIES 2541 2998 84.76%

4) NORTH YORKSHIRE, YORK AND SELBY 35980 42380 84.90%

Underlying issues:

« A significant number of Bank staff (Trust Financing) have not completed Information
Governance Data Security training; the majority of which are not actively working.

« The volume of courses that staff have to complete is extremely time consuming and
above the current headroom calculation.

« Staff and managers have reported that a number of competency profiles are incorrect,
which makes it difficult to understand actual compliance.

« Staff and managers find it difficult to monitor compliance due to a variety of information
sources.

Actions:

+ Temporary Staffing Manager to ensure the outstanding Information Governance
training for Bank Staff is undertaken by the end of December 2024. (Not Completed)
Notifications have been sent to all outstanding workers. Revised timescale to be
confirmed.

« Temporary Staffing Team to target inactive Bank workers from January 2025, to ensure
that any worker can only pick up a shift if they are fully compliant with training.

« Company Secretary team leaders to consider how compliance can be achieved by the
end of January 2025.

% B

NHS Foundation Trust

93%

20) g/ pli with ALL y and statutory training (snapshot) 0
TRUST _

Achual et —iean CortrolLint Cortrol Lk = Torget Sposial cause concen @ Special cause provemert

Actions continued:

DTVFCG Management to review outstanding training and
ensure any face to face is booked as soon as possible
and any online training is completed as a priority.
Executive Director of Therapies to ensure outstanding
training is undertaken by the end of February 2025,
where possible.
A review of the process of adding new courses or a
change to an existing course has concluded in December
2024. (Completed)
A session with lead Directors and subject experts took
place on the 6th January 2025 with a view to optimise,
rationalise and reduce the training portfolio. (Completed)
A systematic review of the various training courses
started with Immediate Life support (ILS) at the beginning
of January 2025.
An action plan has been developed, which will rationalise
the training portfolio. Actions include reducing the
duration and frequency of some competencies and the
removal of others. Work on the action plan, led by the
Subject Matter Experts and the Education & Training
Team. will start in January 2025 and will be overseen by
the new Training & Education Governance Group.

35



[ 20) Percentage compliance with ALL mandatory and statutory training

Lowest 5 Compliance

Background / standard description:
We are aiming for 85% compliance with mandatory and statutory training

What does the table show/context:
We have 18 courses that are currently below the standard. We are currently focusing
on the lowest 5 compliance levels.

The trajectory for Resuscitation — Level 3 — Adult Immediate Life Support — 1 Year has
not been achieved and we are now expecting to achieve 81% compliance by the end of
March 2025, pending the release of new training dates in April.

Underlying issues:

Staff unable to be released to attend training (high DNA rate)

Reduced capacity for Positive & Safe training courses to manage the backlog
Lack of suitable training rooms within North Yorkshire

Incident Reporting Level 1 is currently not available on ESR to complete and there
are not enough face-to-face courses available.

Actions:

Training Department are actively following up all staff who do not attend their training
sessions.

The training portfolio for Positive & Safe is to be reviewed in line with the addition of
courses for Trust Welcome. Originally planned for the end of September 2024 this
will be implemented from January 2025.

Extra dates have been added to support Incident Reporting Level 1 training, and E-
Learning is expected to be available by the end of November 2024. (Not
completed) Work to create the e-learning will be completed by the end of February
2025.

Education & Training Team will work with Managing Directors and Directors of
Operations to support any lack of training rooms in North Yorkshire as they arise.
Workforce Development Lead to complete a capacity and demand exercise for all
face to face or Microsoft Teams training to identify any gaps and to support the
production of trajectories for the year. This will be completed by the end of January
2025.

Daily reviews of staffing are in place across the Care Groups to ensure that the right
staff with the right training are in place to respond to any issues that arise, and staff
will be moved to ensure we have the right skill mix available on our wards.

1) Incident Reporting Level 1
2) Positive and Safe Care Level 2 Update™
3) Resuscitation - Level 1- 1Year™
4) Rapid Tranguilisation 1
5] Positive & Safe Care Level 1*
6) Resuscitation - Level 3 - Adult Immediate Life Support - 1 Year™
7) Resuscitation - Level 2 - Adult Basic Life Support - 1 Year*
8) Safe Prescribing
9) Moving and Handling - Level 2 - 2 Years
10} Infection Prevention and Control - Level 2- 1 Year
11) Annual Medicines Optimisation Module
12) MCA - MCA and Young People Aged 16/17
13} Mental Health Act Level 2
14) MCA - Relationship Between MCA and MHA
15) MCA - Restraint
16) Rapid Tranquilisation 2
17) MCA - Deprivation of Liberty
18) Controlled Drugs - Inpatient

Number

C

NHS

J Tees, Esk and Wear Valleys

NHS Foundation Trust

Total

h

C

%

5085
1170
1706
208
3046
666
1468
229
727
4989
1799
755
3219
3434
3438
436
3477
469

*Indicates face to face learning ** face or face via MST

7827
1786
2594
300
4336
943
2015
294
917
6167
2218
929
3953
4176
4172
583
4168
354

p

64.97%
65.51%
65.77%
69.33%
69.33%
70.63%
72.85%
77.83%
79.28%
80.30%
31.11%
81.27%
81.43%
82.23%
82.41%
33.08%
83.42%
84.66%
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[ 21) Percentage of staff in post with a current appraisal

] NHS

Tees, Esk and Wear Valleys

Background / standard description:
We are aiming for 85% of staff in post with a current appraisal

What does the chart show/context:

Of the 6,874 eligible staff in post at the end of December; 6019 (87.56%) had an

up-to-date appraisal.

There is special cause improvement at Trust level and for most areas in the
reporting period. Whilst there is special cause improvement for Digital & Data
Services and Mental Health Services for Older People in NYYSCG and there is no
significant change for Estates & Facilities Management, decreasing positions are

seen.

As at the 31t December 2024, by exception compliance levels below 85% are as

follows:
Number Total %
C rl. t N b c L
1) COMPANY SECRETARY 7 14 50.00%
2) CAPITAL PROGRAMME 7 10 70.00%
3) CORPORATE AFFAIRS AND INVOLVEMENT 30 38 78.95%
4) THERAPIES 35 42 83.33%
5) ESTATES AND FACILITIES MANAGEMENT 333 392 84.95%

Underlying issues:

*  We have a small number of directorates not achieving standard (see above).
* A number of NYYSCG staff are aligned to an incorrect service on ESR.

Actions:

+ The Company Secretariat has been impacted by staff absence on which EDG
are fully cited. Team leaders to consider how compliance can be achieved by

the end of January 2025.

» OQutstanding appraisals will be undertaken in Capital Programme and Therapies

by the end of February 2025.

» OQutstanding appraisals were to be undertaken in Corporate Affairs &
Involvement by the end of December 2024. (Not Completed) All outstanding

will be completed by the end of February 2025.

» Outstanding appraisals were to be undertaken in Estates & Facilities
Management by the end of December 2024 (delayed from November). (Not
Completed) noting as at the 7t January 2025, the directorate is achieving 85%.

» OQutstanding appraisals will be undertaken in DTVFCG Children & Young

Peoples Services by the end of January 2025.

NHS Foundation Trust

93%

* B

21) Percentage of staff in post with a current appraisal (snapshot) e
TRUST

Actions continued:

+ It has been identified that in NYYSCG a group of staff are
incorrectly aligned on ESR. Medical Staffing to realign the staff
by the end of January 2025.

+ Associate Director of Improvement & Redesign to provide

further advice and guidance on how to log appraisals (and

supervision) on TEWVVision by the end of March 2025.

The new Appraisals Procedure has been developed and will

be presented at Joint Consultative Committee in December

2024. (Completed)
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[22) Number of new unique patients referred

] NHS

Tees, Esk and Wear Valleys

What does the chart show/context:

7379 patients referred in December that are not currently open to an existing

Trust service.

There is no significant change at Trust and Care Group level in the reporting
period. However, there are a number of unexpected shifts of referrals. There are
low shifts for Children & Young Peoples Services and Health & Justice within
Durham, Tees Valley & Forensic Care Group and for Mental Health Services for
Older People within North Yorkshire, York & Selby Care Group; the Care Groups

have confirmed there are no underlying issues.

Underlying issues:
There are no underlying issues to report.

Actions:
There are no specific improvement actions required

% B

NHS Foundation Trust

93%

22) Number of new unique patients referred
TRUST
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[23) Unique Caseload (snapshot)

What does the chart show/context:

63,600 cases were open, including those waiting to be seen, as at the end of
December 2024; 53132 were active.

There is special cause concern at Trust level and for Durham, Tees Valley & Forensic
Care Group in the reporting period (including in AMH and CYP in that Care Group).
There is also special cause concern for ALD and H&J; however, the service has
confirmed there is no actual concern. Whilst there is no significant change for North
Yorkshire, York & Selby Care Group, there is special cause improvement for ALD and
AMH. There is also special cause improvement for MHSOP and SIS within Durham,
Tees Valley & Forensic Care Group.

The new SPC chart representing Active Caseload (excluding patients waiting for first
contact) shows no significant change at Trust level and for Durham, Tees Valley &

Forensic Care Group and there is special cause improvement for North Yorkshire,
York & Selby Care Group.

Underlying issues:

Whilst there is special cause concern in Unique Caseload, the new Active Caseload
measure demonstrates no significant change; however, given this is a new measure
we are unable to confirm whether there is any cause for concern at specialty level.

Actions:

+ Business Intelligence teams to develop a supporting measure for active caseload by
the end of December 2024. (Completed)

+ Business Intelligence team to promote the Active Caseload measure within the
Integrated Information Centre by the end of January 2025, which will support the
identification of any issues at specialty level.

* Findings of the caseload deep dive on CYP services have been shared with the

Care Groups who will now collectively agree next steps by the end of January 2025
and present back to EDG.

* 8

3%

23) Unique Caseload (snapshot)
TRUST

NHS

Tees, Esk and Wear Valleys
NHS Foundation Trust

vvvvv

The below chart represents the active caseload, excluding
patients waiting for their first contact.
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[24) Financial Plan: SOCI - Financial Performance — (Surplus)/Deficit J

What does the data show/context:

The financial position to 315t December 2024 against which Trust performance is assessed is a deficit of £2.128m
which amounts to a £0.905m favourable variance against plan. The Trust submitted a breakeven plan for 2024/25
which assumes delivery of challenging 4.5% or £21.78m Cash Releasing Efficiency Schemes (CRES).

Agency expenditure for the year to date is £7.87m, which is £1.57m below plan and showing a continued
downward trajectory. In month costs were £0.39m which is a decrease of £0.40m from prior month, and well below
the national cap of 3.2% of paybill; being 2.15% in month, and 2.74% year to date. The Trust has achieved
significant agency WTE and expenditure reductions since April 2023. This reflects sustained impacts from actions
to exit non-clinical agency assignments, reducing costs relating to complex care packages following the discharge
of a small number of adults with a learning disability, and reducing inpatient agency headcount. Ongoing usage
includes high premia rate locum costs for cover of Health and Justice nursing and Trustwide medical vacancies.
The Temporary Staffing Service is now supporting incremental rate reductions in the former. The trust continues to
have no off-framework agency assignments.

Independent sector beds - the Trust used 151 non-Trust bed days in month (201 in November); a decrease of 50
bed days compared with the previous month. Year to date costs were £0.87m, which includes estimates for
unvalidated periods of occupancy and average observation levels pending billing and is £0.46m below plan. This
remains a key area of volatility, and consequently clinical and management focus including through the Urgent Care
Programme Board (chaired by the Managing Director for DTVF) is required. Bed pressures, including from
elevated numbers of those who are clinically ready for discharge, mean that sustaining low (and delivering nil
targeted) independent sector bed utilisation remains very challenging. It is hoped that new OPEL and bed
management processes (Monday to Friday) will support optimal daily management and flow.

Taxis and Secure Patient Transport costs were £1.80m (£201k average run rate) to 315t December compared to
a plan, based on exit run rates, of £178k per month (or £1.602m for 9 months), and a £201k adverse variance to
plan. Annual costs for 2023/24 were £2.675m, which was £1.0m higher than plan, and equated to a monthly
average run rate of £223k. A quality improvement event was held in 2023 which recommended grip and control
actions and development of a new policy. Due to limited sustained impact an improvement workshop took place on
20t November including both Care Groups and corporate teams. Procurements for both taxis and secure transport
are expected to reduce unit costs / improve oversight during the later stages of 2024/25.

2024/25 plans assume delivery of 4.5% £21.78m Cash Releasing Efficiency Savings (CRES) for the year, with
£15.7m plans being recurrent and £6.055m non—recurrent. £2.055m unidentified non-recurrent CRES assumed at
plan has now been fully identified from corporate, estates/facilities and central directorates. Year to date CRES are
£0.236m ahead of plan, but with recurrent schemes delivering £0.484m lower, and non-recurrent schemes
delivering £0.721m higher, than planned.

@,
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[24) Financial Plan: SOCI - Financial Performance — (Surplus)/Deficit

Tees, Esk and Wear Valleys

NHS Foundation Trust

] NHS

Pay Awards for colleagues were paid in Months 7 and 8. Whilst tariff-based national funding was received for pay awards, this does not cover the
higher impact for non-acute providers of our higher pay cost weight. Additional non-recurrent funding was received from Commissioners in 2024/25 to
mitigate the impact in-year. Plans have been adjusted to reflect the additional tariff-based income and expenditure, to better reflect the funded position.

Underlying issues:

We need to reduce bed occupancy, including through reduced lengths of stay, to reduce reliance on independent sector beds. This will require
support from local authority system partners, including due to rising and sustained high levels of patients who are clinically ready for discharge.

We recognise that high occupancy, safe staffing requirements and agency expenditure are impacting our financial plan, with ward staffing remaining
above funded levels. Agency price cap breaches at premia rates, with 42% of (a reducing number of overall) agency shifts being above price cap, are
impacting overall value for money, with medical and Health and Justice vacancy hotspots.

We need to deliver CRES schemes to achieve our financial plan and deliver recurrent programmes to address our underlying financial pressures.

Actions:

Please see actions within measures 08) Bed Occupancy (AMH & MHSOP A & T Wards) and 09) Number of inappropriate OAP bed days for adults
that are ‘external’ to the sending provider.

The revised PIP for e-Roster effectiveness focuses on having 80% of rotas published in line with the Trust target and 80% of teams achieving target
for annual leave level loading by the 15t July 2024. We achieved 83% of rotas published which is marginally better than the Trust target of 80%.
However, the action on annual leave level loading was not completed and approval is sought for a further extension to the end of March 2025 (from
October 2024).

The Agency Reduction PIP is progressing. Three actions have been completed and have had the desired impact: an increased number of bank
workers to reduce Health Care Assistant Agency usage in DTVFCG, a review of the outsourcing timeframes within DTVFCG, and an increased
number of bank workers to reduce Health Care Assistant Agency usage in NYYSCG. In DTVFCG work to reduce the number of shifts filled by
agency has been completed and whilst the desired 23% reduction has not been achieved, there has been a 15% reduction. The cessation of
accommodation costs has not been completed and an extension is requested to the 30" September 2025. An additional action to re-negotiate rates
of pay with framework agencies for Health & Justice registered nurses and all new Health & Justice registered nurses to be within price caps will not
be completed by the 31st January 2025 and an extension is requested to the end of September 2025.

An Efficiency Hub oversees delivery of CRES and provide support to Care Groups / Directorates.

In addition to delivery of identified in-year CRES, the Efficiency Hub will provide support to enable focus on key strategic financial recovery actions
including to manage and reduce over-establishments, track benefits from International Recruitment, ensure the efficient rostering of inpatient staffing
and linked to inpatient occupancy, flow and Out of Area Placements. It will also support the transformation programmes to identify and realise
associated benefit.

Information on workforce costs and Whole Time Equivalents (WTE) has been enhanced and is being shared to support a renewed focus on driving
cost efficiency.
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[25a) Financial Plan: Agency expenditure compared to agency target ]

What does the data show/context:

Year to date agency costs of £7.87m at Month 9 are £1.57m below plan. In-month expenditure of £0.39m is £0.56m lower
than plan and £0.4m less than in month 8.

NHS planning guidance for 2023/24 introduced system agency cost caps of 3.7% pay bill, reducing to 3.2% pay bill for the
current financial year. Performance in month was 2.15%, and 2.74% for the year to date, having reduced from around 4.5%
on average through 2023/24 and 5.4% on average through 2022/23.

Reducing reliance on agency shifts and on medical / health and justice shifts paid above national price caps remains a key
focus. Agency shifts have reduced by the equivalent of 159 worked Whole Time Equivalent (WTE) since April 2023 (240
WTE) to December 2024 (81 WTE), and related annualised premia reduced from £4.0m in April 2023 to £2.4m in
December 2024 (£1.6m reduction). Whilst the trend for medical WTE and price cap breaches was broadly positive between
April 2023 and December 2024, assignments increased in October 2024, going against trend and impacting premia
incurred. With that exception, run rates demonstrate the positive impacts from actions taken to date and the benefit from
sustained focus to improve framework compliance and reduce numbers of shifts filled using agency.

The Trust’s ability to reduce temporary (including agency) staffing reliance will in part link to sustained management of
sickness absence, but equally to net new recruitment (including to medical, qualified nursing, inpatient, and health and
justice hot spots), securing alternative whole system models of care for specialist adult learning disability packages of care
and reducing occupancy linked to increasing levels of patients who are clinically ready for discharge and require support to
effect discharge.

We recognise that volume pressures and rate premia associated with agency expenditure are significantly impacting our
financial plan. To address this, we developed a Performance Improvement Plan to track actions being taken to support
improvement and increased assurance (Please see measure - 24) Financial Plan: SOCI - Final Accounts — (Surplus) /
Deficit).

Underlying issues:

We need to continue to ensure a sustainable permanent workforce, including in key shortage professions including medical
and nursing (the latter notably to tackle price cap breaches in Health and Justice), to manage high occupancy levels and
delayed transfers from inpatient wards (including with system collaboration) and to use temporary staffing more optimally
including through improved rostering and by regularly reviewing our safer staffing levels relative to clinical need.

Actions:

The Executive Directors Group (formerly Executive Workforce and Resources Group) will oversee the following actions to

improve rostering:

» Re-visit roster rules to ensure optimal rosters and equity for colleagues: This work is ongoing and is reviewed in the
monthly safe staffing meeting. Training is being provided for teams to optimise their use of the roster. Care Groups are
being asked to hold monthly governance meetings reviewing roster KPIs such as timely publications of rotas and
management of headroom.

» Develop roster training programme (ran 3 x weekly January to March 2024) — Planned Programme Completed and
extended on an ongoing basis.
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[25b) Agency price cap compliance J

What does the data show/context:

1,526 agency shifts were worked in December 2024, with 940 shifts compliant (62%) and 586 non-compliant (38%)
(prior month 1,085 shifts compliant or 60% and 722 non-compliant or 40%) with national price caps.

Most price cap breaches during 2024/25 have related to medical or prison nursing cover for hard to fill vacancies. In
month 76% of non-compliant shifts (93% by value of breaches) are medical and 22% of non-compliant shifts (7% by
value of breaches) are nursing. Of the nursing agency breaches, 98% of shifts relate to prisons (99.81% by value of
breaches). Medical shifts breaching decreased from 541 shifts in November to 445 in December 2024 (100% shifts
breach price cap).

270 fewer overall agency shifts were worked this month compared to last, with shifts worked being equivalent to
approximately 49 shifts per day (60 in November and 69 in October). The 270 agency shift decrease in month
includes 96 fewer medical (36% decrease), 86 fewer nursing agency (32% decrease), 13 fewer AHP agency shifts
(0.05% decrease), and 75 fewer HCA agency shifts (28% decrease). Actions are in train to review the financial forecast,
including looking at numbers of medic working days.

This reflects a reduction in total shifts worked of 1,256 (45%) over the 12 months from 2,782 shifts worked in December
2023 and a reduction of 45% or 482 shifts breaching price cap since December 2023 (1,068 shifts breached).

» The Trust’s ability to reduce price cap breaches now almost entirely stems from recruitment challenges for medical
and health and justice vacancies, but with both on downward trajectories currently.

» Further refinement of shift data relating to the above takes place up to the point that NHSE Temporary Staffing data
is submitted mid-month, which may result in minor differences between reported data.

* We recognise that volume pressures and particularly price cap breaches and rate premia associated with agency
expenditure significantly impact our financial plan. To address this, we have developed a Performance
Improvement Plan that defines the actions that are being taken to support improvement and increased assurance
(Please see measure - 24) Financial Plan: SOCI - Final Accounts — (Surplus)/Deficit).

Underlying issues:
Particularly persistent challenges relate to levels of medical staffing and prison mental health nursing vacancies
requiring cover from premia rate locum assignments which have consistently breached price caps during 2024/25.

Actions:

In addition to actions from 25a) supporting improved compliance, the Trust has approved a business case for a second
phase of International Recruitment to aim to recruit a more sustainable medical workforce (nursing business case
approved previously) and reduce reliance on higher rate agency assignments, targeting SAS locum medical
assignments initially. Medical assignments attract the highest value and percentage premia rates. Social media and
other targeted recruitment activities are seeking to attract new colleagues to Health and Justice (prison) vacancies.
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[26) Use of Resources Rating - overall score

What does the data show/context:

The overall rating for the trust is a 3 for the period ending 315t December.
The Use of Resources Rating (UoRR) was impacted by Covid-19 with national monitoring suspended. The
Trust has continued to assess the UoRR based on plan submissions compared to actual performance.

+ The capital service capacity metric assesses the level of operating surplus generated, to ensure Trusts can
cover all debt repayments due in the reporting period. The Trust has a capital service capacity rating of 4.

+ The liquidity metric assesses the number of days’ operating expenditure held in working capital (current
assets less current liabilities). The Trust’s liquidity metric is rated as 1.

+ The Income and Expenditure (I&E) margin metric assesses the level of surplus or deficit against turnover.
The Trust has an I&E margin of -0.56% which is a rating of 3.

+ The Income and Expenditure (I&E) margin distance from plan is 0.33% which is a rating of 1.

+ The agency expenditure metric assesses agency expenditure against a 3.2% cap (set by NHSE) on agency
spend as a proportion of pay. Costs of £7.87m are below plan and would therefore be rated as a 1. The
Trust’s year to date agency costs were 2.74% of pay bill.

Specifically for agency please refer to 25a) Financial Plan: Agency expenditure compared to agency target
& 25b) Agency price cap compliance.

The Trust’s financial performance results is an overall UoRR of 3 for the period ending 315t December compared
to a planned UoRR of 3.

Underlying issues:

The Trust’s forward liquidity position is of concern, including as cash balances are deployed to progress capital
programmes. As recovery actions are identified to support delivery of the Trust’s planned breakeven position
and improved agency compliance are targeted and progressed these will support achievement of the associated
individual UoRR metrics and overall UoRR rating.

Actions:
There are no specific improvement actions required albeit that the Trust’s wider financial strategy and medium
term financial plan are subject to continued review.
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[27) Cash Releasing Efficiency Savings (CRES) Performance - Recurrent

Update:

Recurrent CRES performance for the period ending 315t December was £11.286m which was below plan by
£0.48m. The previous month reported recurrent CRES was £0.64m behind plan, the £0.16m in month
improvement against plan includes the confirmed over-delivery of agency reduction CRES in Adult Mental Health
within DTVCG.

2024/25 financial plans assume delivery of 4.5% £21.78m Cash Releasing Efficiency Savings for the year. We
planned to deliver £15.7m or 3.2% recurrent Cash-Releasing Efficiency Savings (CRES) for the year.

Following the submission of our financial plan, confirmed key recurrent CRES plans include:

+ Pay schemes include actions to sustain Agency reductions in Inpatient and other clinical areas including from
improved rostering, recruitment (including International), to aim to reduce Medical Locum (high premia rate)
usage and to address over spending due to over establishments in both Care Groups.

* Non Pay schemes including actions to eliminate Independent Sector bed reliance by Quarter 4 as well as
savings from LED Light installation, IT licences, mobile phones, printing, the appraisal system and Taxi usage.

+ Schemes that are underperforming include International Nurse recruitment (behind by £0.62m) second cohort
not progressing, LED lighting (behind by £0.27m), Over Establishment (behind by £0.29m) and EFM non-pay
(behind by £0.20m).

Underlying issues:
We need to deliver recurrent CRES schemes to achieve our in-year financial plan and improve our underlying

financial sustainability. Delivery of CRES non-recurrently increases the CRES requirement the following the year.

Actions:
Please see measure - 24) Financial Plan: SOCI - Final Accounts — (Surplus)/Deficit.
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[28) Cash Releasing Efficiency Savings (CRES) Performance — Non-Recurrent

Update:
Non Recurrent CRES performance was ahead of plan by £0.72m for the period ending 31t December, with
£2.95m having being achieved.

2024/25 plans assume delivery of 4.5% £21.78m Cash Releasing Efficiency Savings for the year.

The Trust planned to deliver £6.055m or 1.25% of non-recurrent Cash-Releasing Efficiency Savings (CRES) for
the year.

£4.0m of non-recurrent CRES had been identified in the plan, which left £2.055m to be identified. This has now
been fully identified from corporate, estates/facilities and central directorates. Work is ongoing to assess whether
any of the additional schemes are recurrent schemes, potentially offering some mitigation to recurrent under
performance.

Of the £0.72m overachievement year to date, £0.60m reflects non-recurrent mitigation of the Over Establishment
Target, with an additional £0.073m reflecting a negotiated water rebate.

Underlying issues:
It has been essential to target non-recurrent CRES to aim to target a broadly break even plan, however reliance
on non-recurrent schemes leave an underlying unmitigated financial challenge moving ahead beyond 2024/25.

Actions:

Financial Planning activities will confirm the extent to which the same actions can be delivered recurrently (or non-
recurrently) and any other scope to deliver new non-recurrent CRES in 2025/26 to mitigate underlying financial
pressures.
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[29) Capital Expenditure (Capital Allocation)

What does the data show/context:

Capital expenditure was £3.96m at the end of December and less than allocated by £1.70m.

£8.51m 2024/25 capital schemes were approved for funding from nationally allocated capital delegated via North
East and North Cumbria Integrated Care Board (ICB). An additional allocation of £0.42m was approved by the
ICB in July, resulting in a total capital allocation of £8.93m for 2024/25.

The Trust secured £2.14m of additional cash-backed central funding in 2024/25 to improve Information systems
and assist creating our Mental Health hub in North Yorkshire. This is not included in performance measurement
against the £8.93m capital allocated to the Trust through North East and North Cumbria ICB.

This means the Trust’s aggregate capital programme for 2024/25 is £11.43m (including £0.37m PFI life-
cycle).

The underspending for the year to date is linked to slippage against schemes and will be managed, including
with Integrated Care System Partners, within this financial year.

Underlying issues:
There are no underlying issues to report in year, however reducing liquidity and the availability of Trust cash and
increasingly constrained national and regional capital allocations relative to need are of concern going forward.

Actions:

A key focus is on the milestone tracking of Programmes, with significant oversight now needed to ensure
commitment of resources in the remaining 3 months of the financial year. Any anticipated delays to planned
inpatient environment schemes are communicated to the Environmental Risk Group to manage any associated
risks.
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[30) Cash balances (actual compared to plan)

What does the data show/context:

The Trust had cash balances of £51.31m at the end of December 2024 which exceeded planned cash balances
of £48.78m by £2.44m (favourable variance).

» This is mainly linked to the slippage in the capital programme and the favourable revenue plan variance, offset
by central funding not yet received for capital projects. Cash is expected outturn in line with plan for 2024/25.

» The Trust has achieved a combined Better Payment Practice Code (BPPC) compliance of 95.2% to date for
the prompt payment suppliers, which is ahead of the 95% target. We continue to support the use of Cardea to
make processes as efficient as possible, and to ensure suppliers are paid promptly.

» The value of debt outstanding at 31 December 2024 was £1.82m, with debts exceeding 90 days amounting to
£0.55m (excluding amounts being paid via instalments and PIPS loan repayments). Progress continues to be
made to receive payment for older debts. No outstanding debts have been formally challenged.

Underlying issues:

In addition to information at measure 24) Financial Plan: SOCI - Final Accounts — (Surplus)/Deficit, the Trust
needs to expend significantly more via its annual capital programme budget than is generated internally from
depreciation, meaning the Trust’s annual cash reserves are gradually reducing.

Cash has decreased linked to the year-to-date deficit position on revenue budgets, and because capital payments
exceed cash generated internally from depreciation charged in year.

Actions:
See actions at measure 24) Financial Plan: SOCI - Final Accounts — (Surplus)/Deficit.
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[Which strategic goal(s) within Our Journey to Change does this measure support?

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

Goal 1 - To Co-Create a great

Goal 2-To Co-Create a

Goal3-Tobea

Measure experience for our [_:intients-, great Experience for TR
carers and families our Colleagues

1 |Percentage of Patients surveyed reporting their recent experience as very good or good v v
2 |Percentage of carers reporting that they feel they are actively invobred in decisions about the care and v v

treatment of the person they care for
3 |Percentage of inpatients reporting that they feel safe whilst in our care v v
4 |Percentage of CY'P showing measurable improwvement following treatment - patient reported v
5 |Percentage of Adulte and Older Perzons showing measurable improvement following treatment - patient W

reported
§ |Percentage of CY'P showing measurable improwvement following treatment - clinician reported v v
7 |Percentage of Adulte and Older Perzons showing measurable improvement following treatment - clinician W v

reported
2 |Bed Occupancy (AMH & MHSOP Assessment & Treatment Wards) v v v
5 |Mumber of inappropriate OAP bed days for adults that are ‘external to the sending provider W
10 | The number of Patient Safety Incident Investigations reported on STEIS v v
11 |The number of Incidents of moderate or severe harm v
12 |The number of Restrictive Intervention Used v v
13 |The number of Medication Errors with a severity of moderate harm and above W
14 |The number of unexpected Inpatient unnatural deaths reported on STEIS v v
15 |The number of uses of the Mental Health Act v
16 |Percentage of staff recommending the Trust as a place to work v v v
17 |Percentage of staff feeling they are able to make improvements happen in their area of work v v v
18 |Staff Leaver Rate v v v
19 |Percentage Sickness Absence Rate W v v
20 |Percentage compliance with ALL mandatory and statutory training v v v
21 |Percentage of staff in post with a current appraisal v v v
22 |Mumber of new unigue patients referred W v v
23 |Unigue Caseload (snapshot) W v
24 |Financial Plan: S0CI - Final Accounts - Surplus/Deficit
25 |Financial Plan: Agency expenditure compared to agency target
26 |Agency price cap compliance
27 |Use of Hesources Rating - overall score
28 |CRES Performance - Recurrent
25 |CRES Performance - Non-Recurrent
30 |Capital Expenditure (CDEL)
31 |Cash balances (actual compared to plan}
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" Which risk(s) within our Board Assurance Framework does this measure
. support/provide assurance towards?
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1 |Percentage of Patients surveyed reporting their recent experience as very good or good v v v v v
2 |Percentage of carers reporting that they feel they are actively involved in decisions about the care and treatment of the person they care for v v v v
3 |Percentage of inpatients reporting that they feel safe whilst in our care v v v v
4 |Percentage of CYP showing measurable improvement following treatment - patient reported v v v v v v v v
5 |Percentage of Adults and Older Persons showing measurable improvement following treatment - patient reported v v v v v v v v
6 |Percentage of CYP showing measurable improvement following treatment - clinician reported v v v v v v v v
7 |Percentage of Adults and Older Persons showing measurable improvement following treatment - clinician reported v v v v v v v v
8 |Bed Occupancy (AMH & MHSOP Assessment & Treatment Wards) v v v v v v
9 |Number of inappropriate OAP bed days for adults that are ‘external’ to the sending provider v v v v v v
10| The number of Patient Safety Incident Investigations reported on STEIS v v v v v v
11|The number of Incidents of moderate or severe harm v v v v v v
12|The number of Restrictive Intervention Used v v v v v v
13|The number of Medication Errors with a severity of moderate harm and above v v v v v v
14| The number of unexpected Inpatient unnatural deaths reported on STEIS v v v v v v v
15|The number of uses of the Mental Health Act v v v v v
16|Percentage of staff recommending the Trust as a place to work v v v v v v v
17|Percentage of staff feeling they are able to make improvements happen in their area of work v v v v v v
18| Staff Leaver Rate v v v v v
19|Percentage Sickness Absence Rate v v v v v
20|Percentage compliance with ALL mandatory and statutory training v v v v v v v v
21|Percentage of staff in post with a current appraisal v v v v v
22|Number of new unique patients referred v v v v v v v
23|Unique Caseload (snapshot) v v v v v v v v
24|Financial Plan: SOCI - Final Accounts - Surplus/Deficit v v v v v v
25|Financial Plan: Agency expenditure compared to agency target v v v v v v
26|Agency price cap compliance v v v v
27|Use of Resources Rating - overall score v v v v v v
28|CRES Performance - Recurrent v v v v v v
29|CRES Performance - Non-Recurrent v v v
30(Capital Expenditure (CDEL) v v v v v v
31|Cash balances (actual compared to plan) v v v v v
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National Quality Standards and Mental Health Priorities Headlines NHS
Tees, Esk and Wear Valleys

NHS Foundation Trust

—
-

* 72 hour follow up Achieved target in all areas.
» EIP waiting times We have failed target in Vale of York and there is no significant change; however, we have achieved target in all other areas.
» Talking Therapies waiting times (6 and 18 weeks) Achieved target in all areas.

+ Child Eating Disorders waiting times: Whilst we have failed target in all areas for routine referrals, there is special cause improvement indicated in
the SPC charts. We have failed target in all areas for urgent referrals and there is cause for concern in North Yorkshire and Vale of York; however,
there is no significant change in County Durham and improvement in Tees Valley. These are not areas of concern as the reasons were patient choice,
patients required hospital admission, data quality and CITO issues; the latter of which have been addressed.

» Talking Therapies: 15t to 2" treatment waits — We have failed target in all areas except for North Yorkshire. There is no significant change for Vale
of York and cause for concern in County Durham and Tees Valley. Reliable Recovery We have failed target in County Durham and there is no
significant change. Reliable Improvement failed targets in County Durham and Tees Valley and there is no significant change.

» Children: 1 contact We have failed target and there is special cause concern in all areas. Paired Outcomes failed target and no significant change
in all areas, except for County Durham where there is special cause concern.

» Access to transformed community services We have failed target in County Durham, however achieved target in Tees Valley; there is special
cause improvement for both areas as an increased number of PCNs (all in Tees Valley) have now completed transformation. We have failed target
and there is special cause concern in North Yorkshire and Vale of York.

» Active OAP (inappropriate) Achieved target in both areas.

» Specialist Community Perinatal Mental Health (PMH) services We have achieved target in County Durham and Tees Valley. We have failed
target in North Yorkshire and Vale of York; however, there is special cause improvement in both areas.

*All headlines are based on financial year to date unless otherwise stated.
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* 72 Hour Follow Up » EIP Waiting Times (Vale of York)
» Talking Therapies waiting times (6 and 18 weeks) » Talking Therapies 1st to 2nd treatment (County Durham, Tees Valley, Vale of York)
» Active OAP (Inappropriate) » Talking Therapies Reliable Recovery (County Durham)

+ Talking Therapies Reliable Improvement (County Durham & Tees Valley)

+ CYP 1 contact

+ Childrens Paired Outcomes

» Access to transformed community services (North Yorkshire & Vale of York)
» Specialist Community PMH services (North Yorkshire & Vale of York)

( ]
\ )

EIP Waiting Times (Vale of York)
Originally anticipated for the end of December, it is expected the backlog of patients waiting will be addressed and new patients will start treatment within
2 weeks by the end of January 2025.

Talking Therapies:

« 1stto 2" treatment (County Durham, Tees Valley, Vale of York)

» Reliable Recovery (County Durham)

* Reliable Improvement (County Durham & Tees Valley)

A Task & Finish Group has been established to oversee a Trust-wide deep dive. Data is currently being sourced to provide a triangulated understanding
of the service from a staffing, finance, activity and clinical outcomes perspective. This will be completed by the end of February 2025 to inform the
development of a Trust-wide action plan by the end of March 2025. In addition, the Care Groups are still progressing their individual performance
improvement plans in relation to these services.
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CYP 1 contact

The 2023/24 baseline data used to develop the 2024/25 County Durham and Tees Valley plans was influenced by the short-term realignment of staff and
overtime, particularly to address screening backlogs in neurodevelopmental services. This has now ended, resulting in expected 5% lower activity
levels. The General Manager is to work with Finance to confirm the 5% drop in access is attributable to the return of staff to their substantive posts and
the cessation of overtime; this work has been delayed (from December 2024) and will now be completed by the end of January 2025. In North Yorkshire
& York, the 2023/24 baseline data was influenced by the use of a number of surge and other posts. Following the removal of these posts, the York and
Selby SPA teams were placed in business continuity. The service has recruited to all vacancies and new staff will undergo induction processes and
shadowing, and the teams are expecting to come out of business continuity at the end of January 2025. Whilst increased access is anticipated by the
end of March, achievement of the plans is not anticipated. Analysis will be undertaken to provide assurance that any reduction is directly attributable to
the removal of surge and other unfunded posts.

Childrens Paired Outcomes
The Trust-wide Outcomes Improvement Plan is being monitored on a monthly basis by EDG. The first update on progress is going to EDG on 28th
January 2025.

Access to transformed community services (County Durham, North Yorkshire & Vale of York)

In County Durham the remaining three PCNs will be transformed by the end of March 2025; however, the chart shows that were all PCNs transformed,
the target would still not be achieved. Further work has been agreed to restructure the Durham Adult Mental Health Community Teams which should
help to improve access. In North Yorkshire & York, the Ripon and Scarborough Community team are in business continuity with recovery plans in place.
Recruitment of staff is underway and in the interim, some posts have been back filled through agency staff and overtime is being offered. Data is
currently being sourced to provide a triangulated understanding of the access to our adult and older adult services. This will be completed by the end of
January 2025 to inform the identification and development of any required improvement actions.

Specialist Community PMH services (North Yorkshire & Vale of York)

The Perinatal teams are in business continuity and have a recovery plan in place. There are several key mitigating actions in place to support
improvement which are the completion of a capacity and demand exercise (first draft will be produced by the end of January 2025). A Rapid Process
Improvement Workshop was held in January, with a more efficient referral, screening and allocation process being implemented across the service.
Local leadership has been strengthened with interim cover put in place for vacancy whilst recruitment continues. The output from these mitigating
actions will inform the longer term structural and capacity requirements and any inefficiencies in process and structure.
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National Quality Standards and Mental Health Priorities Dashboard

National Quality Requirements

Percentage of Service Users under adult mental illness specialties who

Variation

Assurance

Standard
(FYTD)

Actual
(FYTD)

Annual
Standard

months)

Local Quality Requirements

Talking Therapies:Percentage of people who have waited more than 90

Variation

&

Assurance

Standard
(FYTD)

were followed up within 72 hours of discharge from psychiatric in- BO0% B3.07% BO%
patient care

Percentage of Senvice Users experiencing a first episode of psychosis or

ARMS (at risk mental state) who wait less than two weeks to start a MICEq e 60% 63.87% 60%
recommended package of care

Percentage of Service Users referred to an NHS Talking Therapies

programme who wait six weeks or less from referral to entering a course e 75% 00 g4% 75%
of NHS Talking Therapies treatment

Percentage of Service Users referred to an NHS Talking Therapies

programme who wait 18 weeks or less from referral to entering a course e o5% 100% 95%
of NHS Talking Therapies treatment

Child Eating Discrders: Percentage of Service Users designated as

routine cases who access NICE concordant treatment within four weeks 85% o0.79% 85%
(relling 12 menths)

Child Eating Disorders: Percentage of Service Users designated as urgent

cases who access NICE concordant treatment within one week (rolling 12 @ 95% 73.68% 95%

Annual
Standard

reporting period [rolling 12 months)

< <
days between first and second appointments @ 10% 30.34% 10%
Talking Therapies: F-!ell_able recovery rate for those completing a course 283 28 513 283
of treatment and meeting caseness
Talking Th ies: Reliable i t rate for th leti
alking Therapies: Reliable improvement rate for those completing a @ 7% 56 885 7%
course of treatment
MNumber of CYP aged 0-17 supported through NHS funded mental health
with at least one contact (rolling 12 months) 28797 & 28797
Per_centage of CYP closed _rEf_ErraIsJ W_Ith at Iu_zast two contacts, with a0 20.40% 205
paired outcome scores within reporting period
Access to Transformed Community Mental Health Services for Adults and
Older Adults with Severe Mental llinesses (relling 12 maonths) @ @ i dl MIETE Mgl
Active Inappropriate Adult Acute Mental Health Out of Area Placements
2 o 0

(OAPs)

Mumber of women accessing specialist community PMH services in the @ 1437 1523 1437

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust
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Percentage of Service Users under adult mental illness specialties who were The proportion of people. who wait G.weeks or less from referral to their first The proportion of CYP with ED (routine cases) that wait 4 weeks or less from
followed up within 72 hours of disch from psychiatric in-patient care IAPTtreatmentappnlntment-agamstthe rfumberolpenplewhoenter referral to start of NICE-app dtr (rolling 12 ) - Trust
1203 TRUST 120% treatment in the reporting period. 120%
Trust P
0% g ——mmmmmm—mm e a 110% s 100%
St esnt 0t . oo
80% 100% g - J 80%
............................ o ————
60% . 90%
o
.
40% 80% 20%
20% 70% 20%
i3 60% 0%
RS L R S PP R LS E R D NN RN ANANAT ORI R AT IINILE ECEREEECE LR R E R EE L LR R EEE R R TR
CScSwa cori=cgwo cokr=c5®wa > = PRI P = PR Pl = 535
5853 Y 3 8553539 3 8553539 3 PR £ EEEE R PEEELE s S S wog U cOELE>CS WAL EXUEOE S >E S WAy 2
<z 3 q‘xazg!mﬁ‘léa q.ﬁazg!.._5<23 3888% %giﬁé%ogﬂ%"Eg%giﬁéﬁogﬁﬂ&g%giﬁiﬁogﬁ 25333888533 5525833738887385858532383¢8

Organisation | Target

Trust 80% | 82.07% @ Trust 75% |geeen| o [2) @ Trust 95 [ 90.79% | (9 &) Q_ |
County Durham | 80% | 82.66% e County Durham | 75% |99.87% 2] ) County Durham | 353 | 86.36% (] ) [}
Tees Valley 80% | 81.97% @ Tees Valley 75% | 99.82% ® ) Tees Valley 553 | 94.05% ) 3] =)
Morth ¥orkshire) 80% | 84.38% e Morth Vorkshire| 75% | 99.54% (2] 5 Morth Vorkshire| osss | 81.48% | (29 &) [<]
Vale of ork | 20% | 86.00% L Valeofvork | 75% |98.16% [@] e Valeofvork | sss | 9444% | () @) o

Percentage of people experiencing a FEP(EIP) treated with a NICE approved care The proportion of people who wait 18 weeks or less from referral to their first The proportion of CYP with ED (urgent cases) that wait 1 week or less from
package within 2 weeks of referral IAPT treatment appointment against the number of people who enter referral to start of NICE-approved treatment (rolling 12 months) - Trust
100% Trust e 7 115% treatment in the reporting period. 120%
e
F i ——————————————————————————"— Trust
0% - B ' 110% 100%
» . .. a L
70% AT — = = LN i 105% 80%
60% ~ -
' = —
Y ceccessessssssssssssssssesalfeesseeeee 100% e=s—a=e- - B ol 60%
40% -
40%
30%
20% 90% 20%
10%
0% 85% 0%
LR R R R PR R A e BRESEE R R P R R R R R R R R JANIANNNANINNNNNORRNSASSRdgssdss
5SS ¥ EPEOE555o¥5 3505555395888 5FSEY§E5E5355E53335548528555533343¢8 5FS3Y3538555535355838585535325838
3 El El 53 3 E
%gE-4%0282E§3§3*<%0=523§3§3‘<3¢028 s = ZH02 Sezas = ZA02 SIS S 2802 ds="Zn0zao-dsads=-"qu0za-Ls<s=-"gwuw0z0

Organisation | Target Organisation | Target | Actual |Variation Assranc.

Trust 5% | B3.87% @ ® Trust 95% | 99.99% ] =) Trust 95% | 73.88% L b (]
County Durham | 60% | 6554% ,3 @ County Durham | 95% | 100% & 2] ] County Durham | 95% | 76.67% 3 l:_,‘ [ <]
Tees Valey a0% | 67 58% o ® Tees Valley 95% | 100% (2 [@] [] Tees Valley 95% | 92.31% > :,—: [
North Yorkshire| 60% | 67 6% ) ® North Yorkshire| 95% | 100% ,: [@)] ] Norih Yorkshire| 95% | 6364% | (- l;_,‘ [x]
Vale of York 0% 18 60% {.::3 ) Vale of York 85% |99.54% o] @ [} Vale of York 95% | 33.33% 0 i a.
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35%

25%

15%

gy &

Talking Therapies:Percentage of people who have waited more than 90 days
between first and second appointments

Organisation | Target

NHS
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NHS Foundation Trust

Reliable recovery rate for those completing a course of treatment

Trust
70%
60%
50%
40%
30%
20%
10%
0%
PO I I ]
§55:35854538¢%

Apr24
May 24

Jun 24

Jul24
Aug 24

Sep 24

Oct 24

Nov 24

Dec 24

Reliable improvement rate for those
Trust

a course of

60%

55%

50%
B S - e A - A I I I
L 25 S wmetBz g sL 55 zE s ®mesnozog
5 5 5
233240282 ¢2 323223280238

Trust <10% | 3034% | () @ =)
County Durham | <10% | 44.07% & ) )
Tees Valley =10% | 50.25% [T @ %)
MNorth Yorkshire| <10% | 8.28% [ )
Vale of York <10% | 33.66% i @ [<)

Actual |Variation |Assurance| Plan Met Actual |Variation [Assurance
Trust 48% [4851% | & @ Trust 67% | 66.88% [ [x]
County Durham | 48% | 45.95% 2] (%] County Durham | 87% | 83.47% [ )
Tees Valley 48% |49.38% D e Tees Valley 67% | 63.37% &) )
Morth Yorkshire| 48% | 50.02% ] ] North Vorkshire| 67% | 69.01% [ )
Vale of York 48% |51.83% 2 ) Vale of York B7% | 72.21% [ e
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Organisation | Target | Actual Organisation Actual ; ] Organisation | Target

Trust 29797 | 28115 @ <] Trust 22955 | 21609 @ <) Trust 1427 | 1523 ] e
County Durham | 10042 | 8715 &> a County Durham | gzeq | 6330 (3] [ ] County Durham | 456 612 @ -]
Tees Valley 11218 | 11018 & [ Tees Valley 7538 | &7IT [ @ Tees Valley 447 | 484 [}
Morth Yorkshire| 5423 | 4574 [ ] MNorth Yorkshire| 4853 | 4432 = ) ) North orkshire| 358 | 233 G o
Vale of York 3138 | 2811 2 [] Vale of York 2327 | 2088 @3 o [ Vale of York 158 134 3] [ o

Number of CYP aged T;t’;m:m‘mﬂ;;‘:mlmmu health with at Acce‘:s to Trans'urme.dCommunityMentalHealthSe.nricesfcrAdult: Number of women ing - ity PMH services in the
35 000 TRUST N wuan Older Adults with Severe Mental llinesses (rolling 12 months) 700 reporting period (rolling 12 months) @ ?
4,000 - Trust 650 County Durham
3,000 25,000 600 —
32,000 550 —a"

B O b e o R o 20,000 S0 T T - ———
e 15,000 50 S ——— =
29,000 . 200 N g
28,000
7000 10,000 250
25,000 5,000 00
25 000 250
R R I EE R I L CRE L T T TR R R RN T I R R S =
35537 RBE RREEE5R 08 580555527788 sfcidgcifegigeeiiaiis PR S R R RS R B B
€233 4302482222233 28623 2285375838838 3585235885%14

45%
40%

TRUST

Percentage of children and young people accessing mental health services,
having their outcomes measured at least twice

25%

% A ) @

20%
15%
10%

5%

Active Inappropriate Adult Acute Mental Health Out of Area Placements (OAPs)

Trust

3
6
B T R ——
2
o

Organisation | Target urance| Plan Me

Trust 40% | 2058% [ [} Trust 2 0 e [% )
County Durham | 40% | 17.64% &) &) [ County Durham 0 @

Tees Valley 40% | 24.0% & e Tees Valley : 0 @
North Yorkshire| 40% | 25.11% 2 =] North Yorkshire o @

ValeofYork | 40% | 14.76% ) ] Vale of Yok o 7 ©
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Percentage of Service Users experiencing a first episode of psychosis or ARMS (at
risk mental state) who wait less than two weeks to start a NICE-recommended

package of care — by exception

Percentage of people experiencing 2 FEP(EIP] treated with a NICE approved care
120% package within 2 weeks of referral
Wale of York 7
s
100% " .
[
0%
| w
L] -
608 =
-t .
0%
20%
0% >
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Background / standard description:

We are aiming to see 60% of service users experiencing a
first episode of psychosis or ARMS (at risk mental state)
within two weeks to start a NICE-recommended package of
care

What does the chart show/context:

During December 9 patients were placed on Early
Intervention of Psychosis (EIP) pathway; of these, 5 (55.56%)
commenced a NICE approved treatment within 2 weeks
within Vale of York.

Underlying issues:
There are no underlying issues identified.

Update:

» Originally anticipated for the end of December, it is
expected the backlog of patients waiting will be addressed
and new patients will start treatment within 2 weeks by the
end of January 2025.

+ We are developing an EIP Waiters Dashboard on our
Integrated Information Centre (1IC) with a corresponding
patient tracker list so there is oversight and full
transparency of the patients waiting and whether they have
appointments booked that can initiate treatment (Currently
this is a manual dashboard which is only updated once
each week)

NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust



Talking Therapies: Percentage of people who have waited more than 90 days Talking TherapiesPercentage of people who have waited maore than 90 days
between first and second appointments = between first and second appointments N
County Durham CINTAA . Tees Valley ™) '.\»_\::/_-
¥ - L - 4 Y . »
Background / standard description: Background / standard description:
We are aiming to have less than 10% of people We are aiming to have less than 10% of people
waiting more than 90 days between their first and waiting more than 90 days between their first and
second Talking Therapies appointment. second Talking Therapies appointment.
What does the chart show/context: What does the chart show/context:
During December 536 had a second appointment During December 83 had a second appointment
with our services, of those 314 (58.66%) people with our services, of those 50 (60.24%) people
waited over 90 days between their 15t and 2nd waited over 90 days between their 15t and 2nd
appointment within County Durham. appointment within Tees Valley.

Talking Therapies: Percentage of people who have waited more than 90 days

between first and second appointments — by exception

NHS

Tees, Esk and Wear Valleys
NHS Foundation Trust

Talking Therapies:Percentage of people who have waited more than @0 days between
first and second appointments
Wale of York

Underlying issues:

Capacity of Psychological Wellbeing Practitioner (PWP) (high levels of step 2
vacancies/absence/sickness)

High levels of people accessing Step 3 care, bypassing Step 2 appropriately

Fewer people being allocated to Computerised Cognitive Behaviour Therapy (cCBT) and workshops
due to their complexity of need

Higher demand for face-to-face appointments in specific localities

Counselling for Depression demand exceeds capacity

High levels of priority group (perinatal, veterans, high risk) patients

Actions (Trust-wide):
A Task & Finish Group has been established to oversee a Trust-wide deep dive. Data is currently being sourced to provide a triangulated understanding of
the services from a staffing, finance, activity and clinical outcomes perspective. This will be completed by the end of February 2025 to inform the
development of a Trust-wide action plan by the end of March 2025. In addition, DTVFCG have revised their PIP and have used PWP capacity to increase
treatment capacity (Completed). Further actions include a review of patient pathways and the provision of rapid access through online wellbeing groups
and cCBT, which will now be completed by the end of January 2025 (originally December 2024), along with an increase in the number of Step 2 workshops;
and improved Single Point of Access referral management processes. In NYYSCG, Care Group Directors have requested additional information regarding
the impact on quality and waiting times to inform further PIP actions; this will be completed by the end of January 2025.

Background / standard description:

We are aiming to have less than 10% of people
waiting more than 90 days between their first
and second Talking Therapies appointment.

What does the chart show/context:

During December 141 had a second
appointment with our services, of those 37
(26.24%) people waited over 90 days between
their 1st and 2" appointment within Vale of
York.

Underlying issues:
Underfunding within Step 2 and Step 3
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Talking Therapies: Reliable recovery rate for those completing a course of treatment
and meeting caseness — by exception

} NHS

Refiable recovery rate for those completing a course of treatment
TO0% County Durkam

]
E0%: P
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Background / standard description:
We are aiming for 48% of patients to demonstrate reliable
recovery following completion of a course of treatment.

What does the chart show/context:

During December 441 patients completed a course of treatment,
of which 215 demonstrated reliable recovery (48.64%) within
County Durham.

Underlying issues:

* Increase in complexity and severity of patient’s presentation,
which makes it more challenging to see a 6-point (Patient
health questionnaire - PHQ9) or a 4-point (Generalised anxiety
disorder - GAD) shift.

» A high number of patients do not attend appointments and,
therefore, are not attending enough appointments to enable
reliable recovery to be achieved.

Actions:

A Task & Finish Group has been established to oversee a Trust-
wide deep dive. Data is currently being sourced to provide a
triangulated understanding of the service from a staffing, finance,
activity and clinical outcomes perspective. This will be completed
by the end of February 2025 to inform the development of a Trust-
wide action plan by the end of March 2025.



" Talking Therapies: Reliable improvement rate for those completing a course of
_treatment — by exception

Reliable improvement rate for those completing a course of treatment Reliable improvement rate for those completing a course of treatment
90% County Durham 90% Tees Valley
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Background / standard description: Background / standard description:
We are aiming for 67% of patients to We are aiming for 67% of patients to
demonstrate reliable improvement following demonstrate reliable improvement following
completion of a course of treatment. completion of a course of treatment.
What does the chart show/context: What does the chart show/context:
During December 480 patients completed a During December 110 patients completed a
course of treatment, of which 309 demonstrated course of treatment, of which 75 demonstrated
reliable improvement (64.24%) within County reliable improvement (68.18%) within Tees
Durham. Valley.

Underlying issues:

High levels of complex patients are seeing a reliable improvement on two outcome measures
(Patient health questionnaire - PHQ9 and Generalised anxiety disorder - GAD7); however, if an
Anxiety Disorder Specific Measures (ADSM) is also undertaken and does not report an
improvement, that supersedes the other scores.

The measure includes patients that are not at clinical caseness (as per national construction) and
therefore, may not show reliable improvement.

A high number of patients do not attend appointments and, therefore, are not attending enough
appointments to enable reliable improvement to be achieved.

Actions:

A Task & Finish Group has been established to oversee a Trust-wide deep dive. Data is currently
being sourced to provide a triangulated understanding of the service from a staffing, finance, activity
and clinical outcomes perspective. This will be completed by the end of February 2025 to inform the
development of a Trust-wide action plan by the end of March 2025. In addition, DTVFCG have
revised their PIP. Actions include a review of patient pathways and the provision of rapid access
through online wellbeing groups and cCBT , which will now be completed by the end of January
2025 (originally December 2024), along with an increase in the number of Step 2 workshops; and
improved Single Point of Access referral management processes.

NHS

Tees, Esk and Wear Valleys
NHS Foundation Trust
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Number of CYP aged 0-17 supported through NHS funded mental health with at least

one contact (rolling 12 months) — by exception

NHS

Tees, Esk and Wear Valleys
NHS Foundation Trust

Number of CYP aged 0-17 supported through NHS funded mental health

13,500 with at least one contact (rolling 12 months)
13,000 County Durham
12,500
12,000 ~N
} N
11,500 | J o=
NIA NS
11,000
10,500 ®
o2 -22%0

10,000
9,500
9,000

NN

Number of CYP aged 0-17 supported through NHS funded mental health with

13,500
13,000
12,500
12,000
11,500
11,000
10,500
10,000

9,500

9,000

at least one contact (rolling 12 months)
Tees Valley

@S

NNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNNN
E

Background / standard description:

We are aiming for 10,012 children or young
people to be supported through NHS funded
mental health with at least one contact in a 12-
month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
9997 children and young people aged between
0-17 were supported through NHS funded
mental health with at least one contact within
County Durham.

Underlying issues:

Background / standard description:

We are aiming for 11,218 children or young
people to be supported through NHS funded
mental health with at least one contact in a 12-
month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
11169 children and young people aged between
0-17 were supported through NHS funded
mental health with at least one contact within
Tees Valley.

+ The implementation of the Cito roll out is having an impact on performance due to issues with activity
recording and lack of understanding around document sign off procedures.

» 2023/24 baseline data used to develop the 2024/25 plans was influenced by the short-term
realignment of staff and overtime, particularly to address screening backlogs in neurodevelopmental
services. This has now ended, resulting in expected 5% lower activity levels.

* Vacancies, sickness and maternity leave are impacting capacity

Actions:

» General Manager to work with Finance to confirm the 5% drop in access is attributable to the return
of staff to their substantive posts and the cessation of overtime. This work was to be completed by
the end of December 2024 (originally November). (Not completed) This will now be completed by

the end of January 2025.

» The service are recruiting to the vacant nursing posts in the neuro pathway and Tees Getting More
Help Team, in addition to 2 clinical nurse specialists in South Durham. A number of posts are
currently out advert with some interviews commencing in January 2025.

To Note:

If we are able to confirm that we are within
5% of the planned activity due to the short-
term re-alignment of staff and overtime
(see action), we will remove this as an
area of concern.
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f Number of CYP aged 0-17 supported through NHS funded mental health with at least
_one contact (rolling 12 months) — by exception

Number of CYP aged 0-17 supported through NHS funded mental health with
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Background / standard description:

We are aiming for 5429 children or young
people to be supported through NHS funded
mental health with at least one contact in a 12-
month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
4522 children and young people aged between
0-17 were supported through NHS funded
mental health with at least one contact within
North Yorkshire.

Underlying issues:

Background / standard description:

We are aiming for 3138 children or young
people to be supported through NHS funded
mental health with at least one contact in a 12-
month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
2798 children and young people aged between
0-17 were supported through NHS funded
mental health with at least one contact within
Vale of York.

» Staff vacancies within the Single Point of Access teams

» New staff within the Single Point of Access team are taking time to learn processes and, therefore,
not completing as many assessments as full-time staff.

» Reduced staffing following the removal of surge and other unfunded posts

Actions:

» A business continuity plan will remain in place for the North Yorkshire and York and Selby SPA
teams until the end of January 2025. The service have recruited to all vacancies and new staff will
undergo induction processes and shadowing. The service are expecting an improvement by the
end of March; however, achievement of the plans is not anticipated.

» Analysis will be undertaken to provide assurance that any reduction is directly attributable to the
removal of surge and other unfunded posts. Timescale to be confirmed and if this is not directly
attributable to the removal of surge and other unfunded posts, to then consider what other actions
could possibly be taken to understand the issue and identify improvement actions.
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Percentage of CYP closed referrals, with at least two contacts, with paired outcome m

A - - q Tees, Esk and Wear Valleys
scores within reporting period — by exception NHS Foundation Trust

Percentage of children and young people accessing mental health services, having Percentage of children and young people accessing mental health services, having Percentage of children and young people accessing mental health services, having Percentage of children and young people accessing mental health services, having
70% their outcomes measured at least twice 70% their outcomes measured at least twice 70% their outcomes measurec! at least twice 0% their outcomes measured at least twice
County Durham Tees Valley North Yorkshire 5 Vale of York
i) ks

Apr 22

Background / standard Background / standard Background / standard Background / standard
description: description: description: description:

We are aiming for 40% of closed We are aiming for 40% of closed We are aiming for 40% of closed We are aiming for 40% of closed
referrals that have at least two referrals that have at least two referrals that have at least two referrals that have at least two
contacts with a paired outcome contacts with a paired outcome contacts with a paired outcome contacts with a paired outcome
measure completed. measure completed. measure completed. measure completed.

What does the chart What does the chart What does the chart What does the chart
show/context: show/context: show/context: show/context:

During December 472 patients were During December 424 patients were During December 319 patients were During December 119 patients were
discharged with at least two discharged with at least two discharged with at least two discharged with at least two
contacts; 97 (20.55%) of these had contacts; 88 (20.75%) of these had contacts; 55 (17.24%) of these had contacts; 15 (12.61%) of these had
a paired outcome measure within a paired outcome measure within a paired outcome measure within a paired outcome measure within
County Durham. Tees Valley. North Yorkshire. Vale of York.

Underlying issues (Trust-wide):

+ Staff are not completing paired outcomes.

+ Itis taking significantly longer to record an outcome measure on Cito than on Paris, which increases dependent on the number of outcomes that are
measured with a patient during a contact.

« The rollout of Cito is impacting on performance due to issues with activity recording and lack of understanding of document sign off procedures.

Underlying issues (specific to North Yorkshire & York):
+ Community, Autism and ADHD teams are not recording clinical outcome consistently during patients' journeys.

Actions (Trust-wide):

* The Trust-wide Outcomes Improvement Plan is being monitored monthly by EDG. The first update was presented to EDG at the end of January, and it
was agreed that the steering group would be asked to prioritise areas with the biggest impact and bring this back next month.

» The Associate Director of Performance will discuss with the Section Head of Research & Statistics, Clinical Outcomes and Business Analytics what
possible additional information could be provided to help understand whether we are improving the completion and recording of outcomes if there is
potentially a lag in demonstrating paired outcomes.
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Access to Transformed Community Mental Health Services for Adults and Older
Adults with Severe Mental llinesses (rolling 12 months) — by exception

Access to Transformed Community Mental Health Services for Adults and Older Adults
with Severe Mental Ilinesses
County Durham

Background / standard description:

We aim to have 8240 adults and older people with severe
mental illness accessing transformed community mental
health services in a 12-month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024 6330
adults and older people were accessing Transformed
Community Mental health services within County
Durham.

Underlying issues:
Findings from a deep dive have not highlighted any areas
of concern.

Actions:

* The remaining three PCNs will be transformed by the
end of March 2025; however, the chart above shows
that were all PCNs transformed the target would still
not be achieved.

Actions (Trust-wide):

Tees, Esk and Wear Valleys
NHS Foundation Trust

] NHS

Access to Transformed Community Mental Health Services for Adults and Older
Adults with Severe Mental llinesses
North Yorkshire
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Background / standard description:

We aim to have 4853 adults and older people with severe mental iliness
accessing transformed community mental health services in a 12-month
rolling period.

What does the chart show/context:

In the 12-month period ending December 2024 4434 adults and older
people were accessing Transformed Community Mental health services
within North Yorkshire.

Underlying issues:

» Ripon Community is impacted by vacancies and long-term sickness
absence.

» Scarborough Community is impacted by vacancies

Actions:

* Ripon Community team is in business continuity with a recovery plan
in place. Recruitment of staff is underway, several commenced in
September and October however 3 posts remain out to advert. In the
interim, posts have been back filled through 4 agency staff.

» Scarborough Community Team has a recovery plan in place.
Recruitment to a number of Band 6 vacancies is underway; in the
interim the impact is being mitigated by overtime within the service.

Data is currently being sourced to provide a triangulated understanding of the access to our adult and older adult services. This will
be completed by the end of January 2025 to inform the identification and development of any required improvement actions.
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Access to Transformed Community Mental Health Services for Adults and Older
Adults with Severe Mental llinesses (rolling 12 months) — by exception

Access to Transformed Community Mental Health Services for Adults and Older
Adults with Severe Mental llinesses
Vale of York
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Background / standard description:

We aim to have 2327 adults and older people with severe mental illness
accessing transformed community mental health services in a 12-month
rolling period.

What does the chart show/context:

In the 12-month period ending December 2024 2068 adults and older
people were accessing Transformed Community Mental health services
within Vale of York.

Underlying issues:

* York and Selby Early Intervention team is impacted by vacancies,
maternity leave and long-term sick leave.

» There are a number of teams demonstrating special cause concern (a
reduction in the number of people accessing services).

Actions:

* York & Selby EIP team is in business continuity until the end of
January 2025 with a recovery plan in place to address vacancies and
sick leave. All posts have been recruited to and 3 of the 4 staff on
maternity leave or long-term sick leave have returned.

» The teams indicating a concern were discussed with the General
Manager early January; however, no particular issues were identified.

» Performance Lead to triangulate other data, ie referrals, with this
measure to help identify next steps. This work will be completed by
the end of January 2025.
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Number of women accessing specialist community PMH services in the reporting

eriod (rolling 12 months) — by exception

Mumber of women accessing specialist community PIMH services in the
10 reporting period [rolling 12 months)
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Background / standard description:

We are aiming to achieve 368 number of women
to access a specialist community Perinatal Mental
Health Service within a 12-month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
there were 293 women accessing a specialist
community Perinatal Mental health services.

Underlying issues:

Background / standard description:

We are aiming to achieve 156 number of women
to access a specialist community Perinatal Mental
Health Service within a 12-month rolling period.

What does the chart show/context:

In the 12-month period ending December 2024
there were 134 women accessing a specialist
community Perinatal Mental health services.

« Capacity issues within the Perinatal services, including short term sickness and vacancies.
» Longer-term funding and structural issues affecting the service, which are impacting on the ability to

meet demand.

Actions:

The Perinatal teams are currently being supported through a service recovery plan in line with business

continuity processes. Mitigating actions are:

» Short term sickness and vacancy is currently being mitigated by support from the wider Multi-
Disciplinary Team for care co-ordination and implementation of a Band 5-6 run-through post to
mitigate against the difficulties to recruit to a B6 care-coordination post.

» The Service Manager is working with the Planning Team to undertake a capacity and demand
exercise by the end of December 2024 to inform the ongoing actions for the recovery of the longer
term structural and capacity pressures. (Not completed) The first draft will be produced by the end of

January 2025.

» A Rapid Process Improvement Workshop is planned for January 2025 with the whole PMH service to
identify and remedy inefficiencies in process and structure, which will further inform the service

recovery plan.
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Children & Young People Services

There is special cause improvement (a reduction) in the number waiting for an assessment. Our longest wait time is currently 1015 days
(DTVFCG).

There is special cause improvement (a reduction) in the number waiting for treatment (excluding Neuro). Our longest wait time is currently 2123
days (DTVFCGQG).

There is no significant change in the number waiting from an urgent referral within our Eating Disorder Service. Our longest genuine wait time is
82 days (NYYSCQG) (the longest wait time shown is 279 days; however, this is a data quality issue). There is no significant change in the number waiting
from a routine referral within our Eating Disorder Service. Our longest genuine wait time is 82 days (NYYSCG) (the longest wait time shown is 252
days; however, this is a data quality issue).

There is special cause concern (an increase) in the numbers waiting for a neurological assessment (autism assessment, ADHD assessment and
both or not yet categorised). Our longest wait for an autism assessment is 1346 days (DTVFCG). Our longest wait time for an ADHD assessment is
1611 days (DTVF). Our longest wait time for both/not yet categorised is 1344 days (DTVFCG).

Adult Mental Health Services

There is special cause improvement (a reduction) in the number of adults waiting for an assessment. Our longest genuine wait time is 651 days
(NYYSCG).

There is no significant change in the number of Adults waiting for EIP Treatment. Our longest wait time is currently 115 days (DTVFCG).

There is special cause concern (an increase) in the number of adults waiting for their second contact with Talking Therapies. Our longest wait
time is currently 416 days (NYYSCG).

There is special cause concern (an increase) in the number of Adults waiting for an Autism Assessment. Our longest genuine wait time is 1746
days (DTVF) (the longest wait time shown is 1967 days; however, this is a data quality issue).

Adult Learning Disability Services
There is special cause improvement (a reduction) in the number waiting for an assessment. Our longest genuine wait time is 178 days (NYYSCG).

Adults in Health & Justice Services
There is no significant change in the number waiting for an assessment. Our genuine longest wait time is 93 days (DTVFCG).

Older People waiting for an assessment
There is no significant change in the number waiting for an assessment. Our longest wait time is currently 394 days (NYYSCG).

NOTE: Further work will be undertaken to add details of numbers of patients in each waiting time banding for next month's report
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Not applicable « Children and Young People waiting for neurological assessments
* Adults waiting for an autism assessment
« Adults waiting for their second contact with Talking Therapies

L J
Waiting for neurodevelopmental assessments (Children & Young People and Adults)
The newly established all-age neurodiversity group across the NENC ICB have both providers reviewing their current processes, levels of demand and

activity, financial positions and clinical thresholds. A specification is being finalised to facilitate partnership-working with alternative, accredited private
providers, with a view to reducing the backlogs in the NENC area and two prospective providers have been identified.

DTVFCG CYPS - In Tees the new clinical protocol has been applied to the single assessment pathway and has freed up clinical time for psychologists
and speech and language therapy. The additional psychology capacity is being used to lead on diagnostic decision making, which is anticipated to
release medic time to lead on ADHD diagnostic decision-making meetings. Phase 2 testing on dual assessments will be undertaken in Darlington from
February 2025 and the full Evaluation of the clinical protocol work is due to be completed by the end of March 2025. Additional funding has been
agreed with the NENC ICB for 3 posts in Tees Valley to support the development of a needs-led profiling too and to support the provision of additional
assessments. The team have also recruited a psychologist; commencing in March/April 2025 which will also be used to support and increase
diagnostic decision-making capacity. The Care Group Board have agreed to establish an all-age ADHD and Autism Clinical Transformation Group and
Terms of Reference will be developed in the coming month.

The North Yorkshire & York service continues to engage with commissioners, Humber & North Yorkshire ICB and the Provider Collaborative regarding
capacity within our CYP services versus demand and the subsequent impact on waiting times, and the ICB is reviewing the process around “Right to
Choose”, developing system wide guidance that will be shared with providers. Within the Humber and North Yorkshire provider collaborative there is
ongoing discussion around aligning assessment pathways across providers in the area to support best use of resources across the HNY ICB area, at
present there is no timescale around this work.

A review of operational and clinical working within the Selby and York teams has been completed and it has been agreed that the teams will explore
sharing resources to manage neuro waiters. A Task and Finish group are reviewing the existing model for the assessment and treatment of
neurodevelopmental conditions to see if there are more efficient ways to deliver services which improve the patient’s journey. The clinical network has
considered possible changes to neuro pathways across the Trust to support best use of clinical time and increase the number of assessments available;
however, most areas have already been implemented in North Yorkshire and York in previous improvement work or are limited by current resource and
that this is unlikely to have a significant impact. The Scarborough ADHD team has been placed in business continuity and has a recovery plan in place.
Whilst some improvement can be made, it is clear that the demand outstrips the capacity of the service, and this has been raised with commissioners
and will be subject to ongoing discussion.
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Adults waiting for their second contact with Talking Therapies
A Task & Finish Group has been established to oversee a Trust-wide deep dive. Data is currently being sourced to provide a triangulated understanding
of the service from a staffing, finance, activity and clinical outcomes perspective. This will be completed by the end of February 2025 to inform the

development of a Trust-wide action plan by the end of March 2025. In addition, the Care Groups are still progressing their individual performance
improvement plans in relation to these services.
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Waiting Times Dashboard

Waiting Times Dashboard

Variation

Actual Number
Waiting
(Snapshot)

Average Wait

(days)

Children and Young People Waiting for an Assessment 900 52 1015
Children and Young People Waiting for Treatment (excluding Neura) @ 1938 245 2123
Children & Young People Waiting for Eating Disorders Services - Urgent Referral

3 125 279%
(1 week standard)
Children & Young People Waiting for Eating Disarders Services - Routine

54 45 252%
Referral (4 week standard)
Children and young people waiting for an Autism Assessment . 5850 494 1346
Children and young people waiting for an ADHD Assessment 4470 448 1611
Children and young people waiting for both Autism/ADHD Assessment or Not

R 2189 552 1344

Categorised
Adults Waiting for an Assessment @ 3236 78 651
Adults Waiting for EIF Treatment (2 week standard) 74 29 115
Adults waiting for their second treatment contact in Talking Therapies 4764 94 416
Adults waiting for an Autism Assessment . 3859 860 1967*
Adults with a learning disability Waiting for an Assessment 77 34 178
Adults in Health and Justice services Waiting for an Assessment 47 25 93
Older People Waiting for Assessment 2435 82 3594

NOTE: an asterisk denotes a data quality issue
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Trust - Children and Young People Waiting for Assessment

Longest

Assurance
Trust 500 52 1015
DOTVF Care Group 543 62 1015
NY™'&S Care Group 357 36 307

Commentary on Longest waits

DTVF: Genuine wait - Assessment Reguired
NYY&S: Data Quality - Assessment Complete (longest genuine wait - 101 days -
Aszzessment booked)

Trust - Mumber of Children and Young People waiting for Eating Disarders

12 Trestment - Urpent N
w0 7' e el
. rK K I~

Average Longest

Organisation Actual wait wait Assurance
Trust 3 125 279 @
DTVF Care Group 2 147 279 @
NYY&S Care Group 1 82 82 @

DTVF: Data Quality - Assessment Complete and freatment commenced (there are
no patients genuinely waiting)
NYY&S: Genuine Wait - Treatment not yet commenced

Trust - Children and Young People Waiting for Treatment [exc Neura)
5,000

5,500
5,000
2,500
2,000 Lgtet 4

.
---------------- e e T ol
1 500 e

Average Longest
wait wait
Trust 1938 245 2123

N &S Care Group 728 250 1793

DTVF Care Group 1212 236 2123 @

Commentary on Longest waits

DTVF: Genuine Wait - Treatment not yet commenced
NYY&S: Genuine Wait - Treatment not yet commenced

Trust - Number of Children and Young People waiting for Eating Disorders Treatment
- Routine

100
501
BOD
m
B0
£

an
E

Average
wait
Trust 54 46 252 (o)
N
DTVF Care Group 26 ar 217 %)
M
NY'Y &S Care Group 28 54 252 6_";.

DTVF: Data Quality - Treatment commenced (longest genuine wait - 55 days -
treatment not yet commenced)
NYY&S: Data Quality - Treatment Commenced (longest genuine wait - 82 days -

treatment not vet commenced)
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Trust - Number of Children and Young People waiting for Autism Assessment

Trust - Number of Children and Young People waiting for ADHD Assessment

- IR

e g Al e

Trust 5850 454 1348

Ny &S Care Group 854 286 818

DTVF Care Group 4986 530 1346 @

Commentary on Longest waits

DTVF: Genuine Wait - Specialist Assessment Reguired
NYY&S: Genuine wait - Specialist Assessment Reguired

Trust - The number of adults waiting for an assessment
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DTVF Care Group 1748 59 542

Trust 3236 78 851 @

NY™'&S Care Group 1487 101 851 @
mmentary on Longest waits

DTVF: Data Quality - Assessment Complete (longest genuine Wait - 559 days -
Aszsessment required
NYY&S: Genuine Wait - Assessment booked

Longest

wait

Trust 4470 445 1611

NY™&5S Care Group 794 305 728

OTWF Care Group 3676 479 1811 @

Commentary on Longest waits

DTVF: Genuine Wait - Specialist Assessment Reguired
NYY&5: Data Quality - Specialist Assessment commenced (longest genuine wait
- 716 days - specialist assessment booked)

Trust - Number of Adults waiting for EIP Treatment

Trust 115

tion Actual B ge T E] Assurance
wait wait
74 29 ()

DTWF Care Group 30 28 115

NY™¥&S Care Group 44 30 50 @
Commentary o

Longest waits

DTVF: Genuine Wait - Treatment not yet commenced
NYY&S: Genuine Wait - Treatment not yet commenced
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Trust - Number of Children and Young Peaple waiting for both Autism/ADHD or
3,000 Maon Classified Assessment
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Organisation Actual Averqge Lrora Assurance
wait wait
Trust 2189 552 1344 @
DTWF Care Group 1740 8580 1344 @
NYY&S Care Group 445 136 856 @

Commentary on Longest waits

DTVF: Genuine wait - Specialist 4ssessment Reguired
NYY&S: Data Quality - Specialist Assessment Complete (longest genuine wait - 583 days -
Specialist Assessment Required)

Trust - Number of Adults waiting for Talking Therapies Treatment
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!
1,000 n...l'.

o

Jan2i
Julz1
Jul22

sep22
Mo 22
23
Sep23

Mar21
Janzz

Mar 22
Jul 24

May 21
Jana23
Sep 24
Nov 24

Mar 23
Jan24

May 22
Nov 23
hiar 24
May 24
Jan2s

May 23

Average Longest

Organisation Actual . Assurance
wait wait
Trust 4764 94 416 @
DTVF Care Group 2855 98 357 @
NYY&S Care Group 180% k] 415 @

Commentary on Longest waits

DTVF: Genuine Wait - 1st Treatment Booked
NYY&S: Genuine Wait - 15t Treatment Reguired
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Longgst Organisation Actual EREETD et
wait wait

Qrganisation ‘ Actual ‘ Average | Longest

’ . Assurance
wait wait

Assurance

Trust (OTVF Care Group)
Group) Commentary on Longest waits
. DTVF Care Group 35 28 &7
Commentary on Longest waits DTVF: Genuine Watt - Assessment Required
DTVF: Data Quality - Assessment complete (longest genuine wait - 1745 days - NY¥8S Care Group 38 3% 178
specialist assessment reguired).

Commentary on Longest waits

DTWVF: Data Quality - A complete (longest genuine wait - 72 days -
assessment booked)
NYY&S: Genuine Wait - Assessment Reguired

Trust - The number of Older People waiting for an sssessment

R

Trust 2435 @}
DTVF Care G 958 13 231 )

are roup N,
N &S Care Group 1477 116 354 @

Commentary on Longest waits
DTVF: Genuing Wait - Assessment Booked
NYY&S5: Genuine Wait - Assessment Booked
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People, Culture and Diversity Committee: Key Issues Report

Report Date: 13 February 2025 Report of: People, Culture and Diversity Committee

Date of last meeting: 11 December 2024 | The meeting was quorate.

1 | Agenda: The following agenda items were considered during the meeting:
e Colleague Story/Experience

Minutes of the meeting and confidential meeting held on 16 September 2024
Key Issues Report 16 September 2024

Corporate Risk Register

Board Assurance Framework

People Journey Delivery Report

Equality, Diversity, Inclusion and Staff Network Update

Equality Delivery System (EDS) 2022

Duty Nurse Co-ordinator Update

Violence Prevention and Reduction Update

Freedom to Speak Up Guardian Update Report

Quarterly Apprenticeship Update

Safer Staffing — use of Resources (deferred)

2a | Alert: The Committee wishes to alert the Board on the following matters:

2b | Assurance: The Committee can confirm assurance on the following matters:

Corporate Risk Register

The Committee agrees reasonable assurance in respect of the risk management processes in place,
the consideration of risks for inclusion in the Corporate Risk Register and the ongoing management of
these risks. It notes the improvement in risk review compliance and the proposal to transfer the CITO
risks from the InPhase project plan across to the ‘live system’ in order that they would be reported to
future meetings, particularly given the impact of CITO on staff working processes and lives over the
previous 12-months. The Committee agrees to consider an overview of risk management and the touch
points to provide a better understanding about the process, who is involved, the movement of risk scores
and give assurance at the Time Out on 23 January 2025.

Board Assurance Framework

The Committee notes that there is good assurance on the Board Assurance Framework, the risk
continued to be aligned to its trajectory and agrees actions proposed in relation to completing
outstanding updates on ‘Working Differently’, for example, concerning the delayed DTVF ‘roadmaps’
action to reduce unfunded posts. It notes that a new procedure will be available from January 2025 on
hybrid working and further work is taking place on guidance on flexible working following review of the
DTVF Care Group pilot.

People Journey Delivery Report

The Committee confirms good assurance, noting the progress on the following:

e Appraisals and Supervision — increase in compliance;

e Range of initiatives on Anti-discriminatory culture - Show Racism the Red Card, Transgender
awareness training, ‘Just Do One Thing Project’;

e Developing proposals for a new model for Culture and Diversity leadership, following the retirement
of the EDI specialist;

e Invitation for the Trust to participate in the national #Inclusive HR Programme and to share its
journey with others;

o Absence Management — provision of additional support to the individual and manager once the 28-
day mark reached;

o Movement of the digital employment checks process from the Business Services Authority (BSA) to
in-house provision and improvement in KPIs, for example, ‘time to hire’ with more than half of
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successful applicants being cleared in 28 days, with proposals to reduce the average time for
internal hires further in the near future;

o Central recruitment for HCAs — to reduce duplication following the change in Under-18s policy;

o New Management Training to be rolled out in the New Year to all managers.

The Committee expresses concern in relation to the potential for ‘survey fatigue’ with the timing of the
Pulse and Staff surveys and notes that the issue is being explored with national leads.

Equality, Diversity, Inclusion and Staff Network Update

The Committee notes that good assurance can be taken on the progress on Equality, Diversity, Inclusion

and Staff Networks, brief examples are set out below:

¢ Armed Forces Network — 2 new Deputy Chairs appointed to support Hannah Crawford and Help for
Heroes had provided a presentation;

e BAME Network — Feedback provided on the support given following the riots, a stall at
Middlesbrough Mela, a talk about Black History month and discussion held on Show Racism the
Red Card. Plans to put in place the actions from the Anti-Racist Charter by October 2025;

¢ Neuro-divergent (ND) Network — Issues with ‘Easy Expenses’ escalated to IT to seek a
solution/support with training and individuals participated in a Schwartz round to raise awareness of
ND;

¢ Rainbow Network — A 5-member committee formed to support the network meetings and share
leadership with Executive Leads Kate North and Zoe Campbell with focus upon pronouns, title and
sexual orientation categories;

¢ Long-Term Health Conditions (LTHC) Network — recent meeting attended by David Jennings; policy
updates on Trust-wide hybrid working guidance to be brought to future meetings; co-created video
messages planned about working for the Trust with a LTHC;

e Menopause Café — 30 people attended the in-person event for World Menopause Day on 18
October, up to 103 attend the usual Teams Call; and

¢ Working Carers Network - 2 members attended the Nursing Conference on 10 October 2024. Future
plans include sessions on dementia, financial information, services of Durham and York carers’
organisations, further consultation on what network members would like.

Equality Delivery System (EDS) 2022

The Committee agrees there is good assurance that the Trust had followed a robust process to measure
both successes and challenges against the 11 outcomes for the protected characteristic and vulnerable
community groups using evidence and insight. The 11 outcomes are spread across the following 3
domains:

e Domain 1 - Commissioned or provided services;

¢ Domain 2 - Workforce health and well-being; and

e Domain 3 - Inclusive leadership.

The overall score was 24 for 2024, compared with 19 in 2023, giving an improved rating of ‘Achieving’
compared with the previous rating of ‘Developing’ due to the increased score from 8 to 12 for Domain
1 and improved score from 1 to 2 for Outcome 3A, within Domain 3. This relates to Board members,
system leaders (Band 9 and VSM) and those with line management responsibilities routinely
demonstrate their understanding of, and commitment to, equality and health inequalities. This Domain
was assessed by Sarah Dexter-Smith and validated by Chris Rollings from CNTW.

Violence Prevention and Reduction Update

The Committee notes that the Staff Experience Survey (675 participants) informed the identification of
themes for the activities of the monthly Violence Prevention and Reduction Steering Group:

e Continuing Domestic Abuse and Sexual Violence work (in line with the National Charter);

e Aligning clinical and health and safety processes;

e Ensuring feedback to teams about learning and proactive support; and

o Working more effectively with local police forces.




An infographic has been developed to share the quantitative findings from the Staff Experience Survey
to give assurance to those who completed it that their feedback was listened to, and that further work
was planned to improve their experience. The infographic has been discussed at the ‘Working in TEWV
coffee break’ session and will be shared across Care Groups and temporary staffing. The qualitative
findings from the survey will be available early in 2025.

The knowledge from this survey is being considered within the context of new national standards for

the prevention and reduction of violence which outlines the processes for reporting and reviewing

incidents through a multi-disciplinary approach. Examples of specific pieces of work which are being

undertaken are set out below:

e Trialing new ways to review, report and sign off RIDDOR incidents within PICU and Bankfields, to
ensure that this was multidisciplinary at all stages and met HSE, clinical and workforce demands;

o Developing a new flowchart to align HSE work with the After-Action Review (the clinical response
to an incident);

o Working with police forces to clarify the responses from each agency during and after an incident;
and

¢ Environmental audits are ongoing in all wards.

Freedom to Speak Up Guardian Report (FTSU)

The Committee takes good assurance from the processes in place in relation to FTSU and notes that
whilst the numbers of cases have stabilised recently, the case mix is changing with, for example, more
people contacting the service with protected characteristics, including hidden disabilities which were not
accepted by the Manager. Recent changes to the FTSU arrangements involved Roberta Barker’s Non-
Executive Director role transferring to Jules Preston. In addition, the service is planning for the
forthcoming award of the contract for FTSU services. The Committee notes concerns regarding the
need to maintain the proactive role of FTSU and suggests that close monitoring of the new service takes
place.

A link has been established with the lead for the Professional Nurse Advocates (PNAs) with 40 PNAs
being trained in December 2024 as Speak Up Ambassadors, 5 of which volunteered as FTSU
Champions as it fits well with their role. In addition, the Committee welcomes the work being undertaken
to build on the model of reflective practice used by the PNAs across other professions/groups involved
in FTSU during 2025.

Quarterly Apprenticeship Update

The Committee notes that there is good assurance that the right actions are being taken to maintain the
Trust’'s apprenticeship workforce, with current funds in the apprenticeship levy standing at £2m. There
is a total of 482 Apprenticeships at the Trust. Over the forthcoming 12 months a new body, Skills
England, will take over the functions currently overseen by the Institute for Apprenticeships and
Technical Education. It is anticipated that the apprenticeship levy will become an expanded ‘growth and
skills’ levy, enabling funds to be used for training routes other than apprenticeships. There is the
potential for some Level 7 Options to be de-funded, although that remains unconfirmed.

Foundation Apprenticeships will be available from next year, including an offer for ‘Under 18s’ supported
by the introduction of the new ‘Under 18’s’ procedure, enabling the Trust to provide apprenticeships to
16 and 17-year-olds. In addition, the Trust is receiving increasing numbers of requests for work
experience placements for T-level ‘Health’ students who required a placement to achieve their
gualification. All work experience students will be placed in accordance with the ‘Under 18’s procedure’.
The Committee notes that the concerns of Staff side are being worked through.

HCAs are expected to complete the Level 3 Diploma within 18 months, however, some of the in-house
HCA learners have been reported to the awarding body (City and Guilds) for using Artificial Intelligence
to write assignments. As a City and Guilds Centre, the Trust must report all suspected plagiarism and
use of Al. Any further episodes could result in tougher sanctions, with the potential removal of learners
from the programme and de-barring from City and Guilds for a period of 2-years. In addition, this is an
issue for the Trust as the staff are already employed.

3




2c

Advise: The Committee would like to advise the Board on the following matters:

Colleague Story/Experience

Two members of the Clinical Skills Team who both have lived experience provided their stories,
explaining that their jobs as Peer Trainers involved developing, delivering and evaluating training. One
element of the training was the use of the ‘Talk Well model for effective communication. In addition to
facilitating the theory part of the training, particularly in relation to avoiding use of restraint, they also
discuss their own experience. Furthermore, they provide administrative support to the team.

Both colleagues describe access to both formal and informal supervision within the team on a regular
basis for support and receiving lived experience peer supervision. They note that there could be a ‘hard
cross-over’ between being a service user and an employee. Both praised their Line Manager, whom
they described as ‘amazing’. The Committee acknowledges the positive way in which the Peer Trainers
approached their work and used their lived experience to support others.

Duty Nurse Co-ordinator (DNC) Update

The Committee notes that the DNC job description has been reviewed, evaluated and confirmed at Band
7 and an organisational change process is to take place for the staff currently employed in these roles,
with the next stage of the process being the responsibility of the Care Groups, under the leadership of
the Group Directors of Nursing. A report is to be submitted to Local Consultative Committee on the new
arrangements and the backdating of pay to the date when the Job Description was evaluated.

2d

Risks No new risks were identified for inclusion in the BAF at this
point, although concerns were expressed in relation to FTSU.
It was suggested that the position regarding the outsourcing
of the FTSU service should be closely monitored.

Recommendation: The Board is asked to note the contents of the report.

3 | Any Items to be escalated to another None
Board Sub-Committee/Board of
Directors
4 | Report compiled by: Deborah Miller, Corporate Governance Manager, Roberta Barker, Non-Executive Director

(Committee Chair), Kate North, Joint Executive Director of People and Culture

DM/27/01/2025
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People, Culture and Diversity Committee: Key Issues Report

Report Date: 13 February 2025 Report of: People, Culture and Diversity Committee
Date of last meeting: 23 January 2025 The meeting was quorate.
1 | Agenda: The following agenda items were considered during the meeting:

e Pay Gaps (Gender, Ethnicity and Disability)

2a

Alert: The Committee wishes to alert the Board on the following matters:

2b

Assurance: The Committee can confirm assurance on the following matters:

Pay Gaps (Gender, Ethnicity and Disability)

The Committee notes that the Equality Act 2010 introduced a statutory requirement to produce
information outlining details of any gender pay differences within an organization. From 2018, the
requirement was to report gender pay gaps against 6 different measures. In June 2023 the Equality,
Diversity and Inclusion Plan set out six targeted actions to address direct and indirect prejudice and
discrimination, one of these actions related to pay gaps. This is the second ethnicity pay gap report
produced, and the first disability pay gap report. By 2026, the Trust will be required to complete seven
pay gap reports for all protected characteristics. Ideas will be sought as to how to make the reporting
process interactive and meaningful, for example, ‘pay gaps on a page’. At the current time, clear
guidance has only been given for gender pay. Accordingly, the analysis for the other protective
characteristics has been mirrored on the approach to gender pay.

The Committee notes the findings for Gender pay as follows:

¢ The mean and the median pay gap has reduced from 2023;

e The overall median gender pay gap has decreased from the previous year from 5.26% to
0.00%;

e When comparing 2024 and 2023, the ratio between males and females has shown little
change within Band 9 and VSM roles. In 2023, females accounted for 52% of this group
whereas in 2024 they accounted for 56%. Males in this banding had decreased from 48% in
2023 to 44% in 2024,

e Comparing data from 2017 with 2024 showed that the proportion of females in Bands 8d, 9
and VSM pay and in Medical Consultant posts had the largest increases. Females in 8d
posts had increased from 57% to 67% between 2017-2024. Band 9 and VSM pay grades
had seen an increase in females from 43% to 69% in 2022, this had then reduced in 2024
to 56%;

o There had been a decrease in the mean gender pay gap from the previous year of 3.61% to
1.75%, however, the median gender pay gap had increased from 4.42% to 13.43% for staff
in AFC and VSM pay grades; and

e Whilst there were relatively equal numbers of males and females receiving clinical
excellence awards, overall, there were more males receiving larger monetary amounts which
was evident from the mean bonus gender gap percentage. This was likely to be a result of
the historical awards that some Medical Consultants hold.

The Committee notes the findings for Ethnicity Pay gap as follows:

e The number of BAME staff within the organisation was low and a high percentage of the
BAME workforce in the Trust were medical. Therefore, when calculating average pay for
BAME staff, data could be skewed by smaller numbers of higher paid staff;

o Whilst overall data showed that the average hourly pay for BAME staff was higher than white
staff, when separating non-medical and executive pay and medical pay grades, the data
shows that there was a pay gap evident in both groups;

o As with the 2023 data, BAME Medical Consultants were receiving higher bonus payments.

1




e Proportionally, fewer BAME staff were eligible for long service awards; and
¢ Very low levels of BAME staff were within higher bands, (excluding medical grades).

The Committee notes the findings for Disability Pay gap as follows:
e The number of staff who declared themselves as having a disability is likely to be
underreported, which was likely to have impacted on the analysis of the data;
o A total of 23% of Medical Consultants had not declared their disability status. This will have
impacted on the bonus section of the report; and
¢ The mean showed that staff declaring they do not have a disability were paid £0.64 more
that staff who declare having a disability but zero when looking at the median.

The Committee notes that arrangements are in place to encourage staff to update their demographics
on an annual basis and that the Equality Diversity and Inclusion (EDI) Team undertake sporadic
campaigns to encourage and promote this. In addition, it is positive that benchmarking of Gender
Pay Reports has taken place, for example, Ambulance Trusts where it has been identified that the
reports were not as detailed as those produced by the Trust. The Gender Pay gap findings of both
TEWV and CNTW were similar and same issues have been experienced with Clinical Excellence
Awards.

The Committee notes the proposal to use the infographic ‘Pay Gap on a Page’ for the 7 pay gap reports,
recognising that there will be a cost implication to this. It confirms that it has good assurance that a
robust process has been undertaken when completing the Pay Gap reports, including the proposed
actions and supports the publication of Gender Pay Gap data on the Trust and government website by
30 March 2025.

2c | Advise: The Committee would like to advise the Board on the following matters:
N/A
2d | Risks No new risks were identified for inclusion in the BAF at this

point, although concerns were expressed in relation to the
sheer volume of reporting.

Recommendation: The Board is asked to note the contents of the report.

3 | Any Items to be escalated to another None, although further consideration was required as to how the
Board Sub-Committee/Board of Trust should respond to the volume of requests for reporting to
Directors external bodies.

4 | Report compiled by: Deborah Miller, Corporate Governance Manager, Roberta Barker, Non-Executive Director

(Committee Chair), Kate North, Joint Executive Director of People and Culture

DM/27/01/2025
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Meeting of: Board of Directors

Date: 13 February 2025

Title: Guardian of Safe Working Interim Report

Executive Sponsor(s): Dr Kedar Kale

Author(s): Medical Staffing Team

Report for: Assurance X Decision
Consultation Information

Strategic Goal(s) in Our Journey to Change relating to this report:
1: To co-create a great experience for our patients, carers and families

2: To co-create a great experience for our colleagues X
3: To be a great partner

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
1 Safe staffing The Guardian of Safe Working will monitor the experience of

post graduate doctors, and compliance with their terms and
conditions of employment to ensure that there is an early
understanding of when things are not as they should be.

Executive Summary:

Purpose: The post of Guardian of Safe Working has remained unfilled for several
months. At the end of January, interviews were held and an appointment
was made. Dr Sharon Beattie was subsequently appointed and will take up
post in early March.

The Guardian is required to produce an independent report to Board each
guarter to update on the Trust compliance levels in relation to the terms and
conditions of employment for resident doctors, focussing on their hours of
work and their rest periods.

Much of the data in this report from is produced by the medical staffing team
and so it was felt appropriate to continue to provide this analysis to Board,
without the accompanying Guardian narrative, rather than wait with no
oversight until the next Board meeting.

Overview: The summary on Appendix A and B demonstrates that compliance with the
contract remains high despite a few exceptions as outlined in the period.

In NYY, 20 exception reports were submitted in Quarter 3, totaling £1.8k,
with all exception reports from non-residential on-call rotas. This compares
with 39 in Quarter 2 and 15 in Quarter 1.

In DTV, 17 exception reports were submitted in Quarter 3, with no fines.
This compares to 6 in Quarter 2 and 5 in Quarter 1.
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Recommendations:  That the Board considers the data contained in this report.
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Appendix A
NYY QUARTERLY REPORT ON SAFE WORKING HOURS FOR RESIDENT DOCTORS
Number of doctors / dentists in training (total): 72
Number of doctors / dentists in training on 2016 TCS (total): 72

1 PA
4 days per quarter
0.125 PAs per trainee

Amount of time available in job plan for guardian to do the role:
Admin support provided to the guardian (if any):
Amount of job-planned time for educational supervisors:

Exception reports (with regard to working hours) from 15 Oct to 31t Dec 2024

Specialty No. exceptions | No. exceptions | No. exceptions | No. exceptions
carried over raised closed outstanding
from last report

NYY (F2/CT1-3/

GP/trust doctor) 0 11 11 0

Scarborough 1 1

(F2/CT/GP/TD)

NYY middle tier

Scarborough

middle tier 0 0 0 0

South CYPS 5 5

middle tier

Total 0 21 21 0

All exceptions reported in this quarter were by non-resident on calls (NROC).

There was 1 exception report submitted by a Scarborough resident doctor for a breach of not
having 5 continuous hours of rest from 10pm to 7am.

Twenty exception reports were submitted by NYY resident doctors, 9 were from senior registrars
and there was payment for 3 breaches of not having 5 continuous hours of rest from 10pm to
7am. The reasons for the exceptions were telephone advice, seclusion review, administrative
duties and mental health assessment. There was no additional payment for 6 exceptions
reported by senior registrars.

11 exceptions were reported by registrars, out of which 6 payments were made for breach of not
having 5 continuous hours of rest, and 1 was claiming for additional enhanced hours. There was
no additional payment for 4 exceptions reported by registrars. The exception response time was:

Specialty Addressed in | Addressed in | Addressed in Still open
48 hours <7 days > 7 days

NYY PG doctors 10 1 0 0

NYY Middle tier 7 2 0 0

Scarborough PG doctors 1 0 0 0

Scarborough Middle tier 0 0 0 0

Total 18 3 0 0
Work Schedule reviews

Work schedule reviews by grade

F1 0

F2 0

CT1-3 0




NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

|ST4-6 I

Bank Shifts Via Patchwork by Locality and Grade

Locality Grade Number of | Number of | Number of | Number of | Number of
shifts shifts shifts hours hours
requested worked given to requested worked
agency
Harrogate, F2 0 10 0 0 82.5
Northallerton, | CT1/CT2/GP 57 43 0 498 365.5
Selby & York CT3 0 4 0 0 50
Trust Doctor 0 0 0 0 0
Middle Tier 46 46 0 784 784
(SRISAS)
Scarborough F2 0 5 0 0 96
CT1/CT2/GP 25 20 0 440 344
CT3 0 0 0 0 0
Trust Doctor 0 0 0 0 0
Middle Tier 58 58 0 1072 1072
(SRISAS)
Total 186 186 0 2794 2794
Locum bookings by reason
Reason Number of Number of Number of Number of Number of
shifts shifts shifts given hours h
ours worked
requested worked to agency requested
On call cover 52 52 0 821 821
Vacancy 88 88 0 1476.5 1476.5
Sickness 41 41 0 423.5 423.5
Increase in 0 0 0 0 0
workload
Special leave 4 4 0 57 57
Extra weekend 0 0 0 0 0
support
Annual Leave 1 1 0 16 16
Total 186 186 0 2794 2794
Fines by Locality
Department Number of fines levied Value of fines levied
Scarborough 1 £ 2385
Harrogate, Northallerton & York 9 £ 1602.83
Total 10 £ 1841.33

All fines were due to 5 hours continuous rest breaches submitted by different doctors and
there were no trend identified. Fines will be processed by finance in Q4.
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Appendix B

DTV QUARTERLY REPORT ON SAFE WORKING HOURS FOR RESIDENT DOCTORS
Number of doctors / dentists in training (total):
Number of doctors / dentists in training on 2016 TCS (total):

Amount of time available in job plan for guardian to do the role:

Admin support provided to the guardian (if any):
Amount of job-planned time for educational supervisors:

134
134
1PA

4 days per quarter
0.125 PAs per trainee

Exception reports (regarding working hours) from 15t Oct 2024 up to 31%' Dec 2024.

Exception reports by Rota

Specialty No. exceptions | No. exceptions | No. exceptions | No. exceptions
carried over raised closed outstanding
from last report

Teesside &

Forensic Services 0 3 3 0

(F2/CTIGP/TD)

North Durham (F2/ 0 5 5 0

CT1-3/GP/trust)

South Durham (F2/ 0 8 8 0

CT1-3/GPl/trust)

Teesside & 0 0

Forensic Senior 1 1

Registrars

South Durham 0 0
. . 0 0

Senior Registrars

North Durham 0 0 0 0

Senior Registrars

DTV CYPS

Senior Registrars 0 0 0 0

Total 17 17

¢ North Durham — The same CT1 reported x3 working over hours and x1 missed education.
Another CT1 reported x1 working over hours.
e South Durham — The same CT1 reported x7 working over hours. Another CT1 reported x1
working over hours.
e Teesside — The same CT1 reported x3 working over hours. A ST4 reported NROC work

above schedule.

Exception reports (response time)

Specialty Addressed Addressed Addressed Still open
within 48 within 7 in longer
hours days than 7 days
Teesside Juniors 0 2 1 0
Teesside Senior Reg 0 0 1 0
North Durham Juniors 0 0 5 0
South Durham Juniors 0 0 8 0
South Durham Senior Reg 0 0 0 0
North Durham Senior Reg 0 0 0 0
Total 0 2 15 0
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Work schedule reviews.

Work schedule reviews by grade

F1 0
F2 0
CT1-3 0
ST4-6 0

Work schedule reviews by locality

Teesside & Forensics 0
North Durham 0
South Durham 0

Bank Shifts Via Patchwork

Locum bookings by Locality & Grade

Locality | Grade Number of Number of | Number of | Number of Number of
shifts shifts shifts given | hours hours
requested worked to agency requested worked

Teesside F2 0 0 0 0 0

CT1 0
C12 22 7 0 201 70
GP 0
CT13 3 0 0 32
Trust
Doctor 9 0 78.5
Middle 20 23 0 360 380.5
Tier
(SR/SAS)
e L2 L o o | o |
CT1
0
C12 29 28 0 286 282
GP 0
CT3 0 0
Trust
Doctor 1 0 4
Middle 49 49 0 912 912
Tier
(SR/SAS)
o | : : : :
CT1
0
C12 28 24 0 289.5 248
GP 0
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CT3 0
Trust
Doctor B
Middle 12 12 0 232 232
Tier
(SR/SAS)
CAMHS MTuiJIgrle 82 81 0 1513 1489
(SR/SAS)
Total 242 241 0 37935 3769.5

The discrepancies in the figures are due to:

e 1 shiftin North CAMHS was not picked up by middle tier so the on-call Consultant acted

down.

e 3 CT1/2 shifts picked up by middle tier in Teesside (IFD gaining rota experience).

Locum bookings by reason

Number of | Number of Number of Number of
) ) shifts Number of
Reason shifts shifts ; hours h ked
requested worked given to requested ours worke
agency
Vacancy 16 16 0 193 193
Service 3 3 0 205 205
requirement
Sickness 53 53 0 565.5 565.5
On call cover 134 133 0 2470.5 2446.5
Paternity 0 0 0 0 0
leave
Maternity 15 15 0 280 280
leave
Special leave 11 11 0 154.5 154.5
Annual 10 10 0 109.5 109.5
Leave
Total 242 241 0 37935 3769.5
Fines

Fines by Locality

Department

Number of fines levied

Value of fines levied

Teesside & Forensic 0 £00.00
North Durham 0 £00.00
South Durham 0 £00.00
Total 0 £00.00

There were no fines for quarter 3.
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Report for: Assurance X Decision

Consultation Information

Strategic Goal(s) in Our Journey to Change relating to this report:
1: To co-create a great experience for our patients, carers and families | X
2: To co-create a great experience for our colleagues
3: To be a great partner

x| X

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
1 Safe staffing The following report includes both the statutory

requirements of the gender and ethnicity pay gap
reporting and pay gap reporting relating to disability
which is a new requirement for 2024.

Pay gaps can negatively affect the retention of the
NHS workforce. They can make it harder to recruit
and can have a detrimental impact on staff experience
when in post. The Trust is committed to
understanding any pay differentials and taking
appropriate action.

Executive Summary:

Purpose:

Th

e Equality Act 2010 (Specific Duties and Public Authorities)

Regulations 2017 introduced a statutory requirement to
produce information outlining details of any gender pay
differences that exist within an organisation. As from April

20

18 public, private and voluntary sector organisations with

250 or more employees were required to report on their
gender pay gaps using six different measures.

Th

e purpose of the report is to demonstrate adherence to the

statutory requirements of the gender pay gap reporting
legislation along with further context to explain any gender

Pay Gap Report

1 Date: March 2025
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Proposal:

Overview:

pay differences with a view to demonstrate our commitment
to equality.

In June 2023 the Equality, Diversity and Inclusion Plan set
out six targeted actions to address direct and indirect
prejudice and discrimination. One of these related to pay
gaps and the requirement to analyse data to understand
pay gaps by protected characteristic and put in place an
improvement plan. Gender and ethnicity pay gap reporting
had to be in place by 2024.

While there is currently no legal requirement for ethnicity or
disability pay gap reporting, these matters are proposed as
part of the upcoming Equality (Race and Disability) Bill.

The proposal for these matters is to mirror the requirements
of gender pay gap reporting.

Religion, sexual orientation, age and marriage/ civil
partnership status pay gap analysis has to be in place by
2025 which means in 2026 the Trust will be completing seven
pay gap reports in total.

Attached to this report are detailed Gender (Appendix 1),
Ethnicity (Appendix 2) and Disability (Appendix 3) pay gap
reports. These reports include the required reporting fields,
associated context and proposed actions.

To request confirmation that the Board of Directors has good
assurance that the Trust is meeting its statutory requirements
by producing data in relation to pay differences that exist
within the organisation.

To recommend to the Board of Directors that they agree to

the actions identified within all reports and to the publication
of the gender pay information on the Trust and government
website as is required.

Reporting on gender pay differences is a statutory
requirement of the Equality Act 2010. This must be
completed annually, reporting on the specific measures. The
proposal for good assurance that we understand and are
acting on our data is based on the information in the
appendices which demonstrates that that the following has
been reported upon in line with national guidance:

The mean gender pay gap

The median gender pay gap

The mean bonus gender pay gap

The median bonus gender gap

The proportion of males and females receiving a bonus
payment

Pay Gap Report
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¢ The proportions of male and female in each quatrtile of
pay.
The same metrics have been produced for the Trust’s second
Ethnicity Pay Gap report and the first Disability Pay Gap
report.

Summary of key findings

Gender Pay Gap Report:

e The mean and the median pay gap have reduced from
2023.

e The overall median gender pay gap has decreased
since last year from 5.26% to 0.00%.

e The ratio between males and females comparing 2024
and 2023 have shown little change within Band 9 and
VSM roles. In 2023, females accounted for 52% of this
group whereas in 2024 they account for 56%. Males in
this banding have decreased from 48% in 2023 to 44%
in 2024.

e Comparing data from 2017 with 2024 shows that the
proportion of females in bands 8d, 9 & VSM pay and in
consultant posts have had the largest increases.
Females in 8d posts have increased from 57% to 67%
between 2017 — 2024. Band 9 and VSM pay grades
have seen an increase in females from 43% to 69% in
2022, this has then reduced in 2024 to 56%.

e There has been a decrease in the mean gender pay
gap from the previous year of 3.61% to 1.75% however
the median gender pay gap has increased from 4.42%
to 13.43% for staff in AFC & VSM pay grades.

e Whilst there were relatively equal numbers of males
and females receiving clinical excellence awards,
overall, there were more males receiving larger
monetary amounts which is evident by the mean bonus
gender gap percentage. This is likely to be a result of
the historical awards that some consultants hold.

Ethnicity Pay Gap Report

1) The number of BAME staff within the organisation is
low and a high percentage of the BAME workforce in
the Trust are medical. Therefore, when calculating
average pay for BAME staff, data could be skewed by
smaller numbers of higher paid staff.

2) Whilst overall data shows that BAME staff average
hourly pay is higher than white staff, when separating
non-medical & executive pay and medical pay grades

Pay Gap Report 3 Date: March 2025
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Prior
Consideration and
Feedback

Implications:

Recommendations:

the data shows that there is a pay gap evident in both
groups.

3) Similar to last year our BAME consultants are receiving
higher bonus payments.

4) Proportionally, fewer BAME staff were eligible for long
service awards.

5) Very low levels of BAME staff are within higher bands,
(excluding medical grades).

Disability Pay Gap Report

e This is the first disability pay gap report that the Trust
has produced and will be used as baseline for annual
reporting.

e The number of staff who have declared themselves as
having a disability is likely to be underreported,
therefore the data analysis is likely to be impacted by
this.

e 23% of consultants had not declared their disability
status. This will have impacted on the bonus section of
the report.

e The mean shows that staff declaring they don’t have a
disability are paid £0.64 more that staff who declare
having a disability but zero when looking at the
median.

This report was considered and approved by the Executive
Directors Group on 14.1.25, JCC on 21.1.25 and PCDC on 23.1.25.

It has been agreed in 2024 that future reports should be more
brief and more visual in presentation to ensure that they are
more accessible to colleagues and the public.

Failure to complete and publish the Pay Gap reports in
accordance with the requirements of the Equality Act 2010
(Specific Duties and Public Authorities) Regulations 2017
may have regulatory consequences

The purpose of the report is to demonstrate adherence to the
statutory requirements of the gender pay gap reporting
legislation, ethnicity and disability pay gap reporting along
with further context to demonstrate our commitment to
equality.

The proposal to use infographic to present ‘Pay Gap on a
Page’ for the 7 pay gap reports that will be presented for
2025 is a topic for discussion and approval. The
communication department have advised that there will be a
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cost implication as this work will need to be outsourced.

The Board of Directors is asked to confirm that it has good
assurance that a robust process has been undertaken when
completing the Pay Gap reports, including the proposed
actions and comment accordingly.

The Board of Directors is asked to agree to the publication of
Gender Pay Gap data on the Trust and government website
by 30 March 2025.
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Appendix 1

Tees, Esk and Wear Valleys NHS Foundation Trust
Gender Pay Gap Report — 2024

The Equality Act 2010 (Specific Duties and Public Authorities) Regulations 2017
introduced a statutory requirement to produce information outlining details of any
gender pay differences that exist within an organisation. As from April 2018 public,
private and voluntary sector organisations with 250 or more employees were
required to report on their gender pay gaps using six different measures.

This is the seventh report and is based upon a snapshot date of 31st March 2024.
We are required to publish data on the Government Equalities Office website and on
the Trust website by 30th March 2025 and annually going forward.

The gender pay gap shows the difference between the average (mean or median)
earnings of men and women. This is expressed as percentage of men’s earnings
e.g.; women earn 15% less than men). The gender pay gap differs from equal pay in
the following way. Equal pay deals with the pay differences between men and
women who carry out the same jobs, similar jobs or work of equal value. It is
unlawful to pay people unequally because they are a man or a woman. The gender
pay gap shows the differences in the average pay between men and women.

The following report includes the statutory requirements of the gender pay gap
reporting legislation along with further context to demonstrate our commitment to
equality. Pay gaps can negatively affect the retention of the NHS workforce. They
can make it harder to recruit and can have a detrimental impact on staff
experience when in post. The Trust is committed to understanding any differences
identified in the gender pay report and will undertake further analysis to gain a better
understanding as to the reason for the differences and to take action where
appropriate.

Finally, it is important to note that analysis of pay gaps are multi-dimensional and
complex. Undertaking pay gap reports helps us to identify where pay differences
exist and identify actions to understand those disparities better. Reporting annually
is an important step to allow us to see how our pay disparities are changing.

The gender profile of the Trust 2024
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80.0% 20.0%

The gender profile split in the Trust has changed by 3% in the past year and since
reporting commenced in 2017 it has changed minimally from 77% female and 23%
male.

Please note these figures exclude bank workers. The remainder of the report
includes data pertaining to substantive staff plus any bank workers who worked on
31 March 2024. This is in accordance with the Gender Pay Gap reporting
requirements.

In line with gender pay gap reporting we are required to report annually on the
following:

Mean gender pay gap

Median gender pay gap

Mean bonus gender gap *

Median bonus gender gap *

The proportion of males receiving a bonus payment *

The proportion of females receiving a bonus payment *
Proportions of males and females in each quartile of pay band

*Under the regulation payments that would fall under the remit of bonus would
include Clinical Excellence Awards for consultants and Long Service Awards.

Mean and Median Gender Pay Gap

The mean gender pay gap and median gender pay gap for all employees is detailed
below. Gross pay calculations are used for these purposes.

In line with guidance, only staff on full pay are included in the calculations therefore
staff on reduced pay for sickness, maternity or other reasons are excluded.
Overtime payments are also excluded from these calculations.

Mean Gender Pay Gap Median Gender Pay Gap
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10.82% less than males - 0.00% less than males -
equating to £2.23 per hour less equating to £0.00 per hour less
2024

Mean Gender Mean Difference Gap
Hourly
Pay

Male £20.56
0
Overall Female | £18.34 £2.23 10.82%

Median Gender Median Difference Gap
Hourly

. Pay

The mean gender pay gap linked to the amount a female is paid has decreased in
the past year from 11.91% to 10.82%. From an hourly rate perspective this equates
to a mean gender pay gap decrease in the past year from £2.38 per hour to £2.23
per hour less than males.

The median gender pay gap has reduced from 5.26% to 0.00% which from an hourly
rate perspective equates to a median gender pay gap change in the past year from
£0.91 per hour to £0.00 per hour less than males.

The graph below highlights the mean and median gender pay gap reported figures
between March 2017 and March 2024 for comparison purposes.

2024
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GENDER PAY GAP TRENDS
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There are number of possible contributory factors which can influence the gender
pay gap differences. The Trust operates a number of salary sacrifice schemes
which affords staff the opportunity to purchase vouchers towards childcare costs,
purchase a cycle, electrical goods or a lease car.

The costs associated with salary sacrifice schemes are deducted prior to calculating
gross pay. This will have an impact on the gross pay calculations undertaken to
determine the mean and median gender pay gap and will be one of a number of
contributory factors which may be causing the differences being reported.

It is important to note that some staff have more than one salary sacrifice in place
(some have up to 5) and that amounts of deductions can vary considerably.

2024
Female 1263 76.9
Male 380 23.1
Grand
Total 1643 100

As you would expect, in line with the gender split within the organisation, the majority
of staff opting to participate in one or more salary sacrifice schemes are female
(accounting for 76.9% of the salary sacrifices).

Agenda for Change and Very Senior Manager Pay

When medical staff are removed from the calculations, the gender pay gap
decreases which is common amongst NHS Trusts. The mean and median gender
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pay gaps for those staff employed on Agenda for Change terms and conditions and
Very Senior Managers (VSM) Pay is detailed below.

Mean Gender Pay Gap Median Gender
Pay Gap
(AfC & VSM Pay) (AfC & VSM Pay)

1.75% less than males - 13.43% less than males —
equating to £0.32 per hour less equating to £2.44 per hour
less.

Comparing this 2024 data with the previous year shows the mean gender pay for
staff on AFC & VSM pay has decreased from the previous year of 3.61% to 1.75%.
The median gender pay gap has increased from 4.42% to 13.43%.

AFC and VSM - 2024 data
Mean Gender Mean Difference Gap
Hourly
Pay

Male £17.97
0,
Overall Female | £17 65 £0.32 1.75%

Median Gender Median Difference Gap
Hourly
Pay

R Male 13.43%
Female

Medical and Dental

The information below highlights the mean gender pay gap and median gender pay
gap for those staff employed on Medical and Dental terms and conditions. The
figures include the Clinical Excellence Awards payments that are paid to eligible
medical staff.

Mean Gender Pay Gap (M&D) Median Gender Pay Gap
(M&D)
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3.70% less than males - 0.01% less than males —
equating to £1.67 per hour less equating to £0.01 per hour less
2024

Mean Gender Mean Difference Gap
Hourly
Pay

Male £45.07
0,
Female | £43.40 e 3.70%

Median Gender Median Difference Gap
Hourly
Pay

Overall

Female

Compared with last year there has been a reduction in the gender pay gap within the
medical workforce from both a mean and median calculation. The mean gender pay
gap within the medical workforce has decreased from 7.92% in 2023 to 3.70% in
2024. The median gender pay gap has also decreased between male and females in
the past year from 3.19% to 0.01%.

Bonus Payments

Under the regulations, payments that would fall under the remit of bonus would
include Clinical Excellence Awards for consultants and Long Service Awards.

e Clinical Excellence Awards (CEA)

Under the national Medical & Dental terms and conditions consultants are eligible to
apply for Clinical Excellence Awards (CEA). These awards recognise individuals
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who demonstrate achievements in developing and delivering high quality patient
care over and above the standard expected of their role and are part of a
commitment to the continuous improvement of the NHS.

At the time of reporting the Trust was operating a local clinical excellence award
scheme based on the national terms and conditions. For the 2024 award year it was
agreed locally that due to industrial action that the Trust would follow the same
process as that which took place in the preceding years linked with the pandemic.
This meant that the Trust could again stand down the usual formal process of
application and review for CEA’s. Instead, the money could be divided equally
between all eligible individuals, and they received a non-consolidated and non-
pensionable payment for the year. Therefore, everyone received the same amount of
award for 2024.

There are also however several individuals receiving historic awards from 2017
which are recurrently paid each year. Once an award had been made the consultant
continues to receive that level of award going forward. A further submission may be
made the following year and as a consequence progression through the varying
payment levels occurred.

As part of the new terms and conditions following agreement to the pay settlement,
from 15t April 2024 the contractual entitlement to access annual CEA awards
stopped. Therefore, there will be no new award rounds. Any doctor who has a pre-
2018 CEA will be retained and remain pensionable and consolidated. The value of
these awards will be frozen, and the review process has been removed. These
changes will impact on future pay gap reports.

Based on current guidance the table below shows the mean and median bonus pay
linked to clinical excellence awards only.

2024
Gender Mean Bonus Pay Median Bonus Pay
Male £8,611 £5,682
Female £4,835 £2,666
Difference £3,776 £3,016
Pay Gap % 43.85% 53.08%

All of the Trust eligible 114 Consultants received a Clinical Excellence Award in the
reporting year. Of which 53 are female and 61 are male eligible consultants.

Whilst there was a generally equal split of males and females receiving Clinical
Excellence Awards, overall, there were more males receiving larger monetary
amounts due to the historical awards which is evident by the mean bonus gender
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gap percentage. Itis important to note that compared to the Trust gender split,
within this staff group there is more even split of male and females.

Comparing this year’s data with 2023, the pay gap for mean bonus payments
amounts are relatively unchanged. The median bonus in 2023 was 0%. The
change in 2024 is as a result of more males in receipt a higher level of awards.

Long Service Awards

The Trust operates a locally agreed long service award scheme to recognise the
service of staff who have 25 years NHS service. The award is a £100 gift voucher.
In the reporting period a total of 167 staff received an award. 134 females (80%)
and 33 males (20%) received an award.

Under the Regulation we are required to include payments which relate to profit
sharing, productivity, performance, incentive or commission should be included in
the bonus calculations. It could be argued long service awards do not provide the
incentive usually associated with the criteria outlined above. Guidance from ACAS
states that such payments with a monetary value should be included in the bonus
calculations.

Total Bonus Payments

The table below provides combined details of the clinical excellence awards and
long service awards. These figures are very similar to last years.

2024
Gender Mean Bonus Pay Median Bonus Pay
Male £5,683 £2,666
Female £2,012 £100
Difference £3,671 £2,566
Pay Gap % 64.59% 96.25%

It is important to recognise when combining the bonus awards in this way the
data is skewed as long service awards are predominantly paid to women, with
a higher proportion of males receiving clinical excellence award payments.
These payments are also not prorated.

Overall percentage of males and females receiving bonus payments
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29% 5.5%

The guidance requires us to calculate the percentage of males and females who
have received a bonus as a percentage of all employed males and females (not just
those on full pay which other aspects of the gender reporting require us to do).

Gender Pay Quartile Profile

The following graph shows the proportion of males and females in each pay quartile.
The lower quartile represents the lowest salaries in the Trust and the upper quartile
represents the highest salaries. The Trust employs more women than men in every
quartile.

The middle-upper quartile in 2024 has shown a decrease in the proportion of
females within that quartile from 82% in 2023 to 81% in 2024.

The remaining quartiles have remained broadly the same.

2024
Gender Pay Quartile Profile - March 2024

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Lower-Middle Middle-Upper

Low rtil . . U til Grand Total
ower Quartile Quartile Quartile pper Quartile rand Tota
B Female 77% 84% 81% 76% 80%
H Male 23% 16% 19% 24% 20%

H Male M Female

Gender Breakdown by Pay Band
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The three graphs below provide a comparison of the Trusts gender profile
breakdown by pay band as at March 2024, 2023, and March 2017 when reporting
commenced.

The ratio between males and females comparing 2024 and 2023 have shown little
change within Band 9 and VSM roles. In 2023, females accounted for 52% of this
group whereas in 2024 they account for 56%. Males in this banding have decreased
from 48% in 2023 to 44% in 2024.

Comparing data from 2017 with 2024 shows that the proportion of females in bands
8d, 9 & VSM pay and in consultant posts have had the largest increases. Females
in 8d posts have increased from 57% to 67% between 2017 — 2024. Band 9 and
VSM pay grades have seen an increase in females from 43% to 69% in 2022, this
has then reduced in 2024 to 56%.

The female consultant workforce has increased from 42% in 2017, to 49% 2023 and
stayed the same in 2024.

Females in other medical grades have seen a slight fluctuation, starting at 62% in
2017 and has reduced to 54% in 2024.

Band 1 was closed to new entrants from 1 December 2018, therefore the number of
overall staff in this banding will continue to reduce as people leave the role. Currently
there are 13 staff employed in Band 1 roles.

2024
Gender Breakdown by Pay Band 2024

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

MEdIC Medic
Band Band Band Band Band Band Band Band Band Band Band Grand
1 2 3 4 5 6 7 8a 8hb 8c &d Consu N Total
Execs Other

Itant
M Female 85% 78% 78% 88% 82% 82% 82% 82% 72% 70% 67% 56% 49% 54% 80%
W Male 15% @ 22%  22%  12% @ 18% 18B% 18% 18% 28% 30% 33% 44% 51% 46% 20%

mMale mFemale

2023

Pay Gap Report 15 Date: March 2025



Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

m Male

2017

Gender Breakdown by Pay band - March 2023

Appre Band Band Band Band Band  Band  Band Band Band Band

ntice

50%
m Female 50%

1

20%
80%

2

20%
80%

3 - 5 6 7 8a 8b 8c

22%  14%  21%  18% 20% @ 19% 29% 33%
78% 86% 79% 82% 80%  81% 71% 67%

HFemale ®Male

Medlc

Medlc

Sd Consu

Execs
Ita

al

nt
33%  48% 51%
67%  52% 49%

40%
60%

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

Gender Breakdown by Pay band - March 2017

Trust

Band 1

Band 2
&
Trainee
s

Band 3 |Band 4 |Band 5 |Band 6 | Band 7 Band 8c & Exec

Medical
Consult
ants

Other
Medics

H Male

23%

7%

21%

23% 17% | 20% | 21% | 23% | 22% 31% | 33% | 43% | 57%

58%

38%

m Female

77%

93%

79%

77% | 83% | 80% | 79% | 77% | 78% 69% | 67% | 57% | 43%

42%

62%

Key Findings:

e The mean and the median pay gap have reduced from 2023.
e The overall median gender pay gap has decreased since last year from
5.26% to 0.00%.
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e The ratio between males and females comparing 2024 and 2023 have shown
little change within Band 9 and VSM roles. In 2023, females accounted for
52% of this group whereas in 2024 they account for 56%. Males in this
banding have decreased from 48% in 2023 to 44% in 2024.

e Comparing data from 2017 with 2024 shows that the proportion of females in
bands 8d, 9 & VSM pay and in consultant posts have had the largest
increases. Females in 8d posts have increased from 57% to 67% between
2017 — 2024. Band 9 and VSM pay grades have seen an increase in females
from 43% to 69% in 2022, this has then reduced in 2024 to 56%.

e There has been a decrease in the mean gender pay gap from the previous
year of 3.61% to 1.75% however the median gender pay gap has increased
from 4.42% to 13.43% for staff in AFC & VSM pay grades.

e Whilst there were relatively equal numbers of males and females receiving
clinical excellence awards, overall, there were more males receiving larger
monetary amounts which is evident by the mean bonus gender gap
percentage. This is likely to be a result of the historical awards that some
consultants hold.

Proposed Areas for Further Action Specific to the Gender Pay Gap Report:

e To review how changes to the Clinical Excellence Awards impact on the
gender pay gap.

Appendix 2

Tees, Esk and Wear Valleys NHS Foundation Trust
Ethnicity Pay Gap Report — 2024

In June 2023 the Equality, Diversity and Inclusion Plan set out six targeted actions
to address direct and indirect prejudice and discrimination, that exists through
behaviour, policies, practices and cultures against certain groups and individuals
across the NHS workforce. High Impact action 3 requires us to develop and
implement an improvement plan to eliminate pay gaps.

We are required to analyse data to understand pay gaps by protected
characteristic and put in place an improvement plan. This will be tracked and
monitored by NHS boards. Plans were put in place for sex and race by 2024,
disability by 2025 and other protected characteristics by 2026. The Trust already
report on gender pay gaps.

A pay gap is the difference between the average hourly pay of employees in one
group in comparison to another group. For example, women in comparison to men
or LGBTQ+ in comparison to heterosexual.
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This is different to equal pay. Equal pay is a person being paid the same for the
same role and it is unlawful to pay someone differently for doing the same job
based on a protected characteristic.

The Trust is committed to understanding any differences identified in the ethnicity
pay report and will undertake further analysis to gain a better understanding as to the
reason for the differences and to take action where appropriate. Pay gaps can
negatively affect the retention of the NHS workforce. They can make it harder to
recruit and can have a detrimental impact on staff experience when in post.

This is our second ethnicity pay gap report. We have analysed information using
the categories: White, Not Stated (which includes not known) and BAME. BAME
is all other ethnic minority groups combined. At this stage we have not broken
down BAME any further due to the small numbers in each category and
recommendations are that there should be at least 50 staff in each group to
ensure statistical robustness.

Guidance on ethnicity pay gaps has been produced in May 2023 with
recommendations as to what metrics organisations can consider using to measure
their ethnicity pay gap. We have applied the calculations and analysis methods
used in Gender Pay Gap reporting.

It is recommended that we review the mean and median ethnicity pay gaps, mean
and median bonus gaps and proportions of ethnicities in each quartile of pay bands.

Under the regulations, payments that would fall under the remit of a bonus includes
Clinical Excellence Awards for consultants and Long Service Awards.

Finally, it is important to note that analysis of pay gaps are multi-dimensional and
complex. Undertaking pay gap reports helps us to identify where pay differences

exist and identify actions to understand those disparities better. Reporting annually
is an important step to allow us to see how our pay disparities are changing.

The ethnicity profile of the Trust 2024

BAME 8%
Not Stated 1.3%
White 90.7%

Please note these figures exclude bank workers. The remainder of the report
includes data pertaining to substantive staff plus any bank workers who worked on
31 March 2024.

Mean and Median Ethnicity Pay Gap

The mean ethnicity pay gap and median ethnicity pay gap for all employees is
detailed below. Gross pay calculations are used for these purposes. This includes
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enhancements, clinical excellence awards and long service awards. Overtime
payments are excluded from these calculations.

In line with guidance, only staff on full pay are included in the calculations therefore
staff on reduced pay for sickness, maternity or other reasons are excluded. Staff
who did not state their ethnicity or are classified as unknown are not included within
these figures.

2024

Ethnicity Average Difference Gap
Hourly

Pay

White £18.57
= - 0,

Overall BAME £20.95 £2.38 12.80%
Non- White £17.87
medical & £2.31 12.94%
exec BAME £15.56
Medical White £48.49 0
only BAME £40.93 2D 15.59%

The overall figures show that BAME staff are paid higher than white staff by £2.38.

By breaking down the pay gap to non-medical and staff on Very Senior Manager
(VSM) pay and medical separately it can be seen that there is an ethnicity pay gap
evident. The reason for this difference is that overall, we have a low number of
BAME staff employed compared to white staff. This impacts on the average hourly
pay of that group of staff compared with the average hourly rates of the much larger
white workforce in each grade.

Also, our BAME workforce has a significantly higher proportion of medics within it
which results in a higher average hourly rate.

The overall median ethnicity pay gap table below also appears to demonstrate that
there is an ethnicity pay gap between white and BAME staff and that white staff are
paid higher than BAME staff by £3.17. A breakdown by non-medical and VSM pay
and medical also shows that a pay gap exists.

2024

Ethnicity Median Difference

Hourly

Gap

Pay
White £17.73 0
Overall BAME £14.57 £3.17 17.85%
Non- White £17.73
medical & £3.58 20.20%
exec BAME £14.15
Medical White £52.11 £12.50 23.98%
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T BAVE | £39.62 | | |

In addition to the proportion of BAME staff employed by the Trust, there are other
possible contributory factors which can influence the pay gap differences. The Trust
operates a number of salary sacrifice schemes which affords staff the opportunity
to purchase vouchers towards childcare costs, purchase a cycle, electrical goods or
a lease car.

The costs associated with salary sacrifice schemes are deducted prior to calculating
gross pay. This will have an impact on the gross pay calculations undertaken to
determine the mean and median ethnicity pay gap and will be one of a number of
contributory factors which may be causing the differences being reported.

2024
BAME 87 5.3%
White 1479 90%
Not
stated 77 4.3%
Grand
Total 1632 100

The numbers of BAME staff who have salary sacrifice deductions is very low, with 87
staff accessing this benefit compared with 1479 white staff. BAME staff accessing
the scheme equates to 5.3% of all salary sacrifices within the Trust which shows
BAME staff are less likely to access salary sacrifices.

A breakdown by type of salary sacrifice for BAME staff has not been provided due to
staff being potentially identifiable due to the low numbers involved.

Ethnicity Breakdown by Pay Band

The following graph provides a breakdown of ethnicity by pay band. It is clear that
largest numbers of our BAME workforce are within the medical workforce.

Band 1 was closed to new entrants from 1 December 2018, therefore the number of
overall staff in this banding will continue to reduce.

2024
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Ethnicity Breakdown by Payband - March 2023
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Ethnicity Pay Quartile Profile

The following graph shows the proportion of staff by ethnicity in each pay quatrtile.
The lower quartile represents the lowest salaries in the Trust and the upper quartile
represents the highest salaries. The Trust employs more white staff than BAME staff
in every quartile. The highest percentage of BAME staff are within the lower quartile
and lower-middle quartile

2024
Ethnicity Pay Quartile Profile - March 2024
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2023

Ethnicity Pay Quartile Profile - March 2023
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Bonus Payments

Under the regulations, payments that would fall under the remit of bonus would
include Clinical Excellence Awards for consultants and Long Service Awards.

e Clinical Excellence Awards (CEA)

Under the national Medical & Dental terms and conditions consultants are eligible to
apply for Clinical Excellence Awards (CEA). These awards recognise individuals
who demonstrate achievements in developing and delivering high quality patient
care over and above the standard expected of their role and are part of a
commitment to the continuous improvement of the NHS.

At the time of reporting the Trust was operating a local clinical excellence award
scheme based on the national terms and conditions. For the 2024 award year it was
agreed locally that due to industrial action that the Trust would follow the same
process as that which took place in the preceding years linked with the pandemic.
This meant that the Trust could again stand down the usual formal process of
application and review for CEA’s. Instead, the money could be divided equally
between all eligible individuals, and they received a non-consolidated and non-
pensionable payment for the year. Therefore, everyone received the same amount of
award for 2024.

There are also however several individuals receiving historic awards from 2017
which are recurrently paid each year. Once an award had been made the consultant
continues to receive that level of award going forward. A further submission may be
made the following year and as a consequence progression through the varying
payment levels occurred.
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As part of the new terms and conditions following agreement to the pay settlement,
from 15t April 2024 the contractual entitlement to access annual CEA awards
stopped. Therefore, there will be no new award rounds. Any doctor who has a pre-
2018 CEA will be retained and remain pensionable and consolidated. The value of
these awards will be frozen, and the review process has been removed. These
changes will impact on future pay gap reports.

Based on current guidance the table below shows the mean and median bonus pay
linked to clinical excellence awards only.

2024

Ethnicity Mean Bonus Pay Median Bonus Pay
White £6,408 £2,666
BAME £7,448 £5,682
Difference -£1,040 -£3,016

Pay Gap % -16.23% -113.12%

All of the Trust eligible 114 Consultants received a Clinical Excellence Award in the
reporting year. 68 were white (59.6%), 41 were from BAME backgrounds (36%) and
5 had not stated / unknown ethnic origins (4.4%).

The data suggests that white consultants are paid less CEA amounts compared with
BAME consultants. However, due to the small number of staff receiving these
payments, one or 2 staff with high or low CEA levels can have a significant impact on
the overall averages.

Long Service Awards

The Trust operates a locally agreed long service award scheme to recognise the
service of staff who have 25 years NHS service. The award is a £100 gift voucher.
In the reporting period a total of 167 staff received an award. Of which 157 were
White (94%), 7 were from a BAME background (4.2%) and 3 had not stated their
ethnicity (1.8%).

Whilst the percentage of BAME staff receiving a long service award has increased
from last year (2.5 %) it is disproportionately low compared with the 8% of the Trust
workforce that the BAME workforce make up.

Under the Regulation we are required to include payments which relate to profit
sharing, productivity, performance, incentive or commission should be included in
the bonus calculations. It could be argued long service awards do not provide the
incentive usually associated with the criteria outlined above. Guidance from ACAS
states that such payments with a monetary value should be included in the bonus
calculations.
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Total Bonus Payments

The table below provides combined details of the clinical excellence awards and
long service awards. It should be noted that the numbers of BAME staff involved in
these calculations is very low and overall, as a proportion of the workforce, the
numbers of staff receiving bonus’s as per these guidelines is very small. These
payments are also not pro-rated.

When combining CEA and long service awards, this data suggests that BAME staff
receive higher pay than white staff in relation to bonus.

2024

Ethnicity Mean Bonus Pay Median Bonus Pay
White £2,006 £100

BAME £6,512 £2,666
Difference -£4,506 -£2,566

Pay Gap % -224.58% -2566.20%

Overall percentage of receiving bonus payments

The guidance requires us to calculate the percentage of white and BAME staff who
have received a bonus as a percentage of all employed white and BAME staff (not
just those on full pay which other aspects of the reporting require us to do).

7.3% of BAME staff received a bonus in 2024 compared to 8.3% in 2023.
3.02% of white staff received a bonus in 2024 compared to 2.4% in 2023.

The difference in percentages will be linked to the proportion of the BAME workforce
which are medical and are therefore eligible for clinical excellence awards.

Key Findings:

6) The number of BAME staff within the organisation is low and a high
percentage of the BAME workforce in the Trust are medical. Therefore, when
calculating average pay for BAME staff, data could be skewed by smaller
numbers of higher paid staff.

7) Whilst overall data shows that BAME staff average hourly pay is higher than
white staff, when separating non-medical & executive pay and medical pay
grades the data shows that there is a pay gap evident in both groups.

8) Similar to last year our BAME consultants are receiving higher bonus
payments.

9) Proportionally, fewer BAME staff were eligible for long service awards.

10)Very low levels of BAME staff are within higher bands, (excluding medical
grades).

Proposed Areas for Further Action Specific to the Ethnicity Pay Gap Report:
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1) To explore the reasons for low numbers of BAME staff being eligible for long
service awards and if this is linked with retention of our BAME workforce in
the NHS and associated reasons.

2) Explore if there are any reasons for the lower numbers of BAME staff in
certain pay grades within the Trust.

Appendix 3

Tees, Esk and Wear Valleys NHS Foundation Trust
Disability Pay Gap Report — 2024
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In June 2023 the Equality, Diversity and Inclusion Plan set out six targeted actions
to address direct and indirect prejudice and discrimination, that exists through
behaviour, policies, practices and cultures against certain groups and individuals
across the NHS workforce. High Impact action 3 requires us to develop and
implement an improvement plan to eliminate pay gaps.

We are required to analyse data to understand pay gaps by protected
characteristic and put in place an improvement plan. This will be tracked and
monitored by NHS boards. Plans were in place for sex and race by 2024, disability
by 2025 and other protected characteristics by 2026.

A pay gap is the difference between the average hourly pay of employees in one
group in comparison to another group. For example, women in comparison to men
or LGBTQ+ in comparison to heterosexual.

This is different to equal pay. Equal pay is a person being paid the same for the
same role and it is unlawful to pay someone differently for doing the same job
based on a protected characteristic.

The Trust is committed to understanding any differences identified in the disability
pay report and will undertake further analysis to gain a better understanding as to the
reason for the differences and to take action where appropriate.

This is our first disability pay gap report. We have analysed information using the
categories: Declared a Disability, Not Declared (which includes not known) and
Declared no Disability.

In the absence of specific guidance under this new reporting requirement, we have
applied the calculations and analysis methods used in Gender Pay Gap reporting.

The disability profile of the Trust 2024

Declared a disability 10.3%
Not Stated 13.2%
Declared no disability 76.5%

Please note these figures exclude bank workers. The remainder of the report
includes data pertaining to substantive staff plus any bank workers who worked on
31 March 2024. This is in accordance with the Gender Pay Gap reporting
requirements.

In line with gender pay gap reporting we are required to report annually on the
following:

Mean gender pay gap
Median gender pay gap
Mean bonus gender gap *
Median bonus gender gap *
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e The proportion of males receiving a bonus payment *
e The proportion of females receiving a bonus payment *
e Proportions of males and females in each quatrtile of pay band

*Under the regulation payments that would fall under the remit of bonus would
include Clinical Excellence Awards for consultants and Long Service Awards.

Mean and Median Disability Pay Gap

The mean disability pay gap and median disability pay gap for all employees is
detailed below. Gross pay calculations are used for these purposes.

In line with guidance, only staff on full pay are included in the calculations therefore
staff on reduced pay for sickness, maternity or other reasons are excluded.
Overtime payments are also excluded from these calculations.

2024

Disability = Mean Difference Gap

Hourly
Pay

Declared
no

Overall disability £18.87 £0.64 3.41%
Declared a
disability £18.23
Declared
Non- no

medical & N ReIEr=1eIl[Y £17.82 £0.04 0.21%
exec Declared a
disability £17.78
Declared
no

disability £45.19 £2.15 4.75%
Declared a
disability £43.05

Medical
only

The mean disability pay gap shows that staff who declared they had a disability are
paid £0.64 per hour less than staff that declared no disability.

2024
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Median Disability Median Difference
Hourly

Pay

Gap

Declared no
disability £17.73 0.00
Overall Declared a £0.00 %
disability £17.73
Declared no
Al disabilty | £17.73 0.00
medical & : £0.00 o
exec D_ecla_r_ed a %
disability £17.73
Declared no
Medical disability £52.11 £4.26 8.17
only Declared a ' %
disability £47.85

The median disability pay gap shows that there is no pay gap identified.

When medical staff are removed from the calculations, the mean disability pay gap
decreases which is common amongst NHS Trusts.

There are number of possible contributory factors which can influence the disability
pay gap differences. The Trust operates a number of salary sacrifice schemes
which affords staff the opportunity to purchase vouchers towards childcare costs,
purchase a cycle, electrical goods or a lease car.

The costs associated with salary sacrifice schemes are deducted prior to calculating
gross pay. This will have an impact on the gross pay calculations undertaken to
determine the mean and median disability pay gap and will be one of a number of
contributory factors which may be causing the differences being reported.

It is important to note that some staff have more than one salary sacrifice in place
(some have up to 5) and that amounts of deductions can vary considerably. The
table below details the percentage of staff with salary sacrifices and their disability
status.

2024
Declared a
disability 10.5%
Declared no
disability 81.2%
Not stated 8.3%
Grand Total 100%

The schemes which are most popular are electronics and lease cars, the latter of
which has the largest cost associated.
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Bonus Payments

Under the regulations, payments that would fall under the remit of bonus would
include Clinical Excellence Awards for consultants and Long Service Awards.

e Clinical Excellence Awards (CEA)

Under the national Medical & Dental terms and conditions consultants are eligible to
apply for Clinical Excellence Awards (CEA). These awards recognise individuals
who demonstrate achievements in developing and delivering high quality patient
care over and above the standard expected of their role and are part of a
commitment to the continuous improvement of the NHS.

At the time of reporting the Trust was operating a local clinical excellence award
scheme based on the national terms and conditions. For the 2024 award year it was
agreed locally that due to industrial action that the Trust would follow the same
process as that which took place in the preceding years linked with the pandemic.
This meant that the Trust could again stand down the usual formal process of
application and review for CEA’s. Instead, the money could be divided equally
between all eligible individuals, and they received a non-consolidated and non-
pensionable payment for the year. Therefore, everyone received the same amount of
award for 2024.

There are also however several individuals receiving historic awards from 2017
which are recurrently paid each year. Once an award had been made the consultant
continues to receive that level of award going forward. A further submission may be
made the following year and as a consequence progression through the varying
payment levels occurred.

As part of the new terms and conditions following agreement to the pay settlement,
from 15t April 2024 the contractual entitlement to access annual CEA awards
stopped. Therefore, there will be no new award rounds. Any doctor who has a pre-
2018 CEA will be retained and remain pensionable and consolidated. The value of
these awards will be frozen, and the review process has been removed. These
changes will impact on future pay gap reports.

Based on current guidance the table below shows the mean and median bonus pay

linked to clinical excellence awards only. The data below excludes staff who have
not declared whether they had a disability or otherwise.

2024
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Disability Mean Bonus Pay Median Bonus Pay
Declared a | 05 579 53 £2,666.20
disability

Declared no

disability | £5,796.88 £2,666.20
Difference £2,125.35 £0.0

Pay Gap % 36.66% 0.0%

All of the Trust eligible 114 Consultants received a Clinical Excellence Award in the
reporting year. 74.6% had declared that they did not have a disability, 2.6% of
consultants had declared that they had a disability and 22.8% had not stated /
unknown disability status.

The data suggests that consultants who have declared a disability are paid less CEA
amounts compared with those consultants who have not declared a disability.
However, due to the small number of staff declaring that they have a disability and
the relatively high percentage of consultants not declaring their disability status, this
conclusion should be read with caution.

Long Service Awards

The Trust operates a locally agreed long service award scheme to recognise the
service of staff who have 25 years NHS service. The award is a £100 gift voucher.
In the reporting period a total of 167 staff received an award. Of which 100 had
declared that they did not have a disability (59.9%), 23 staff had declared that they
had a disability (13.8%) and 44 had not stated their disability status (26.3%).

Under the Regulation we are required to include payments which relate to profit
sharing, productivity, performance, incentive or commission should be included in
the bonus calculations. It could be argued long service awards do not provide the
incentive usually associated with the criteria outlined above. Guidance from ACAS
states that such payments with a monetary value should be included in the bonus
calculations.

Total Bonus Payments

The table below provides combined details of the clinical excellence awards and
long service awards. It should be noted that the numbers of staff involved in these
calculations and declaring that they have a disability is very low. Overall, as a
proportion of the workforce, the numbers of staff receiving bonus’s as per these
guidelines is very small. These payments are also not pro-rated.

Pay Gap Report 31 Date: March 2025



Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

2024

Disability Mean Bonus Pay Median Bonus Pay
Declared a | o /g 55 £100.00

disability

Declared no

disability | 2271776 £100.00
Difference | £2,308.21 0.0

Pay Gap % | 84.9% 0.0%

Overall percentage of receiving bonus payments

The guidance requires us to calculate the percentage of staff, by their disability
status, as a percentage of all employed staff (not just those on full pay which other
aspects of the reporting require us to do).

0.32% of staff who have declared themselves as having a disability received a bonus
in 2024.

2.24% of staff who declared that they did not have a disability received a bonus in
2024.

It is likely that the number of staff who have not declared their disability status and
received bonus payments this year impacts on the above percentage rates.

It is important to recognise when combining the bonus awards in this way the
data is skewed as more staff receive long service awards than clinical
excellence awards and long service awards are significantly lower monetary
amounts. These payments are also not prorated.

Disability Pay Quartile Profile

The following graph shows the proportion of disabled staff and non disabled staff in
each pay quartile. The lower quartile represents the lowest salaries in the Trust and
the upper quartile represents the highest salaries. The Trust employs more staff that
declare no disability than staff who declare a disability in every quartile.
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2024
Disability pay Quartile Profile - March 2024

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Lower Quartile Lov(\;eur;xiilc;dle Mic(ildl:gr—_t:lp;per Upper Quartile Grand Total
m Unknown 21% 11% 10% 12% 13%
HYes 8% 12% 11% 9% 10%
m No 71% 78% 80% 79% 77%

ENo MYes M Unknown

Disability Breakdown by Pay Band

The graph below provides the Trusts disability profile breakdown by pay band as of
March 2024 when reporting commenced.

2024
Disability Status by Pay Band 2024

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Ban Medlc

Band Band Band Band Band Band Band Band Band Band Band 9 & aI ; Grand
1 2 3 4 5 6 7 8a 8hb 8c 8d Consu Total
Execs Other
Itant
B Unknown 62% 27% 18% 13% 9% 9% 8% 9% | 12% 19% 29% 18% 18% 27% 13%
M Yes 0% 6% 9% | 11% 13% 11% 9%  10% 10% 9% 8% 8% 4% 4% | 10%
H No 38% 66%  T73% 7T6% 78% B80% 82% 82% TB% 72% 63% 74%  T78% 69% 77%

ENo MYes MUnknown
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Key Findings:

This is the first disability pay gap report that the Trust has produced and will
be used as baseline for annual reporting.

The number of staff who have declared themselves as having a disability is
likely to be under reported, therefore the data analysis is likely to be impacted
by this.

23% of consultants had not declared their disability status. This will have
impacted on the bonus section of the report.

The mean shows that staff declaring they don’t have a disability are paid
£0.64 more that staff who declare having a disability but zero when looking at
the median.

Proposed Areas for Further Action Specific to the Disability Pay Gap Report:

Encourage staff, particularly medical staff, to declare on ESR their disability
status.

Review 2025 disability pay gap report to compare / identify any trends or
changes.

Current Trust actions that impact on all Pay Gaps:

Continue to pilot the virtual interview platform (SAMMI), which aims to reduce
the bias in the recruitment process.

Develop new managers training which will include unconscious bias.

Carry out third mid-career programme.

Continue with reasonable adjustments pilot to enable staff with underlying
health conditions to fulfil their potential.

Promote the Steps Towards Employment Programme (STEP) to people from
communities who don’t usually work for the NHS and carry community
engagement events across these communities.
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Executive Sarah Dexter- Smith, Director of People and Culture
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Author(s): Abigail Holder EDI and Human Rights Officer
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Strategic Goal(s) in Our Journey to Change relating to this report:
1: To co-create a great experience for our patients, carers and families

2: To co-create a great experience for our colleagues
3: To be a great partner

AN

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
5 Staff Retention | The Trust has a minimal appetite for risks relating to
quality.

Although the present score is above tolerance, an
acceptable level of exposure can be achieved. Controls
need to be strengthened. This is required at pace,
through the delivery of mitigations, to reduce the risk to
tolerable levels

4 Experience The Trust has a minimal appetite for risks.

relating to quality. Although the present score is above
tolerance, an acceptable level of exposure can be
achieved

11 Governance The target risk score is above tolerance levels, and the
and Assurance | Trust has a minimal appetite for regulatory risks.
Urgent action to be taken to strengthen controls but a
higher degree of exposure than acceptable will need to
be tolerated

Executive Summary:

Purpose: This paper is presented to Board of Directors to provide
assurance that the Trust is meetings its obligations under the
NHS contract to complete EDS 2022.

A more detailed document is attached to this report identifying
the scores that have been agreed for the Trust and any areas of
concern.
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The Board is asked to confirm that it has good assurance that
the Trust has followed a robust process in completing EDS 2022
and is meeting its obligations in regard EDS 2022.

The Board is asked to ratify the scores of EDS 2022 for 2024
and to agree to the publication of EDS 2022 on the Trust website
as is required.

EDS 2022 is a requirement of the NHS contract and must be
completed annually using the evidence available for each of the
outcomes. The proposal for good assurance is based on the
information in the appendix which demonstrates that:
e Appropriate evidence has been gathered for each
outcome.
e Consultation on the draft scoring has taken place as
required by the technical guidance.
e EDS 2022 for 2024 has gone through the appropriate
approval routes.

The Trust has scored 1(developing) for 2 criteria and further
detail on this and plans to improve the scoring are contained in
the Appendix. The Trust’s overall score is 24 (achieving).

The paper will be considered by the Executive Directors Group
on 26.11.24, PCDC 11.12.24 and JCC 21.1.25.

Failure to complete EDS 2022 in accordance with the
requirements of the NHS contract may have regulatory
consequences.

The Board is asked to confirm that it has good assurance that a
robust process has been undertaken when completing the
proposed scoring and evidence for EDS 2022 for 2024.

The Board is asked to ratify the scores of EDS 2022 and to
agree to the publication of EDS 2022 on the Trust website as is
required.
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EDS 2022 for 2024

BACKGROUND INFORMATION AND CONTEXT.

EDS 2022 has been developed by NHS England and NHS Improvement and
supported by the NHS Equality and Diversity Council as an improvement tool
to support NHS organisations to review and develop their services,
workforces, and leadership. The completed version must be published on the
Trust’s website by 28™ February 2025 following approval at Board level. EDS
2022 should be carried out annually.

It comprises eleven outcomes spread across three Domains, which are:
1. Commissioned or provided services.
2. Workforce health and wellbeing
3. Inclusive leadership

Each outcome is evaluated, scored, and rated using available evidence and
insight which assure or point to the need for improvement. The scoring system
for each outcome is as follows:

e Undeveloped activity O

e Developing activity 1

e Achieving activity 2

e Excelling activity 3

The scores are aggregated into an overall score for the organisation:
e Those scoring 8 or below are rated undeveloped.
e Those scoring between 8 and 21 are rated developing.
e Those scoring between 22 and 32 are rated achieving.
e Those who score 33 (the maximum score) are rated excelling.
For domain 1 the Trust had to choose 3 services. The categories of service
and the services chosen are:
¢ One which where data indicates it is doing well - EIP Middlesbrough
¢ One where data indicates a service is not doing so well - MHSOP
Middlesbrough
e One where its performance is unknown — CAMHS Middlesbrough

The rating process is as follows:
e Domain 1 is rated by service users, the VCSE sector and NHS
organisations.

e Domain 2 is rated by staff, staff networks, trade unions, and
organisations.
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e All scoring in Domain 3 must be independently tested, by a third party
with no direct involvement in managing or working for the
organisation. Chris Rowlands the EDI Lead for CNTW will undertake
this role for the Trust in December 2024.

2. KEY ISSUES
The key issues for consideration are as follows: -

2.1 The full rating scorecard and action plan is included at Appendix 1.

2.2  The Trust has scored 2 (achieving) for the majority of outcomes with the
following exceptions:

e Outcome 2 B (score 1) — When at work, staff are free from abuse,
harassment, bullying and physical violence from any source. During the
review / consultation process, it was recognised that a lot of work was going
on in this area, there hasn’t been a significant change from 2023 which
would warrant an increase in the score for this domain. Further work on this
will continue to be led by the Violence Reduction prevention strategy
development and working group.

e Outcome 2D (score 1) — Staff recommend the organisation as a place to
work and receive treatment. In the 2024 staff survey 57.2% of staff
recommended TEWYV as a place to work and 55.4% were happy for a
friend or relative to be cared for by the Trust. To score a 2 over 70% of
staff would recommend the organisation as a place to work and receive
treatment.

2.3  The Trust’s overall score for EDS 2024 is 24 which is classed as achieving.
The action plan at the back of the attached score card details actions the
Trust will take in the next year to improve its score.

Author: -  Sarah Dexter- Smith, Director of People and Culture
Abigail Holder, Equality, Diversity, Inclusion and Human Rights
Officer

Sarah Dallal, Strategic Lead for Equality, Diversity, Inclusion and
Human Rights and Volunteering.
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Equality Delivery System for the NHS

The EDS Reporting Template

Implementation of the Equality Delivery System (EDS) is a requirement on both NHS commissioners and NHS providers.
Organisations are encouraged to follow the implementation of EDS in accordance EDS guidance documents. The documents
can be found at www.england.nhs.uk/about/equality/equality-hub/patient-equalities-programme/equality-frameworks-and-
information-standards/eds/

The EDS is an improvement tool for patients, staff and leaders of the NHS. It supports NHS organisations in England - in active
conversations with patients, public, staff, staff networks, community groups and trade unions - to review and develop their
approach in addressing health inequalities through three domains: Services, Workforce and Leadership. It is driven by data,
evidence, engagement and insight.

The EDS Report is a template which is designed to give an overview of the organisation’s most recent EDS implementation and
grade. Once completed, the report should be submitted via england.eandhi@nhs.net and published on the organisation’s

website.
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NHS Equality Delivery System (EDS)

Name of Organisation

Foundation Trust

Tees Esk and Wear Valleys NHS

Organisation Board Sponsor/Lead

Name of Integrated Care

System

North East & North Cumbria ICB &
Humber & North Yorkshire ICB

Sarah Dexter-Smith

EDS Lead

Sarah Dallal

At what level has this been completed?

*List organisations

EDS engagement
date(s)

Staff Networks, staff, unions, chaplaincy,
Freedom to Speak Up Guardians —
28.10.24.

Executive Directors Group — 11.12.24
NY&Y Care Group Board — 14.11.24
Durham, Tees Valley and Forensic
Services — 27.11.24

JCC-14.1.24

People, Culture & Diversity Committee —
23.1.25

Individual
organisation

Tees Esk and Wear Valleys NHS
Foundation Trust

Partnership* (two
or more
organisations)

County Durham and Tees Valley Mental
Health, Learning Disability and Autism
Partnership
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Integrated Care
System-wide*

Reviewed by Cumbria, Northumberland,
Tyne and Wear Foundation Trust

Date completed

Month and year published February 2025

Date authorised

Revision date
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EDS Rating and Score Card

Please refer to the Rating and Score Card supporting guidance document before you start to score. The Rating and Score
Card supporting guidance document has a full explanation of the new rating procedure, and can assist you and those you are
engaging with to ensure rating is done correctly

Score each outcome. Add the scores of all outcomes together. This will provide you with your overall score, or your EDS
Organisation Rating. Ratings in accordance with scores are below

Undeveloped activity — organisations score out of O for Those who score under 8, adding all outcome scores in all
each outcome domains, are rated Undeveloped

Developing activity —organisations score out of 1 for each | Those who score between 8 and 21, adding all outcome
outcome scores in all domains, are rated Developing

Achieving activity — organisations score out of 2 for each | Those who score between 22 and 32, adding all outcome
outcome scores in all domains, are rated Achieving

Excelling activity — organisations score out of 3 for each Those who score 33, adding all outcome scores in all
outcome domains, are rated Excelling
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Domain 1: Commissioned or provided services

Summary Domain 1 — Please see detailed ratings and evidence for the three services chosen

the inpatient services. This indicates that people from Ethnic minoritised
groups are accessing mental health services and EIP services later than their
white counterparts. This perhaps reflects a lack of awareness of MH services
and specifically EIP as well as different cultural understandings of MH and
Psychosis.

Domai Outcome Evidence Rating Owner
n (Dept/Lead
)
Middlesbrough EIP — Score 2 2 Jennifer

0 We aim to offer all service users an assessment within 2 weeks of being Simpson
o referred to the service. To promote accessibility, we accept referrals from (Consultant
2 multiple sources, including self-referral, GP, access, crisis, inpatient and other Clinical
() . . . . .
7 community services (with the consent of the service user). Our annual NCAP Psychologis
E audit demonstrates that we continuously meet the NCAP standard of over 60% t)
.'g for accepting people onto a pathway of care within 2 weeks of referral into
o 1A: TEWYV (66% in 2024).
o Patients
o (service In relation to Ethnicity the most recent census indicated that 82% of resident in
5 users) have | Middlesbrough where White British or White other, while 18% or residents
5 required were from other ethnic groups. However, NCAP sample 2024 data indicated
9, levels of that 65% of EIP service users are white and 35% are from other ethnic groups.
= access to | Further to this 32% of the white EIP SU accessed EIP through the wards
c the service 'whereas 57% of people from other ethnic groups are referred to EIP through
o
@)
—
e
'S
S
o
Q
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In this knowledge the teams are doing work to raise awareness of the services
by developing posters to go out in GP, schools, colleges and the university.
The team are also building relationships with Health Watch in Middlesbrough
to think about how to raise awareness of the service with local communities
and making links with local community organisations such as the Ubuntu
centre.

Age was also explored and over 35s were also more likely to access EIP
through wards rather than through the community, which may again reflect
different attitudes towards mental health in the older population. An action plan
is still to be identified in relation to this.

Middlesbrough MHSOP - Score 3

The service recognised that it covers an ethnically diverse community and that 3 Aliyah
given this, the service was not receiving as many referrals for cognitive Akhtar
assessment as may be expected from people of BAME background. To (Service
support inclusion, we have made visits to several local BAME community Manager)

spaces to spread awareness and build links.

The service recognised however that there was an increase in referrals from
patients from refugee and asylum seeker background. Middlesbrough is one of
the largest areas for settlement packages within the country. On assessment,
themes were recognised around potential of PTSD symptoms on cognition,
and we continue to work alongside the adult mental health service in line with
community transformation to support these patients receiving support from the
most appropriate service to meet their needs.

The Service has also worked with community partners to develop a video in
Urdu/Punjabi about Dementia and how to access support. The Team is also
working in collaboration with Public Health and Teesside University looking at
“Improving mental health and dementia awareness in South Asian
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communities in Middlesbrough”. We are also a need’s led service and accept
referrals for Dementia Assessments regardless of age, gender, disability,
sexual orientation, race, religion and other protected characteristics. We will
tailor assessments towards patient need and can offer appointments at an
alternative location appropriate for them if required. We will offer home
assessments or at a place that is the patient’s choice.

Tees CAMHS Getting Help Service — Score 3 3 Jude Rose
(Clinical
e Getting Help Process and Patient Journey updated as part of Lead) &
Transformation of CAMHS embedded across Teesside to limit barriers John Stamp
to access. (Associate
Director of
L . : Partnership
Referral to Service is via SPOC Single Point of Access s &
e Average appointment following referral to CAMHS SPOC is 5 days for Strategy)

standard referral. Urgent referrals same day.

SPOC -Standard Practice and Process
e Referral Route via free phone for patient/ carers
e Paper referral for external agencies
e Direct transfer of services from Universal/ VCS agencies for step up
care, consultation, and support.

Direct face to face Access for Patients via:
e GP based TEWV Primary Mental Health Nurses
e School consultation leads in education for school to consult and
concerns. - All schools have identified leads from TEWV or wider
Getting Help Teams.
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e Fortnightly Multi agency Neurodevelopmental Triage Panel alongside
representation: Local Authority, Speech and Language, VCS,
Education, Health, SEN Department

e Daily Multi Agency Local Authority First Access Meetings

e Monthly Drop in sessions community events as part of Multi agency
Offer.

Protected Characteristics:

All referral routes consider accessibility or specialist consideration for protected
characteristics - Religion, race, Armed forces, gender, sex, trauma, poverty-
access to phone line/internet, Relationships, age, language, disability, address
for contacts, or reasonable adjustments.

e Admin/clinicians update clinical records to evidence protected
characteristic from referral information.: Cito record, Alerts, Share with
Staff team.

Triage of referrals:

e Protected characteristics taken into consideration for triage contact. If
additional support is needed in relation to communication needs
interpreters and translation services are considered and booked as
required. Specialist services such as Text to speech are also
considered where required. Other considerations can include
appropriate adult, carer needs or additional support.

¢ Allocated triage clinicians in line with patient need, characteristics of
race, gender, preference, disability awareness, religion considered.
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Communicating Triage appointment:

o Offer of appointment sent via text, telephone call, letter to referrer and
Parent/child in accessible format- coloured paper, font, simplified
language. Reminder text and call.

e Agree suitability of venue with parent/ referrer/ child in advance. If in
doubt, contact referrer to discuss accessibility needs.

Appointments offered as:

e Telephone appointment.

e Face to face triage on Trust site, community hubs, GP surgery, school,
community location for ease of access.

e Online if required.

e Triage can be 15 minutes to hour if needed and split into sessions
based on need.

e Flexible times of appointments

Collaborative Outcomes of Triage

¢ Informed consent and psychoeducation given verbally when signposting
to agencies based on patient and carer characteristics. Discussion
includes advantage, disadvantaged of each service discussed.

e Agree best way to signpost. - carer/ young person self-refer, guidance
letter to referrer to support, referral by service, daily huddle with VCS.

e Explore any barriers to accessing advice and advice given on support
available, reasonable adjustments patient would benefit from: taxi’s,
supportive adult, location.
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e Explanation of agreed signposting given verbally, written- easy read
available, translated letters, consent gained to share outcomes with
relevant support agencies.

e Supporting visual literature provided from clinician in the outcome letter
and agree copy of letter recipients.

Progress to Assessment in CAMHS Getting Help Team

e Direct access internally in CAMHS via weekly Meetings, referral forms,
clinical discussions, Neuro Panel.

e Trusted assessment processes in place with partner agencies

e Triage information consulted and consideration for barriers to service
and likelihood of support, adaptions needed, access to appointment,
transport costs, communication support, time of assessment, location.

e |dentify best skilled clinician to assess based on needs and
characteristics, considering gender of clinician, race, skill base etc.

e Assessment location identified based on need in appointment letter/ text
state offer of alternative option if unable to attend.

e Appointment sent in text, letter, telephone discussion in accessible
format- coloured paper, font, easy read. Reminder text and call,

e Location of appointments considered near to patient address: Trust site,
community hubs, GP surgery, school, community location. If in doubt,
contact patient contact/ referrer to discuss access needs/ preference.

e Telephone or Online offer available.

e Assessment appointments range 45 minutes to hour or numerous
appointments offered based on individual need, complexity, patient,
carer health and characteristics and engagement.
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Flexible times of appointments considering childcare and carer
responsibilities.

All adult parent figures are included in assessment to involve separated
parents/ extended families/ foster carers.

Communicating collaborative assessment outcomes with patient:

Feedback provided verbally and written format in line with needs and
shared with consent to wider support services identified as helpful to
family.

If young person requests confidentiality — based on risk, considered and
alternative address for letter agreed if needed.

Update information on clinical records to evidence protected
characteristics and additional information.

Parent Carer document on Cito completed with information applicable to
include future access to services.

Collaborative safety summaries and plan include information for
supporting and promoting patient and carers protected characteristic.
Ensure patient and carer voice obtained to identify characteristic i.e.:
ethnicity, gender, identity, disability status and documented in Safety
Summary

Feedback from Patient to Service:

Positive FFT for patient and carers

Routine Outcome Measures

Wider agency feedback form

Telephone feedback calls to patient and carers.
Clinical response when patient barriers identified.
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e Call to patient if DNA offer to explore barriers.

e Barriers to access discussed in daily huddles, Supercell meetings, DNA
data, clinical supervisions, team meetings, Session Rating scales,
complaints, or concerns.

e |If service barrier identified, then re-engage patient and consider change
in access arrangements and document in Cito Safety Summary, Patient
carer.

e Meetings with Parent Carer Forums.

e VCS Forums

e Drop-in Parent Carer sessions.

e |ICB Feedback on transformation of services and local need

e Representation on Joint Service Needs Assessment

e Attendance at all Early Intervention Forums with agencies

e Service development events to include Patient and carers.

Average
Score: 3
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1B:
Individual
patients
(service
users)
health
needs are
met

Middlesbrough EIP — Score 2

When anyone is accepted into the service, they are offered a 12-week
assessment to help understand their needs. This includes and assessment of
their current circumstances, mental health needs, social needs, background
history and risk. As part of the assessment, they will have their medical needs
assessed usually by a psychiatrist but sometimes by a nonmedical prescriber
under the supervision of a psychiatrist. They will also be offered an
assessment of the Physical wellbeing. At the end of the assessment a
formulation is offered with the service user and any significant others they
would like to attend. At this meeting a person-centred care plan to address
these needs will be developed. The service works closely with other third
secret and voluntary organisations within the community to meet their needs.
This includes taking consideration of a person’s cultural needs and supporting
people who may feel more isolated to link it with community they feel they have
some connection with.

The service is commissioned to deliver CBT, Family Intervention and
Employment support to everyone on the First Episode in Psychosis Pathway.
These interventions are offered to everyone through the formulation process.
32.5% or the case load had taken up CBT which is considered performing well
by the standards set by NCAP, and 42.5% of the case load had taken up
Family Intervention which is Top performing by NCAP standards. While take
up for FI was similar across ethnicities, there was a greater take up for CBT
from white SU (38%) compared with SU from other ethnic groups (21%). In
part this may have been due to reduced staff at this time period, but this staff
shortage was unequable across ethnic groups. Formulations will be used as an
avenue to continue to show the value of CBT for everyone but if things
continue to be inequitable this can be explored further.

The service offers reasonable adjustments to help increase access to
therapies, e.g. time and places of appointments, appointments at GP surgeries

Jennifer
Simpson
(Consultant
Clinical
Psychologis
t)
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and in the community to increase accessibility. The services always offer
interpreters where first language is not English and Interpreters are regularly
used in therapy. Key documents, such as formulation letters and therapy tools
are also routinely translated if person’s first language is not English.

Middlesbrough MHSOP — Score 3

The team recognised that we have a higher-than-average level of patients
(compared to other areas within the locality) for whom English is not first
language. As the generic assessment tool (ACE111) was not developed with
this in mind we provided training for all our team on RUDDAS (Rowland
University Dementia Assessment Scale), which is a cognitive screening tool
which can minimise the effects of cultural learning and language diversity.

We also optimise trust approved interpreters to support our assessment
process. We also have BAME staff working within the Dementia and Wellbeing
Hub in Middlesbrough to support with any language barriers. Our care and
treatment is provided in line with patient need and choice, if we have a referral
where we feel we are not the right team for the patient, we will discuss the
referral within the multi-disciplinary team and multi-agency huddle to ensure
the patient receives the right care by the right person.

Tees CAMHS Getting Help Service — Score 3
Examples of where staff have considered individual characteristics in care:

e Waiting at external door for patient to arrive to reduce triggers.

e Booked rooms that do not require walking through waiting rooms.

e Sessions pre-planned and shared to reduce uncertainty and
expectations.

e Flexibility in appointments with combined offers of online, telephone,
face to face.

Aliyah
Akhtar
(Service
Manager)

Jude Rose
(Clinical
Lead) &
John Stamp
(Associate
Director of
Partnership
S &
Strategy)
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Offering consistent rooms

Ordering and funding taxis to appointments.

Resource making to reduce poverty inequalities.

Providing recommended resources in treatment to reduce inequality.
Offering books/resources/self-help material in alternative formats:
audio, written, simplified, alternative languages.

Upgrading Manualised Treatment Programs that are available in
multilingual options, so treatment is culturally sensitive and
appropriate.

Updating treatment programs and investing in new training for staff
to meet local need and protected characteristics: North England
videos oppose US, Neurodiverse parents and children, culturally
appropriate videos, and option of all languages.

Coloured paper for correspondence and in sessions.

Triangular, bigger pens to support fine motor skills.

Easy read resources

A reader for resources to ensure able to understand information: via
telephone or weekly mid-week sessions face to face/ online.

Text reminders of sessions and key points of home tasks.

1:1 treatment option if unable to access group offers

Aligning characteristics and need of patient and carers in group
offers.

Location of sessions close to home

Home visits out of hours

Seeing young people in schools

Makaton

16 | EDS Reporting Template 2022




e Carers for disabled parents involved in appointments and accessible
venue for parent to attend group therapy.

e Increasing staff delivering groups to enable epileptic parent to
access group treatment and agrees epilepsy support plan.

e Signer for deaf carer to access group offer.

e Referring to parent by two different names session by session in line
with their trauma needs.

e Parking away for family home based on cultural community needs.

e Staff alternatively dressing in line with cultural needs: family home,
appointments, schools.

e Additional training to meet needs of patients to reduce signposting
and referrals to wider agencies.

e Weekly meeting in Getting Help Triangle of Care Champions to
explore access and engagement for all protected characteristics.

e Terminology on forms refer to as: Parents, biological parents,
gender, preference, identity.

Feedback Patient to Service

FFT for patient and carers

Culture of open discussion when concern raised to explore barriers and
experience.

Review of engagement and barriers to session at each contact

Wider agency feedback from VCS, ICB, Education, Local Authority,
GP’s

Engagement in treatment data

Clinical response when patient barriers to engagement.
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e All non-engagements are discussed timely in daily huddle, supervision
to explore barriers. Review appointment then actioned with family to
explore alternative adaptions.

e Call to patient if DNA offer to explore barriers.

e Barriers to access reviewed in team meetings, weekly Supercell review
on data.

e Supercell review and feedback to team, lessons learnt/ good practice
following praise, complaints, or concerns.

e Share good practice in Triangle of Care Meetings

e Service evaluations.

e Involve Patient and carers in peer review.

e |If service barrier identified, re-engage patient, and consider change in
access arrangements and document in Cito Safety Summary, Patient
carer.

e Meetings with Parent Carer Forums.

e Parent Feedback

e ICB Feedback on transformation of services and local need

e Multi-faceted level of joint working with VCS and wider agencies:

strategic to clinical across all levels of workforce. Average
Score:3
1C: When Middlesbrough EIP — Score 3 3 Jennifer
at.ients Comprehensive risk assessment is undertaken and maintained throughout the Simpson
?servi ce patient journey. Safeguarding is central to the delivery of the service. (Consultant
Clinical
?hS:;Sgr\ljiscee There has only been one SUI in the last 12 months following a discharge from Psychologis
they are " lhospital. This now has led to an increased priority in ensuring that interpreters t)

are offered to all whose first language is not English and this finding was
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free from
harm

shared with the ward. It sadly does however highlight an issue that in this
instance all steps to prevent harm were not made for a person whose first
language was not English. However, thorough processes identified this error
so that lessons could be learnt from it.

Middlesbrough MHSOP — Score 3

All patients have a comprehensive risk assessment when first seen by staff
within the service. This will take into account any risk of harm and implement
measures to reduce this as much as possible through development of person-
centred care plans taking into account the needs and wishes of individual
patients and their care and support network. Regular engagement with local
safeguarding teams to ensure practice is reflective of current policy. Daily and
weekly MDT processes are undertaken to allow sharing of any concerns and
take appropriate actions.

Tees CAMHS Getting Help Service — Score 3
Examples of where staff have considered individual protected characteristics:

e Waiting at external door for patient to arrive to reduce triggers in waiting
rooms.

e Booked rooms that do not require walking through waiting rooms.

e Sessions pre-planned and shared with patients to reduce uncertainty in
expectations.

e Flexibility in appointments: combined offers of online, telephone, face to
face.

e Offering consistent clinical rooms

e Ordering and funding taxis to appointments.

e Resource making to reduce poverty inequalities for families needing
resources in treatment: toys, puppets.

e Providing recommended treatment resources to reduce inequality.

Aliyah
Akhtar
(Service
Manager)

Jude Rose
(Clinical
Lead) &
John Stamp
(Associate
Director of
Partnership
S&
Strategy)
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e Offering books/resources/self-help material in alternative formats: audio,
written, simplified, alternative languages.

e Upgrading Manualised Treatment Programs to ones available in
multilingual option so treatment culturally sensitive and appropriate.

e Updating treatment programs and investing in new training for staff to
meet local need and protected characteristics: North England videos
oppose US, Neurodiverse parents and children, culturally appropriate
videos, and option of all languages.

e Coloured paper for correspondence and in sessions.

e Triangular, bigger pens to support fine motor skills.

e Easy read resources

e A reader for resources provided to patient and carer to ensure able to
comprehend information needed: via telephone or weekly mid-week
sessions face to face/ online.

e Text reminders of sessions and key points of home tasks.

e 1:1 treatment option if unable to access group offers

e Aligning characteristics and need of patient and carers in group offers
so similar peer group if preferred.

e Offering treatment in alternative localities if emotional/ physical safety is
of concern for the patient.

e Location of sessions close to home

e Home visits out of hours

e Seeing young people in schools

e Makaton

e Carers for disabled parents/patients involved in appointments.
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Paid carers have attending group treatment to provide care for parent
and promote inclusivity.

Accessible venue for treatment.

Increasing staff delivering groups to enable epileptic parent to access
group treatment and agrees epilepsy support plan.

Signer for deaf carer to access group offer.

Referring to parent by two different names, session by session in line
with own trauma care plan in adult services.

Parking away from family home based on cultural community needs.
Staff considering dress in line with cultural needs: family home,
appointments, schools.

Additional training to meet needs of patients and reduce signposting
and referrals to wider agencies oppose service not suitable for the
patient need.

Weekly meeting of Getting Help Triangle of Care Champions to explore
access and engagement for all protected characteristics.
Terminology on forms refer to: Parents, biological parents, gender,
preference, identity.

Feedback Patient to Service:

Positive FFT for patient and carers

Review of engagement and barriers to sessions with patient each
session

Wider agency feedback

Engagement in treatment data

Clinical response when patient barriers identified and engagement.
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¢ All non-engagements offered review appointment to explore barriers
and concern then agreed actions with family to explore alternatives.

e Call to patient if DNA offer to explore barriers.

e Barriers to access reviewed in team meetings, weekly Supercell review
on data.

e Supercell review and feedback to team lessons learnt/ good practice.

e Share good practice in Triangle of Care Meetings/ fundamental
standards.

e Service evaluations.

e Involve Patient and carers in peer review.

e Accurate documentation in Cito Safety Summary, Patient carer.

e Inphase

e Meetings with Parent Carer Forums.

e Parent/ patient Feedback

e |ICB Feedback on transformation of services and local need

Average
Score: 3
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1D:
Patients
(service
users)
report
positive
experience
s of the
service

Middlesbrough EIP — Score 2

We continually monitor trust FFT system (Meridian) with quantitative and
gualitative feedback and act upon comments / suggestions — and produce
actions plans for any areas for improvement. We follow trust complaints /
PALS process.

The FFT data for the last 12 months is presented below and indicates positive
patient experience.

All surveys in the Patient Experience module Bl soore
Ward/Team: Middlesbrough EIP

Combined results from all surveys
100%
95
90

85

80
Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul

4

FFT data also shows that the service has received a significant amount of
positive feedback in relation to Carers support.

The service has received nil complaints from January 2024 — August 2024.
There is also a Trust Wide EIP service user involvement group which is an

opportunity for service users and their carers to provide feedback to services
and be involved in the continuous improvement.

Jennifer
Simpson
(Consultant
Clinical
Psychologis
t)
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A number of young carers from Middlesbrough have also been involved in a
young carers group which received positive feedback. Feedback has not been
looked at in relation to ethnic diversity, but this could be a way we could
improve out access to EIP for people from non-white ethnic groups.

Middlesbrough MHSOP — Score 2 2 Aliyah
Patients are given opportunity throughout input with the service to give verbal Akhtar

or formal written feedback on their care. Any concerns can be discussed, and (Service
service changes made if needed to support patient care. Manager)

We will be completing a study in line with Teesside University and Public
Health, reviewing episodes of care and patient experience in line with the
associated episode of care.

The Team also receives monthly patient and carer feedback which is
discussed through the governance channels and used to improve patient care.
We also have a patient and carer participation group, which is a group of
participants through lived experience of using and accessing services that will
offer support in improving the service.

Additional work is planned to improve engagement with local VCSE
organisations supporting our client group.

Tees CAMHS Getting Help Service — Score 3 3 Jude Rose
o FFT (Clinical
e Active engagement Parent Forum Groups Lead) &
e Active engagement VCS John SFamp

) (Associate

e Daily huddles and staff feedback Director of
¢ Routine outcome Measures Partnership
e End of treatment evaluations s&
e School and wider agency feedback forms/ meetings Strategy)

e Patient cards/ letters/ reports
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e Staff advocating for patients and carers in Supercell what works well.
e |CB events to gain strengths of service.

e Monthly team meetings clinical feedback reviewed and focus on positive

experience.
Average
Score:3
Domain 1: Commissioned or provided services overall rating 12
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Domain 2: Workforce health and well-being

Domain Outcome Evidence Rating | Owner (Dept/Lead)
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2A: When at work, staff are
provided with support to manage
obesity, diabetes, asthma, COPD
and mental health conditions

main 2
Workforce health and well-being

Occupational Health and physiotherapy
Service Provision

Employee Support Service/Employee
Psychology Service (including support
groups such as Burnout
group/Resilience)

VIVUP wellbeing platform (includes
Counselling service for staff)

Long Term Health Conditions staff
network, BAME staff network, Rainbow
staff network, Neurodivergent staff
network, Armed Forces staff network,
Menopause Café, Working Carers staff
network and numerous other support
network groups which meet regularly.
Achieved Better Health at Work Silver
level, in 2024 working towards Gold level
(assessment October 2024 — campaigns
have included Domestic Abuse & Sexual
Safety, Alcohol, Substance & Other
Drugs Safe Use, Active Travel & Moving
More in 24!, Work-Life Balance for
harder-to-reach staff groups, such as
Estates staff, Bank staff and those who
work in Health & Justice Services, Stress
(focus on Men’s Health and harder to
reach staff groups).

Long term sickness absence team
Nutrition and weight management
programmes

Sarah Dallal
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337 Health & Wellbeing (H&W)
champions

Staff led Health Council meets every two
months, two rounds of charitable monies
have been allocated staff following
successful project bids, amounting to
over £100,000.

H&W pages on the staff Intranet
reviewed and updated.

Smarter Working initiative

Reasonable adjustments — Central Team
Working carer support — including
monthly network

Staff Mindfulness Programme
Bereavement Support

Increased capacity within the central staff
Health and Wellbeing team (2.25 wte’s)
Bi-monthly Strategic Health & Wellbeing
Group which meets made up of MDT
staff and Services.

H&W coordinator (Durham & Darlington
Locations)

Health & Wellbeing Conversations
training programme to be rolled out
across the Trust during 2024

Face to face Trust Welcome for new staff
(Induction) to be re-started from October
2024

Review of Trust wide Managers Bitesize
training programme to include health and
wellbeing.
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» Staff Wellbeing Hub — Accessible via
CNTW.
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2B: When at work, staff are free
from abuse, harassment, bullying
and physical violence from any
source

Violence Reduction and prevention
strategy development and working group.
Verbal & Physical Aggression procedure
Indicator 5 WRES — Staff experiencing
harassment, bullying or abuse from
patients, relatives, public.

Indicator 6 WRES - Staff experiencing
harassment, bullying or abuse from staff.
Indicator 4 WDES

Indicator 5 SOWES

Indicator 6 SOWES

Professional Nurse Advocacy Service
(PNA)

LGBTQ+ Awareness training including
lived experience.

Publication of information Staff survey
results (harassment, bullying & abuse) -
Age and Gender
WRES/WDES/SOWES action plans
Equality objectives (include verbal &
physical aggression actions)
Disciplinary data

Support offered after incidents — Post
incident Peer Support (PIPS)

Hate crime campaigns.

Staff Council

Staff Support — Speak Up Guardian,
ESS, EPS

Show Racism the Red Card Programme

Sarah Dallal
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Training available including in leadership
programmes.

Domestic violence workstream, including
toolkit and planned training.

Sexual Safety in the workplace
workstream, including toolkit and
planning training.
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2C: Staff have access to
independent support and advice
when suffering from stress,
abuse, bullying harassment and
physical violence from any
source

The Trust has a EDIHR Team

Active staff networks

Freedom to Speak Up Guardian
embedded & increase in capacity for
Freedom to Speak Up with the FTSU
Officer

Employee Support Service, VIVUP
platform (including Counselling service),
Employee Psychology Service

PNA — Professional Nurse Advocacy
Service

Actively work with Unions

Work agreed in partnership with Unison
as part of their ‘Year of Black workers’ to
provide co developed training.

Equality Impact Assessments completed
on all policies/procedures.
WRES/WDES/SOWES & Publication of
Information data led to actions.
Chaplaincy Team

A relaunch of the Speaking Up
Ambassadors

Speaking Up policy and includes
information on how workers can access
support for their wellbeing and Equality
Impact Assessments these are also
applied to other related policies.

Staff Survey Q21c & Q21d — Age,
Ethnicity, Gender, LTHC, Sexual
Orientation.

Sarah Dallal

32 | EDS Reporting Template 2022




Overall recommend as a place to work:
57.2%

Overall happy for friend or relative to be
cared for: 55.4%

Reasons for leaving data broken down by
demographics.

Disciplinary data broken down by
demographics.

Recruitment data by demographics

2D: Staff recommend the

and receive treatment

organisation as a place to work

Staff Survey Q21c & Q21d — Age,
Ethnicity, Gender, LTHC, Sexual
Orientation.

Overall recommend as a place to work —
57.23%.

Overall happy for friend or relative to be
cared for 55.41%.

Reasons for leaving data broken down
into demographics.

Disciplinary data broken down into
demographics.

Recruitment data broken down into
demographics.

Exit data presented by directorates/areas
only.

Sarah Dallal

Domain 2: Workforce health and well-being overall rating
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Domain 3: Inclusive leadership

Domain Outcome Evidence Rating | Owner (Dept/Lead)
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Domain 3:
Inclusive leadership

3A: Board members, system leaders
(Band 9 and VSM) and those with
line management responsibilities
routinely demonstrate their
understanding of, and commitment
to, equality and health inequalities

Brents/Senior staff Blogs/Vlogs
include EDI.

BoD & committees — EDI & Health
Inequalities discussed (minutes)
Board members & senior leaders
sponsor & attend staff networks.

EDI Lunch & Learn sponsorship from
BoD and Senior Leaders.

Significant increase in board
declarations of EDI characteristics
and over representation of some
characteristics at board compared to
community.

Commitment to review the new
structure brought in April 2022 to
check impact on protected
characteristics which was completed.
All execs have EDI specific objective.
All networks have exec sponsor.
Rates of discrimination reducing on
staff survey

SRTRC has board sponsorship.
Staff stories (and patients) are now a
regular feature of board — including
specific stories from our neurodiverse,
AF, and trans colleagues.
Management group papers on health
inequalities

Sarah Dexter-Smith

35 | EDS Reporting Template 2022




Management group minutes
inequalities team challenge

Exec sponsorship and chairing of
patient safety summit on health
inequalities and reflective session

3B: Board/Committee papers
(including minutes) identify equality
and health inequalities related
impacts and risks and how they will
be mitigated and managed

EDI & Health inequalities are
discussed at BoD (minutes)

BAME staff risk assessments were
completed during the pandemic.
ElIAs are complete for policies &
procedures and projects

Health inequalities challenge adopted
by EDG.

Sarah Dexter-Smith
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with staff and patients

3C: Board members and system
leaders (Band 9 and VSM) ensure
levers are in place to manage
performance and monitor progress

BoD and committees monitor Gender
Pay Gap, WRES (including Model
Employer), WDES & SOWES, EDS,
leavers information.

Executive clinical lead identified to
oversee EDI data related to patient
care.

CG leads in place to support this
work.

Employee relations reports to EDG
and committee now have detailed
focus on protected characteristics and
processes are changing as a result.
Health inequalities is a cross cutting
priority this this year’s annual plan.
Key milestones and objectives are
monitored as part of annual plan
governance.

A statement if information of health
inequalities has been developed and
will be published alongside this year’s
annual report and prevented at AGM

Sarah Dexter-Smith

Domain 3: Inclusive leadership overall rating

Third-party involvement in Domain 3 rating and review

Trade Union Rep(s): JCC approval

Independent Evaluator(s)/Peer Reviewer(s): Chris Rowlands CNTW

37 | EDS Reporting Template 2022




EDS Organisation Rating (overall rating): 24

Organisation name(s): Tees, Esk and Wear Valleys NHS Foundation Trust

Those who score under 8, adding all outcome scores in all domains, are rated Undeveloped
Those who score between 8 and 21, adding all outcome scores in all domains, are rated Developing
Those who score between 22 and 32, adding all outcome scores in all domains, are rated Achieving

Those who score 33, adding all outcome scores in all domains, are rated Excelling
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Middlesbrough EIP

Domain |Outcome

Objective

Action

Completion Date

1A: Patients (service
users) have required
levels of access to the
service

To ensure people from all
ethnic back grounds are
aware of EIP and how to
access this. We will know
that we have achieved this
when the referral route to
EIP is equivalent across all
ethnic back grounds

Working with Health Watch
Middlesbrough to liaise with local
community group to find ways to raise
awareness of Psychosis, The Early
Intervention Service and how to access
this.

Adapt our posters aimed at raising
awareness to meet the needs of the
individual communities.

Complete a case note review to identify
any missed opportunities for supporting
people to access services sooner.

1/4/24

1/4/24

31/10/24

1B: Individual patients
(service users) health
needs are met

Domain 1: Commissioned or provided services.

To increase offer and take
up f CBT for people from
the BAME community. This
will be picked up within the
data collected as part of the
National Clinical Audit of
Psychosis.

To ensure time is given with in
formulation to offer CBT to everyone
irrespective of cultural and ethnic back
grounds, informing all of the potential
benefits.

Share current PCI on CBT with our
communities to help inform how our
information can be more targeted for
different community groups.

1/4/24
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users) report positive
experiences of the
service

the perspective of EIP is for
people from various
background and cultures.

from a range ethnic back grounds to
provide qualitative feedback on their
experiences of accessing the service
and experience within the service.
Including exploration of both met and
unmet needs.

1C: When patients To minimise risk to all and | Ensure all people who’s first language | Ongoing
(service users) use the | ensure language barriers is not English are offered an interpreter
service, they are free do not a contributing factor |for every appointment.
from harm for SUIs within the service.
This will be evidenced
within SUI reports
1D: Patients (service To understand better what | To invite a selection of SU and carers |1/4/24
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Middlesbrough MHSOP

are met

Domain 1: Commissioned or provided services.

appropriate use of cognitive
assessment tools for patients
from a BAME background

assessment.

We are reviewing dementia
assessment tool and ensuring
efficacy and appropriateness for
BAME patients.

We are providing cultural awareness
and education to staff within the
team.

We are collaborating with Voluntary
Care Agencies, Public Health and
Local University to tackle health
inequality.

Domain Outcome Objective Action Completion
date
1A: Patients (service users)  Patients have required level of | We will be actively engaging the October
have required levels of access to the service and community to reduce stigma and 2025
access to the service reducing health inequalities and | discrimination of mental health. We
access to service within the local |have attended places of worship and
population will be attending community centres.
We will be using digital technology to
raise awareness of the service
1B: Individual patients Patients and Carers have their  We are completing an audit of BAME | October
(service users) health needs needs met, identifying patients to ensure effective 2025
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of the service

service

have experience of the service to
allow feedback for BAME patients
and carers

We will be focussing on active
recruitment of BAME patients/carers
into the speciality Patient and carer
Participation Group to support co-
creation of services

1C: When patients (service All patients are free from harm We will review any incidents relating |October
users) use the service, they 'when using our services to BAME patients/ carers whilst using | 2025
are free from harm our services.

1D: Patients (service users) | Patients and carers report If ethics approval, we will be setting |October
report positive experiences | positive experiences of the up a focus group of individuals who 2025
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Tees CAMHS Getting Help Service

Domain |Outcome

(service users) health
needs are met

Domain 1: Commissioned or provided services.

good practice of supporting
protecting characteristics
and reducing health
inequalities

inequalities video to be
shared in clinical
network, Health
Inequalities
presentation event,
CAMHS website via co-
corporate TEWV teams
and Service Managers

e Monitor standards.

e Share good practice
with partner agencies
to promote inclusivity.

Monitor outcomes of piloting
carers assessments and
impact on appointments
attended.

Objective Action Completion Date
1A: Patients (service Patients with mobility Maintain list of accessible Ongoing
users) have required equipment will be offered buildings to use for
levels of access to the  accessible buildings for appointments in community
service treatment and stored by admin.
1B: Individual patients  Disseminate and share e Completion of health Ongoing
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1C: When patients
(service users) use the
service, they are free
from harm

Continue to monitor
standards of and share
good practice. TO include
Health inequalities video
and Poverty proofing video
with staff and wider
services to promote
reducing health inequalities

e Shared health
inequalities video for
wider dissemination

e Awaiting official release
of poverty proofing
video via Catherine
Parker

31/10/24

1D: Patients (service
users) report positive
experiences of the
service

Continue to monitor
feedback in huddles, team
meetings, senior
management and maintain
current standard

Continue to monitor standards

Ongoing

45 | EDS Reporting Template 2022




Staff Health, Wellbeing and
Attendance procedure.

consultation and implementation
Trust wide.

Domain |Outcome Objective Action Completion
date
2A: When at work, staff are | Continue to develop data and Agree outcome measures for specific | Ongoing
provided with support to intelligence-led Wellbeing wellbeing initiatives and continue to
S | manage obesity, diabetes, | initiatives and evaluate Wellbeing |use pre and post evaluation metrics.
L | asthma, COPD and mental | sessions that have taken place to
— | health conditions ensure topics are relevant and
G;’ effective.
a2 . . .
c @ Deliver Health & Wellbeing Include scenarios on recent themed |03/25
= Conversations Training and other |work such as DASV, Financial
% o Wellbeing training such as Wellbeing and Alcohol, Substance &
a i Bitesize Leadership & Other Drugs Safe Use
O Management training.
o
%‘ Review, consult and implement | Procedure requires full review, 02/25
=
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2B: When at work, staff are |Establish how effective the Carry out review of newly 07/25
free from abuse, toolkits for domestic abuse and  |implemented toolkits.
harassment, bullying and sexual safety are in the
physical violence from any |workplace.
source
Establish required actions / risk | Carry out scoping exercise with 07/25
assessments that are needed to | operational HR.
prevent inappropriate sexualised
behaviours in the workplace.
2C: Staff have access to To have a robust, high- Commence new contract awarded 04/25
independent support and performing and efficient from 1.4.25.
advice when suffering from | Occupational Health and
stress, abuse, bullying Physiotherapy Services.
harassment and physical
violence from any source
2D: Staff recommend the To improve the % of staff Promote exit interviews — Thinking Ongoing
organisation as a place to reporting that they would about leaving or moving roles
work and receive treatment 'recommend the organisation to | questionnaire.
work or receive treatment.
Promote People Management Bite
Size Training sessions.
Promote New Managers Programme.
Promote TEWYV Leadership
Academy.
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Domain Outcome Objective Action Completion
date
3A: Board members, system To implement the trust approach 'Management Group to work with Ongoing
leaders (Band 9 and VSM) | to Health Inequalities Health Inequalities Lead in the Trusts
and those with line approach to Health Inequalities
management responsibilities Health inequality challenge taken on
routinely demonstrate their by EDG
understanding of, and
commitment to, equality and
health inequalities
o 3B: Board/Committee To continue to use adopted BoD to implement the framework and Ongoing
5 papers (including minutes) | approach to assess use this to develop approaches and
% @ identify equality and health  organisational progress in build strategies for equality and
c E inequalities related impacts relation to health inequalities in | health inequalities related impacts.
g o and risks and how they will line with the NHS Oversight and
8 % be mitigated and managed Assessment Framework
=)
E 3C: Board members and For Board members and senior | BoD to implement the NHS Oversight Ongoing

system leaders (Band 9 and
VSM) ensure levers are in
place to manage
performance and monitor
progress with staff and
patients

leaders to monitor the trusts
approach to Health Inequalities.

and Assessment Framework.

To review that all the following are
monitored: WRES (including Model
Employer), WDES, NHS Oversight
and Assessment Framework, Impact
Assessments, Gender Pay Gap
reporting, staff risk assessments (for
each relevant protected
characteristic), SOM, end of
employment exit interviews, (EDS
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subject to approval), Accessible
Information Standard, partnership
working — Place Based Approaches.
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Domain 1 - detailed ratings & evidence

Kestrel Kite

Domain

Outcome

Evidence

Rating

Owner (Dept/Lead)

Domain 1: Commissioned or provided
services

1A: Patients (service users) have
required levels of access to the
service

1B: Individual patients (service
users) health needs are met

1C: When patients (service users)
use the service, they are free from
harm

1D: Patients (service users) report
positive experiences of the service

Domain 1: Commissioned or provided services overall rating
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Bedale

Domain | Outcome Evidence

Rating

Owner (Dept/Lead)

1A: Patients (service users) have
required levels of access to the
service

1B: Individual patients (service
users) health needs are met

services

1C: When patients (service users)
use the service, they are free from
harm

1D: Patients (service users) report
positive experiences of the service

Domain 1: Commissioned or provided

Domain 1: Commissioned or provided services overall rating

52 | EDS Reporting Template 2022




53 | EDS Reporting Template 2022



Scarborough CAMHS

Domain

Outcome

Evidence

Rating

Owner (Dept/Lead)

Domain 1: Commissioned or provided
services

1A: Patients (service users) have
required levels of access to the
service

1B: Individual patients (service
users) health needs are met

1C: When patients (service users)
use the service, they are free from
harm

1D: Patients (service users) report
positive experiences of the service

Domain 1: Commissioned or provided services overall rating
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Patient Equality Team
NHS England and NHS Improvement
england.eandhi@nhs.net
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Meeting of: Board of Directors
Date: 13 February 2025
Title: Niche Quality Assurance Review 2024
Executive Beverley Murphy, Chief Nurse
sponsor(s):
Author(s): Niche Health and Social Care Consulting
Report for: Assurance v Decision
Consultation Information v

Strategic Goal(s) in Our Journey to Change relating to this report:

1: To co-create a great experience for our patients, carers and families v
2: To co-create a great experience for our colleagues v
3: To be a great partner v
BAF ref no. Risk Title Context
8 Quality The delivery of the Niche recommendations relates specifically to the BAF Risk 8:
Governance » Quality Governance - There is a risk that our floor to Board quality governance

does not provide thorough insights into quality risks caused by the need to
further develop and embed our governance and reporting including
triangulating a range of quality and performance information resulting in
inconsistent understanding of key risks and

mitigating actions, leading to variance in standards.

Strategic Risks relating to this report:

Executive Summary:

The purpose of this report is to present to the Board the final Niche Quality
Assurance Review undertaken September to November 2024 and published
January 2025.

Purpose:

Proposal: Itis proposed that the Board receive the final report with good assurance that we
have met the recommendations in the NICHE independent reports commissioned
by NHS, that we have good assurance about the delivery of community child and
adolescent services in line with expectations and good assurance that quality
governance in line with expectations.

Overview: Presented to the Board is the final report in relation to a Quality Assurance Review
undertaken by Niche Health and Social Care Consultancy. The Review was
commissioned by NHS England in follow up to the recommendations resulting from
historic serious incident investigations and governance reports involving the Trust
and other local stakeholders. The Quality Assurance Review was undertaken in
line with the agreed Terms of Reference. The final report is presented to the Board
for assurance that the original recommendations have been met.

Prior The draft report was shared with those who contributed to the review for
Consideration and consideration of factual accuracy. This includes the Trust Leads for Patient Safety
Feedback (PSlls), Safeguarding and Complaints and the Child and Adolescent
Mental Health Service Leads. The QAC, EDG and Board have previously received
the final draft report for information and assurance.

Implications: There are Regulatory implications should the Trust fail to deliver the improvements
identified by the Niche Independent Investigation and maintain
ongoing compliance with the CQC Quality Standards.
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Recommendations: The Board is asked to receive the final Niche Report and to take good assurance
about the quality of services and quality governance in relation to children and young
people's care in the community at TEWV.
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Final report: 19" December 2024

8 info@nicheconsult.co.uk
@ www_nicheconsult co.uk |
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MHS England (Morth East and Yorkshire) Miche Health and Social Care
Quarry House, Consulting
Leeds, 4™ Floor
LS2 TUE Trafford House
Chester Road

Old Trafford

19t December 2024 Manchester
M32 ORS

Quality Assurance Review — Tees, Esk and Wear Valleys — Phase Two

Please find attached our Final Report of 18 December 2024 in relation to a Quality
Assurance Review for the recommendations resulting from several serious incident
investigation and govemance reports involving Tees, Esk and Wear Valleys NHS
Foundation Trust and other local stakeholders. Our Report has been written in line
with the scope and approach as set out in our proposal which was submitted in June
2024.

This report is a imited scope review and has heen drafted for the purposes as set out
in those terms of reference alone and is not to be relied upon for any other purpose.

Qwr report has not been written in line with any UK or other auditing standards; we
have not verified or otherwise audited the information we have received for the
purposes of this review and therefore cannot attest to the reliability or accuracy of that
data or information.

Different versions of this report may exist in both hard copy and electronic formats
and therefore only this final signed version of this report should be regarded as
definitive.

l)m |: -
5
James Fitton
Miche Health and Social Care Consulting
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This report presents the findings of an assurance review of practice, and of the
govemance of practice, within aspects of Child and Adolescent Mental Health
Services provided by the Tees, Esk and Wear Valleys NHS Foundation Trust
(TEWVY). This review was aimed at examining the present-day situation - to assess
whether, and to what extent, patient/client care is now being provided in ways
compliant with current standards and expectations.

The review follows several patient safety investigation reports which addressed
aspects of care, treatment, and govemnance across agencies in areas covered by the
Tees, Esk and Wear Valleys NHS Foundation Trust (TEWY). There were specific
investigations relating to four cases, and an over-arching govemance review.

It should be noted that TEWY no longer provides inpatient mental health services for
children and young people; provision has been transferred to Cumbria,
Morthumberiand, Tyne and Wear NHS Foundation Trust (CNTW).

The assurance review involved the following work:

= ‘Working with staff across both TEWY and CNTW, we developed and agresd
a framewaork for the practice audit.
= A total of 18 cases were identified which were similar to the relevant index
cases. The records relating to these cases were audited in detail.
Audit findings were discussed and validated with staff from TEWY
‘Working with staff from TEWY, we developed and agreed a framewaork for
the govemance audit.
= A total of 18 cases (coincidentally, as the criteria were different) were
identified in which govemance-related concemns had arisen. We audited the
records relating to
+ (One patient safety incident investigation
* S complaints
+ Eleven safeguarding events
= 'We also reviewed a range of documentary and policy evidence relating to
govemance of incidents and guality management.
» Findings of the governance audit were discussed and validated with staff
from TEWY.
= Presentation of draft findings to an extraordinary meeting of TEWY's Quality
Committee, including attendance by the Trust's CEO, Executive and Non-
Executive Directors, and relevant clinical leads.

Cwerall, our findings were:

» A good level of assurance that clinical practice within CAMHS offered to
complex cases is now compliant with expected standards

* A good level of assurance that the govermance of quality concems within
these services is now compliant with expected standards

» A good level of assurance that the overall govemance of guality within these
sanvices is now compliant with expected standards

Any assurance review is a point-in-time judgement. We know that TEWY are
conscious of the need for continuing work, oversight, and vigilance to ensure these
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improvements in practice are sustained, and indeed huilt upon further. We make no
specific recommendations related to overall quality management.

There are two residual recommendations:

One: TEWY should ensure that carers and family members of young people with
complex mental health needs are themselves also offered relevant psycho-
educational training and advice.

Two: TEWY should ensure that written responses to complaints fully address all of
the concems raised, and provide full explanations of resultant Trust actions.
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Several patient safety investigation reports addressed aspects of care, treatment, and
QovVEemance across agencies in areas covered by the Tees, Esk and Wear Valleys
MHS Foundation Trust (TEWW). There were specific investigations relating to four
cases, and an over-arching govermance review.

Our analysis identified a total of 120 resultant recommendations arising (with some
duplication noted). These recommendations were addressed to a wide range of key
stakeholders, and combinations of stakeholder agencies.

It was agreed with NHS England that the approach to undertaking an assurance
review in these casaes needed to pay proper regard to the scale and complexity of
these overlapping recommendations. It was agreed that the aim must be to ensure
that an appropriate balance is struck between ensuring proper assurance, and
avoiding unproductive and hurdensome review work.

It should be noted that a significant number of recommendations were addressed {o
TEWY, as they were directly responsible for the inpatient services where some of the
index incidents occumed. These senvices were, however, closed in August 2019,
TEWY no longer provides inpatient mental health services for children and young
people; provision has been fransferred to Cumbria, Northumberland, Tyne and Wear
NHS Foundation Trust (CHNTW).

A first phase of scoping work reported to NHS England in June 2024. This scoping
work encompassed:

+ 3 series of single-organisation review meetings, for up to half a day for those with
the most recommendations. These considered any action plans which had been
prepared, and discussed:

- The extent to which actions were already being addressed by other
independent assurance processes, such as the work of Ofsted, the Care
Cluality Commission (CQC) or other independently commissioned
evaluations.

- The extent to which actions were already being overseen by intemal or
system-wide assurance processes.

- The extent to which organisations would consider some form of independent
validation of the impact of their actions useful.

- The form that such validation might take; this could be statistical analysis,
case note review, qualitative interviews or other forms of assurance.

+ preparation and circulation of a draft report, summarising the material above, and
proposing potential assurance review actions.

» preparation of a final report, including organisations’ responses to the potential
assurance review actions, and outlines of two resultant projects.
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This report is intended to provide an independent perspective on changes in both
practice and govemance which have taken place within relevant services since the
events which led to the patient safety reports. It does not re-review any aspect of the
care and freatment provided in those original cases. Mor can this report provide
complete assurance that no safety incidents will ever recur — such a level of
assurance cannot of course ever be offered.

What this report does provide is an analysis of both current practice, and the
governance of current practice which, taken together, offer a detailed perspective on
the nsk of safety incidents within these senvices. Essentially, it aims to answer the
question as to how people presenting with similar needs and concems to those in the
ornginating cases are now being cared for and treated within current services.

After this introduction, the report is structured as follows:
+ Section 2 provides a detailed description of the method used
+ Section 3 explains the findings of our audit of current practice

+ Section 4 explains the findings of our audit of the govemance of safety
incidents

+« Section 5 adds some perspectives as to the nature of the work and the
changes which have led to these findings

+ Section 6 contains the residual recommendations arising
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This section sets out the work required for the two projects which emerged from
phase one wark.

Scope
Cohort

The relevant cohort was defined to meet the following principles:

« Sufficiently similar to the index cases to test changes in practice
« Sufficiently recent to ensure practice is current

The audit therefore considered sernvices provided to yvoung people who:

« Were receiving some form of specialist child and adolescent mental health
senices on 31% December 2023

« Were still receiving some form of specialist mental health services on 20" June
2024

« Were between 15 and 18 years old as at 31= December 2023

« ‘Were discharged from inpatient CAMHS at some point in the period between
31# December 2023 and 30" June 2024

We broadened the fourth criterion to include young people whose cases werne

similar in complexity to the index cases, but who had not required inpatient
admission.

We completed a case note audit of a sample of 18 case notes within the TEWY
community services to determine how the current pathway would manage senvice
users with a similar profile. We then completed an audit with CNTW to assess the
pathway for the nine cases which had involved an inpatient admission during the
timescale identified.

Terms of Reference

This review was aimed at examining the present-day situation - to assess whether,
and to what extent, patient/client care is now heing provided in ways compliant with
current standards and expectations.

The following terms of reference were therefore agreed:

« Camy out a review of the current pathway with reference to the themes and
issues ansing from the index casss.

+ Review and assess evidence of compliance with local policies, national
guidance and statutory obligations, in so far as these policies and guidance are
relevant to the specific issues arising from these cases.
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+ Viathe review, identify areas of good practice, opportunities for leaming and
areas whera continuing improvements to services may be required.

* Produce a leaming document, suitable for sharing with other providers, on the
leamning from the review.

Method

Working with staff across both TEWY and CNTW, we developed and agreed a
framework for the practice audit.

We developed an audit template consisting of standards, each of which fell under
ane of the following themes.

Planning and implementation of transition arrangements (children to adult
sernvices)

Planning and implementaticn of discharge from inpatient care
Approaches to risk management, including involvement of the young
person and family members in the development of risk assessments and
their care plan

Approaches to care planning, including the development of psychological
formulations

Arrangements for listening to and involving young people and families

Invalvemnent of the multidisciplinary team and relevant agencies
Implementation of trauma-informed practices

|dentification and appropriate escalation of safeguarding concems
Appropriate capture and responses to race, ethnicity, gender and religion
Care for young people with complex presentations, particularly autism

For each of the standards audited, we described what information would need to be
s2en via the clinical audit in order to be considered ‘good’ or ‘acceptable’ evidence.
The definitions for ‘good’ and ‘acceptable’ and the standards are presented in
Appendix one. We also included a category “N/A" or ‘not applicable’ to indicate that
the question being audited was not relevant to that particular case.

The audits were conducted on site with relevant TEWVICNTW staff involvement,
hoth to simplify the process of access (as no copying of records was required), and
to permit minor access quenes to be resolved quickly and simply. We are very
qgrateful for the advice, suppaort and hospitality offered to our auditor throughout this
process.
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The clinical audit was conducted by one member of the Niche project team. The
TEWY audit was undertaken on site at Morth End House in Durham; the CAMHS
community modem matron provided support to the member of Miche staff
conducting the audit. She identified the comect set of case notes and supported
Miche staff to locate the information they were seeking. Senior managers from the
CAMHS senvices were also available to support and answer queries.

The audit of inpatient records was undertaken at St Micholas Hospital in Newcastle.
The audit sample from TEWY was cross referenced and case notes audited for the
smaller cohort of inpatient admissions. The Niche staff member was supported by
senior managers within the CAMHS inpatient service to identify the comect case
notes and locate information.

Following initial analysis of findings, we discussed with key contacts:

+ whether the casenote findings represent a fair summary of practice.

+ where there are examples of poorer compliance, realistic steps which could be
taken to improve that compliance.

+ where there are examples of good compliance, steps which could be taken o
spread good practice.

Scope
Sample

Relevant patient safety incidents, complaints and safeguarding events were defined
to meet the following principles:

«  Sufficiently similar to the index cases to test changes in practice
«  Sufficiently recent to ensure practice is cument

[t was therefore agreed that patient safety incidents, complaints and safeguarding
events should be selectad from the following categories:

+ The incidentfcomplaint/safeguarding concern should have been raised in 2024

+«  They should involve young people between the ages of 15-18 years old in
receipt of specialist child and adolescent mental health services in 2024

10



NHS!

Tees, Esk and Wear Valleys

NHS Foundation Trust

+« They should involve aspects of care that have been highlighted through the
index investigation reports such as concems regarding discharge and transition,
risk assessment and care planning, service user and family involvement,

ligature risks, race, ethnicity, gender and religion.
This resulted in @ sample of 18 cases:

« OnePsll
« Six' complaints
+ [Eleven?® safequarding events

We set out below a summary of the cases by category:
Complaints
Identifier Summary information

783 Meurodevelopment Pathway Assessment

Team {process) and family support

Agsessment process (timeliness) and
family support

ADHD assessment process

ASD assessment appointment did not
occur as scheduled (3 year wait for apt)

ASD assessment pathway (52 month wait)

Failure to follow process, inappropriate
discharge from services

789

1728

a9
(formal)

Psil

Young person
age

Unknawn

c. GCSE age

13 years oid
13 years oid

Unknown
& years old

Community suicide of 16-year-old male in receipt of CAMHS.

Safeguarding events
Identifier Summary information

Sexual, physical and emotional abuse

5893566 Alleged perpetrator of historic sexual
assault (sibling)

Young person
age

17 years old
17 years old

1 T note, three of the complaints related to young people aged 13 and under. We kept these as part of
the sample given the small mumber of cases and that cur focus was primarily on how the complaint was.

? Further safeguarding events have occurred in 2024, but we did not ask for additional cases given the

original criteria of ten per categaory.

1
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Identifier Summary information Young person

age
[(ELTEUEN Mother's physical and mental heatth 16 years old
causing unintentional emotional harm and
neglect
(it LT Allegations of sexual assault and failure by 15 years old
parent to report to police.
Sexual abuselexploitation 15 years old
1L A Long standing MH concems, self ham, 14 years old
poor school attendance

Emaotional abuse, history of withessing OV. 17 years old

Deterioration in MH and self care due to 16 years old
impact of parental MH and substance

misuse

Concemns around drug use, involvement in -~ 16 years old
organised criminal gangs, and parental

compliance.

Parent potentially blocking access to MH 16 years old
suppaort

Attended ED following paracetamol 17 years old

overdose. No adult present in UK. Known to
MH services in home country: anxiety and
depression.

The P3ll and complaint responses were single documents. In contrast, whilst we
were able to look at single safeguarding refemals, numernous supporting documents
had to be provided separately by the Safeguarding Children team to address our
review criteria .9. InPhase report and Local Authority receipt of referral. We were
not involved in compiling the sample and did not have access to the Trust [T
system. We are mindful that this will have been a resource intensive exercisa for all
of the teams, but particularly the Safeguarding Children team; we would like to thank
them for their support with this element of the review.

Terms of reference

This review was aimed at examining a sample of patient safety incidents,
safeguarding events and complaints, either at a senvice andfor divisional level, to
assess whether these are now being handled in accordance with local policies and
expected good practice. It was also infended to assess whether pattens in reported
incidents, safeguarding events and complaints remain reflective of themes identified
in reviews of the index incidents.

The following terms of reference were therefore agreed:

« Carry out a review of the current patient safety incident, safeguarding and
complaints reporting processes o assess compliance with national guidance and
statutory obligations.

12
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+ Linderake a high-level thematic review to assess whether patterns in reported
patient safety incidents, safeguarding events and complaints remain reflective of
themes identified in the index incidents.

+ For each of the sample, review and assess evidence of compliance with relevant
local policies.

+ For each of the sample, review and assess the appropriateness of case
escalation and closure.

« Via the review, identify areas of good practice, opportunities for learning and
areas where further improvements to senvices and processss may be required.

+ Produce a document, suitable for sharing with other providers, on the leaming
from the review.

Method

Evidence was sought to demaonstrate whether there is a clear organisational
struciure that cascades responsibility for delivering guality governance for patient
safety incidents, safeguarding and complaints from front line senvices to the hoard
and system, and that this is described in the processes above, This assessed
whether the following are in place:

« up fo date and relevant terms of reference for meetings within the governance
structure

+ clear and consistently applied levels of delegations and processes for recording
decisions and escalation, which are monitored for compliance

« appropriate information which supports decision-making and the timely resolution
of risks and issues

+ protocols for the escalation and resolution of issues between parties
+ completion and oversight of agreed actions
+ approprate stakeholder membership and attendance (either intemal or extemnal)

A high level thematic review was undertaken to assess whether patterns in reported
patient safety incidents, safeguarding events and complaints for 2024 remain
reflective of themes identified in the index incidents.

Woarking with TEWY staff, we developed and agreed a framewaork for the
governance audit. The framework was tailored to reflect the different criteria of the
three categories: complaints (24 standards), PSlls (25), and safeguarding events
(25). Thesa framewarks were based on Mational and Trust policy and guidance;
please refer to Appendix two for details. The framewark criteria were divided into
three areas:

»  Credibility — that the reportresponse is accurate, contains no errors and has
been signed off through the appropriate channels.
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+ Thoroughness — that the reportiresponse is comprehensive, contains the
necessary information, identifies and analyses concems, and reflects Trust
policy/practice

+ [mpact — that the reportresponse addresses the concems identified, setting
out an appropriate response and leaming.

Our frameworks were informed by the guiding principles that underpin the NHS
Patient Safety Incident Response Framework (PSIRF):

+ Strategic: This includes an assessment of whether the response was timely,
responsive and objective.

+ Preventative: Assessing whether the response clearly identified contiibutory or
causal factors to prevent recurrence.

« Collaborative: Where multiple agencies are invalved, we will consider whether
there is evidence of engagement, information sharing and action planning.

« Fair and just: This includes evidencing an open, honest and transparent approach
to the case, including applying the duty of candour with patients, families and
carers and avoiding any unfair blame of individuals.

+ People-focused: Considering how patients, families or carers and staff have been
active and supported participants in the complaint’SGfinvestigation process.

« Expert and credible: Our assessments include a review of established methods
and techniques, the application of current national guidance and the range of
information and evidence that has been considered to reach the conclusions
made.

Please refer to Appendix three for the framework templates.

Following initial analysis of findings, we discussed with key contacts:
+ whether the case review findings represent a fair summary of practice.

= where there are examples of poorer compliance, realistic steps which could be
taken to improve that compliance.

# where there are examples of good compliance (and again within a PSIRF
approach) realistic steps which could be taken to spread good practice.

14
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Planning and implementation of transition arrangements (children’s to adult
services) — Sample size 18

~Auditquestion ~ Good  Acceptable = HNo  NA
months of their 18th birthday?

Iz there evidence in the case 1" 1] o] 0
B u : 2
between CAMHS and adult mental

hes primary carefother services?

Has a co-created transition plan 8 o 1] 3
been completed or is being

developed? (young personifamily

involvement

Seven young people were not within six months of their 18" birthday. Where there
was no planning, we determined that this was appropriate because young people had
indicated they did not wish to be referred to adult services. One young person had
initialty refused to transition to adult services hut had changed their mind and so
planning had resumed.

Planning and implementation of discharge from inpatient care — Sample size 9
Auditquestion  Good  Acceptable HNo  NA

Is there evidence of discharge 9 0 o 0
planning in the records?

Iz there evidence of commumnication [ 0 i] 0
between community and inpatient
teams?

Iz there a clear discharge care plan [} 0 ] 1
or plan completed (involving
community team & in-patient

MNine young people had had inpatient admissions within the time frame. In both
inpatient and community records there was good evidence of discharge planning
taking place and good communication maintained between community and inpatient
teams.

15
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Approaches to risk management, including involvement of the young person
and family members in the development of risk assessments and their care

plan — Sample size 18

Risk aszessment present, reviewed [ o 1] 0
tu_:n timescale and covers all expected

risks

formulation

Risk assessment includes relevant 18 1] 0 i
inpatient/community information

Risk assessment includes views or Rl 1] 0 i
evidence of discussion with YP

Risk assessment includes views or [ 5 1] 1] 3

evidence of discussion with

family/carers

Community services: Inpatient risk 9 1] 0 ]
assessment and/or risk information

at discharge uploaded to frecorded
in electronic patient reconds

Inpatient services: Access (form 1) 9 1] 0 L]
contains key risks

The penultimate question in this section related only to young people who had
presviously heen inpatients, and sought evidence of inpatient risk information being
held within subsequent community records. This is the reason for the smaller sample
in this case.

Three children were in the local authority's care, and there had been no discussions
with their families or carers.
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Approaches to care planning, including the development of psychological
formulations — Sample size 18

Care plans present 17 1] 1 0
Care plans cover all areas of need 18 o 0 0
Care plans reviewed as per trust 18 o o 0
guidance

Care plans signed and dated 18 o 0 0
Care plans reflect sk assessment 18 1] 1] 0
and include relevant risk

Inpatient services: 5 P formulation 9 1] 0

document includes evidence of

formulation, psychological support

Community services: Care plans 17 o 1 0

reflect risk assessment (safety

summary/safety plan) and include
relevant rigk information. Plans
include evi_r.lence of formulation and

peychological support.

Community services: Is there 17 1] 0 1
evidence of care plans being co-

created with young people (and/or

families)

One community case note did not include a care plan but all information needed was
within the safety plan and transiion plan, as transition to adult services was
immediately indicated when accepted into service given their age.

Within community senvices, the electronic system did not allow for electronic signing
of care plans; but, within progress notes, we were able to see where young people
had been involved in creating and reviewing plans and been given copies.

17
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Arrangements for listening to and involving young people and families —
Sample size 18, inpatient service questions sample size 9.

Evidence of involvement of YP 18

Evidence of involvement of families K

Is there a process for routine 15
pdates to families?

-
reviews?

B
offered to carers?

5
of training?

Inpatient services: Have carers &
received written information about

the service? ("Getting to know you™
Inpatient service: Iz there a family 1 1] ] g

w0 = o oo
tn W w e

(=] = =] = 0o oo

therapist in the team and if needed
have they made contact with

ik ™

Where we locked for evidence of family approaches and carer invitations to reviews,
three young people had no carer contact and were children looked after by the local
authority, and two cases included specific instructions about carers not atiending
reviews although there were amrangements to link in with those carers informalby.

Community teams did not routinely offer carers’ assessments as the local authorty
completes these, but all the community case records we reviewsd had evidence of
family and carer involverment.

For the guestion relating to psychoeducation and training, we were seeking evidence
of formal sessions or groups offered to parents and carers. It is likely that informal
psychoeducation and support was also taking place.

We also saw evidence of several families who had been referred to third-sector
support and peer parent workers, which was not specifically captured within the audit.
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Involvement of the multidisciplinary team and relevant agencies — Sample size
18

Evidence of regular 18 0 0 o

multidisciplinary team (MDT)
discussion

Evidence of referrals made and 15 1] ] 3

followed up as needed

Evidence of liaizon with the local 14 1] ] 4
authority if applicable

Complex care discussions, 13 0 i} 5

including multiagency, Dyvnamic
Support Register (DSR)*; Care,
Education and Treatment reviews
(CETR); Child in Need; Ef.lucahon,
Health and Care planning*

Implementation of trauma-informed practices — Sample size 18

Case notes reflect empowerment, 18 0 i} o
e.g. sirengths and skills

Formulations in care plansirisk o i} ]
assessments which reflect trauma-

informed principles -

gafety, trustworthiness, choice,
collaboration, empowerment,
cultural congideration

Recognition of key risk and 1] 0 1]

protective factors for vulnerability
and adverse childhood experiences

* Dynarmic: Support Register see hitps:i'www england nhs. ukflong-readdynamic-support-regist
education-and-treatrent -rewiew-code-of-practice

< Fuswr gow ulkciichildren-wi ial-educational-needs);

Information back to GP am:l referrer [l 1] ] o
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j8 Identification and appropriate escalation of safeguarding concerns — Sample
size 18

Safeguﬂrdmg referrals made where
approg

Follow up mfomntlm evident 5 0 0 13

Safeguarding information captured = o i} 13
where necessary, e.g. alerts, care
Hans

Community services: Contact with 2 0 ] 16
TEWYV safeguarding team (where

AP iate’

Community services: Evidence of B 0 o 12
attendance amd engan-ement in child

39  Appropriate capture and responses to race, ethnicity, gender and religion —
Sample size 18

Information captured at first contact 1B

Reasonable adjustments and I:I l]- I:I
preferences recorded if needed

Are preferences reflected in care 0 o 0
ans and progress notes

Slunpustl'ru to specialist services 0 0 3
where appropriate

310 Care for young people with complex presentations, particularly autism —
Sample size 18

ity services: Is inf
captured at the initial
referraliassessment regarding
autism (or associated needs where
a tiag'mala is not evident)? (where

Reierrﬂls to specialists take place
as needed e.4. Speech and

P
Is mfunnatlm from diagnostic and
specialist assessments
incorporated into care plans and
risk assessments?

One young person was awaiting assessment for autism.
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Complaints

The Trust provided six complaint responses for our review: five early resolution, one
formal. Three related to children younger than our sample age criteria of 15-18 years
old. However, we retained these as part of the sample because we were looking at
the substance of responses rather than care and treatment (i.e. the age of the senvice
user was secondarny to the raview).

The table below provides a summary of how we scored each complaint.

Nl = b B L
=
[ i Y Y R

Flease refer to Appendix four for a defailed breakdown of scores.

During our review, we found two of the criteria questions could generally not be
addressed by reviewing the complaint file. These were:

+ There is evidence the complaints departmeant has commurmnicated the final
response and action plan to the local manager/senvice lead for actioning, as
appropriate

Details of the closed complaint have been shared as reguired, in kesping with
the Trust govemance and reporfing pathways.

We do not consider this to be a negative indicator of the quality of response, rather
that the qguestions are better addressed in in the broader context of information
sharing and complaints governance (see 4.3). The Trust later provided information
about how leaming from complaints is shared internally. The Trust explained that
InPhase is the main vehicle for sharing leaming intemally, from the point of a
complaint being completed and actions identified for staff. We were shown an audit
trail in this respect for case 831 e.g. action plan saved on InPhase; updates from
action owner, an all staff email sharing leaming, and minutes® from Tees getting Help
& Getting More Help Sernvice Level Governance Group’. Examples of broader
repaorting were to the Durham, Tess Yalley and Forensic services (DTVE&F) Quality
Assurance and Improvement (QAIG) Care Group (example: 18 July 2024) and July
2024 Executive Review of Quality report.

Discounting the above two criteria, reducing the number of standards to 22, over 70%
of the standards were met by the six complaint responses. We identified instances for
each response where a small number of critena were partially met, and two cases
where a small number of standards were not met.

T nuote, atendier roles are not reconded, therefore it i not cbviows to an extemal audience how the meeting is
representizsd.
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We consider the complaint responses to be well written and of an acceptable
standard. Complaints were acknowledged promptly, and the complainants were
provided with details of the process and escalation pathway. Of note, some of the
email communications to the complainant during the complaint process were
compassionate and personalised.

The primary area in which the quality of complaint response could be strengthenad
(acknowledging the small sample size) was in relation to fully addressing the
complainant’s concems. In most cases we found that the responses either did not
address all the cancerns detailed in the original complaint — something [ater identified
lvy two complainants — or provided vague responses in terms of how the matter was
being addressed. For example, the response to 1728, a complaint about a 52-month
wait for an ASD assessment, acknowledged lengthy waits for assessments and said
that the Trust was working with commissioners to reduce waiting times. We
appreciate waiting times are a national challenge, hut this is a general response that
wiolld benefit from more detail to make it meaningful — how is the Trust trying to
reduce waiting times; is the Trust scheduling weekend or evening appointments? Has
the Trust engaged locum staff to support appeintments? The response could have
information about the Trust ‘keeping in touch’ process. The response to 783 provides
similar general response in relation to addressing waiting times.

Similarly, the response to complaint 1199 {(about an appointment not taking place)
apologised for the situation, but largely omitted the complainant’s imeline of events,
which differed from the Trust's, without acknowledging this. Whilst we appreciate
there is a balance when reflecting different accounts of the same event, it would have
been diplomatic to have acknowledged that the Trust team's recollection of events did
not mirror that of the complainant. Mot comprehensively addressing the original
complaint prompted further cormespondence from three of the six complainants, and in
one instance escalation to a Final Stage Resolution (FSR).

A further impact of not fully addressing complaints is that leaming and acfions
identified could potentially be strengthened. In some cases, the actions did not
address all the concemns and/or placed the responsibility with the complainant rather
than the Trust. For example, 789 detailed concermns about the ASD assessment
process and support to the family; the Trust response was non committal in temms of
timeframes and advised the complainant to contact the duty team to discuss their
concems. It would have been helpful to have offered to arrange the meeting.
Similarly, some actions in response to 931 (e.g. staff advised to check their letters
and one member of staff to reflect on the case) were not comprehensive and provide
limited assurance that the concemns have been addressed. Is the Trust assured that
this action will ensure letiers are checked during periods of high demand and stress?
It would have been more effective for the action plan to focus on assurance and
oversight elements of the issue.

Whilst acknowledging the above and the small sample size, we remain of the view
that the Trust complaint responses are of an acceptable standard. The Trust
demonstrated a robust approach to complaints, underiaken in line with Trust policy;
limited improvement action, primarily focusing on leaming, is required to strengthen
the quality of responses.

Psll

A report examined the care and freaiment provided o a 16-year-old male, who sadly
took his own life in the community. The report is a good standard, meeting 23 of 25
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standards, and pariially meeting the remaining two standards_® The report is well
written and provides a balanced evidence-based account, detailing areas for
improvement, whilst noting good practice.

Qwr primary feedback would be that the analysis - specifically the “‘why' - of the case
could have been strengthened. The report provides a clear summary of what
happened, but more detail would have been helpful to explore the concems identified.
Four areas for improvement are identified but the underpinning raticnale is vague. For
example, it is noted that the service user's care record was not updated and this is in
part attributed to ‘1T issues’. More information is provided in the action plan, but it is still
limited. Similarly, it is noted the ‘Did Not Attend (DNA)Was Mot Brought' policy was not
implemented in response to the service user missing appointments. It is detailed that
practitioners discussed the matter, but that the discussion was not recorded in the
electronic record: this does not explain why the policy was not implemented. For
example, were practitioners aware of the palicy, was it readily available, and were
individuals confident implementing 2 It is our view that the standard of the PSIl is such
that it would be relatively easy to explore these points further, for example via a focus
group with practitioners.

One PSI met the sample criteria for this review. As such, we cannot make wider
judgements about the PSII reporting process, but note the report was comprehensive
and completed in line with Trust policy and national guidance. We did not identify amy
cancems in relation to the PSII approach, content or findings.

Children’s safeguarding events

The Trust provided eleven safeguarding events for review. In most of the cases, the
service user was already known to services, therefore contact with the local authority
was an update, as opposed to a new referral.

The tahle helow sets out how these were scored against our framework.

19 2 3

24 1

22 2 1
718457 24 1

| 723442 | 23 1 1

25

24 1

23 1 1

24 1

25

24 1

Flease refer to Appendix four for a defalled breakdown of scores.

As previously noted, several documents were shared in relation to each case, 5o our
review was slightly different to that of complaints and the PSIl; we were more reliant on
the Children's Safequarding Team providing the information (by default a form of self-
assessment). However, when we followed-up with the team in relation o some points,

® 2 7 The reporf adi yrems-based approach hﬂggled system issues
dasui:eu;aui&iﬁrepufewmudﬂmmmww seis out mtﬂemﬁﬂm .
fundamenfal issues (the whyl
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we were shown several documents (e.q. safety plans) for different service users ‘live’
via M3 Teams.

All the safeguarding events we reviewed were completed in line with Trust policy and
practice. Almost all standards were met {compliance exceeding 90%), although as with
the complaints review, we identified instances where it was not possible to assess
compliance with our criteria based on the information available, specifically the
requirement of supervision being logged and actions noted, as appropriate. Again, we
do not consider this to be a negative indicator of practice, but a reflection of how the
information is stored. In instances where standards were parially or not met, these
appeared to case specific rather than being indicative of broader practice issues e.q.
an InPhase report was not completed for 639449, parental responsibility was not
recorded in 830500.

We consistently found that service user capacity was not specifically documented in
the notes. However, the detail recorded in the cases indicated that practitioners were
spending time with the senvice users, and exploring the concems with them. As such,
we are of the view that whilst a lack of capacity would probably be documented,
generally, capacity was inferred throwgh the dynamics of the relationships staff
developed with the senvice users.

We identified no concerns in relation to how the Trust is managing children’s
safeguarding events.

We were asked to consider whether pattemns in reported PSlis, children's safeguarding
events, and complaints in 2024 were reflective of the themes identified in the index
events e.g. discharge and transition, risk assessment and care planning, senvice user
and family involvement, ligature risks, race, ethnicity, gender and religion.

We cannot draw themes in relation to one P51, but acknowledging the limitations of the
sample size, do for six complaints and eleven safeguarding events.

Acknowledging the small sample size for complaints, we did not identify commonality
with the themes identified by the index events, but found complaints tended to focus on
the ASD and ADHD pathways. Specifically, waiting times, the assessment process,
and communication with families.

Themes in relation to safeguarding events generally periained to cases of senvice users
already known to services, and: self-harm, identityfiransition, ASD and ADHD,
substance misuse, emotional abuse, witnessing domestic violence, and sexual
assaultfabuse.

The Trust shared its govemance structure and Accountability Framework (including risk
escalation process). These included details of the PSIl, complaints and safeguarding
reporting pathways, from Care Group Quality Assurance and Improvement (QAIG) sub
groups through to the Executive Review of Quality Group, the Quality Assurance
Committee, and the Board of Directors, via the Care Group Boards and Executive
Directors Group. The Trust provided terms of reference for the key groups within or
reporting into the structure, all of which were in date and set out the purpase,
objectives and management of each group {2.g9. membership, duties of chair, quorum,
scope and duties). Please refer to Appendix five for full details of information shared
with us.
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Complaints

The Complaints Department evidenced its internal management of the sample of six
complaints from receipt of complaint to signed final response. This included
examples of feedback about the content of the responses, and director level sign
off.

The Complaints Department is routinely engaging in the Trust governance and
reporting structure. We were provided with examples of the monthly ‘Complaints and
Patient & Carer Experience’ report being shared with:

« DTV&F QAIG Care Group Board
« Quality Assurance Committes
« Executive Review of Quality Group

As noted in section 4.1, we identified examples of leaming from the complaints we
reviewed being reported in July 2024 to the Executive Review of Quality Group and
the DTV&F Care Group QUAIG.

The “Complaints and Patient & Carer Experience’ report provides a comprehensive
account of Patient Advice and Liaison Sernvices (PALS) and complaint activity, and a
helpful surmmary overview to signpost the reader to key points. The broader report
provides dashboard reporting (KPIs) and again, highlights key points; with granular
detail also provided. The monthly nature of the reports allows the reader to track
changes and progress across the year.

The Trust demonstrated a mechanism for regular, detailed complaint and PALS
reporting and monitoring from Complaints Department through to executive level.

Psil

The Trust provided a comprehensive account of the reporting and governance of
one report, from initial reporting on Inphase, through to written confimnation to the
ICB six months later that the incident had been closed. In keeping with the
governance structure, the report was presented at the DTVF Senvice Panel and
Director Panel (part of the PSII Care Group framework), in July and August,
respectively. The Trust told us the output of the panel is to contribute to final reports
such as the P35Il These mestings are nat minuted, therefore there is no record of
meeting attenders,” or the extent to which the report was discussedfiested. We
cannot comment as to the whether the panel provides robust challenge and if there
is sufficient oversight of the detail of PSlls. However, we were told there was a lot of
check and challenge during these meetings, and the different iterations of the report
senved as a record of any changes made. We were told the meetings are cancelled
if they are not quorate.

Once a PSll has been agreed it is shared with the ICB for review and closure. The
Patient Safety team has monthly meetings with the ICB to review cases and provide
additional evidence as required re action plans and leaming.

We were given a copy of the detailed Trust Level Quality and Leaming Report,
submitied to the Quality Assurance Commitiee in September 2024. This P31l was

included in reporting, under ‘key leaming from serious incidents and how we are

T Attenders are listed on the meeting agenda but there is no record of actual attendance.

25



NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

using this’, although we did not identify any leaming from the case being specifically
referenced.

The Trust demonstrated internal oversight and (mechanism of) executive review of
the PSII.

Safeguarding events

CITO, the patient record system, was implemented in February 2024. This
implementation is largely complete, although some elements of automatic reporting
are yet to be reestablished; the Safeguarding team said they have been liaising with
individual teams during this time to ensure ongoing access to information and
reporting. Reporting to the Safeguarding Public Protection Team is anticipated to be
fully automated by the end of 2024. This will enable them to undertake checks and
audits in relation to the quality of referrals being made to the Local Authorities.

The Safeguarding team submits reports every two months to the DTVE&F and North
Yorkshire and Yaork (NYY) Care Group Boards. These detail:

+ Safeguarding training compliance
+«  Multi-agency reviews — new notifications, published reviews and any relevant
action plans
+ [ntemal and extemnal safeguarding audits
+ Safeguarding parinership work
« Any escalation from the quarterly Safequarding and Public Protection
meeting
We were provided with example reports submitted to the Care Group Boards.
Further reporting occurs at the quarterly Safeguarding Public Protection meeting,
Cuality Assurance Committes (e.g. Safeguarding report submitied twice a year, and
Safeguarding Annual Report) and internal monthly team meeting.

The Trust demonstrated a clear reporting pathway for complaints, individual
PSlls and safeguarding events from care subgroup to the Board.
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We held a joint clarfication mesting with senior managers from both Trusts following
the practice audits.

Audit criteria

We were assured that the case notes sampled reflected the audit criteria. Both
organisations had developed their own case note lists following the audit criteria
with the same cases represented across the inpatient pathway that were identified
initialty within the community case note audit. Additional cases within the community
were children and young people with high levels of complexity and multiple services
involved.

CAMHS community service developments

Within community services, there have been a number of developments which
support young people and families. We heard that TEWY now has several senvices
and teams which provide good support for young people:

« CAMHS crisis and liaison teams which can offer short-term help and support
in crisis. These operate 24 hours a day over seven days a week.

+ [ntensive home treatment {IHT) teams can work with young people to offer
increased support at home, both to prevent admission if possible and
facilitate discharge planning and home leave.

« Intensive Positive Behaviour Support (IPBS) multidisciplinary teams, whao
work with young people who have a leaming disability and or autism and
their families to provide behavioural support following the positive behaviour
support (PBS) framewark.

Within case notes, we were able to review records from these services and gain a
sense of the impact of these. We saw records where the crisis team had been
contacted by young people and on occasion by family members, and the safety
planning which then took place.

We spoke about the changes to inpatient services and a focus on working with
young people in the community. We saw good examples within this audit of staif
recognising the ham which can occur when young people are admitted to hospital
in terms of trauma and re-traumatisation, restrictive practices and young people
developing further maladaptive behaviours. When young people met the threshold
for admission, crisis services, including IHT teams, were deployed to avoid
admission and intensively support young people outside hospital. Staff were aware
and strived to ensure the least resirictive options were explored.

Inpatient admissions

A small number of our sample required inpatient admission.

When admission was needed, community and inpatient staff worked together to
ensure that there were clear aims to admission and that this would be for the
shortest time possible. The inpatient team convenad an admission mesting within
the first five days and these were well attended with key people, including
community team members and local authority representation where needed. IHT
teams also played a role in facilitating discharge and leave with increased support at
home for a short period, which was individually planned. There was creative, flexible
use of IHT teams seen within inpatient and community case notes.
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With CNTW, we were able to review the process for admission panels and the plans
made between the inpatient and community teams when admission was requested,
including when admission was declined.

Care for young people with autism

There were 13 young people with a diagnosis of autism, with one additional young
persan awaiting assessment, within our sample. Both Trusts have developed
specialist IPBS community teams which focus on positive behaviour support
planning. These teams completed assessments and planning which reflected good
practice guidance,®**'? and showed collaborative work undertaken with young
people, families and wider services. The records we reviewed with IPBS input
highlighted the multidisciplinary nature of the team, with specialist occupational
therapy assessment and speech and language therapy input. The team completed
detailed, trauma-informed, positive focused formulations of young people and their
needs. They were able to work through these formulations with young people and
their families and teams to produce positive behaviour support plans which were
meaningful and individualised. This included ensuring information was presented in
a form which was understandable to young people and their families, including
pictorial and easy read versions, where needed. Thess were presented to young
people and families, CAMHS teams and other care providers, for example,
residential support teams and community support staff. Most teams also had PBS
champions who could support staff in developing plans and formulations using the
framework.

Thess community teams had been developed as a collaborative project between the
two Trusts focusing on young pecple and autism. This was a good example of
closer collaborative working, in part since the development of the CAMHS provider
collaborative. TEWY reported there had also been highly positive family feedback
for the work undertaken by IPBS teams.

Carer and family involvement

‘We gathered information about contact with families and family involvement in care.
At CNTW families were provided with information when young people were admitted
in the form of “Getting to know you™ documents. This included information about
carers’ assessments. In the community, information about family and significant
others was recorded in a specific section of the records. Staff did not routinely offer
carers’ assessments as these were completed by the local authority. Staff made
plans for routine updates to families and we saw progress notes recording these
taking place.

Trauma-informed care and formulation

Both Trusts had introduced documentation to capture formulations. TEWY had
introduced safety summanes and safety plans. Safety summaries included risk-
bhased sections (to self, to others, from others, vulnerability, offending and iatrogenic
harm), young person and familyfcarer views, pattems of behaviour along with
predisposing, precipitating, perpetuating and protective factors and what has
waorked/not worked previously to form an intervention plan. These were well-

 NICE (2013) Autism spectrum disorder in under 18s: support and management CG 170, Chapter 1.4 ]
(larewr. nice. om. ukiguidanceieg 1TV Recommendati -interventions-fior-the-core-features-of-autism

& NICE (2015) Challenging behaviour and keaming disabiities: prevention and interveniions for people with leaming disabidities whose
behaviour challenges (MG11) Chapter 1.6 hitps-/fsww. nice.omg. ukiguidance/ng 1 1/ichapterrecommendations#behavicur-support-plan

" Care Quality Commission (2018) Bref guide: Positive behaviour fior people with behaviours that challenge
S 4 I lt.‘ﬁles-‘%l el ;E

v .coc o wi'sibes. defau 180705 D00824 boefgui
posiive behawiour support for people with behawiours that challenpe v pdf
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completed and detailed in all the case notes we reviewed. CNTW had developed a
5 F's" formulation tool which staff had completed during inpatient admissions that
we reviewed.

Staff completed progress notes and documentation reflecting an understanding of
trauma-informed care and the impact on young people of adverse childhood
experiences. Care plans were writizn positively with a focus on building skills and
resilience. The l[anguage used was positive, individualised and supportive.

Where young people had expressed preferences there were good amangements
made for these, for example, communications by text, where visits could take place
and how people should be addressed. We saw several young people had
expressed preferences in terms of their gender, name and pronouns and these were
reflected throughout the case notes we reviewed. However, both Trust's electronic
systems were not well configured for aliases, and altemate forms of address. TEWY
noted this was an issue since their system had been updated and they were working
on this with the company. CNTW noted their issue was more in clarifying for staff
how to complete changes of names and aliases.

Transition planning

Transition planning was evident in all the case notes we reviewed where young
people were approaching their 18th birthday. We reviewed records where young
people had moved entirely over to adult mental health senvices following extended
periods of joint working. All adult teams had their own protocol for referrals into
service for young pecple, with some teams accepting referrals for young people
over the age of 16 and some teams, whilst informally working with young people,
would only formally accept the referral at 18 years old. TEWY had developed a
working group who were looking at transition. These issues were reflected nationally
in terms of the threshold for children moving to adult services, and the recognised
gap in commissioning. CHNTW similarly have a transition group looking at these
issues. From an inpafient perspective, there had been work resulting in a new palicy
and improved pathways. Both services were auditing transition processes.

Several young people in our sample did not wish to transfer to adult services and we
saw good arrangements made for safety planning for the future and work completed
to faciltate planned, positive endings.

Both Trusts spoke of working well together, having close relationships betwesn the
two Trusts and this enahling discussion and leaming from each other. They felt the
close working definitely benefited young people and improved outcomes for them
and their families.

" The 5 P's are Presenting Problem, Predisposing factors, Precipitating factors. Perpetuating factors and Protectve factors.
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We held clarification meetings with the following TEWY staff:
+ Head of Assurance and Effectiveness
+ Associate Director for Nursing (Safeguarding)
+« Mamed Murse Safeguarding Children
« Associate Director of Patient Safety
+ Head of Patient Experience
+ Executive Director of Corporate Affairs & Involvement

Maoting the positive results across the three categories, we explored the steps the
teams had taken to strengthen their processes.

Complaints

We were told that the Complaints Department had undertaken a substantial amount
of work as part of its review of how the Trust handles and manages complaints. The
maove to facilitating local complaint resolution, whilst still relatively new, was
providing positive results, in terms of response times and reducing the number of
formal complaints. Placing emphasis on local resolution was thought to be improving
communication between staff and service users. To date, 198 staff have received
training on how to manage complaints locally, and the programme is ongoing. The
long-term intention is to move to e-leaming but emphasis is cumently on ensuring
the foundations of local complaint management are embedded.

The Complaints Department shared the ‘Benefits Realisation PALS and Complaints
review' August 2024, which detailed the impact of the review of the complaints
handling senvice and the move to more local resolution. These included:

« A 42% reduction in the volume of concems being received by the Complaints
Department, resulting in smaller caseloads.

+ More complaints were being managed locally (47%) or as an early resolution
complaint (40%). On average, 11% of complaints were being managed as a
formal complaint.

« Compliance with originally agreed timeframes had improved to 54% in
2023524,

We were also shown the results of the AuditOne audit of complaint action plans,
underiaken as part of the Trust's response to the original Niche review. The report
described the Trust's review of its complaint process as:

“A full and comprehensive end-fo-end review of the Trust’s patient advice and
liaison service (PALS) and complaints function, taking info consideration the new
NHS Compaints Standards, including exporation of a more restorafive approach to
FPALS and complaints resolution, that helps to demonstrafe that it takes concems
raised, feedback and complaints very serously. The review involved senvice users,
families and carers, staff providing Trust senvices as well as partners including those
in the voluntary and communify sector to co creafe and shape what the senices
look like in the fufure”.

The report sets out further positive feedback in relation to the training programme,
particularly the delivery of compassion and empathy fraining, and the different
assurance mechanisms in relation to learming, recording and escalation.
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PSlls

The ongoing implementation of PSIRF and systems approach fo investigations, and
the work undertaken to facilitate this, were both highlighted to us as factors in
helping drive forward the standard of PSI reports, and how recommendations and
actions are developed.

The Patient Safety team has attended ‘train the trainer’ days to support the
embedding of the PSIRF and systems based human factors approach across
TEWY . We were told feedback about the resultant one-day training across
leadership positions has been positive.

The Patient Safety team seeks to attend as many After Action Reviews (AARs) as
possible with a view to helping teams develop their approach to investigating
incidents. There is no longer a backlog of incidents; cases are allocated within a day
of being identified.

We were given examples of system-based thematic work, including a recent review
of 12 months of serious incidents, identifying 55 actions related to physical
healthcare. This information was then shared with the physical health group to
develop a targeted response.

The Patient Safety team holds a monthly mesting to review cases that may involve
organisations, the intention being to improve joined up working, reduce duplication
and provide families with cohesive responses as opposed to reports from each
organisation. The team is seeking to work with staff across the region. Examples
shared were:

« A half day workshop with County Durham and Darlington NHS Foundation
Trust (CDDFT), looking at patient safety incidents that involved baoth
organisations.

+ A mortality review with South Tees Hospitals NHS Foundation Trust. The
Trust recently contacted the Patient Safety team for advice about a case; the
service user was not under the care of TEWY.

+ A joint investigation with Morth East Ambulance Senvice (MEAS). The
involvement of NEAS in the reporting process meant that the family received
one, as opposed to two, reports.

We were told organisations recognised the benefits of joint working, in terms of
involvement, oversight and the positive output in terms of systems-hased leaming.

Safeguarding

The Safeguarding team partly attributed the governance audit positive results to the
work they have undertaken to be more visible o the clinical teams and services. As
detailed above, they report into several mestings, including the Fundamental
Standards Group, and use the Care Group board in particular as a mechanism to
facilitate a dialogue with services.

The team is involved in a lot of cases and therefore visible to services. This is
thought to have bridged the gap between services and safeguarding. Equally, within
services, clinical and caseload supervision have been separated, allowing
practitionars more time o consider complex cases and any safeguanding
implications.

It is anticipated that CITO will improve oversight and consistent reporting across the
Trust. Longer-term, it is intended a dashboard will be available in the Integrated
Information Centre (1IC) to all services. This will facilitate service access fo live
information and again, help to improve reporting and oversight. The Trust is not yet
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in a position to develop a dashboard, whilst the embedding of CITO and any
necessary refinement is ongoing (i.e. the Trust is still looking at CITO reporting).

The Safeguarding team said they had worked hard to build staff confidence in using
CITC and had developed clear guidance to support this. The team has received
extensive positive feedback about the one-day safeguarding fraining package they
deliver which was fully embedded in Q1 2023724 (evaluation scores varying
hetween 4.57 and 4.71, Annual report 2023/24). Examples of feedback for this year
included describing the fraining as ‘excellent’, ‘informative’ and ‘superty’.

The team said that there were still some areas of reporting, particularly around the
use of InPhase, and that improvement work was ongoing. Similar work had been
undertaken to improve safety plans; the detailed nature of which in some cases, we
noted during our review.

General

The Trust Organisational Leaming Group has recently agreed the 12 arsas of
leaming for the year ahead — each the subject of 2 monthly deep dive meeting. The
most recent meeting took place in eary November and focused on suicide
prevention and risk management from a safety summary perspective (the previous
meeting considered the implementation of CITO). Attenders were given a
presentation on the intended training and details of how it will be rolled out across
the Trust.

The Organisational Leaming Group reports into the Quality Assurance Commitiee.
Equally there is a monthly quality assurance report submitted to the Committes,
detailing performance across the Trust, including complaints, PSlls and

safeguarding.

The Trust has a clear govemance structure which provides numerous reporting and
escalation mechanisms that utimately lead to the Trust Board.

The leads we met all spoke highly of the positive changes at the Trust in the past
couple of years, and of a shift towards a proactive, rather than reactive, culture. It is
clear that a great deal of work has heen undertaken across the three categories
(and heyond), the positive impact of which is gradually coming to fruition e.g. there
is no backlog of patient safety incidents, the safeguarding team is more visible to
services, and the number of complaints within the Trust has reduced, as the
localities assume more ownership of these.
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We make no specific recommendations related to overall guality management, as we
know that TEWW are conscious of the need for continuing work, oversight, and
vigilance to ensure these improvements in practice are sustained, and indeed built
upon further

There are two residual recommendations:

One: TEWW should ensure that carers and family members of young people with
complex mental health needs are themselves also offered relevant psycho-educational
training and advice.

Two: TEWY should ensure that written responses to complaints fully address all of the
concems raised, and provide full explanations of resultant Trust actions.
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Planning and implementation of transition arrangements (children’s to adult services)

Is the Y'P within 6* Transition date i1s clearly The transition date is Y is not
months of their 18th identified and clearly visible e.g. identified elsewherz in the | within the
birthday? front page or specific prompt on care record timescale for
gysiem. transition.
|5 there evidence in There are clearly defined entries | There is reference within YP is not
the case records of which link to the transition plan. the case records to within the
transition planning? planning for transition e.g. timescale for
within ward rounds. transition.
Has a transition plan There is a transition plan, There are plans within %P is not
been completed? completed in the agreed Trust other documentation or within the
format, which identifies how progress notes outlining timescale for
transition arrangements and transition and transfer. transition.
transfer between services will
QCCur.

Planning and implementation of discharge from inpatient care

Evidence of The community team are actively | Community team are
communication with involved in plans for discharge involved prior to discharge
community teams and invited and consulted, as evidenced in MOT
when planning including MDT meetings, during mesting minutes.
discharge the admission.

Is there evidence of Discharge planning starts at Discharge planning is
discharge planning in admission and is reviewed at referenced in MOT records
the reconds? gach MOT meeting. andlor case notes.

|5 there a discharge A discharge plan is formulated A discharge plan is evident
care plan or plan which is multidisciplinary, has within the nates and
completed invalving clear actions and timescales updated regulariy.

the community team? | moving toward discharge and is
co-produced and reviewed

reqularly with the YP.
Approaches to risk management, including involvement of the young person and family members
in the of risk assessments and their care
Risk assessment There is an up-to-date risk There I5 a risk assessment
present, reviewed to assessment detailing triggers, completad in the agreed
timescale and covers relapss indicators and early nsk template.
all expected risks waming signs, completed in the
agreed Trust risk template.
Risk assessment There is a formulation which In the clinical record, there
includes formulation capiures risk-elevating factors, is a narrative risk
nisk-reducing factors and the 5 formulation, with some
P's (presenting, precipitating, detail of triggers, relapse
perpetuating, predisposing and indicators and early
protective factors). Waming signs.
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Risk assessment
includes relevant
community information

Assessment and formulation
include community-hased
scenarios, nsk factors and

Risk assessment includes
key risk information relating
to the community.

recognition and planning relating
to risks beyond immediate
inpatient stay.
Risk assessment A risk assessment shows Acrisk assessment shows This may be
includes views or evidence of young person that the young person has | because the
evidence of discussion | involvement including direct signed. YP is too il
with the young person | guotes, and may be written in first fo be
person if appropriate. engaged or
has refused.
Risk assessment A risk assessment shows Ansk assessment or care This may he
includes views or evidence of carer involvement records show discussion or | several
evidence of discussion | including direct quotes, and involvement of carer. factors
with family/carers additional completion of including
formsfguestionnaires. looked-after
children and
YP refusing
carer or
family
involvement.

Community services:

Inpatient risk relevant content and updated risk | relevant inpatient risk
assessment and/or nsk | information following inpatient information within the care
information at admissions. records/progress notes.
discharge uploaded to

frecorded in electronic

patient records

The risk assessment contains

There is a reference to

Inpatient services:
Access (form 1)
contains key nsks

The most recent community risk
assessmentinformation is
present in the Form 1 (NHSE).

Approaches to care planning, including the development of psychologically informed

formulations

Care plans present

Care plans cover all
areas of need

Care plans reviewed
as trust guidance

Care plans signed and
dated

Care plans reflect risk
assessment and
include relevant nsk
information

The care plan reflects the young
person’s areas of need
documented in the records.
There is evidence of all of:

« regular review

* the young persons involverment
in the development and review of
the care plan

« carer involvement in plan
development and review

+ multi-agency invalvement in the
development and review of plan
+ a copy of the plan being shared
with the service user, carer, and
other agencies.

Thers is an up-to-date care
plan in place. There is
evidence that it was sharad

with the service user, carer,
and other agencies.
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Inpatient services: 5 | A formulation is present and Evidence of MDT Mot all young
P formulation covers scenarios which may invalvement in the plan. people have
document includes present with recognition of been
evidence of history, past trauma and how this inpatients.
formulation, manifests.
psychological support
and plan
Community services: | A formulation is present and Evidence of MDT
Care plans reflect risk | covers scenarios which may involvement in the plan.
assessment (safety present with recognition of
summary/safety plan) | history, past trauma and how this
and include relevant manifests.
risk information. Plans
include evidence of
formulation and
psychological support.
Community services: | A care plan shows evidence of A care plan shows that the
Is there evidence of young person involvement Young person has signed.
care plans being co- including direct quotes, and may
created with young be written in first person if
people (andfor appropriate.
families)
Arrangements for listening to and involving young people and families
Evidence of P involvement evident in care ¥P involvement evident in
involvement of YP records, care planning, risk progress notes.
assessment and crisis planning. Involvement is often
Invalvement is planned and reactive.
proaciive.
Evidence of Carer involvement evident in care | Carer involvement evident | May not be
involvement of families | records, care planning, risk in progress notes. imvolved
assessment and crisis planning. Involvement is often
Invalvement is planned and reacfive or prompted by
proactive. carer not staff.
Inpatient service: Is Family therapy input evident in Family therapy evident in May not be
there a family therapist | records and part of the MDT records in isolation from imvolved
in the team and if approach. team.
needed have they
made contact with
family?
Is there a process for Family updates set in conjunction | Family updates in records
routine updates to with family and evidence they are | but not part of a plan.
families? met.
Are carers routinely Evidence of inviting with naotice, Evidence of inviting carers. | May not be
invited to reviews? arrangements to meet carer imvolved
needs, prompts and reminders if
needed and support to attend.
Inpatient service: Carers have received information | Carers have received May not be
Have carers received and the opportunity to discuss informatian. imvolved
written information with staff, ask questions and have
ahout the senvice? a point of contact.
(The "Getting to know
you" package).
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a timely fashion following MDT
meetings and decisions.

Are carers Evidence of carers assessment Evidence of carers Carers may

assessments routinely | offered at start of treatment/ assessment offered. not he

offered to carers? admission. involved.
Assassments
may have
been offered
previoushy
outside the
audit period.

Are carers offered Support options are outlined to Evidence of support offered | Carers may

psychoeducation or carers with notice and relevant to carers. nat be

fraining? information and people to involved.

contact. Carers may

decline.

Involvement of the multidisciplinary team and relevant agencies

Evidence of regular Evidence of effective MDT Evidence of MDT meetings | Some

MDT discussion meetings, with actions which are | planned and conducted organisations

Evidence of referrals SMART and all key individuals effectively. and

made and followed up | contributing. Linking across processes

as needed parallel processes including may not be

Evidence of liaison CIN/CP (LA led), EHCP, CETR. relevant

with local authority if

applicable

Complex care

discussions, including

muliiagency, DSR,

CIN, EHCF, CETR, CP

All kery staff invited and

in attendance

Information back to GP | Proactive and comprehensive Information relayed o GP

and referrer information was relayed to GP in | following MDT, there may

be some delay in sending
ar information may be basic
level.

Case notes reflect
empowerment, e.g.
strengths and skills

Formulations in care
plans/RA's which
reflect trauma-
informed principles -
safety, trustworthiness,
choice, collaboration,
empowerment, cultural
consideration

Recognition of key risk
and praotective factors
for vulnerability and
ACE's

Implementation of trauma-informed practices

Linked to YP involvement in care
and documentation which is
person-centred, positively worded
and clearly arliculates
formulation, sirengths and skills.

There is evidence of practitioners
understanding of behaviour and
presentation reflecting complex
factors, including diagnoses and
adverse experiences.

Documentation shows
some linking of formulation
and trauma-informed
practice.

ar



NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust



NHS

Tees, Esk and Wear Valleys

NHS Foundation Trust

Identification and appropriate escalation of safeguarding concerns

where necessary, e.q.
alerts, care plans

reqularly.

Safeguarding refemrals | Safeguarding concems are Safeguarding concems
made where immediately recognised and wers identified later and
appropriate escalated. escalated.
Follow-up information | Responses and actions are Responses and meestings
was evident completed immediately with are recorded appropriately
proactive engagemeant with in the records.
safeguarding teams and
individuals.
Safeguarding Safeguarding plans are in place
information captured where needed and reviewed

engagement in child
protection meetings
(as relevant)

Community services: | Where advice or support had
Contact with TEWY been reguested this is
safeguarding team documented clearly.

{where appropriate)

Community services: | Records show mesting minutes
Evidence of or progress notes relating to
attendance and attendance and engagement.

Information captured at

Information about race, ethnicity,

Appropriate capture and responses to race, ethnicity, gender and religion

Information about race,

preferences recorded if
needed

recorded as soon as practicable
and in an accessible place.

first contact gender and religion is recorded at | ethnicity, gender and
admission or as soon as possible | religion is recorded in
at the front of the records orin an | progress notesfother area
accessible place. of records.

Reasonable Relevant information relating to There is evidence of

adjustments and adjustments and preferences is relevant adjustments and

preferences within the cass
records.

Are preferences
reflected in care plans
and progress notes

Care plans are in place to guide
staff where necessary. Progress
notes show staff are aware of any
requirements and actively follow
these.

Progress notes show staff
are aware of any
requirements.

Signposting to
specialist services
where appropriate

Evidence in care records, care
plans or progress notes showing
proactive sourcing of information
and sernvices.

Evidence in care records
showing ad hoc

signpaosting.

Care for young people with complex presentations, particularly autism
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Community services: | Information is clearly identified in | Information is captured
Is information captured | the right section of the records within the progress notes or
at initial refemal’ relating to autism and within the documentation relating to
assessment regarding | progress notes or documentation. | autism.
autism (or associatad
needs where a
diagnosis is not
evident)? (where
appropriate)
Where appropriate, are | Staff proactively seek to identify Staff record information The young
reasonahble potential issues with the relating to assessments person does
adjustments environment, communication, and potential needs. Plans | not have a
considered? peer relationships and care and relating to reasonahble diagnosis of
treatment plans and devise adjustments are accessible | autism.
strategies with YP to aim to and referenced by staff.
address these. Evidence of these
being followed is shown in case
notes.
Referrals to specialists | Staff proactively assess and Staff identify specialist The young
take place as needed | identify any specialist opinions or | opinions or referrals person does
e.q. SALT referrals needed. neaded reactively when not have a
there are concems or crisis. | diagnosis of
autism.
Is information from Care plans include information Care plans include The young
diagnostic and about specific neurodiverse information from specialist | person does
specialist assessments | features as part of a assessments. not have a
incorporated into care | comprehensive formulation which diagnosis of
plans and risk identifies how this information fits autism.
A55e55Ments? into intenvention plans.
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Trust guidance (all TEWW)
Safeguarding children palicy, v8.4
CITO safeguarding docurmnentation: practical ‘how to guide’, July 2024
How to make quality safeguarding referrals crib sheet
Joint Level 3 Adult and Child Safequarding training 2022/23
Best practice guidance — PAMIC ool
Incident recording and response policy, vi0
Complaints policy, v12
Mational guidance

The Local Authority Social Services and national Health Service Complaints (England)
Regulations, 2009

Regulation 20, Duty of Candour, CQC
Serious Incident Framework, NHS England 2015

MHS Patient Safety Strategy: Safer Culiure, Safer Systems, Safer Patients, NHS
England & NHS Improvement, 2019

MHS Complaints Standards, summary of expectations, 2022

Engaging and involving patients, families and staff following a patient safety incident,
NHS England, 2022

Working together to safeguard children, a guide to multi-agency waorking to help,
protect and promote the welfare of children, HM Government, 2023

Working together to safeguard children, Statutory framework: legislation relevant to
safeqguarding and promating the welfare of children, HM Government, 2023

Safeguarding children, young people and adults at risk in the NHS, 2024
Patient Safety Incident Response Framework, NHS England, 2024
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Description MNumber

Standards met

Standards partially met
Standards not met

Safeguarding children events framework

NHS

Tees, Esk and Wear Valleys
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Standard Hiche commentary and rating

Theme 1: Credibility

1.1 CITO alerts hawve been completed (e.g. CiM, CPP,
LAC, PREVENT, MAPPA etc)

12 Safeguarding e-form comipleted

1.3 Attachments and progress notes completed as
required {e.g. meeting minutes)

1.4 Safeguarding referral copied to
TEAWNWNT safequardingChildreni@nhs . net

15 InPhase repart has been completed (nb:
acknowledgement only, not full report).

1.6 Local Authority receipt of referral logged (i not
received within three working days, follow-up
documented)

Theme 2: Thoroughness

21 Details of the family members involved and who iz at
rizk documented

2.2 First names and sumames have been spelt comectly
and consistenthy

23 Parental responsibility documented

24 Dates and times of incident/s detailed

25 Details of the injuries or alleged harm recorded

26 Category of alleged abuse or neglect recorded

27 Conszent from those with parental responsibility
documented (unless this would place the child at risk;
decision to not seek consent recorded)

28 Suggested actions to address concemns documented

28 Support currently available to the family documented
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Standard Niche commentary and rating

210 Child's voice and lived experience refliected and any
actions detailed

21 Evidence that capacity (for those aged between 16 &
18yrs) has been considered

212 The referral is written clearty, without typos or
grammatical errors.

Theme 3: Impact

31 Safeguarding referral (or update if already known to
services) submitted within 24hours of concerns being
raised

3.2 Safety summarny and plan documented

33 Local Authority outcome logged 2.9, 547, child
protection.

34 Requirement of supenvsion logged and actioned, if
appropriate

35 Other agencies contacted as appropriate

36 Any immediate actions recorded

aT Status of 5G process at time of review and impact for
future leaming e.g. any concems remaining,
difficulties sharing information etc?

Patient Safety Incident Investigations framework
Standard Niche commentary and rating
Thems 1: Credibility
11 The raticnale/agreement for undertaking a PSl is

documented (to note: may be logged in AAR).

12 The investigation has clear terms of reference that
includes what is to be investigated, the scale and
scope, PSIRF methodology and type of investigation;
case specific points are caplured.

1.3 The perzon leading the investigation has the
appropriate skills and fraining in effective systems
investigation processes (plus subject matter expert as
required).

14 The investigation was completed within intemalky
agreed timeframes or there is clear evidence of the
reasons for delay and process for approving this with
COMMISSIoNsTs.

15 The report is a description of the investigation, it is
accessible to readers and written in plain English,
without typographical efmors.
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Miche commentary and rating
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16

Staff have been supported following the incident,
provided with information about the investigation and
had an opportunity to contribute to the process.

17

Internal locality panel and director panel review and
sign off of the report is documented.

Thems

2: Thoroughness

21

The methodolegy used for the investigation is
described and includes the use of any analytical tools
(e.g. SEIPS) and how the informaticn and evidence
was obtained (interviews, mapping, review of clinical
records, observations).

22

Bereaved or affected patient, families and carers are
imformed about the incident and of the investigation
process (in instances where they are not involved, the
reason i documented); evidence of FLO
engagement.

2.3

Bereavediaffected patients, families and carers were
offered the opportunity to have input into the
investigation; their experencef/concemsa/guestions
have been reflected (e.g. in ToR). Families have had
an opportunity to provide a pen portrait and photo of
the pafient.

24

It is clear how the Duty of Candour regulations have
been met for this incident or reasons why this hasn't
been possible are included (fo nofe this is captured at
part of the panel sign off process).

25

Background/context of the senvice user's care and
description of the incident is included.

26

Findings are identified and underpinning analysis
detailed e.g. benchmarking of practice. The 'how’ is
set out.

27

The report adopts a systems-based approach to
understanding what has happened i.e. broader
system issues are described.

28

The report reflects areas of leaming and where
improvement action is reguired.

29

Areas for leamning are described.

210

Areas of good practice are deacribed.

21

There should be no obvious areas of incongruence.

212

The way the terms of reference have been met is
de=cribed; with an explanation in relation to any areas
that have not been explorsd.

Theme

J: Impact

31

The report examined the problems (what happened),
sets out clear analysis (the how) and the fundamental
issues (the why).

32

Leaming and action plan/s clearly relate to the
findings.

33

It ghould be clear that the leaming supports
measurable, and outcome focused
actionsimprovement plans.
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Standard Niche commentary and rating
3.4 The affected service user{s) families have had an
opportunity to review and comment on the draft report
(to nate this is picked up as part of the panal review
process).
35 The action plan's reflects and responds to each of the
recommendations, with action owners and realistic
timeframes identified.
36 The actions will address the concems identified.
Complaints framework
Standard Niche commentary and rating
Theme 1: Credibility

The complaints file contains the following:

11 The original complaint

12 Consent, if required.

1.3 Details of the complaint acknowledgement:
verbally (file note) or in writing
(acknowledgement letter) sent within thres
working days

14 Internal emails and communications

15 Clinical records, feedback from clinical services,
policies, and other working papers

1.6 Draft response with evidence of comments and
quality control

1.7 Updates have been provided to the complainant in
line with the keeping in fouch process

1.8 Final response to all allegations and information
about how to request a Final Stage Review if
unhappy with the outcome (and PH50 contact
details for post FRS)

1.9 Final response to the complainant sets out what
actions have been taken in response to the
complaint

Theme 2: Thoroughness

21 The complaint has been appropriately triaged (local
management, early resclution complaint {ERC) or
formal complaint) with evidence underpinning the
decision

22 The complaint investigation has been completed in
the agreed timeframe

23 If an extension was required, delays were
communicated to the complainant, along with an
apology

24 The complaint was managed by

+ Complaints officer (ERC)
& Complaint manager (formal complaint)
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Standard Niche commentary and rating

25 Staff are trained in how to investigate complaints
e.g. PHSO standard fraining

26 The complaint response included a review of all
areas highlighted as issues

27 Each issue was addressed with an explanation in a
non-defensive manner

2.8 There is evidence that services had an opportunity to
review and comment on the intended response

29 Complainants were offered an apology where due

210 | The resultant action or remedy was clearly described

211 | The rezsponze was written in plain, accessible
language

Theme 3: Impact

31 The complainant has accepted the Trust responze
to their complaint e_g. they have not instigated the
Final Stage Review within 30 days of being sent
the Trust response

32 The actions address the problems identified in the
original complaint

33 There is evidence the complaints depariment has
communicated the final response and action plan to
the local manager/zervice lead for actioning, as
appropriate

34 Details of the cloged complaint have been shared as

required, in keeping with the Trust govemance and
reporting pathways
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Safeguarding events
Standard

1.1 CITO alerts have been completed (e.q.
CiM, CPP, LAC, PREVENT, MAPPA etc)

1.2 Safeguarding e-form completed

1.3 Attachments and progress notes
completed as required (e.g. meeting
minutes)

1.4 Safeguarding referral copied to
TEAWWMT safequardingChildren@nhs.net

1.5 InPhase report has been completed
{nb: acknowledgement only, not full
report).

1.6 Local Authority receipt of refemral
logged (if ot received within three working
days, follow-up documented)

2.1 Details of the family members involved
and who is at risk documented

2.2 First names and sumames have been
apelt comectly and consistenthy

2.3 Parental responsibility documented

2.4 Dates and times of incident/s detailed -

2.5 Detailz of the injuries or alleged harm
recorded

2.6 Category of alleged abuse or neglect
recarded

2.7 Congent from those with parental
reaponasibility documented (unless this
would place the child at risk; decision to
not seck consent recorded)

2.8 Suggested actions to address
concems documented

2.9 Support currently available to the
family documented

210 Child's voice and lived experience
refiected and any actions detailed
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211 Evidence that capacity (for those
aged between 16 & 18yrs) has been
considered

212 The referral is written clearty, without
typos or grammatical emors.

3.1 Safeguarding referral (or update if
already known to services) submitted
within 24hours of concems being raised

3.2 Safety summary and plan documented

3.3 Local Authority outcome logged e.g. Mik
547, child protection.

3.4 Reguirement of supervision logged
and actioned, i appropriaie

3.5 Other agencies contacted as
appropriate

3.6 Any immediate actions recorded

3.7 Status of SG process at ime of review
and impact for future leaming e.9. any
CONCEMSs remaining, difficulties sharing
informaticn etc?

Complaints

The complaints file cantains the
following:

1.1 The original complaint

1.2 Consent, if required

1.3 Details of the complaint
acknowledgement; verbally (file
note) or in writing
{acknowledgement letter) sent
within three working days

1.4 Internal emails and
communications

1.5 Clinical records, feedback from
clinical services, policies, and other
working papers

1.6 Draft response with evidence of
comments and quality control

1.7 Updates have been provided to
the complaimnant in line with the
keeping in touch process
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1.8 Final responze to all allegations
and information about how o
request a Final Stage Review if
unhappy with the outcome (and
PHSO contact details for post FRS)

1.9 Final responze to the
complainant sets out what actions
have been taken in response to the:
complaint

NHS
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2.1 The complaint has been
appropriately friaged (local
management, earty resolution
complaint (ERC) or formal complaint)
with evidence underpinning the
decision

2.2 The complaint investigation has
been completed in the agreed
timeframe

2.3 If an extension was required,
delays were communicated to the
complainant, along with an apology

2.4 The complaint was managed by

+ Complaints officer (ERC)
* Complaint manager (formal
complaint])

2.5 Staff are trained in how to
investigate complaintz e.g. PHSO
standard training

2.6 The complaint respanse
included a review of all areas

highlighted as issues

2.7 Each izsue was addressed with
an explanation in a non-defenzive
manner

2.8 There is evidence that services
had an opportunity to review and
comment on the intended response

2.9 Complainants were offered an
apology where due

210 The resultant action or remedy
was clearly described

2.11 The response was written in
plain, acceszible language

3.1 The complainant has accepted
the Trust responze to their
complaint e.g. they have not
instigated the Final Stage Review




within 20 days of being sent the
Trust response

3.2 The acticns address the
problems identified in the original
complaint

3.3 There is evidence the complaints
department has communicated the
fimal response and aclion plan o the
local manager/sernvice lead for
actioning, as appropnate

NHS
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3.4 Details of the closed complaint
have been shared as required, in
keeping with the Trust govemance
and reporting pathways
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Terms of reference

Cuality Assurance Committes

Directors Assurance Panel, February 2024 (review date December 2024)
Dwurham, Tees Valley and Forensics Care Group Board, August 2024 (review date
August 2025)

Durham, Tees Valley and Forensics Care Group Combined Governance Group,
August 2024 (review date July 2025)

Speciality Level Governance Meeting — AMH Planned Care, May 2023 (review
date January 2025)

Safeguarding

Summary of floor to board SG reporting
TEWY SP Annual report 2023-24 FINAL
DTVG SPPT Report Sepi-24

NYY SPPT Report Sept-24

SGPP update presentation for QUAC Sept 24
SGPP Quarterly update Sept 24

Q1 24-25 Joint SGA-SGC KPI Report FINAL Aug 24
Q3 Joint SGA-SGC KPI report FINAL Feb 24
SA Reviews Dashboard Q1 24-25

Sc Reviews Dashboard Q1 24-25

Complaints

Benefits Realisation PALS and Complaints review Aug 24

TEWY 1624 NICHE complaints review — action plans final report

QuAC PALS Complaints and Patient Experience Reports, Jan & Feb 24
Executive Quality Assurance & Improvement Subgroup, Group Complaints and
Patient Experience Reports, Jan-Mar 24

Executive Review of Quality Group, Apr 24

DTVE&F QAIG Care Group Board, Jul 24

PALS and Complaints 2023-2024 Annual Report

P5ils

InPhase report

PST Huddle report (Apr & May 24)

AAR fracker screenshot

AAR submitted to ICE

PST case tracker screenshot

AMH Flanned/Urgent Service panel agenda, Jul 24
Directors Assurance Panel, Aug 24

Trust Level Quality Assurance and Leaming Report (undated but the file name
includes August 24)

Emails
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For General Release

Meeting of: Board of Directors
Date: 13" February 2025
Title: Learning from Deaths
Executive Sponsor(s): | Kedar Kale, Executive Medical Director
Author(s): Amy Taylor, Interim Associate Director of Patient
Safety
Report for: Assurance X Decision
Consultation Information X

Strategic Goal(s) in Our Journey to Change relating to this report:

1: To co-create a great experience for our patients, carers, and families X
2: To co-create a great experience for our colleagues X
3: To be a great partner X

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
8 Quality Governance - There is a risk that our floor | There is a risk that if we

to Board quality governance does not provide fail to embed key learning
thorough insights into quality risks caused by the from deaths, patient safety
need to further develop and embed our governance | and quality will be
and reporting including triangulating a range of compromised and the
quality and performance information resulting in people we serve will lose
inconsistent understanding of key risks and confidence in the services

mitigating actions, leading to variance in standards. | we provide. This paper
sets out key processes for

10 Regulatory compliance - There is a risk that mortality reviews and
failure to comply with our regulatory duties and learning from deaths
obligations, at all times, could result in enforcement | including patient safety
action and financial penalties and damage our incident investigations
reputation across the Trust to reduce

and mitigate this risk.

Executive Summary:

Purpose:

The national guidance on learning from deaths requires each Trust to collect and publish
specific information. This report covers the period from October to December 2024 (Quarter
3). The Board of Directors is receiving the report for information and assurance of the
Trust’s approach in line with national guidance.

All NHS Trusts must publish a dashboard (Appendix 1) highlighting the numbers of deaths
that occur in the organisation on a quarterly basis. These are deaths which are in-scope of
the Learning from Deaths policy and have been subject to any investigation or mortality
review. It is important to note that when reviewing the data presented in the dashboard all
the deaths categorised as in scope for the Learning from Deaths policy are subject to an
initial review before determining if they require further investigation. Further details and the
locally agreed criteria for mortality reviews and Structured Judgement Reviews (SJRs) are
in Appendix 2.

Board of Directors LFD report Q3 24/25 1 07/02/2025



Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

Proposal:
That the dashboard and the learning points are provided as good assurance of reporting
and learning in line with national guidance.

Overview:
In line with National Guidance the Learning from Deaths Dashboard at appendix 1 details Q3
information for the Trust and includes 2023/24 data for comparison.

During Q3 the Trust received 355 death notifications of patients who had been in contact
with our services in the preceding 6 months. The Trust received 12 death notifications of
people with a learning disability or autism in the time frame. These figures represent all
deaths (including natural expected/unexpected, and unnatural/unexpected) in relation to
people who were currently open to the Trust's caseload which is largely community and
includes older people and memory services (>70,000).

8 inpatient deaths were reported. 3 of these deaths occurred within an inpatient setting
and were expected deaths, subject to Part 1 reviews. 1 of these deaths was unexpected
natural causes and is subject to a joint After Action Review with an acute trust.

4 out of the 8 inpatient deaths occurred in Adult Mental Health wards and have been
reported on the national Strategic Executive Information System (StEIS) and are subject to
a Patient Safety Incident Investigation (PSII). 3 of these deaths are suspected suicide, 2 of
which occurred on the ward, with one occurring off the ward. 1 death was unexpected,
suspected natural causes which occurred on the ward. All PSIl investigations are in
progress.

1 unexpected community death was reported on StEIS during the reporting period and is
being investigated as a PSII.

Immediate After Action Reviews were conducted for all the above PSII deaths and where
appropriate, rapid improvements have been made to improve patient safety.

16 Part 2 Structured Judgement Reviews (SJRs) were requested.

43 Part 1 reviews and 8 SJRs were completed.

14 serious incident investigations / Patient Safety Incident Investigations for unexpected
deaths were completed.

All deaths of people with either a learning disability or a diagnosis of autism require
reporting to LeDER in line with national requirements over the reporting period. Deaths are
reported to LeDER via the clinical teams and the Patient Safety team have added a
prompt to all After Action Review and Mortality Review documents. It has also been built
into the InPhase reporting system since 30" October 2023. Any discrepancies in reporting
are being followed up by the Patient Safety team. Reasons given for not reporting have
been identified as deaths occurring in the Acute Trust or a Care home and it was assumed
by the TEWV clinical team that the team providing 24-hour care had submitted the referral.
Teams are being asked to confirm this with those providers.

Appendix 3 sets out in detail the specific areas of learning, Trust themes, progress within the
Quality Assurance programme and structures to support and embed learning from incident
investigations.

10 Patient Safety Briefings were circulated Trust wide during this reporting period, examples
included:

3 in relation to environmental risks and issues
2 in relation to medication management

2 in relation to Cito recording and alerts

1 in relation to emollients and fire risk

1 in relation to physical health

1 in relation to referrals to additional services

Board of Directors LFD report Q3 24/25 2 07/02/2025
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To improve learning and measure progress against the Trusts main themes, all learning requires
a SMART action plan. To support learning at the earliest opportunity all incidents that are
identified as a PSIl are subject to an After-Action Review overseen by daily patient safety
huddles.

The transition, to InPhase incident reporting in 2023/24 supports additional benefits in terms of
triangulating learning and monitoring of actions as well as greater monitoring of Duty of Candour
as it is further embedded and refined. It has also highlighted anomalies in reporting processes
and in addition to incident reporting for unexpected deaths we now report expected natural cause
deaths as outcomes following guidance from NHS England. Some unexpected deaths, once fact
finding has been completed to establish if a patient safety incident has occurred can also be
moved into outcomes and the patient safety team are currently reviewing and updating processes
to reflect this.

Prior Consideration and Feedback

Updates and assurance aligned to improvement work relating to learning from deaths is reported
to the Quality Assurance Committee. This includes regular updates on the Quality Assurance
schedule (providing assurance of compliance against key patient safety policies such as leave,
clinical record keeping, risk assessment and management, observation and engagement) as well
as updates on key areas that sit within our Quality and Clinical journeys that relate to themes from
patient safety incidents such as progress following implementation of the patient safety incident
response framework (PSIRF). Themes of learning are reported into the Trust wide Organisational
learning group to support organisation wide learning.

Implications:

There is a risk that the data published is utilised or interpreted without context as there is no
current national benchmarking or methodology within mental health and learning disability
services for mortality data.

There are financial and reputational implications associated with poor standards of care. A focus
on learning helps the Trust to improve the quality and safety of our care services.

Recommendations:

The Board of Directors is requested to note the content of this report, the dashboard and the
learning points as good assurance of reporting and learning in line with national guidance and
consider any additional actions to be taken.

Board of Directors LFD report Q3 24/25 3 07/02/2025
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Learning from Deaths Dashboard - Data Taken from Paris/CITO

Reporting Period - Q3 2024-25

Summary of total number of deaths and total number of cases reviewed under the S| Framework/Patient Safety Incident Response Framework or Mortality Review

Total Number of Deaths, Deaths Reviewed (does not include patients with identified learning disabilities)
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Appendix 2
Mortality Reviews 2024/2025

Mortality reviews are completed in-line with guidance from the Royal College of Psychiatrist
and peer organisations across the region.

The mortality review tool used consists of a Part 1 and Part 2 review.

Part 1 is a review of the care records, if any red flags or concerns are noted a Part 2
(Structured Judgement Review) will be considered and completed if required.

The “red flags” to be considered during the Part 1 review are as follows:

Family, carers, or staff have raised concerns about the care provided

¢ Diagnosis of psychosis or eating disorders during the last episode of care

e Psychiatric in-patient at the time of death, or discharged from care within the last month
(where the death does not fit into the category of a Serious Incident)

o Under Crisis Resolution and Home Treatment Team at the time of death (where the death
does not fit into the category of a Serious Incident)

¢ Random Selection
Specific area of interest to the Trust (e.g., Clozapine)

This criterion allows for greater learning from a more suitable selection of cases reviewed.
To prioritise the most significant cases for learning from unexpected and expected physical
health deaths, the following actions have been taken for those deaths reported via inphase.

¢ All in-patient deaths, not subject to a Patient Safety Incident Investigation (PSII) have
either had a Part 1 completed or are in the process of having one completed.

e All LD deaths of those open to TEWV have either been reviewed or are being reviewed
under Part 1 of the mortality review process. Where any concerns are identified, a
Structured Judgement Review has been or will be requested. All these cases are to be
reported to LeDER for review. The LeDER referral will not necessarily be completed by
TEWYV if the individual is receiving their main care from another provider.

¢ All community deaths for patients aged 64 and under have been or are being reviewed
under Part 1 of the mortality review process and where any red flags/concerns have been
identified a Structured Judgment Review has been requested.

o 20% of community deaths for patients aged between 65 and 74 have been reviewed
under Part 1 of the mortality review process and where any red flags/concerns have been
identified a Structured Judgment Review has been requested. This 20% is selected from
deaths within Trust services as opposed to deaths within care homes where the Trust is
not the main care provider.

¢ 10% of community deaths for patients aged 75 onwards have been reviewed under Part 1
of the mortality review process and where any red flags/concerns are identified a
Structured Judgment Review has been requested. This 10% is selected from deaths
within Trust services as opposed to deaths within care homes where the Trust is not the
main care provider.

Board of Directors LFD Report Appendices 2024/25 Q3 07.02.2025
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Appendix 3
1. Mortality Reviews and Learning
Mortality Review 2024/2025

8 structured judgement reviews were discussed and reviewed by the Mortality Review Panel
during Q3.

A number of Actionable learning points were identified:
e Care planning, interventions and record keeping

e Patient and carer experience

e Safeguarding

e Multi-agency working

Learning from actions/assurance

¢ Findings from SJRs are fed back to the clinical networks, where appropriate, to ensure
that learning feeds into existing improvement work. Outcomes are captured in minutes at
the following mortality review panel. These will be fed into the re-established
Organisational Learning Group for future quarters.

o Where the learning identified is related to the work of a specific professional group, for
example Pharmacy, the relevant mortality review panel member ensures this is actioned
and shared Trust-wide. Good examples of assurance can be evidenced from the
workstreams related to Clozapine, Lithium and Depot Injections.

e Learning for individuals is shared with operational teams where appropriate and
addressed via supervision and local governance processes.

Learning from mortality reviews often demonstrate similar themes identified during Serious
Incident reviews / Patient Safety Incident Investigations. The themes from mortality reviews
are triangulated with learning from serious incidents reviews to establish any new themes
occurring.

1.2 Learning from deaths and patient safety incidents

Within Quarter 3 there were a total of 75 learning points from both Patient Safety Incident
Investigations and mortality reviews. In addition, there were 108 learning points from After
Action Reviews undertaken following patient deaths. The most frequent actionable learning
theme identified related to record keeping and documentation, followed by processes and
communication. Another theme related to the lack of handover from local acute trusts when
patients from TEWYV inpatient wards have been under their care for a period of time.

1.3 Structures to support and embed learning

1.3.1 Fundamental standards group

Practice Development Practitioners are now integrated into the Care Group Fundamental
Standards meetings where wider learning and good practice can be shared to facilitate
improvements Trust-wide.

1.3.2 Organisational Learning

The Trust continues to strengthen its arrangements for organisational learning via the
Organisational Learning Group (OLG). Any significant issues identified by the OLG are
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escalated to the Executive Review of Quality Group for further discussion and or actions. The
OLG now has a 12 month workplan based on the recurring themes identified.

1.3.3 Patient Safety Incident Management/Investigation

The Trust has a continued focus on improving the quality of incident reporting, investigation,
and identification of key actionable learning. Key improvements across the incident reporting
and investigation pathway have been implemented incrementally and we continue to develop
and embed these changes ensuring they are compliant with the requirements of the National
NHS Patient Safety Strategy and the Patient Safety Incident Response Framework (PSIRF).

The Patient Safety Programme Board (PSIM) provides oversight on the Risk management
system procurement, and the embedding of the Patient Safety Incident Response Framework
(PSIRF) and Learning from Patient Safety Events (LFPSE). The Programme Board reports
into the Transformation and Strategy Board.

1.3.4 The Environmental Risk Group

This group receives information where environmental factors may have contributed to harm,
as well as progression of initiatives to reduce harm. Any urgent learning identified through this
group is distributed Trust-wide via Patient Safety Briefings. The annual Environmental survey
programme with a multi professional input from estates, health and safety and clinical services
continue. The ligature reduction programme is monitored through this group with assurance
provided through the Trusts quality governance structures. Significant investment has been
dedicated to assistive technology in the form of Oxehealth and door sensors to make wards
safer.

1.3.5 Recruitment and Retention/staffing establishment reviews

When looking at patient safety incidents through a systems and human factors lens, it can be
seen that workforce pressures and capacity including community caseloads can impact on the
quality of care delivered. Significant work is being undertaken to ensure that we have a suitably
skilled and resourced workforce who can carry out their duties in a safe and compassionate
way. Further details can be seen within the safe staffing and establishment review papers.

Board of Directors LFD Report Appendices 2024/25 Q3 07.02.2025
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Meeting of: Board of Directors
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Title: Patient Carer Race Equality Framework (PCREF) 2025
Executive Hannah Crawford, Director of Therapies

Sponsor(s):

Author(s): Rachel Nye, Research and Statistics Manager

Danielle Rome, Lead Information Analyst
Sarah Dallal Equality, Diversity, Inclusion and Human

Rights Lead
Report for: Assurance v Decision v
Consultation Information

Strategic Goal(s) in Our Journey to Change relating to this report:

1: To co-create a great experience for our patients, carers, and families v
2: To co-create a great experience for our colleagues
3: To be a great partner v

Strategic Risks relating to this report:

BAF Risk Title Context
ref no.
3 Co -creation There is a risk that if we do not fully embed co-creation
caused by issues related to structure, time, approaches to
co-creation and power resulting in fragmented approaches to
involvement and a missed opportunity to fully achieve OJTC
4 Quality of Care | There is arisk that we will be unable to embed
improvements in the quality of care consistently and at the
pace required across all services to comply with the
fundamental standards of care; caused by short staffing, the
unrelenting demands on clinical teams and the lead in time
for significant estates actions resulting in a variance in
experience and a risk of harm to people in our care and a
breach in the Health and Social Care Act

Executive Summary:

Purpose: This paper is presented to the Executive Directors & Committee to
provide assurance that the Trust is meetings its obligations under
the Patient Carer Race Equality Framework (PCREF).

NHS England (NHSE) has developed the PCREF to support Mental
Health Trusts to become anti- racist organisations by ensuring they
co-produce and implement actions to reduce racial inequalities
within their services. It will become part of the CQC inspections in
the future. The ICBs are monitoring Trust’s progress with the
PCREF.

Following engagement with the ICB it has been agreed that data
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flows and governance structures that comply with the PCREF part
1 should be established for this first year of the PCREF-.

As a minimum Trusts must publish:

The number of cases of detention under the Mental Health
Act and the cause (section) and duration of these
detentions by ethnicity

Restraint including the type of restraint by ethnicity, age and
gender.

Physical health checks for those adults with Severe Mental
lliness by ethnicity.

The Trust is currently not able to produce this data as it is
not something as a Trust we collect data and report on. The
guidance states that the registers are held within primary
care. Contact has also been made with NHS digital who are
planning to produce this data at a regional level but were
unable to provide any timescales. The ICBs have also been
contacted to provide support to progress this agenda.

Physical health data is recorded on Cito however the data
does not currently flow within the [IC and would require
thorough development and testing. The information is
recorded quite differently to how it was on Paris and
therefore some time is required to ensure the developments
match the clinical processes. This will be available after
April 2025 from the Trust.

Improved access rates to Children and Young People’s
mental health services for 0 — 17-year-olds

A sample of locally agreed access, experience and outcome
metrics. Information which previously formed part of the
patient publication of information has been included under
this heading.

The Trust will report on any deaths in mental health
inpatient units to the CQC by protected characteristics. The
Trust is complaint with this and currently reports to the CQC
on all deaths of patients detained under the Mental Health
Act by gender, ethnicity, disability, religion/ belief, sexual
orientation and age. This data is not collated centrally, the
Mental Health Legislation office save a copy of the death
notification once it is sent to CQC.

The data charts are attached to this report as Appendix 1.

The PCREF asks the Trust to produce the above data as simple
counts and at this stage does not require any analysis of the data.
However, as an organisation we are committed to not only
publishing the data, but to analysing and understanding it in order
to make improvements at place for our service users, carers and
communities.
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Proposal:

Overview:

Executive Directors & the Committee are asked to confirm that it
has good assurance that the Trust has followed a robust process in
developing the PCREF data flows and governance process as
required by the ICBs.

Executive Directors & the Committee are asked to approve the
publication of the PCREF data on the Trust website.

The Trust is required to publish the PCREF data by March 2025 as
outlined above. The proposal for good assurance is based on the
information contained in this report and the data in appendix 1,
taking in to account:

The data required for the PCREF has been produced in a
robust manner excepting the SMI/physical health check
data.

The data on detentions, restraint and access to Children
and Young People’s services is for the period from 1.4.23 —
31.3.24. The data on rates of access to clinical services
compared to admissions and clinical outcomes is for the
calendar year 2023.

The data in the appendix 2 includes trustwide information
on rates of access to services compared to admissions and
clinical outcomes for both adults and children. This data has
previously been published as part of the Trust’s publication
of service user information and is for the calendar year
2023.

Moving forward we will bring the reporting period for PCREF
and for reporting on our public sector equality duties
together, so all data will be for the same time period.

PCREF data (Data in Appendix 1)

Detention data produced for Mental Health Act
Legislation Committee (Fig 3).

Information has been produced by calculating the expected
rates of detention by gender and ethnicity for the Trust
based on standardised rates of detention per 100,000
population. The trust’s anticipated rates are based on the
2021 census for ethnicity, sex, age and gender. These have
been compared to the Trust’s detention rates and NHS
Digital's detention rates for 2023/24.

e Compared to the national rates of detention per
100,000 population the Trust detains more people from
all ethnicities than the national rates (Fig. 3). Those
who are mixed race, Black/ Black British and Other
Ethnicities have higher rates of detention per 100,000
population than White people and Asian/ Asian British
people have lower rates of detention per 100,000
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population compared to White people.

e This is confirmed by the table in fig. 4 which shows that
per 100,000 population those who identify as Mixed
race and Other Ethnicities are detained 1.32 times
more than White people and Black/ Black British
people are detained 2.61 times more than White
people per 100,000 population.

e Further analysis of relative rates of detention by
ethnicity and gender per 100,000 population (Fig 5.)
show that compared to White women, Black/ Black
British women are detained 3.39 times more,
compared to Asian/Asian British women 4.08 more,
and are detained at higher rates than any other female
ethnic group. Black/ Black British men are detained
1.94 times more than White men; Mixed women are
detained 1.15 times more than White women and
Mixed men 1.51 times more than white men. Men who
identify as other Ethnicities are detained 1.77 times
more than White men. Women from other Ethnicities
are detained less than White women (0.85)

Restraint (Figs. 6-9)

The data on restraint is included in fig.6 -9. Further analysis
is required to understand differentials and patterns. In
particular understanding where individuals appear in more
than one category and also being aware of the possibility of
variation due to the small numbers within each ethnicity and
type of restraint category.

Initial analysis suggests that women are more likely to be
physically restrained compared to men and men are more
likely to be in seclusion compared to women. Physical
interventions and isolation for those aged 18 — 29-year-olds
are significantly higher than for other age groups;
mechanical restraint is low across the board but there
appears to be an outlier in the 30 — 34 age group.

CYP Access (Fig. 10)

Data on CPY access is included in fig. 10. Further analysis
is required to understand any differentials and patterns. We
have been unable to calculate population rates as children
and young people are not included in the census so that
work to develop a proxy would need to be undertaken.

PROMS and CROMS (Figs. 11 & 12)

For adults and older people, the percentage of discharged
patients showing measurable improvement on the CROM
tool is significantly higher for our Black/ Black British
population than other groups.

For CYP CROMS for Other Ethnicities is significantly lower
but for PROMS our Black/ Black British children, the
proportion of discharged patients showing measurable
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Prior Consideration
and Feedback

Implications:

improvement is around double. Caution needs to be applied
as the numbers of patients will be significantly lower.

PCREF requirements 2 -8

Information and actions relating to the PCREF
requirements 2 — 8 are included in Appendix 2 of this
document. Information and actions against requirement 1
are those detailed in the body of this report and Appendix 1.
All the data outlined in these requirements is currently
available with the exception of:

e Action 3 — Patient safety incidents are reviewed
by ethnicity. An initial review of existing data on
patient safety incidents within ethnically diverse
groups to identify key themes is to be undertaken by
the Patient Safety team.

e Action 4 — Complaints from racialised patients
and carers are appropriately actioned. The
Complaints team are currently implementing the
processes adopted by one of the PCREF pilot sites
to capture this information.

e Action 6 — Advance choice decisions are
routinely reviewed with racialised patients and
carers. Advance choice decisions are currently
recorded on CITO and should be reviewed in line
with care planning.

e Action 8 — Feedback from racialised carers is
appropriately actioned in line with the triangle of
care. Carer demographics are to be captured in the
carer survey from August 2025

Description of ongoing activity

The Trust is developing relationships with our communities
and engaging in exploratory work to understand actions
required. This also includes actions around further analysis
of the data provided in this report to understand where
there are differentials and patterns that the Trust needs to
pay attention to. Of particular importance we need to
understand how we can integrate data with respect to
protected characteristics within quality and positive and
safe dashboards.

The Trust’s Business Analytics and Clinical Outcomes Information
Department have undertaken the development of the service user
data. The information has been reviewed by Executive Clinical
Leaders subgroup.

Failure to understand the differences in outcomes and experiences
of our BAME service users in accordance with the requirements of
the PCREF, and more broadly those with protected characteristics
in accordance with our public sector equality duties may have
regulatory and reputational consequences. Failure to act to reduce
differences in outcomes and experiences of our service users with
protected characteristics may impact on their outcomes and
experiences.
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Recommendations: Executive Directors and the Committee are asked to:

e confirm that it has good assurance that the Trust has
developed data flows and a governance process as required by
the ICBs.

e confirm that it has good assurance that the Trust has followed a
robust process in producing and analysing the data required for
the PCREF and in doing so is meeting its obligations as
outlined above.

e to approve the proposed publication of the PCREF prior to
publication on the Trust website.
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Appendix 1 — Data required for PCREF publication

Number of Cases of detention under the Mental Health Act by cause and
duration by ethnicity

Figure 1: Number of Detentions by Ethnicity & Section Type (1.4.23 — 31.3.24)

Number of Detentions by Ethnicity & Section Type
sectontme | Ve e Cenn | Mued e Unkoown | T
2 1514 41 25 27 17 155 1779
3 841 18 17 13 6 53 948
37 <5 0 0 0 <5 <5
37/41 5 0 0 0 0 5
37N <5 0 0 0 0 0 <5
4 6 <5 0 0 0 <5 8
47/49 <5 0 0 0 0 <5 <5
48/49 7 0 0 0 0 0 7
5(2) 290 <5 <5 <5 <5 16 318
5(4) 90 <5 <5 <5 0 <5 97
Grand Total 2762 66 46 43 26 230 3173

Figure 2: Average Duration of Detention by Ethnicity & Section type (1.4.23 —
31.3.24)

Average Duration in Days by Ethnicity & Section Type
sectontyme | W M Mied ey Unknown | O
2 19 19 19 17 19 18 19
3 70 58 61 79 35 71 69
37 131 n/a* n/a n/a n/a 182 144
37/41 n/a n/a n/a n/a n/a n/a n/a
37N 153 n/a n/a n/a n/a n/a 153
4 <5 <5 n/a n/a n/a 0 <5
47/49 67 n/a n/a n/a n/a n/a 67
48/49 75 n/a n/a n/a n/a n/a 75
5(2) <5 <5 <5 <5 <5 <5 <5
5(4) 0 0 0 0 n/a 0 (]
Grand Total 32 28 33 34 21 30 32

*n/a applies where either there were no detentions of type by ethnicity, or where the detention hasn’t
ended at time of data collection
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Figure 3: Actual detention rates per 100,000 population compared with
anticipated detention rates and compared with national rates (2023)

Actual detention rates per 100,000 population compared with anticipated detention rates and compared
with national rates
Anticipated Rel;atlve rate
National rates numbers of Actual TEWV rates of i;“v’:\jn
Ethnicity of detention detentions in numbers of detention per .
per 100,000 TEWV based detentions in 100,000 .
population on national TEWV population figures and
National
rates .
Figures
White 69.5 1329 2376 124.2 1.79
Mixed 1159 28 40 163.4 1.41
Asian/Asian British 79.9 43 59 110.0 1.38
Black/Black British 239.0 31 42 324.2 1.36
Other Ethnicities 130.6 18 23 164.1 1.26
Unknown - - 210 - -

Figure 4: Comparisons of TEWV detention rates by ethnicity (1.4.23 — 31.3.24)

Comparisons of TEWV detention rates by ethnicity

e | wieq | Mnlin | stk || or
White 1.13 0.38 0.76
Mixed 1.49 0.50 1.00
Asian/Asian British 0.89 0.34 0.67
Black/Black British 2.61 1.98
Other Ethnicities 1.32 1.00

Interpretation guide:

The rates are calculated against the row labels so if the figure is >1 the characteristic in the
row label shows a higher detention rate than the

comparator in the column label, if the figure is <1, they show a lower rate of detention.

An example of interpretation would be “per 100,000 population Black/Black British people
are detained 2.61 times more than White people”.
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Figure 5: Comparisons of TEWV detention rates by ethnicity and gender (1.4.23

~31.3.24)

Comparisons of TEWV detention rates by ethnicity and gender

Ethnicity
x Gender

Asian/
Asian
British -
Female
Asian/
Asian
British -
Male

Asian/
Asian
British

Female

0.97

Asian/
Asian
British
- Male

Black/
Black
British

Female

Black/
Black
British
- Male

Mixed

Female

Mixed -
Male

Other
Ethnicities
- Female

Other
Ethnicities
- Male

White -
Female

Black/
Black
British -
Female

3.95

0.25

0.48

0.75

0.61

1.00

0.52

0.86

Black/
Black
British -
Male

2.10

Mixed -
Female

1.34

Mixed -
Male

1.64

Other
Ethnicities
- Female

1.00

Other
Ethnicities
- Male

1.91

White -
Female

1.17

White -
Male

1.08
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Number of Cases of restraint, including type of restraint by ethnicity age and

gender

Figure 6: Total Number of Restraint Interventions by Type (1.4.23 — 31.3.24)

Interventions

Total Number of

No. Physical No. Mechanical No. Chemical No. Isolation
Interventions Interventions Interventions Interventions
4748 29 1093 979

Figure 7: Number of Restraint Interventions by Gender (1.4.23 — 31.3.24)

Number of Interventions by Gender
Gender No. Physical No. Mechanical No. Chemical No. Isolation
Interventions Interventions Interventions Interventions
Birthsex Female
<
- Gender Neutr > 0 0 0
Female
(Including Trans 2659 7 594 187
Woman)
Male (Including 1971 22 471 788
Trans Man)
Non-Binary <5 0 <5 0
Unknown 113 0 27 <5

Figure 8: Number of Restraint Interventions by Age (1.4.23 — 31.3.24)

Number of Interventions by Age
o G No. Phys'ical No. Mecha'nical No. Chen'!ical No. Isola?ion
Interventions Interventions Interventions Interventions
<20 773 <5 209 <5
20-29 1618 <5 263 720
30-44 886 20 175 200
45-64 611 <5 206 48
65+ 757 0 221 5
Unknown 103 0 19 <5

Figure 9: Number of Restraint Interventions by Ethnicity (1.4.23 — 31.3.24)

Number of Interventions by Ethnicity
Ethnicity No. Phys'ical No. Mecha'nical No. Chen'!ical No. Isolat.ion
Interventions Interventions Interventions Interventions
AS';:{ i’::'a“ 91 0 13 <5
B'ch:‘i{ i': ':Ck 39 <5 22 <5
Mixed 85 0 23 <5
White 4300 27 959 958
Other Ethnicities 19 0 13 0
Unknown 214 <5 63 14

10




Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

Improved Access to CYPS for ages 0-17 (2023)

Figure 10: CYP Access by ethnicity

Ethnicity Number of Patients
Asian/Asian British 201
Black/Black British 61

Mixed 336
White 25025

Other Ethnicities 144
Unknown 4090

Sample of locally agreed outcome metrics (2023)

Figure 11a & 11b: CROMS and PROMS CYP (2023)

CYP - CROM
% showing
Ethnicity measurable
improvement

Asian/Asian British 35%
Black/Black British 40%
Mixed 45%
Other Ethnicities 20%
Unknown 46%
White 46%

CYP - PROM
% showing
Ethnicity measurable
improvement

Asian/Asian British 17%
Black/Black British 67%
Mixed 23%
Other Ethnicities 0%
Unknown 16%
White 25%

Figure 12 a & 12b: CROMS and PROMS AMH/MHSOP (2023)

AMH/MHSOP - CROM
% showing
Ethnicity measurable
improvement

Asian/Asian British 19%
Black/Black British 31%
Mixed 24%
Other Ethnicities 13%
Unknown 23%
White 16%

AMH/MHSOP - PROM

% showing
Ethnicity measurable
improvement

Asian/Asian British 52%
Black/Black British 42%
Mixed 50%
Other Ethnicities 30%
Unknown 50%
White 44%

11
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Req Requirement Description Activity Staff Contact
No
1 Practices that work towards the shared values of See paper above re report on this activity Hannah Crawford

dignity, fairness, equality, equity, respect, least
restrictive practices, independence, empowerment
and involvement are routinely published to national
datasets (Mental Health Service Data Sets —
(MHSDS) and Public Sector Equality Duty (PSED)
objectives annually). Trusts and mental health
providers should have in place a responsible lead
person whose role will be to collect and monitor
data broken down by ethnicity and publish the data
at the end of each financial year.

This should include at a minimum:

1. The number of cases of detention under the
MHA, and the cause and duration of these
detentions.

2. Restraint including the type of restraint (physical,
mechanical, chemical or use of isolation) and by
ethnicity, age and gender as aligned by the MHA
Code of Practice guiding principles.

3. As required by Core20PIlus5 Trusts:

a. physical health checks for those adults (18+) with
Severe Mental lliness (SMI).

b. improve access rates to Children and Young
People’s mental health services for 0-17 year olds.

4. A sample of locally agreed access, experience
and outcomes metrics where inequalities are the
most evident. This may include Mental Health Act

(Executive Lead)

Data collection and review
position currently
(27.1.25.) vacant and
preparing for recruitment.
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detentions (i.e. the duration of community treatment
orders, out of area placements, aftercare
placements and suicidal rates by ethnicity).

5. Trusts/mental health providers will report on any
deaths in mental health inpatient units to CQC by
protected characteristics. Please also refer to
CQC'’s notifications on incidents.

Trusts and mental health providers routinely provide | We have an accessibility statement on our website: Communications Officer
accessible information in accordance with NHS https://www.tewv.nhs.uk/accessibility/ (Stephanie Steel)
England’s Accessible Information Standard in
regards to patients on their rights, complaints We also have an accessibility roadmap:
procedures, and advocacy services available to https://www.tewv.nhs.uk/about/publications/accessibility-roadmap-2023-2024/
them.
Trust and mental health providers board routinely e Patient Safety Partner (PSP) working group has been established which has Associate Director of
reviews data on patient safety incidents and near brought together people with lived experience and staff members to discuss and Patient Safety
misses this includes the inappropriate use of force, co-develop the PSP role in line with the Patient Safety Incident Response (Amy Taylor)
with an ethnicity lens applied, involving experts by Framework (PSIRF). The PSP role will play a lead role in developing the lived Head of Risk Management
experience. experience voice in the approach TEWV is taking to implementing PSIRF across (Kendra Marley)

the trust.

e Lived Experience Directors for each Care Group are routinely invited to attend and
contribute to Directors Assurance Panels where Patient Safety Incident
Investigations (PSlIs) are reviewed and finalised.

e A representative from the Patient Safety Team will attend the trust wide EDI&HR
steering group from January 2025 onwards.

e Aninitial review of existing data on patient safety incidents within ethnically diverse
groups to identify key themes will be undertaken by the Patient Safety Team. The
data will be broken down to geographical areas to enable comparisons to be made
using local census data. The data will be presented to the trust wide EDI&HR
steering group where key areas of future focus will be determined. Timescales to
be confirmed at time of writing.

e The Positive and Safe team review the numbers of incidents of restrictive practice
by protected characteristic



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fabout%2Fequality%2Fequality-hub%2Fpatient-equalities-programme%2Fequality-frameworks-and-information-standards%2Faccessibleinfo%2F&data=05%7C02%7Cabigail.holder%40nhs.net%7C83a5fca995b5410c859808dc9cfde7f8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638557861527716245%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=efRKM0%2FGSVRTPTLG%2BEY9A1%2BCRDjJvtmELYFVYTYFiVs%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fabout%2Fequality%2Fequality-hub%2Fpatient-equalities-programme%2Fequality-frameworks-and-information-standards%2Faccessibleinfo%2F&data=05%7C02%7Cabigail.holder%40nhs.net%7C83a5fca995b5410c859808dc9cfde7f8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638557861527716245%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=efRKM0%2FGSVRTPTLG%2BEY9A1%2BCRDjJvtmELYFVYTYFiVs%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.tewv.nhs.uk%2Faccessibility%2F&data=05%7C02%7Cabigail.holder%40nhs.net%7C83a5fca995b5410c859808dc9cfde7f8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638557861527695001%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=2mnYmIu6HyrARNNUTiqDYbcQcDLvzuak6rK24xIrdW4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.tewv.nhs.uk%2Fabout%2Fpublications%2Faccessibility-roadmap-2023-2024%2F&data=05%7C02%7Cabigail.holder%40nhs.net%7C83a5fca995b5410c859808dc9cfde7f8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638557861527708088%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ee52Mxq5TUeF78nCEfNE9IsfeL93dlF53kPTmlCBk9Q%3D&reserved=0
https://access-data.learn-from-patient-safety-events.nhs.uk/
https://access-data.learn-from-patient-safety-events.nhs.uk/
https://www.gov.uk/government/publications/mental-health-units-use-of-force-act-2018

Tees, Esk and Wear Valleys NHS

Trusts and mental health providers evidence that
complaints received from racialised and ethnically
and culturally diverse patients and carers are
actioned appropriately. Refer to NHS Complaint
Standards on what good standards are in actioning
appropriately complaints.

Conversations have taken place with colleagues from Birmingham and Solihull Mental
Health NHS Foundation Trust (one of the pilot sites) 26.9.24 who provided guidance
around how they were able to capture this information. This information has been
passed onto Head of Quality Data and Patient Experience who is exploring how to
implement this.

NHS Foundation Trust

Head of Quality Data and
Patient Experience
(Emma Haimes)

Senior Equality, Diversity
and Inclusion Lead,
BSMHNHSFT

(Manisha Panesar)

New policies and practices are assessed for their
equalities impact on protected characteristics,
especially ethnicity/race, and mitigating actions are
clearly identified as aligned under the Public Sector
Equality Duty (Equality Act 2010). Further, the Trust
and mental health providers should demonstrate
regular reviews of these policies and practices, with
an equalities angle forming part of this.

Action is carried out during each EIA review.

Equality and Diversity
Officer

(Abigail Holder)
Senior Information
Compliance Officer
(Martin Foran)

Trusts and mental health providers are to document
treatment preferences through the use of Advance
Choice Documents, and routinely review them with
patients and carers from racialised and ethnically
and culturally diverse communities.

The advanced care planning section in CITO should be used and should be reviewed
and considered in line with care planning. There is also a replica of this section on the
DIALOG assessment form so it is considered as part of the assessment and review
process. There is an advanced care planning pathway that will support clinicians when
to consider relevant parts however this is not currently live and will form part of later
releases.

Head of EPR
(Gemma Pickering)

Trusts and mental health providers evidence that
feedback from culturally appropriate advocacy
services have been actioned appropriately, and that
any reasons for not actioning feedback are
recorded.

Work that has started with advocacy services looking into the referral rates,
awareness of different types of advocacy services available, supporting staff
knowledge with when to refer and any current challenges faced such as the current
waiting times.

North East and North Cumbria People First have advised that there is a national pilot
looking at culturally appropriate advocacy for which an update is due. They will share
this update with TEWV and any appropriate support.

The MHL department work closely with one of the main advocacy providers, ‘We Are
People First’. Work being lead by Mental Health Legislation Practitioner. Pilot work has
been agreed which is starting in December 2024. This entails sessions taking place on
two wards at Roseberry Park for both service users and staff, raising awareness of the
different types of advocacy services, when to refer, what the services provide etc.
These sessions will be led by advocates and co-facilitated by an expert by experience.

Associate Director of
Mental Health Legislation
(Rachel Ann Down)

Mental Health Legislation
Practitioner
(Bethany Corbett)

North East and North
Cumbria: People First
(Kellie Woodley)



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ombudsman.org.uk%2Fsites%2Fdefault%2Ffiles%2FNHS_Complaint_Standards_Summary_of_expectations_December_2022_Final.pdf&data=05%7C02%7Cabigail.holder%40nhs.net%7C6962a5905e5345ea037a08dca4aeba58%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638566317550708303%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=N%2FJXi%2BzdgkKejiWYuuMEcVyMbfhy9wYCtHJLSm3Ojmo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ombudsman.org.uk%2Fsites%2Fdefault%2Ffiles%2FNHS_Complaint_Standards_Summary_of_expectations_December_2022_Final.pdf&data=05%7C02%7Cabigail.holder%40nhs.net%7C6962a5905e5345ea037a08dca4aeba58%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638566317550708303%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=N%2FJXi%2BzdgkKejiWYuuMEcVyMbfhy9wYCtHJLSm3Ojmo%3D&reserved=0
https://www.advancechoice.org/
https://www.advancechoice.org/

Tees, Esk and Wear Valleys NHS

NHS Foundation Trust

The main advocacy providers (Cloverleaf & People First) are both invited to the Multi-
Agency MHL Operational Groups which take place quarterly, there is one for each
Care Group. This also provides a forum for feedback to be discussed and actioned.

Some individual ward/team based work being undertaken at place.

The complaints policy also references where all complainants can obtain support,
including the Advocacy Services the Trust uses.

Trusts and mental health providers evidence that We currently do not collect demographics from Carers, but Patient & carer experience | Patient and Carer
feedback and involvement from racialised carers leads have confirmed that this will be included with the survey refresh from August Experience Team
have been actioned appropriately in line with the 2025. Manager
principles of The Triangle of Care, or where Trusts (Karen Coleman)
have embedded their local principles in supporting

carers.



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcarers.org%2Fdownloads%2Ftriangle-of-care-an-overview---web.pdf&data=05%7C02%7Cabigail.holder%40nhs.net%7Cb59ee47822714f9911fb08dca175a067%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638562773767043617%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=ooLZ3A5WLg0bENe%2FLP59pLkENwCGLurMc7wdsSmnSDA%3D&reserved=0
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Mental Health Legislation Committee (MHLC): Key Issues Report to the Board of Directors

Report Date: 13 February 2025

Date of last meeting: 13 January 2025 — committee was quorate

1 | Agenda: The Committee considered the following agenda items during the meeting
CQC Mental Health Act Monitoring Activity

Discharges from Detention

Section 136 - Police emergency powers to take a patient to a place of safety

Section 132b — Information to detained patients including reading of rights

Positive and Safe Care Quarter 2 and Mental Health Units Use of Force Act

NYYS and DTVF Multi Agency Mental Health Legislation Operational Group Reports
Summary Report from the Internal Mental Health Legislation Operational Group

Mental Capacity Act/Deprivation of Liberty Safeguards

Individual Case Study

Revised policies: Section 117 MHA Aftercare Guidance, Death of a detained patient (procedure), Patients
Correspondence, Section 136: Removal of mentally disordered persons without warrant.
e MHLC Workplan 2024/25 - noted

2a | Alert: The Committee alerts members of the Board to the following:

o Deprivation of Liberty (DoLS)

Middlesbrough Local Authority wrote to the Trust in August 2024 explaining about significant backlogs with
DoLS applications and assessment processes. This led to a large proportion of residents who received
respite at Bankfields without an authorisation in place. The Trust responded with a letter from DAC
Beachcroft to highlight concerns. A further meeting was due to be held in January 2025 between
Beachcroft and Middlesbrough Legal Team.

2b | Assurance: The Committee assures members of the Board on the following:

e CQC MHA monitoring Annual Report and quarterly report — there is good assurance regarding the
oversight of inspection activity and completion of actions.
Committee agreed that it would be helpful to have further discussion outside the meeting with the
Executive Chief Nurse and chair of QAC about the governance and reporting for MHLC and QAC and the
overlap between the cross-cutting themes following the outcome of CQC MHA inspections.

o Discharge from detention - There is substantial assurance that the number of times detained patients
are discharged by the tribunal or hospital mangers is within normal range. During the reported period there
was one discharge by the Hospital Managers (0.6%) and seven by the Tribunal (3.5%). One patient
discharged by the Hospital Managers had been re-detained under the Mental Health Act 14 days following
discharge. One of the section 3 discharges had been a patient subject to a CTO at the point the mental
health team discharged them.

e Section 136 — There is good assurance that the legislative requirements for patients held in the Trust on a
s136 are being met in all areas.
The s136 report is currently skewed as it includes admissions to the s136 suite of people who were not
brought there subject to s136. As clinical services are now capturing that information separately, the report
to MHL Committee will only include those admitted to the s136 suite following being brought there subject
to s136, as well as those admitted to wards as an outcome and all other outcomes.
DTVF care group noted extra scrutiny was being given to the use of the 136 suite.

e Section 132b — there is substantial assurance that there is a robust escalation process in place for any
patients who have not had their rights within three days of detention.

e There were 946 new detentions (973 in the last period), during the reported period and the escalation
process was used 153 times — 16% (13% last quarter). Committee are keen to understand how
proportionate the use of the escalation process is based on the various wards against the different bed
base numbers.




Positive and Safe Strategy - Reasonable assurance on progress with the Positive and Safe Strategy.
Analysis of Quarter 2 demonstrated an improving trend in many areas of restrictive practice; however
incidents remain high within AMH services, particularly on female wards. Committee are keen to ensure
that it hears about compliance with the Use of Force Act and further discussions will be held with the
Executive Chief Nurse about the levels of assurance fed into Quality Assurance Committee and the MHL
Committee.

Mental Capacity Act/Deprivation of Liberty Standards (DoLS) — there is reasonable assurance that the
Trust is meeting its requirements under the Mental Capacity Act and a reasonable level of assurance that
the use and reporting of DoLS is being carried out as required. Overall compliance for MCA training
throughout the Trust is at 85%.

2c

Advise: The Committee advises the Board on the following:

Compliance with section 17 leave and time away from the ward

Reports were received from the DTVF and NYYS care groups on making improvements related to section
17 leave.

DTVF proposed that there was good assurance that Trust wide service improvement outputs had improved
staff knowledge of their roles and responsibilities. There was limited assurance from the period of three
months post implementation that improvements have been made in compliance with section 17 leave
standards.

NYYS highlighted that whilst progress has been made, the position was similar to DTVF care group, in that
sustainability would need to be evidenced over the coming months. Additional support has been provided
to wards that need it most.

The MHL team queried whether the small samples audited were after the forms had been returned for
correction by the MHL Department, which could give a false assurance. This was unclear at the time,
however ongoing audits to ensure a consistent change has occurred will remain in place.

Internal Mental Health Legislation Operational Groups
There is good assurance that the Groups have identified key issues to take forward and to forge links with
the Multi-Agency MHL Operational Groups.

One of the workstreams includes the care groups exploring patients who have been subject to multiple
uses of section 5 and some actions have been identified. The Research and Statistics teams are
supporting a piece of work.

Both internal MHL operational groups have identified that further targeted Mental Health Act and Mental
Capacity Act training will be beneficial and this will be provided by the MHL team.

A case study was received, which set out the care of a 24 year old gentleman admitted to Lustrum Vale in
January 2024 and discharged in December 2024, with a complex and long standing history with mental
health services. where learning was demonstrated by teams working together to prevent individuals going
absent without leave and ultimately this shared learning will help to prevent delayed discharges.

The following policies/procedures were approved:

e Section 117 MHA Aftercare Guidance

Death of detained patient procedure

Patients’ Correspondence

Missing Patients Procedure

Section 136: Removal of mentally disordered persons without warrant

2d

Review of Risks No additional risks were identified.

Recommendation: The Committee proposes that the Board of Directors:

i)

Note the report and confirm the levels of assurance provided across reporting.

Actions to be considered by the Board: There are no actions for the Board to consider.

Report prepared by: Roberta Barker, Chair of Committee/Non-Executive Director, Kedar Kale, Executive
Medical Director and Donna Keeping, Corporate Governance Manager
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For General Release

Meeting of: Board of Directors
Date: 13 February 2025
Title: Register of Sealing
Executive Brent Kilmurray, Chief Executive
Sponsor(s):
Report Author: Phil Bellas, Company Secretary
Report for: Assurance Decision
Consultation Information 4

Strategic Goal(s) in Our Journey to Change relating to this report:

1: To co-create a great experience for our patients, carers and families 4

2: To co-create a great experience for our colleagues v

3: To be a great partner v
Strategic Risks relating to this report:

BAF Risk Title Context
ref no.

10 Regulatory Under its Provider Licence, the Trust must take all reasonable
Compliance precautions against the risk of failure to comply with:

a. The Conditions of the Licence,

b. Any requirements imposed on it under the NHS Acts, and c. The
requirement to have regard to the NHS Constitution in providing
health care services for the purposes of the NHS.

Executive Summary:

Purpose: To advise the Board of the use of the Trust’s seal in accordance with
Standing Order 15.2.

Proposal: The Board is asked to receive and note this report.
Overview: The Trust’s seal has been used as follows:
Ref | Document Sealing Officers
442 | Deed of easement related to the Naomi Lonergan
Chester Le Street Library site, Interim Managing
Newcastle Road, Chester Le Director, DTVF
Street Care Group
Phil Bellas,
Company Secretary

Prior Consideration  None relating to this report.
and Feedback



Implications: None relating to this report.

Recommendations:  The Board is asked to note this report.
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