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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item No: 7b 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: NHS People Plan Update 
Executive/Non-Executive Lead: Sean Leahy, Executive Director, People & Culture 
Report Author(s): Kelly Gibbs, Associate Director of HR 
Report discussed previously at: N/a 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

None highlighted 

State which BAF risk(s) this report 
relates to 

N/a 

Does this report mitigate the BAF 
risk(s)? 

N/a 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 
Describe what measures will you 
use to monitor mitigation of the risk 

Purpose of the Report 
This report provides: 

• An update on the progress in delivery of the NHS People 
Plan 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 

1 Note the contents of the report 
2 Request any further information or action. 

Summary of Key Issues 

Positive progress has been made on the Trust’s delivery of the plan. 

• 25 of 55 actions have been completed. All remaining actions are in progress and on 
target 

In delivering the plan there will be a particular focus in the following areas:-

• Development of recruitment and retention plan for 2021/2022 
• Reintroduction of virtual carer lounges from May 2021 
• Focus on reducing the ethnicity gap in BAME staff entering the disciplinary procedure 

Relationship to Trust Strategic Objectives 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 



CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 



CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed? YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 
NHS National Health Service BAME Black Asian and Minority Ethnic 
EPUT Essex Partnership University NHS 

Foundation Trust 

Supporting Documents and/or Further Reading 
NHS People Plan – Update 
APPENDIX 1 – NHS PEOPLE PLAN UPDATE 

Lead 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Sean Leahy
Executive Director People and Culture 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item 7b
Board of Directors 

31 March 2021 

NHS People Plan – Update 

1 Purpose of Report 

The purpose of this report is to provide the Board of Directors with an update of the progress 
the Trust has made to tackle the range of workforce challenges in the NHS as set out in the 
People Plan. 

This report and its appendix highlight actions that will be taken by EPUT and the progress 
achieved to date. 

2 Executive Summary 

2.1 Background 

The NHS People Plan published on 30th July 2020, along with Our People Promise, sets out 
what our NHS people can expect from their leaders and from each other. It builds on the 
creativity and drive NHS people gave in their response, to the COVID-19 pandemic and the 
interim NHS People Plan. It focuses on how we must all continue to look after each other and 
foster a culture of inclusion and belonging, as well as take action to grow our workforce, train 
our people and work together differently to deliver patient care. 

This plan sets out practical actions for employers and systems, as well as the actions that 
NHS England and NHS Improvement and Health Education England will take, over the 
remainder of 2020/21. It includes specific commitments around: 

• Looking after our people – with quality health and wellbeing support for everyone 
• Belonging in the NHS – with a particular focus on tackling the discrimination that 

some staff face 
• New ways of working and delivering care – making effective use of the full range of 

our people’s skills and experience 
• Growing for the future – how we recruit and keep our people, and welcome back 

colleagues who want to return 

2.2 Themes and Key Progress 

Positive progress has been made on the Trust’s delivery of the plan detailed in appendix 1 
and highlighted below:-

Looking after our people 

• 24 Actions of which 9 are completed 
• Key areas of progress 

o 99% completion of Covid 19 risk assessments for BAME and Vulnerable Staff 
o Implementation of staff psychological service “here for you” – cross system 

working 
o Implementation of Schwartz Rounds 
o Introduction of Health & Wellbeing conversations forms part of supervision 
o Programme of creating “rest nest” and take a break culture 
o 60% and increasing up take of staff covid 19 vaccination 
o All roles advertised as flexible working and right to request flexible working 

extended to day one of appointment 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Belonging in the NHS 

• 9 Actions of which 6 completed 
• Key areas of progress 

o Implementation and delivery of compassionate leadership/culture workshops 
both within EPUT and across system 

o Just and learning culture training forms part of management development 
programme 

o Programme of cultural intelligence launched 

New ways of working and delivering care 

• 5 Actions of which 3 completed 
• Key areas of progress 

o Over 400 staff engagement champions and monthly grill introduced 

Growing for the Future 

• 17 actions of which 7 completed 
• Key areas of progress 

o Highest Student intake in September 2020 due to engagement with student 
during covid pandemic 

o Commencement of health care support worker 0% vacancy recruitment 
programme, system wide international recruitment programme and kickstart 
programme 

o System working to engage young people in careers in the NHS 

In delivering the plan there will be a focus in the following areas:-

• Development of recruitment and retention plan for 2021/2022 
• Reintroduction of virtual carer lounges from May 2021 
• Focus on reducing the ethnicity gap in BAME staff entering the disciplinary procedure 

3 Action Required 

The Board of Directors is asked to: 

1 Note the contents of the report 

Report prepared by
Kelly Gibbs
Associate Director of HR 

On behalf of 

Sean Leahy
Executive Director People and Culture
24th March 2021 
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1t:b1 
Essex Partnershi'p University 
NHS 1Foundatlon Trun 

AGENDA 7B BOD MARCH 2021 – APPENDIX 1 – NHS PEOPLE PLAN UPDATE 

EPUT PEOPLE & CULTURE ACTION PLAN 
HEALTH AND WELLBEING 

Action Detail Lead Timescale Progress RAG 

1 
Put in place effective infection 
prevention and control 
procedures. 

IPC Team Ongoing 

Guidelines developed and available on Intranet for 
all staff to access. Regularly updated in line with 
Government guidance and changes to COVID-19. 
Policies and procedures updated to reflect change 

2 

Ensure all staff have access to 
appropriate personal protective 
equipment (PPE) and are 
trained to use it. 

IPC Team/Operational 
Managers Ongoing 

PPE monitored through daily/weekly sitreps and 
available across all Trust sites for staff to access. 
Updates provided through regular staff comms. 

3 
All frontline healthcare workers 
should have a vaccine 
provided by their employer. 

IPC Team/Operational 
Managers Ongoing 

Vaccine delivery is underway and the Trust are 
currently reporting a completion rate of 60%+ 

Supportive conversations to ensure staff have 
correct information to encourage uptake of vaccine 

4 

Complete risk assessments for 
vulnerable staff, including 
BAME colleagues and anyone 
who needs additional support, 
and take action where needed. 

HR/Operational 
Managers Complete 

99% Trust return. 98% BAME, 98% other 
vulnerable staff. Ongoing review process in place 
being managed at management level 

5 

Ensure people working from 
home can do safely and have 
support to do so, including 
having the equipment they 
need. 

HR/Operational 
Managers/IT/Finance/ 
Risk 

Ongoing 

Temporary home working guidance developed, 
home working questionnaire developed and 
completed for all staff working from home. 
Equipment requirements assessed and provided 
where necessary.. Further work needed on 
reviewing the long term plan for home-working 



 

 
  

 

 

 
  

 
 

    
 

 
  

 

 

 

 
 

  
 

 
 
 

 

 

  
 

 
    
   
   
 

 
  

  
 

  

 

 

 
   

 

  

  
 

 
 

  
 

  
 

   
  

 
    

 

 

       

   
     

  
 

6 

Ensure people have sufficient 
rests and breaks from work 
and encourage staff to take 
their annual leave allowance in 
a managed way. 

HR/Operational 
Managers Ongoing 

Take a break campaign – re-design and re-circulate 
the message and encourage staff to book annual 
leave. Programme of ‘Rest Nests’ Set up for staff 
to attend virtual rest spaces and take time out. 
Increase in Rest Spaces made available to staff 
equipped with facilities to support wellbeing. 
Annual leave carry over procedure agreed. 

7 

Prevent and tackle bullying, 
harassment and abuse against 
staff, and a create a culture of 
civility and respect. 

Debbie Prentice/ 
Freya Whiting/Senior 
HR Mgmt Team/Ops 
Mgrs 

ongoing 

- Focus on Violence and Aggression from 
Patients and Public through Violence & 
Aggression Task and Finish Group 

- Work with the Staff Equality Networks 
- Network of Anti-Bullying Ambassadors 
- Promotion of B&H toolkit; 
- Update the D&R and grievance policy and 

procedure to encompass and promote better 
learning for management in progress 

- HRBP’s providing lessons learning at local 
management meetings 

- Updating MDP 

8 

Prevent and control violence in 
the workplace – in line with 
existing legislation and awaited 
Violence and Aggression 
Toolkit from NHSI. 

Head of Staff 
Engagement/Ops 
Mgrs/Risk Team 

ongoing 

- Focus on Violence and Aggression from 
Patients and Public through Health Safety 
and Security Committee 

- Relevant issues reflected in WRES and 
WDES action plans. 

- Staff Survey Focus Groups taking place 
April/May 21 

- Local areas planning based on their staff 
survey results Spring 21 

10 Appoint a wellbeing guardian. Executive Team Complete Sean Leahy 

11 Continue to give staff free car 
parking at their place of work. Executive Team Ongoing Basildon Car Parking has been free for staff during 

pandemic and continues. 



 
 

  
 

 
  

    

 

 
  

  
  

  

 
  

 
  

 

 
  

 
  

 

 
 

 
  

   
   

 
 

 
 

 

 
 

 
 

  

  
 

  
  

    
 

 
 

  
    

 
  

  
 

 

12 
Support staff to use other 
modes of transport and identify 
a cycle-to-work lead. 

Staff Engagement 
Team Ongoing 

Jo Debenham – Cycle to Work Lead 

13 

Ensure staff have safe rest 
spaces to manage and process 
the physical and psychological 
demands of the work. 

ET/Estates/Staff 
Engagement Ongoing Rest Nests and Take A Break Culture promoted. 

Charitable Funds used to support conversion of 
unused office spaces into rest spaces for staff. 

14 
Ensure that all staff have 
access to psychological 
support. 

ET/Staff 
Engagement/Psycholo 
gy 

Completed 

Here for You Service in place and operational with 
activity monitoring taking place at OD Group. 

Schwartz Round steering group is now in place-
advert for Schwartz round facilitators & clinical lead 
EOI will be sent to comms -week commencing 22nd 

March 2021. Schwartz Rounds commencing April 
2021 

Wellbeing Leads appointed and in place Fixed 
Term one Year. 
Cross refer to OD and Wellbeing Plans 

16 
Identify and proactively support 
staff when they go off sick and 
support their return to work. 

HR Ongoing 

Implemented wellbeing service for all staff sickness 
absences 

- Updated sickness and ill-health procedure 
with additional support tools; 

- Removal of BF scoring and formal absence 
written warnings 

- Increased promotion of support staff with 
disabilities and impairments 

- Updated sickness and mental health toolkits 
- Implemented a reasonable adjustment 

procedure 
- Regular monitoring in place of reasons why 

staff are absent and actions taken to support 
and bring them back to work 



  
   

 

 
  

 
 

 

  

  
 

 
 

 
 

  
 

 
  

 

 

 

 

 
  

 
  

  
  

 
 

  

 

 
 

 
 

  

  
   
 

 

  

 

     

  
  

 

  

   

 

- Absence wellbeing calls in place 
- MSK fast track physio in place 

17 

Ensure that workplaces offer 
opportunities to be physically 
active and that staff are able to 
access physical activity 
throughout their working day. 

Staff Engagement ongoing 

Range of access to virtual Fitness Classes 
available to all staff and promoted regularly 

Rest Nests in place to encourage staff breaks. 

Programme of health and wellbeing competitions 
and challenges to start April 21 

Take a break culture promoted and range of 
activities available on intranet to support physical 
movement 

18 

Make sure line managers and 
teams actively encourage 
wellbeing to decrease work-
related stress and burnout. 

Staff Engagement/Ops 
Mgrs/OD Ongoing 

Supervision template includes wellbeing 
conversation: wellness and stress/fatigue/burnout. 
Wellbeing will be a focus of Senior Leadership 
development sessions 
Stress management policy and procedure in place 

19 
Every member of NHS staff 
should have a health and 
wellbeing conversation. 

HR/Ops Mgrs Complete 

Supervision template includes wellbeing 
conversation. Training updated to reflect new 
requirement. 
Wellbeing procedure updated 
Additional supportive tools and appendices have 
been added to identify stress in others and in self 

20 All new starters should have a 
health and wellbeing induction. 

Anthea Hockly/Staff 
Engagement/Mgrs Complete 

Staff Induction includes section on staff health and 
wellbeing and how/where to access support. 

A review of the supervision template with the 
reviewed  appraisal documents just awaiting for 
documents to attend the next policy sub-group 
meeting. Within the new documents a wellness 



 
 

 

 

  
 

   
 

 

  

  
 

  
 

 

 

  

     
  

  
 

  
    

 
 

 

 

  
 

 
 

 

 

 
   

 

 

    
 

 
  

  
 

 
 

 

 

plan will now be offered to staff in supervision if 
they choose.  ‘compassionate health and wellbeing 
conversations’ will be rolled out to the organisation 
in April 

21 

Staff Benefit Programme. 
Marketing at various stages of 
employment – System 
approach to agree benefit 
package and promotion 

System/JD ongoing 

Staff benefit page available intranet and regularly 
promoted through staff briefings 
“Why work at EPUT” document part of recruitment 
marketing 

FLEXIBLE WORKING 

Action Detail Lead Timescale 
Progress RAG 

1 
Be open to all clinical and non-
clinical permanent roles being 
flexible. 

HR/Ops Directors Completed 
All roles advertised as potential flexible working 
available 

2 

Cover flexible working in 
standard induction 
conversations for new starters 
and in annual appraisals. 

Induction/Staff 
Engagement/ 
Managers/ 
OD/HR 

completed Flexible Working Toolkit up-to-date and published 

3 

Requesting flexibility – whether 
in hours or location, should (as 
far as possible) be offered 
regardless of role, team, 
organisation or grade. 

Employers Complete 

All flexible working requests considered through 
the flexible working policy and procedure 

Introducing day one flexible working request 
Procedure 



 
 

   
 

 

 

  
  

 

 
  

  
  

  
 

  
  

 
  

 

 
 

     
  

 

 
 
 

 
 

  

  
   

 
  

 

 
 

 
 

   

  
 

 

 
 

 
  

  
 

 
 

4 
Board members must give 
flexible working their focus and 
support - . 

ET/HR 
November 
2020/March 
2021 

Need to draft paper for Board consideration for all 
posts to be considered for flexible working 

5 
Roll out the new working Carers 
passport to support people with 
caring responsibilities. 

KG/GB/JD Completed 

Working Carers added to EPUT Reasonable 
Adjustment’s Passport as part of HR26, guidance 
created to support working carers in completing 
this in collaboration with their senior lead. Intranet 
resource available here and promoted via Internal 
Comms, Equality Champions, Staff Induction and 
Staff Carers Equality Network. 

EQUALITY AND DIVERSITY 

Action Detail Lead Timescal 
e 

Progress RAG 

1 

Overhaul recruitment and 
promotion practices to make 
sure that staffing reflects the 
diversity of the community, and 
regional and national labour 
markets. 

JR/KG/KK Completed 

Implemented internal transfer scheme. 
written to all Band 5 staff making them aware of 
promotional opportunities across the Trust 
BAME Rep on interview panels for Band 8a and above 

2 

Discuss equality, diversity and 
inclusion as part of the health 
and wellbeing conversations 
described in the health and 
wellbeing table. 

OD/HR/Ops Mgrs Complete 

Incorporated in to the Supervision template and 
training 

3 
Publish progress against the 
Model Employer goals to ensure 
that the workforce leadership is 

ET/JD Completed 
Published 2020. 

https://input.eput.nhs.uk/Staff/networks/disability/Pages/Reasonable-Adjustments-Passports.aspx


 
  

   
  

 

  
 

  

  

   
 

  
 

  
 

  
  

  
 

 

 

 

       

 
  

 
 

    

 

    

   

  
 

    

 
 

 

representative of the overall 
BAME workforce. 

The projections for EPUT from the ‘model employer’ 
document are included in the annual WRES report 
which is next Due September 2021. 

4 

51 per cent of organisations to 
have eliminated the ethnicity 
gap when entering into a formal 
disciplinary processes. 

HR By the end 
of 2020 

- Increased analytical monitoring of all disciplinary 
cases 

- Implemented new best practices inc decision 
tree 

- Involvement of BAME network when launching a 
case 

- Applying in depth lessons learnt on all cases 
especially NFA outcome that may involve BAME 

- Reviewing disciplinary policy to introduce 
learning culture 

CULTURE AND LEADERSHIP 

Action Detail Lead Timescale Progress RAG 

Develop the EPUT People pledge, ties in 
with the NHS People Promise, branded 
and promoted – highlighting good 
practice 

KG/Comms 

1 Promoting the inclusive and 
Compassionate Leadership Programme 
– threaded through all OD activity 

FW/AH/NR Completed 
Compassionate leadership Workshops have been 
delivered throughout the Trust from February 2021 
which are for managers only, from April 2021 
compassionate culture workshops will be delivered 
to non managers. Also in conjunction with the 
‘here for you’ support service the compassionate 
leadership workshop has been delivered to 
external partners. 



 

 
  

 

 

   
 

 
 

  
  

 

 

  

 

   
 

  
  

 

      
  

   
  

  
 

 
 

   
 

 

     
   

  

 

 

 

Compassionate leadership workshop is now part of 
the Leadership Development pathway in workshop 
3. 

2 Review governance arrangements to 
ensure that staff networks are able to 
contribute to and inform decision-making 
processes. 

SL/JD Completed All networks report directly into the Equality and 
Inclusion Committee – Sub-Committee of Board. 
Protected Time Paper being presented to Board 
Autumn 2020 to ensure network chairs have time 
to dedicate to the role. 

3 Just & Learning culture training and 
embedding. Identify trainers to attend 
national training 

KK/FW/KG completed Programme on the MDP and away days/one off 
events 
Disciplinary and dignity, respect and grievance 
policy and procedures under review 

4 Talent Management FW/MC Ongoing Virtual career lounges scheduling and running-
completed. Appraisal updated to reflect career 
conversations. Further work to be undertaken re: 
‘talent spotting’. Work has been supported to 
highlight pipelines and opportunities. A virtual 
talent hub is on the intranet which supports 
development and communicates information re: 
education and development pathways. 
Virtual career lounges had been put on hold but 
will be reinstated in May 

5 Programme of Cultural Intelligence SL/JD/FW Ongoing Cultural Intelligence Coaching Programme 
launched for Senior Leaders – Part 1 complete and 
Part 2 about to reconvene (delayed due to Covid) 



  

       

  
   

 
 

  

 
 

 

 

 

   
 

  
 

  
 

  

  

 

  
 

 
 

     
  

 
  

 

 

   
 

     
  

 
 

 

  
 

  

 
  

  
  

  
 

     

 

NEW WAYS OF DELIVERING CARE 

Action Detail Lead Timescale Progress RAG 

1 Use guidance on safely redeploying 
existing staff and deploying returning staff, 
developed in response to COVID-19 by 
NHSEI and key partners, alongside the 
existing tool to support a structured 
approach to ongoing workforce 
transformation. 

HR/Ops 
Directors 

Complete In place across the workforce. Services transferred 
temporarily to other providers to support the 
emergency. MOU agreed and in place 

2 Continued focus on developing skills and 
expanding capabilities to create more 
flexibility, boost morale and support career 
progression. 

AH/FW ongoing New development pathways being established in 
Therapies, Psychology and Administration. 
Working with the STP, in particular MSE, to look at 
how system opportunities can be developed with 
rotational roles, placements and flexible working. 

3 Use HEE’s e-Learning for Healthcare 
programme and a new online Learning 
Hub, which was launched to support 
learning during COVID-19. 

AH Complete The HEE framework has been used as a guide for 
staff to understand which programmes are relevant 
for their role. Reports are published weekly on 
uptake and managers are asked to encourage staff 
to complete. 

4 Continuous upskilling which is technology 
focussed 

AH We are currently working with NHS Digital at a 
regional and national level to look at how we can 
use technology to deliver training differently using 
VR, AT and simulation. 

5 Work with Staff Engagement Champions 
to get real time feedback and use co-
production to develop plans 

Execs/JD completed Scheme is live and operational.  Currently Staff 
Over 400 Engagement Champions in Place. 
Schedule of events and meetings currently being 
set with a focus on Staff Survey Results 
March/April 2021. Grills continue on a monthly 



 
 

 

  

       

   

 
   

  
  

 
 

  

   
 

 
   
  

 
 

 
 

 
 

  

 
 

   
 

  

 

  
  

 

  
 

    

basis. Plans to increase numbers of Staff 
Engagement Champions in place. 

GROWING THE WORKFORCE 

Action Detail Lead Timescale Progress RAG 

1 Employers should fully integrate education 
and training into their plans to rebuild and 
restart clinical services, releasing the time 
of educators and supervisors; supporting 
expansion of clinical placement capacity 
during the remainder of 2020/21; and 
providing an increased focus on support 
for students and trainees, particularly 
those deployed during the pandemic 
response. 

AH 2020/21 We are working on an expansion and support plan 
for student placement capacity. This involves some 
use of virtual placements but also detailed work 
with teams on how they can work with students 
differently. High intake of students in September 
2020 intake due to engagement with students 
during covid pandemic 

As a training team we have piloted virtual 
placements for Adult insights and paramedics in 
relation to an introduction to mental health. These 
have been positively responded to and have also 
identified ways we can develop these programs. 

We have also implemented a new process with the 
support of I/T where students are able to access 
Trust systems via a secure AP and this is being 
used currently. This process does not require the 
Trust to provide a laptop to students. 

2 For medical trainees, employers should 
ensure that training in procedure-based 
competencies is restored as services 
resume and are redesigned to sustain the 
pipeline of new consultants in hospital 
specialties. 

Dr Raoof 2020/21 



  

 
  

 
 

     
  

 
   
  

 

 

  

       

  

  
  

 
  

    
   

  
 

 
  

  
  

 

   
 

  

 
 

   
 

 
 

 
 

  

 
  
  

 

3 Ensure people have access to continuing 
professional development, supportive 
supervision and protected time for 
training. 

AH/HR/ 
Mgrs 

2020/21 We are implementing the allocation of £1k per 
registrant over 3 years across the Trust. Training 
both internal and external courses is advertised 
and staff are supported in enrolling on the courses 
that are right for them. This is also included as part 
of the appraisal process 

RECRUITMENT 

Action Detail Lead Timescale Progress RAG 

1 Increase recruitment to roles such as 
clinical support workers, highlighting the 
importance of these roles for patients and 
other healthcare workers as well as 
potential career pathways to other 
registered roles. 

JR/FW Currently working on moving Temporary workers in 
to support worker roles, making them aware of the 
career pathway opportunities available. 
All support worker roles to be engaged as 
apprenticeship with the potential career pathway to 
registered roles. 
HCSW project underway to support career 
pathways for those entering the Healthcare with 
the aim to reduce HCSW vacancies to 0% 

2 Offer more apprenticeships, ranging from 
entry-level jobs through to senior clinical, 
scientific and managerial roles. 

AH/Ops 
Directors 

Ongoing Mandatory all HCA roles are apprenticeships. 
Apprenticeship routes are being expanded and 
more will be offered in-house. 

Kick start recruitment is underway with 8 
Healthcare Assistant applicants currently going 
through DBS checks. 4 placements are planned 
with EPUT 

For Cohort 2, the advert was extended to include 
Admin and Healthcare Assistant roles and all key 
areas are now covered – Mid, South and North 



Essex.   31 CVs have been received and initial  
interviews have already taken place for 24 of  
these.   The majority of applicants are looking for    
Admin Assistant roles.   The standard of applicant  
is generally very good and potential teams to    
accept a placement have been engaged meaning    
c.70 placement opportunities have been identified.    

Given the high demand for Kickstarters across  
EPUT and its partners, an application has been put    
forward to DWP to extend our Kickstart numbers   
from 30 to 100 in total during 2021. Further    
extensions can be submitted depending on the 
ongoing demand and quality of Kickstart  
candidates coming through.  

 

3  Develop lead-recruiter and system-level 
models of international recruitment, which 
will improve support to new starters as well  
as being more efficient and better value for  
money.  
 

JR/KG/Me 
dical 
Staffing  

 Kick off meetings held during w/c 5 th  October with  
Mid and South and West and Herts STP to discuss   
potential funding bids.   
 
MSE System recruitment model for HCSW    
programme in place  
 
MSE and Herts and West Essex System 
recruitment model in place for international 
recruitment 

4 Encourage our former people to return to 
practice as a key part of recruitment drives 
during 2020/21, building on the interest of 
clinical staff who returned to the NHS to 
support the COVID-19 response. 

JR/KG/Me 
dical 
Staffing 

Continue to write to retiree’s and offer them the 
opportunity to return either to a vacancy position or 
to join our in-house bank. 

Number of employees returned to EPUT to support 
Covid Pandemic response through both our 
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internal communication process and the national 
Bring Back Staff Scheme 

RETAINING STAFF 

Action Detail Lead Timescale Progress RAG 

1 Design roles which make the greatest 
use of each person’s skills and 
experiences and fit with their needs and 
preferences. 

HR/ 
Recruitment/ 
Ops Mgrs 

- Current review of recruitment retention 
procedure applying process for assisting 
those with hidden impairment 

2 

3 

4 

5 

Ensure that staff who are mid-career 
have a career conversation with their line 
manager, HR and occupational health. 

HR/Ops 
Mgrs 

KK/KG/JR 

JR 

JR/JD/FW 

Complete 

Completed 

Completed 

- Supervision template updated to 
incorporate 

- Appraisal documentation and Talent 
Management tool implemented 

- Talent mapping process underway 

Regular communications including in our weekly 
newsletters for staff to access 

Retire and Return guidance document 
implemented and provided to staff looking to retire 
and available on intranet for staff to access 

Staff Recognition Scheme Live and implemented. 
Currently running on a quarterly basis with a 
paper pending to move to monthly Retention plan 
being developed 

Ensure staff are aware of the increase in 
the annual allowance pensions tax 
threshold. 

Make sure future potential returners, or 
those who plan to retire and return this 
financial year, are aware of the ongoing 
pension flexibilities. 

Develop and implement an annual staff 
retention/recognition plan – reviewed 
after 12 months. 



 
 

 

    
 

  
  

 

 

 

  

       

  
 

 
 
 

  

  

 

 

   
 
 

 
 

    
  

 

   
  

 

  

 
 

    
  

 

  
  

 
 

 
  

  
  

 

 

6 Use Staff Surveys/pulse Surveys to 
support workstreams and identify 
Priorities. 

JD/ALL March 2021 Staff Survey 2020 results released March 21. 
Communication Plan in place to consult on the 
results and set plans in place for next 12 months. 
Focus will be on Anti-Bullying, Staff Engagement 
and Equality & Diversity. 

RECRUITMENT AND DEPLOYMENT ACROSS SYSTEMS 

Action Detail Lead Timescale Progress RAG 

1 Actively work alongside schools, 
colleges, universities and local 
communities to attract a more diverse 
range of people into health and care 
careers. 

AH/JR ongoing Have set up and participated in the Health and Care 
Academy in North Essex and we are now working on 
one with MSE STP> This engages with schools/colleges 
to introduce young people to the breadth of careers in 
health and care and to give them the opportunity to find 
out more. 

2 Make better use of routes into NHS 
careers (including volunteering, 
apprenticeships and direct-entry 
clinical roles) as well as supporting 
recruitment into non-clinical roles. 

AH/JR Completed This is using the routes outlined above in terms of 
apprenticeships and the Health and Care Academy. We 
are also looking at Kickstart to see if we can use this to 
offer young people some short term work and increase 
the pipeline into Trust roles. 
Have started working with Prices Trusts 

3 Develop workforce sharing 
agreements locally, to enable rapid 
deployment of our people across 
localities. 

HR/Systems completed MOU’s in place across all system partners for 
deployment of staff 

4 When recruiting temporary staff, 
prioritise the use of bank staff before 
more expensive agency and locum 
options and reducing the use of ‘off 

JR/Ops 
Mgrs/HRBP 

completed Bank workforce has been increased by over 700 in the 
last 6 months to support a reduction in agency use. 
Agency use has decreased significantly in areas. Will 
continue to monitor monthly 



 
 

 

 

framework’ agency shifts during 
2020/21. 



 

   

    
 

 
 

  
   

    
 

 
  

    
  

         
 

  
   

 
 

  
 

    

   
 

 
 

 
 

  

  
 

 
 

 
 

  
 

 
  

   
            

  
   

  
  
  

 
 

     
 

 
 

 
   

 
 

 
 

 
  

 

    
 

 

    
 

 

 

 

ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item No: 7c 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: NHS WORKFORCE DISABILITY EQUALITY 
STANDARD (WDES)
MID-YEAR PROGRESS REPORT MARCH 2021 

Executive/Non-Executive Lead: Sean Leahy Executive Director of People & Culture 
Report Author(s): Gary Brisco Equality Adviser 
Report discussed previously at: n/a 
Level of Assurance: Level 1 √ Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

None 

State which BAF risk(s) this report 
relates to 

BAF 35 – Culture that is morally right. 

Does this report mitigate the BAF 
risk(s)? 

Yes 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

N/A 

Describe what measures will you 
use to monitor mitigation of the risk 

N/A 

Purpose of the Report 
This report provides the Board of Directors with an update on 
progress on the Workforce Race Equality Standard (WDES) for 
the first 6 months of the reporting year. In this case, October 20 to 
March 21. 

Approval 
Discussion √ 
Information √ 

Recommendations/Action Required 
The Board of Directors is asked to note and discuss the progress made so far. 

Summary of Key Issues 

Mid-Year review of progress made on workforce disability equality and experience at EPUT. 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 
SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 

√ 

SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 

√ 

CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open √ 
2: Compassionate √ 
3: Empowering √ 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 

n/a 

Data quality issues n/a 
Involvement of Service Users/Healthwatch n/a 
Communication and consultation with stakeholders required n/a 
Service impact/health improvement gains n/a 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
n/a 

Governance implications n/a 
Impact on patient safety/quality n/a 
Impact on equality and diversity √ 
Equality Impact Assessment (EIA) Completed YES/NO If YES, EIA Score n/a 

Acronyms/Terms Used in the Report 
WDES Workforce Disability Equality 

Standard 

Supporting Documents and/or Further Reading 

None. 

Lead 

Sean Leahy
Executive Director of People and Culture 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

TRUST BOARD 
Agenda Item 7c
31 March 2021 

NHS WORKFORCE DISABILITY EQUALITY STANDARD (WDES) 

MID-YEAR PROGRESS REPORT MARCH 2021 

Purpose of Report 

The purpose of this report is to share progress on the Workforce Race Equality Standard 
(WDES) for the first 6 months of the reporting year. In this case, October 20 to March 21. 

The WDES analyses the experience of our disabled staff in comparison to non-disabled staff 
in our workforce across 10 specific metrics. 

EPUT WDES Position. 

This table illustrates the current experience of our disabled v non-disabled staff across each 
of the metrics. We report annually in the summer however, the staff survey metrics are 
available as they were published March 21. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Progress in the last 6 months. 

The WDES Action plan is reviewed quarterly with a review due early April 2021.  Key highlights 
are as follows:-

• Implementation of “Sensory Champions” training implemented by D&MH Network and 
Equality Advisor (with funding by NHS Charities, provided by Essex Cares Ltd.) 

• D&MH Vice-Chair acting as a representative for Board / Exec Team recruitment 
processes to ensure representation. 

• Board requested to update ESR information as part of Gold / Silver command 
representation review. 

• WDES Infographic developed to raise awareness and clearly communicating 
disparities faced. 

• OD Team have developed “Talent Conversation Hub”, with a virtual career lounge and 
access to training and education opportunities, featured as part of annual appraisal 
with training for managers and staff to understand the process. 

• Positive cultures training provided across the Trust; promoting understanding of 
protected characteristics as well as a positive, healthy and supportive work 
environment. 

• Reasonable Adjustments Passports implemented into Trust with guidance for staff and 
their managers. Staff FAQ for reasonable adjustments process / accessing equipment 
and assessment. Part of Wellbeing, Sickness and Ill Health Policy. 

• Regular promotion via Trust Announcements to raise awareness of the WDES and 
support for D&MH, including the Staff D&MH Equality Network. 

• Promotion and participation in relevant events, including Disability History Month and, 
World Mental Health day, with staff sharing lived experience accounts on Trust intranet 

• Equality Questions Guidance Sheet for staff on interview panels. Including D&MH 
• Big Conversations Session “Supporting Disability and Mental Health” and “Tea at three, 

supporting disability and mental health during COVID-19” sessions held, with 
recordings available on Trust Intranet. 

• Staff members with lived experience of long-term conditions now part of Reverse 
Mentoring Programme. 

• “Feeling Pressured to come into work?” page added to E&I Hub. 
• Promoting awareness of micro-aggressions across the Trust, with a poster and intranet 

page as well as a dedicated resource for D&MH. 
• We have also created bespoke staff profiles and videos for Dyslexia and Dyspraxia 

awareness week and Disability History Month, and these were shared throughout the 
Trust via our Communications Team. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Still to come 

• Equality and Inclusion training to be updated and provided through OLM as well as 
Staff inductions: Providing improved information on D&MH support to all staff. 

• More Positive Cultures Sessions being delivered in teams. 
• Developing a “Post-COVID” Equality Impact Assessment, to ascertain the impact on 

D&MH staff. 
• Invitation of Senior Leaders / Board Representatives to D&MH Network 
• Continued promotion of encouraging all staff to update ESR to better reflect staff data 

and reduce “not known” field. 
• Further sensory awareness training sessions (provided by Essex Cares Ltd) 
• Review process for Job Interview Guarantee Programme and ensure that this is 

being used appropriately (delayed by COVID-19 pressures) 
• Review of D&MH staff entering formal processes to ensure equity and fairness, as 

well as identifying key themes (delayed by COVID-19 pressures) 
• Carry out six-monthly review of grievances related to reasonable adjustments to 

ensure that these were processed fairly and to identify any areas of misunderstanding 
• Highlighting good practice stories of reasonable adjustments 
• Staff Survey Focus Groups on Equality, Wellbeing and Engagement (April 2021) 
• Focus on ‘feeling pressure to come to work’ Staff Survey finding. 

Conclusion 

The Progress chart in section 2 shows some initial pleasing results from staff survey.  
Whilst many of the metrics are not due to be reported until the summer the staff survey 
metrics have performed well with all showing improved experience except on Metric 6 – 
‘Disabled staff feeling pressure to come to work ‘ which is currently being investigated. 

The full report to Board in September 2021 will give a more accurate position on how we 
have applied HR processes, how that has impacted the WDES standards but we are pleased 
with the progress so far. 

Action Required 

Trust Board are asked to note and discuss the progress made so far. 

Report prepared by 

Name Gary Brisco 
Job Title Equality Advisor 
Date March 2021 

On Behalf of: 

Name Sean Leahy 
Job Title Executive Director - People and Culture 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item No: 8a 

SUMMARY 
REPORT BOARD OF DIRECTORS PART 1 31 March 2021 

Report Title: Board Assurance Framework 2020/21 March 2021 Q4 
Executive/Non-Executive Lead: Paul Scott, 

Chief Executive Officer 
Report Author(s): Susan Barry, 

Head of Assurance 
Report discussed previously at: EOSC BAF Sub-Group February and March 2021 (single 

reports) 
Level of Assurance: Level 1  Level 2  Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

All BAF and CRR risks 

State which BAF risk(s) this report 
relates to 

All – see report 

Does this report mitigate the BAF 
risk(s)? 

Yes 

Are you recommending a new risk 
for the EPUT BAF? 

Yes 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

Included in report 

Describe what measures will you 
use to monitor mitigation of the risk 

Included in report 

Purpose of the Report 
This report presents the EPUT Board of Directors with an overview 
of the Board Assurance Framework (BAF) and Corporate Risk 
Register (CRR) 2020/21 as at 31 March 2021 covering the two 
month period February 21 and March 21 (Q4) 

Approval 
Discussion 
Information 

Recommendations/Action Required 

The Board of Directors is asked to: 

1 Note the rollover of BAF and risk registers to align with proposal to agree new strategic 
objectives at future Board meeting 

2 Review the risks identified in the BAF 2020/21 March summary and approve the risk scores 
including recommended changes (Appendix 1) taking account of actions taken by EOSC at its 
February meeting 

3 Approve the BAF risk escalations, closures and amendments iterated in key issues below 
4 Note the Q4 Key Performance Indicators (Appendix 2) 
5 Note the CRR March summary table (Appendix 3) including actions taken by EOSC at its 

February meeting; 
6 Approve the CRR risk escalations, closures and amendments iterated in key issues below 
7 Identify any further risks for escalation to the BAF, CRR or Directorate risk registers 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Summary of Key Issues 
Introduction 

• This report covers two months of reporting to EOSC BAF Sub-Group and the March summary 
includes reference to any changes made by Executive BAF Sub-Group February 2021 

• The EOSC BAF Sub-Group was established in January, with agreed Terms of Reference in 
place, and is a dedicated forum for detailed review of the BAF and CRR. Further information is 
included in the main report. 

• In view of the work progressing at Board/Executive level around governance, structure and 
accountability, the BAF, CRR and Directorate Risk Registers (DRR) will roll over until the Board 
approves Strategic Objectives for 2021/22 

Board Assurance Framework (Appendix 1) 

• There are 24 risks on the Board Assurance Framework. Recommendations in the report take 
this to 20 on approval. 

• The summary sheet (Appendix 1) iterates the current mitigating actions/ controls in place for 
risks on the BAF and any further actions that needed. Work continues on the review of individual 
risks ahead of a refresh of the BAF. 

• BAF action plans are under regular review with Executives and their direct reports. All action 
plans are seen by the Executive Team and by the relevant Board Standing Committees on a 
quarterly basis 

• The following risks are recommended for escalation to the BAF: 
ID Risk Rationale and discussion points 

BAF61 If EPUT fails to embed, recognise and 
celebrate equality and diversity as part of 
its culture and conversation then the Trust 
may struggle to address inequalities 
resulting in poor staff and patient 
experience and a challenge to the CQC 
rating for well-led, and exposure to legal 
challenge for discrimination Score: C5 
x L4 = 20 
Executive Leads: SL/all Executives 

Escalation from CRR due to 
recommended increase in score by 
Executive Director for People & Culture 
and a proposal to undertake an Equality 
and Diversity root and branch review 

BAF62 If EPUT does not have adequate systems 
and processes in place to deploy staffing 
then it will not support staff wellbeing and 
patient safety resulting in a failure to 
deliver our Safety First, Safety Always 
Strategy 
Score: C5 x L4 = 20 
Executive Leads NH/SL/AG 

Proposal put to ET regarding staffing 
establishment issues and the larger piece 
of work that needs to take place in 
reviewing staffing numbers and skills mix 
to mitigate this risk. Newton will undertake 
diagnostics around Health Roster, reliance 
on temporary staff and establishment 
budgets. This will feed into an action plan. 

• The following risks are recommended for a reduction in score and closure: 
ID Risk Rationale and discussion points 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

BAF9 If EPUT does not embed a No Force First 
strategy through comprehensive and 
sustainable structures to monitor, deliver and 
integrate the approach in clinical practice then 
a reduction in conflict and restraint may not be 
achieved resulting in work related staff 
sickness and poor patient experience 

BAF35 If EPUT does not develop a culture based on 
what is morally right and fair in response to 
incidents and errors, and is unable to 
demonstrate that lessons are learnt, then 
protection of both staff and patients is reduced 
which may result in poor quality services and 
patient experience together with lack of 
actions consistent with prevention impacting 
on CQC rating 

BAF55 If EPUT does not act at pace on the CQC 
S29A Warning Notice then it may not meet the 
deadlines set resulting in further action being 
taken against EPUT 

BAF46 If EPUT is unable to secure low secure and 
other placements for young people with 
complex care needs then an increase in 
restraints and assaults may be seen resulting 
in potential harm to patients and staff 

BAF44 If EPUT does not embed learning from C19 
then changing, evolving and delivering new 
pathways is compromised resulting in a 
challenge to retention/  recruitment, 
establishment and skills mix as well as 
recovery of services 

BAF47 If EPUT limits bed occupancy to the 85% 
ambition on mental health inpatient wards to 
facilitate social distancing requirements then 
there may be a shortfall in beds resulting in 
delays to admissions or an increase in out of 
area placements 

• The following risks are amended as follows: 
ID Risk 

BAF23 If EPUT does not monitor EU Exit trade deal 
areas without agreements or with further 
discussions pending then there may be 
unforeseen circumstances resulting in an 
impact on service delivery 

Action plan and work completed. 
Risks will be considered following 
Safety First, Safety Always Strategy 
implementation plan Board approval in 
May 

A meeting has been set up between 
Head of Assurance and Executive 
Directors for People and Culture, 
Nursing and Operations to discuss an 
alternative risk associated with 
implementing the Safety First, Safety 
Always Strategy for 2021/22 

Action plan and work completed. 
Learning from the warning notice is 
covered in BAF45 CQC risk 

This risk reflected at a national and 
regional level. A formal business case 
for CAMHS is part of the provider 
collaborative work. A new risk is under 
consideration around acuity and 
service provision for children and 
young people. 
BAF62 will replace (see new risk 
section). 

EOSC requests the closure of this 
risk. There is some fluctuation is bed 
occupancy, mainly on dormitory 
wards. Outbreaks of C19 now 
negligible. 

Rationale and discussion points 
Reflects that we are post trade deal 
and the national requirement for this 
risk to remain on the BAF for the time 
being. There are areas without 
agreements. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

BAF57 If EPUT receives a substantial fine from the Reflects financial implications. 
HSE court case then there may be a 
significant impact on resources and recovery 
from past failings, resulting in lower public 
confidence in our vision of ‘safety first, safety 
always’ 

BAF54 If EPUT is not open, transparent or Reflects our wish to have an open, 
demonstrate learning from the Independent honest and learning approach to the 
Inquiry then it may not deal with the inquiry and this will be our mitigation. 
consequences of past failings resulting in 
undermining our Safety First, Safety Always 
Strategy 

• There are currently eight risks sitting at a score of 20 (extreme) following closures and 
escalations above: 
ID Risk Comments/Action 

If EPUT does not plan for an expected surge in BAF43 Long term risk and all current 
demand for Mental Health services or physical resources are targeted at 
CHS and rehabilitation during or post C19 then management of the pandemic 
skills and capacity may not be in place resulting in 
long waiting lists and self-harm in the community 

BAF45 If EPUT does not prepare for future CQC Intelligence affirms that 
inspections by learning from focused inspections, unannounced inspection may be 
patient safety incidents, and meeting CQC expected from April 2021 
fundamental standards then it will be held to 
account for failure to provide high quality care 
resulting in further regulatory action 

BAF50 If EPUT does not have the skills, resource and Need to ensure we implement new 
capacity to deliver high quality business as usual strategies in an integrated way. A 
care and services, manage the C19 pandemic, new action plan will be developed 
mass C19 vaccination programme, EU Exit for 2021/22 
Transition, regulatory responses, independent 
inquiry and increased variation of demands on 
corporate services then it may not achieve the 
deliverables on this wide range of priorities and 
pressures resulting in not achieving organisational 
objectives, unsustainability in corporate services, 
stagnation of risks and failure to maintain our 
position within the wider health economy 

BAF53 If EPUT does not complete required safety For discussion at ESOG 30 March 
actions or effectively shape its safety plans for the 
future then patients may be harmed resulting in a 
failure to deliver a safe, high quality service as well 
as our new Safety First, Safety Always Strategy 

BAF54 If EPUT is not open, transparent or demonstrate 
learning from the Independent Inquiry then it 
may not deal with the consequences of past 
failings resulting in undermining our Safety First, 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

BAF57 

BAF58 

BAF61 

Safety Always Strategy 
If EPUT receives a substantial fine from the HSE 
court case then there may be a significant impact 
on resources and recovery from past failings, 
resulting in lower public confidence in our Safety 
First, Safety Always Strategy 
If EPUT does not record clinical activity in real Task and Finish Group set up with 
time, accurately and on the patient information Chairs of Quality and Safety 
system(s) then patient and staff safety is Groups, Clinical Governance, 
compromised resulting in failure to deliver its Performance and Assurance 
Safety First, Safety Always Strategy Teams with specific aims outlined 

in summary table 
If EPUT fails to embed, recognise and celebrate 
equality and diversity as part of its culture and 
conversation then the Trust may struggle to 
address inequalities resulting in poor staff and 
patient experience and a challenge to the CQC 
rating for well-led, and exposure to legal challenge 
for discrimination 

Key Performance Indicators (Appendix 2) 
• This is the second set of indicators produced for the BAF.  The Trust Board will receive these bi-

monthly from April 2021 
• KPI 1 % risks with action plans completed by target completion date – RAG Green 
• KPI 2 % stagnant risks 2a % increased scores – RAG Green (improvement on Q3) and 2b % 

decreased scores – RAG Red 
• KPI 3 % current risks on BAF over 12 months – RAG Green 3a % current risks on BAF over 24 

months – RAG Green 3b % current risks on BAF over 12 months (excluding known ongoing 
risks) – RAG Green (improvement on Q3) 

Corporate Risk Register (Appendix 3) 
• There are 14 risks on the Corporate Risk Register. Recommendations in the report take this to 

13 if approved. 

• The following risks are recommended for escalation to the CRR: 
ID Risk Rationale and discussion 

points 
CRR75 If EPUT does not achieve ECTAS accreditation then 

there may be adverse media coverage resulting in a 
lack of public confidence in the services offered to our 
patients 
Proposed score 4 x 3 = 12 
Lead: Dr Milind Karale 

Delay in accreditation 
process due to Covid19 

CRR76 If EPUT continues to receive inferior quality towels and 
bedding from its contractor then ligature incidents may 
increase resulting in possible serious patient harm 
C5 x L4 = 20 
Executive Leads: PS/TS/AG 

This new risk reflects 
increased use of these 
products as ligatures and is 
a real cause for concern 
since new contractor 
appointed. 

• The following risks are recommended for closure: 

Page 5 of 11 



 

   

 
 
 
 
 

     
 

  
 

       
  

 
  

 
 
 

 
     

      
  

 
 

  
 

 
   

 
    

  
 

 
  

    
 

 
    

 
              

  
 

  
 

    
 

 

  
 

   
 

  
 

 
 

 

   
      

 
 

 
 

  

   
  

  
   

 
   

 

ESSEX PARTNERSHIP UNIVERSITY NHS FT 

ID Risk Rationale and discussion 
points 

CRR56 If EPUT continues to operate global restrictions in in-
patient mental health services, then patient experience 
is compromised resulting in further regulatory scrutiny 

New risks will be developed 
alongside implementation of 
the Safety First, Safety 
Always Strategy 

CRR49 If urgent care pathway services receive high levels of 
referrals which do not meet the threshold for secondary 
services then the ability to respond is reduced resulting 
in poor patient experience 

From April EPUT will have 
more control over referrals 
from IAPT into core services 

CRR57 If EPUT fails to embed, recognise and celebrate 
equality and diversity as part of its culture and 
conversation then the Trust may struggle to address 
inequalities resulting in poor staff and patient 
experience and a challenge to the CQC rating for well-
led, and exposure to legal challenge for discrimination 

Escalated to BAF 

• The following risks are recommended for amendment: 

ID Risk Rationale and discussion 
points 

CRR34 If EPUT does not train and support staff effectively in 
suicide prevention then staff may not have the 
necessary skills or confidence to support suicidal 
patients resulting in self-harm and death. 

The risk is more about 
effective training and support 
rather than having sufficient 
trainers in place 

CRR64 If EPUT experiences further serious inpatient safety 
incidents then high quality patient care is compromised 
resulting in additional regulatory scrutiny 

Focus on scrutiny. Mitigated 
by Safety First, Safety 
Always Strategy 
implementation 

Covid19 Risk Register Summary 

The Covid19 Risk Register is up to date and is part of the Covid19 report to EOSC 23 March and 
report to Board 31 March. 

Mass Vaccinations Risk Register 

The EPUT Mass Vaccination risks are agreed and currently being put into EPUT risk register 
format. 

EU Exit Trade Deal Risk Register 

An EU Exit Trade Deal Risk Register is up to date and with monitoring through the monthly Task 
and Finish Group. A separate Board report is on the agenda. 

Directorate Risk Registers 

Updates on Directorate Risk Registers continue on a regular basis with submission to Service 
Management Teams. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the delivery of 
high quality, safe, and innovative services 

SO2: To be a high performing health and care organisation and in the top 25% of community 
and mental health Foundation Trusts 

SO3: To be a valued system leader focused on integrated solutions that are shaped by the 
communities we serve 

Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and Recovery 
Plans 

CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 response 
CO4: To embed Covid19 changes into business as usual and update all Trust strategies and 
frameworks to reflect Covid19 Reset and Recovery and new NHSE/I Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual
Plan & Objectives 

Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 
BAF Board Assurance Framework CRR Corporate Risk Register 
DRR Directorate Risk Register CQC Care Quality Commission 
IT Information Technology CVG Covid19 Gold Risk 
CVS Covid19 Silver Risk EU European Union 
RAG Red Amber Green ESOG Executive Safety Oversight Group 
KPI Key Performance Indicators IAPT Access to Psychological Therapies 
EOSC Executive Operational Sub Committee 
ECTAS Electroconvulsive Therapy Accreditation Standards 

Supporting Documents and/or Further Reading 
Appendix 1 Summary of BAF as at 31 March 2021 (Q4) 
Appendix 2 Key Performance Indicators (Q4) 
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Appendix 3 Summary of CRR as at 31 March 2021 (Q4) 

Lead 

Paul Scott 
Chief Executive Officer 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda item 8a
Board of Directors Part 1 

31 March 2021 

EPUT 

BOARD ASSURANCE FRAMEWORK 2020/21 MARCH 2021 

PURPOSE OF THE REPORT 

This report presents the Board of Directors with an overview of the Board Assurance Framework 
and Corporate Risk Register 2020/21 as at 31 March 2021. 

UPDATE AS AT MARCH 2021 

1. Board Assurance Framework 2020/21 

The Board Assurance Framework (BAF) provides a comprehensive method for the effective 
management of the potential risks that may prevent achievement of the key aims agreed by the 
Board of Directors. The full BAF and CRR spreadsheets are available on request. 

There are 24 risks on the BAF. Recommendations in the report take this to 20 on approval. 
Appendix 1 provides a summary of BAF risks as at March 2021 (and notes of any changes made 
in February 2021), including mapping of risks against the 5 x 5 scoring matrix and movement on 
scoring from April 2019 to March 2021. 

The EOSC BAF Sub-Group now meets monthly to discuss the BAF and CRR and a Task and 
Finish Group meets in between to undertake further work. A new Board meeting cover sheet is in 
place for March reports with a focus on risks. 

Work on a BAF ‘refresh’ is underway in parallel with high-level governance, assurance and 
diagnostic work that will frame EPUT’s strategic objectives for 2021/22. A training and development 
opportunity is in planning for the Board at its April development session facilitated by Amberwing. 
The current BAF and risk registers will roll over into 2021/22 for the refresh to align with Board 
approval of new strategic objectives. In addition, demonstrations of electronic risk registers are 
taking place to streamline systems and processes, facilitate ward to Board reporting and create 
real-time visual analytics. It is likely that introduction of an electronic risk register will align closely 
with the BAF refresh. 

2. Recommendations for BAF escalation, closures and amendments 

The key issues above iterates: 

• Recommendations for two escalations to the BAF, namely BAF61 Equality and Diversity, and 
BAF62 Effective Staffing. 

• Recommendations for six closures, namely BAF9 No Force First; BAF35 Culture of Fairness 
and Learning; BAF55 CQC Warning Notice; BAF46 Young People with Complex Needs; BAF44 
Learning from C19; and BAF47 Bed Occupancy. Some new risks will replace these associated 
with implementation of the Safety First, Safety Always Strategy. 

• Recommendations for three amended risks, namely BAF23 EU Exit Trade Deal; BAF57 
HSE; and BAF54 Independent Inquiry. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

EOSC BAF Sub Group made the following changes in February 2021: 

• BAF52 skills resource and capacity for mass vaccinations – covered by BAF50; BAF56 CQC 
fundamental standards – consolidated into BAF45; and BAF59 recent deaths – as 
recommended at January Board all closed 

• BAF51 oversight and scrutiny of mass vaccination programme reduced in score 

3. BAF Action Plans 

Potential risks on the BAF should have (in most cases) a detailed action plan to mitigate risks. 
EOSC reviewed BAF Action Plans in March 2021. Standing Committees reviewed their allocated 
risks in March 2021. BAF action plans are available on request. 

4. Key Performance Indicators 

Appendix 2 highlights Key Performance Indicators and progress against these for March Q4. The 
Board will receive monthly from April 2021. 

KPI RAG 
KPI 1 % risks with action plans completed by target completion date 
KPI 2 % stagnant risks 
2a % increased scores 
2b % decreased scores 
KPI 3 % current risks on BAF over 12 months 
3a % current risks on BAF over 24 months 
3b % current risks on BAF over 12 months (excluding known ongoing risks) 

5. Corporate Risk Register 

There are 14 risks on the Corporate Risk Register. Recommendations in the report take this to 13 
on approval. Appendix 3 provides a summary of CRR risks as at March 2021 (and notes of any 
changes made in February 2021), including mapping of risks against the 5 x 5 scoring matrix. 

The key issues above iterates: 

• Recommendation for two escalations to the CRR, namely CRR75 ECTAS accreditation and 
CRR76 Towels and Bedding 

• Recommendation for three closures, namely CRR56 global restrictions; CRR49 urgent care 
pathways; and CRR57 equality and diversity 

• Recommendation for two amendments, namely CRR34 effective training in suicide prevention; 
and CRR64 serious inpatient safety incidents 

6. Covid19 Risk Register 

The Covid19 Risk Register summary is an Appendix to the Covid19 Assurance report. 

7. Mass Vaccinations Risk Register 

The EPUT Mass Vaccination risks are agreed and currently being put into EPUT risk register 
format. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

8. EU Exit Trade Deal Risk Register 

An EU Exit Trade Deal Risk Register is up to date and with monitoring through the monthly Task 
and Finish Group. A separate Board report is on the agenda. 

9. Directorate Risk Registers 

Updates on Directorate Risk Registers continue on a regular basis with submission to Service 
Management Teams. 

9. Recommendations 

The Board of Directors is asked to: 

1 Note the rollover of BAF and risk registers to align with proposal to agree new strategic 
objectives at future Board meeting 

2 Review the risks identified in the BAF 2020/21 March summary and approve the risk scores 
including recommended changes (Appendix 1) taking account of actions taken by EOSC at its 
February meeting 

3 Approve the BAF risk escalations, closures and amendments iterated in key issues below 
4 Note the Q4 Key Performance Indicators (Appendix 2) 
5 Note the CRR March summary table (Appendix 3) including actions taken by EOSC at its 

February meeting; 
6 Approve the CRR risk escalations, closures and amendments iterated in key issues below 
7 Identify any further risks for escalation to the BAF, CRR or Directorate risk registers 

Report prepared by: 

Susan Barry
Head of Assurance 

On behalf of: 

Paul Scott 
Chief Executive 
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Appendix 1 - Table 1 – BAF 2020/21 Summary of Risks as at March 2021 
Legend Risk scoring status (aligned with 5x5 matrix):  Extreme  High  Medium  Low 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

Strategic Objective 1: To continuously improve service user experience and outcomes through the delivery of high quality, safe and innovative services - Lead 
Director: Natalie Hammond - Impact of not achieving the Strategic Objective 5 (Consequence) x 3 (Likelihood) = 15 Risk Score 

BA
F2

3 

If EPUT does not monitor 
EU Exit trade deal areas 
without agreements or 
with further discussions 
pending then there may 
be unforeseen 
circumstances resulting 
in an impact on service 
delivery 
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• EU Exit (transition) deal in place 
• Task and Finish Group in place and meeting 

monthly 
• Risk Register in place 
• Action log in place, monitored and updated 

monthly 
• EU Admin meeting monthly 
• Daily sitrep through Silver Command 
• Assessment of financial risks in supply chain is 

that there is negligible impact 

Risk score 
unchanged Feb/Mar 

4 x 3 = 12 

Target date moved 
from March to June 

21 – 4 x 2 = 8 
will be carried 

forward to 2021/22 
reworded 

• Maintain watching brief on gaps during 
first six months of deal 
o Data adequacy 
o Mutual recognition of professional 

qualifications 
o EU staff 
o Medicinal products approval 

process 
o Pharmacovigilance co-operation 

• Retain on BAF whilst there is a national 
expectation to do so 

BA
F3
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If EPUT does not drive 
quality improvement 
through innovation then 
maintaining 'Good' rating 
and moving towards an 
'Outstanding' rating may 
be difficult resulting in 
potential stagnation of 
services and falling 
behind in whole system 
transformation  N
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• BAF action plan in place with five actions, four 
completed and one delayed due to C19 

• Task and finish group in place (NED led) 
• Quality Academy 
• Quality Improvement Hubs 
• Local dashboards and case studies 
• Intranet pages 
• Quality awards 
• Quality Improvement Framework 
• Patient Safety Incident Management System 
• Remains a focus in Quality Priorities 
• Learning Oversight Group 

Score has remained 
at threshold Feb/Mar 

4 x 3 = 12 

Target date changed 
to May 21 due to 

report going to May 
Board 

Will be carried 
forward until end of 

May when 
consideration will be 

given to all risks 
associated with the 
Safety First Safety 
Always Strategy 

implementation plan 

• Integration of QI, research and 
innovation arrangements with 
governance arrangements.  Task and 
Finish Group led by Dr Rufus Helm 
(NED) has made significant progress 
by setting key principles and is working 
on the following (presented to its 
January meeting) and supporting a 
paper to Board (advised May Board 
meeting as delayed by C19): 

o Process map, documentation to 
support the process and identified 
needs for investment/ funding 

o High-level communications strategy 
including launch and website 

o Representation from QI Hubs to 
contribute to planning and support for 
the programme 

• Ensure link to Safety First Safety 
Always Strategy 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

Corporate Objective 1: To provide safe and high quality services during Covid19 pandemic – Lead: Paul Scott supported by all Executive Directors - Impact of not 
achieving the Strategic Objective 5 (Consequence) x 3 (Likelihood) = 15 Risk Score 

BA
F4

 

If EPUT fire safety 
systems and processes 
are not suitable and 
sufficient there is a 
potential risk of injury or 
death to patients, staff 
and visitors, and that 
enforcement action could 
be taken by the Fire 
Authority in the form or 
restrictions, forced 
closure of premises, 
fines, and prosecution / 
custodial sentencing for 
‘Responsible’ persons 
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• Trust follows all relevant statutory fire safety 
legislation and adheres to articles of RRO, HTM 
Fire Code and Government standards/ 
guidance as best practice 

• Trust Fire Safety Officer in post 
• Fire Policy and Procedures in place 
• Fire Safety Group (Executive led) 
• Rolling Fire Strategy programme in place 
• Fire Risk Assessments in place with spot 

checks undertaken 
• Remedial action trackers in place and 

monitored 
• Directorate Risk Registers have this risk 

mirrored particularly in relation to fire wardens 
and fire drills 

• BAF action plan in place with 11 actions, six 
completed,  three in progress to timescale, two 
overdue in relation to fire wardens and fire drills 

Risk unchanged 
Feb/Mar 

5 x 3 = 15 

Target date 
March 2021 

Threshold 4 x 3 = 12 

Inherent risk that will 
be carried forward to 

2021/22 

• Fire drills remain an issue although 
there is some improvement in form 
completion for fire evacuation drills. 
Training to include a reminder that form 
should be in site folders. 

• Fire wardens remain a significant issue 
monitored through FSG – as at end of 
January 70 sites out of 94 have no 
known compliant fire wardens. 

• Fire risk assessment remedial works is 
an ongoing rolling action for the year 
monitored through FSG 

• Vaccination hub FRA programme 
continues to impact 

• Category 1 and 2 fire training 
compliance below target end January 

• Action plans to be presented to FSG in 
April 

• 2021/22 action plan will evolve to 
include new actions required to mitigate 
the risk 

• This will link to the accountability 
framework to ensure clear 
responsibility for key issues such as fire 
wardens and fire drills 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

If EPUT fails to provide 
high quality services 
from premises that are 
safe, then the risk 
related to ligatures is not 
minimised resulting in 
potential harm to 
patients in inpatient 
services. 

• Ligature Risk Policy and Procedures 
• Ligature Risk Assessment Process 
• Ligature Risk Training and Awareness Programme in 

place and monitored 
• Ligature Risk Stratification Process 
• Ligature Risk Reduction Group 
• Interim Ligature Risk Co-ordinator in post 
• Executive Lead in place 
• Ligature risk assessments cross-referenced with 

Risk Stratification reports 
• LRRG monitors follow up of actions 

• Ongoing comparative audit of ligature 
inspections carried out in 2018 against 
2020 to identify any commonalities 
among non-compliance – two wards 
remaining will be complete by end Mar 

• Outcome of recent meeting with 
Estates is risk stratification will be 
available for March meeting and 
monthly presentation of the Gantt chart 
(covering hinges and garden works) 
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• Floor plan heat maps in place 
• Checking process in place for actions 
• Medical staff involved in ligature risk assessments 
• Quarterly reporting to HSSC, Quality Committee and 

four monthly to Board 
• ‘Tidal Training’ bespoke course in place 
• Suicide prevention and general ligature e-learning 

training linked 
• Human factors training included in OLM programmes 

following up with reflection sessions 
• Retrospective review of serious incident action plans 

carried out and now followed up monthly through 
LRRG with assurance to LOG 

• Annual programme of curtain rail testing 
• Garden audit completed 

Risk score 
unchanged Feb/Mar 

5 x 3 = 15 

Target date March 
2021 

Threshold 4 x 3 = 12 

This risk will be 
carried forward to 

2021/22 

• Ligature Co-ordinator post at 
shortlisting/interview stage 

• Develop project plan on open actions 
and non-compliance, looking at actions 
more than three years old. ESOG to 
monitor governance process. Still 
cross-referencing 3i system with Datix 
to identify gaps 

• Four actions overdue to be completed 
on BAF action plan 

• Three actions to be completed on BAF 
action plan by end March 2021 

• Mitigation statement work added to 
Ligature Co-ordinator work plan for 

• Technical innovations task and finish group in place 
in conjunction with Oxehealth 

• Dementia Friendly Standards Group 
• Ligature inspectors undertake e-learning, compliance 

process training and practical testing 
• Ligature dashboards on Datix 
• Recommendations from BDO audit implemented 
• Ligature story developed through timeline of works to 

feed the four monthly assurance report to Board 

further action when new post holder in 
place 

• New corporate risk identified for all 
inpatient areas from increased ligature 
incidents involving towels and bedding 
supplied by new contractor – risk 
shared by operations, estates/ facilities, 
and compliance/assurance 

• Standards developed and agreed for Dementia 
wards 

• BAF action plan in place with 37 actions now 
completed out of a total of 46 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

If EPUT does not embed 
a No Force First strategy 
through comprehensive 
and sustainable 
structures to monitor, 
deliver and integrate the 
approach in clinical 
practice then a reduction 
in conflict and restraint 
may not be achieved 
resulting in work related 
staff sickness and poor 
patient experience 

• Restrictive Practice Steering Group in place 
• BAF action plan in place with 19 actions 

completed out of 21 
• System across all wards to comply with the 

requirements of the new national data set 
• Restrictive practice collaborative across all 

inpatient areas with toolkit and action plans in 
place 

• Quality Improvement facilitator works with all 
inpatient areas introducing tools and techniques 

• Safety crosses and safety pods implemented 
and evaluated 

• Care plans reviewed to ensure learning from 

Risk score remains at 
threshold Feb/Mar 

4 x 2 = 8 

Target date March 

• Advanced statements are included in 
TASI training but may be light touch in 
practice. Implement corporate 
messaging and enhance clinical 
supervision. Look at processes to 
streamline basic operational working 
practices – to be considered for 
2021/22 
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• One page strategy developed and circulated 
• Core strategies from Reducing Restrictive 

Practice Guide implemented across all inpatient 
areas 

2021 

Recommend closure 
of this risk. Risks will 

be considered 
• Significant reduction in prone restraint 
• Prone restraints managed as critical incidents 
• 10 Ways to Improve Safety rolled out 
• Online learning package and communication for 

restrictive practices completed 
• National Training Standards for Restrictive 

following Safety First 
Safety Always 

Strategy 
implementation plan 

Board approval in 
May 

Practice implemented 
• Pilot system to identify lessons learned 

because of seclusion or long-term segregation 
prior to full roll out complete 

• Accreditation with National Training Standards 
for Restrictive Training now due to take place 
April 2021 (delayed externally due to C19) – 
EPUT is fully prepared 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F3

8 

If EPUT does not 
implement effective 
emergency planning 
arrangements for 
managing the Covid19 
outbreak in line with 
national and local 
requirements then the 
ability to deliver services 
reduces resulting in a 
lack of containment of 
the pandemic. 

PS

Fi
na

nc
e 

an
d 

Pe
rfo

rm
an

ce

M
on

ito
rin

g 

• Executive lead in place for EPRR 
• Business Continuity Plans in place and 

undergoing constant review 
• Gold, Silver and Bronze Command well 

established 
• Sit rep daily monitoring 
• Covid intranet page and range of staff training 

in place 

Risk score remains at 
threshold Feb/Mar 

5 x 2 = 10 

Target date – ongoing 
throughout pandemic 

Risk will carry over 
into 2021/22 for 

duration of pandemic 

• None identified 

BA
F5

3 

If EPUT does not 
complete required safety 
actions or effectively 
shape its safety plans for 
the future then patients 
may be harmed resulting 
in a failure to deliver a 
safe, high quality service 
as well as our Safety 
First Safety Always 
Strategy 

*patient safety actions – 
refer to any internal 
actions arising from 
assessments/ N

H
/A

G
/M

K 
al

l E
xe

cu
tiv

es

Q
ua

lit
y

M
on

ito
rin

g 

• Executive lead in place for Patient Safety 
• Executive Safety Oversight Group in place with 

Terms of Reference and chaired by Chief 
Executive 

• ‘Safety First Safety Always’ Strategy approved 
at January Board 

• Agreed SFSA implementation plan be used to 
monitor the risk 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Target date to be 
aligned with 

implementation plan 
Threshold 5 x 2 = 10 

Inherent risk to be 
considered in depth 
as part of the review 

of the BAF and 
implementation of 
Safety First Safety 

• Improvement journey includes urgent 
actions such as improvements in 
record keeping and urgent 
estate/security issues 

• Workstreams that will underpin the 
strategy – engagement, leadership, 
culture, wellbeing, innovation, 
enhancing environments, governance 
and information 

• Key outcomes (high level) – no 
preventable deaths, a reduction in 
serious incidents, a reduction in self-
harm, patients and families feel safe in 
EPUT’s care, and stakeholders have 
confidence that EPUT is a safe 
organisation 

inspections or external 
inspections/ 
investigations 

Always Strategy • Report to be discussed at ESOG 30 
March 

• This will be a step change risk, evolving 
throughout 2021/22 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F3

6 

If EPUT continues to 
experience high 
numbers of female 
patients with personality 
disorders admitted to 
inpatient services then 
there is a risk that the 
ward environment may 
become more volatile 
and difficult to manage, 
impacting patient safety 
and length of stay 

Risk wording will remain 
the same for 2021/22 
with new action plan 

AG
/M

K 
su

pp
or

te
d 

by
 N

H
/P

S

Q
ua

lit
y
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tio

n 
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• Increased staffing levels in place since April 
2020 following establishment review 

• Implementation of Crisis 24/7 service since 
April 2020 

• Restrictive practice, restraint and attempted 
ligature reduced through ‘My Safety Plan’ and 
Sensory Room 

• Increased provision of activities and therapeutic 
offer including out of hours 

• Psychology Assistant posts introduced on all 
wards with high level of PD/ trauma 

• PD/Trauma pathway to support inpatient 
services 

• Four papers presented to EOSC on Clinical 
Associate in Psychology Apprenticeships 

• Roll out of Oxehealth and body worn cameras 
• Work has been undertaken on meaningful 

principles for admission and psychology 
services to be part of the MDT to link with 
community services 

• A task and finish group has been set up with 
terms of reference and an action log. First 
meeting discussion purposeful admission, 
therapeutic offer/model, EUPD Management 
principles, BAF risk, safety first safety always 
strategy, implementation and mobilisation plan 

Risk scoring 
unchanged Feb/Mar 

5 x 3 = 15 

Target date not met 
due to delays caused 
by C19 – change to 

March 21 
Threshold 5 x 2 = 10 

Risk will be carried 
forward to 2021/22 
with a new action 

plan aligned with the 
Task and Finish 
Group action log 

• Place 9 CAPs into inpatient wards and 
appoint a 1 WTE Band 8a Clinical 
Psychologist to manage/supervise 
them, and provide input into Ipswich 
Road – approved to pump-prime with 
underspend and employ permanently. 
MSE to pick up funding from 21/22 
from baseline. Approaching NEE and 
WE to do the same 

• Employ a CAP training team using 
underspend until levy kicks in and 
covers costs. Finalising contract with 
UoE to confer Master’s Degree and 
working towards a degree approval 
board meeting in February 2021 with 
first CAP training intake in April/May 
21. EPUT have 14 funded post of 24 
that will commence then 

• Two CAP posts will support the PD 
pathway in west and NEE and nine are 
in the inpatient out of hours and 
weekend cover for enhanced access to 
psychological interventions and activity 
on inpatient wards 

• All staff to have Mentalisation/ 
stabilisation training and SCM training 

• Standard operating protocols 
• Develop new action plan for 2021/22 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F4

5 

If EPUT does not 
prepare for future CQC 
inspections by learning 
from focused 
inspections, patient 
safety incidents, and 
meeting CQC 
fundamental standards 
then it will be held to 
account for failure to 
provide high quality care 
resulting in further 
regulatory action PS

/A
G

/M
K 

an
d 

al
l E

xe
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tiv
es

Q
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lit
y
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tio

n 
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• CQC Executive Steering Group in place 
• Compliance Team 
• Monitored through audit processes, internal 

audit and compliance inspections, complaints, 
safeguarding and serious incidents 

• Action plan testing 
• Compliance Team inspection plan scheduled 
• Monthly reporting to Executive Safety Oversight 

Group 
• Up to date with all CQC guidance and new 

developments 
• Focussed reviews on patient safety incidents 
• Inspection plan schedule in place 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Target date March 
2021 

Threshold 4 x 2 = 8 

This risk will carry 
forward to 2021/22 

• Demonstrate adherence through 
internal processes to CQC action plans 

• Address sustainability, culture change 
and long-term embedding of changes 

• PHSO/HSE Action plan testing 
• Develop communications strategy 
• Intelligence affirms that unannounced 

inspection may be expected in April 
• Themes are being developed for 

internal compliance inspections 
• Further actions to be developed 

relating to fundamental standards 

BA
F5

4 

If EPUT is not open, 
transparent or 
demonstrate learning 
from the Independent 
Inquiry then it may not 
deal with the 
consequences of past 
failings resulting in 
undermining our Safety 
First, Safety Always 
Strategy 

N
L/

Al
l E

xe
cu

tiv
es

Q
ua
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y

M
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• Executive Lead identified 
• Establishing governance arrangements 
• Updated stakeholders including NHSE/I 
• Principles developed on EPUT approach 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Target date March 21 
Threshold 5 x 2 = 10 

This risk will carry 
forward to 2021/22 

• Awaiting Terms of Reference – likely to 
be April 2021 

• Pulling together a core team with 
appropriate skills, and resources 
required to support EPUT internally 

• Job matching and posts to be 
advertised on a secondment or fixed 
term basis 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F5

5 

If EPUT does not act at 
pace on the CQC S29A 
Warning Notice then it 
may not meet the 
deadlines set resulting in 
further action being 
taken against EPUT 

PS

Q
ua

lit
y

Ac
tio

n 
Pl

an
 

• CQC Executive Steering Group 
• Factual accuracy completed 
• Press release completed 
• Clinical Intensive Support Process and Group 

(CISG) set up for Finchingfield Ward 
• Identified wider learning for other acute wards 

and across EPUT 
• CQC warning notice action plan in place and 

monitored by CISG 
• Compliance testing undertaken at Galleywood 

Ward 
• Weekly testing undertaken on Finchingfield 

action plan – December actions closed 
• Identified risks and filled gaps on current risk 

registers related to the CQC actions 
• Full response submitted to CQC by the 

deadlines of 27 December and 27 January 

Risk score 
recommended 

reduction to 
5 x 2 = 10 

Target date March 21 
Threshold 5 x 2 = 10 

Recommend take to 
threshold and close 
this risk as action 

plan completed and 
BAF45 risk in place 

• Develop and implement an action plan 
for wider learning and areas of 
systemic failings – will link with BAF45 

BA
F5

7 

If EPUT receives a 
substantial fine from the 
HSE court case then 
there may be a 
significant impact on 
resources and recovery 
from past failings, 
resulting in lower public 
confidence in our vision 
of ‘safety first, safety 
always’ 

N
L/

TS

Fi
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• Executive Lead in place 
• All actions taken in relation to HSE investigation 
• Guilty plea submitted 
• ‘Safety First Safety Always’ Strategy approved 

at January Board 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Target March 2021 
Threshold 5 x 2 = 10 

Risk will carry forward 
to 2021/22 

• Implementation of Safety First Safety 
Always Strategy 

• Communications plan 
• Sentencing date has been re-

scheduled for June 2021 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F5

8 

If EPUT does not record 
clinical activity in real 
time, accurately and on 
the patient information 
system(s) then patient 
and staff safety is 
compromised resulting in 
failure to deliver its 
Safety First Safety 
Always Strategy 

AG
/M

K

Q
ua

lit
y

M
on

ito
rin

g 

• Recognised that this is a fundamental shift in 
philosophy with 5% gap being identified as 
patient safety risk, rather than the tolerated 
variance 

• ‘Safety First Safety Always’ Strategy approved 
at January Board 

• Task and finish group set up with Chairs of 
Quality and Safety Groups, Clinical 
Governance, Performance and Assurance 
Teams – Meeting 1 April Risk score 

unchanged Feb/Mar 
5 x 4 = 20 

Target March 2021 
Threshold 5 x 2 = 10 

• Task and Finish Group will consider 
this risk and look at: 
o The need for a very small 

percentage tolerance to 
accommodate system downtime 
and how we reflect delays resulting 
from this 

o Understanding real risk and root 
cause 

o Exploring new ways of thinking in 
conjunction with key individuals/ 
teams 

o Developing mitigating actions that 
address the 5% non-adherence 
rather than an adherence to 95% 

Risk will carry forward 
to 2021/22 

accuracy of record keeping 
o Adapting clinical audit tools for 

record keeping 
o Developing an action plan for 

2021/22 
• Specialist Services identified a problem 

with the Medical Secretariat. Whilst 
records are now contemporaneous 
there is a backlog going back to 
October 2020 that needs addressing. 
This may be more widespread than 
Specialist Services. 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F4

6 

If EPUT is unable to 
secure low secure and 
other placements for 
young people with 
complex care needs 
then an increase in 
restraints and assaults 
may be seen resulting in 
potential harm to 
patients and staff AG Q

ua
lit

y

M
on

ito
rin

g 

• Actions logs and feedback from the system 
wide clinical reference group and associated 
workstreams as well as clinical design group for 
clinical care models are used to monitor this 
risk in conjunction with Specialist Services 

• Work streams continue as part of the New Care 
Models work. At this stage, there is no 
proposed increase in LSU capacity in the 
system. However, a focus on preventative work 
across the system is suggested to mitigate 
escalation 

• Draft business case for CAMHS submitted to 
the Consortia (provider collaborative) and other 
forums including EPUT Board. This will return 
to EPUT Board in January for final agreement. 

• Reflected at national and regional level 
• Risk reduced to threshold on Specialist 

Services DRR 

Risk score 
recommended to 

reduce to threshold 
and close 
4 x 2 = 8 

Target March 2021 

4 x 2 = 8 

Above threshold 

• Formal business case 
• Trial temporary leave to facilitate 

discharge, transfer currently impacted, 
and curtailed by Covid restrictions 

• A new risk is under consideration 
around acuity and service provision for 
children and young people 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F5

0 

If EPUT does not have 
the skills, resource and 
capacity to deliver high 
quality business as usual 
care and services, 
manage the C19 
pandemic, C19 mass 
vaccination programme, 
EU Exit Transition, 
regulatory responses, 
independent inquiry and 
increased variation of 
demands on corporate 
services then it may not 
achieve the deliverables 
on this wide range of 
priorities and pressures 
resulting in not achieving 
organisational 
objectives, 
unsustainability in 
corporate services, 
stagnation of risks and 
failure to maintain our 
position within the wider 
health economy 

PS
 a

nd
 a

ll 
Ex

ec
ut

iv
es

Pe
op

le
 In

no
va

tio
n 

an
d 

Tr
an

sf
or

m
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n
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tio

n 
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• BAF action plan in place from previous 
consolidated risks with 14 actions, with nine 
completed and five in progress to timescale 

• Participation by EPUT on system calls 
• Staffing risk assessment in progress through 

Command structure 
• Some reduced Committee process throughout 

December and January except for patient 
safety relates Committees 

• Staff redeployment from Corporate Services 
and wider use of agency staff 

• EU exit (transition) element of risk has 
diminished since deal reached 

• Identifying top senior talent and succession 
planning for key leadership posts 

• High performing leaders becoming Quality 
Champions to drive Trust priorities 

• Quality improvement hubs driving continuous 
improvement 

• Root cause analysis on staff absence 
• Staff support and wellbeing initiatives 
• Recruitment and retention strategies 
• Establishment model aligned to patient acuity 
• Ward leadership handbook 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Ongoing for duration 
of pandemic 

Threshold 5 x 2 = 10 

This risk will carry 
forward to 2021/22 

• Community Leader’s handbook 
• Embed competency framework to 

support succession planning 
• Link mortality work to PSIRF as part of 

nursing Directorate 
• Ensure mortality reporting (data 

analysis) building into work of 
information team 

• Developing Datix IQ Cloud 
• Address issues of potential burnout 

among all groups of staff 
• Address pace of change as part of 

safety initiatives 
• Ensure new strategies (safety first 

safety always, operational strategy and 
financial plan) are implemented in an 
integrated way 

• Develop new action plan for 2021/22 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

Strategic Objective 2: To be a high performing health and care organisation and in the top 25% of community and mental health Foundation Trusts - Lead Director: 
Paul Scott supported by all other Executive Directors - Impact of not achieving the Strategic Objective 4 (Consequence) x 3 (Likelihood) = 12 risk score 
Corporate Objective 3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 response – Lead Director: Sean Leahy supported by all other 
Executive Directors – Impact of not achieving the Corporate Objective 4 x 3 = 12 

BA
F3

5 

If EPUT does not 
develop a culture based 
on what is morally right 
and fair in response to 
incidents and errors, and 
is unable to demonstrate 
that lessons are learnt, 
then protection of both 
staff and patients is 
reduced which may 
result in poor quality 
services and patient 
experience together with 
lack of actions consistent 
with prevention 
impacting on CQC rating 

SL
/N

H

Pe
op

le
 In

no
va

tio
n 

an
d 

Tr
an

sf
or

m
at

io
n

M
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ito
rin
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• Monitored through People Plan, WRES, WDES, 
Communications and PSIRF implementation 

• ‘Safety First Safety Always’ Patient Safety 
Strategy approved at January Board 

• Disciplinary/grievance policies under review 
• HR team is retrospectively reviewing 

disciplinary hearings with a cultural focus 
• HR team meeting with BAME colleagues to 

listen to disciplinary and grievance experiences 
• WRES action plan updated 
• Live events on lunchtime learning promote the 

people plan and culture 
• Cultural intelligence training for Board and 

Senior Leadership complete with roll out 
• Culture of patient safety/QI built into induction 

programme effective from January 2021 with 90 
minute session 

• Service user and carer experience framework 
approved promoting co-production 

• Patient safety/QI programme offered to service 
users and carers from Feb 2021 

Risk score 
recommend reduction 
to threshold 4 x 2 = 8 

Recommend closure 
of this risk 

• Board Development Session on EPUT 
People Plan 

• Implementation Plan for Safety First 
Safety Always Strategy 

• Head of Assurance has set up meeting 
with Executive Directors of Nursing, 
People and Culture and Operations to 
discuss an alternative risk 

12 



 
 

 

 

 

 

 
 

  

 

 
 

 
 

 

 
 

 

 

  

 
  

 

 
 
 

 

 

 

  
  
   

 
    
  

 
 
 

 
 

 
 

 
 

  
  
 

 
 
 
 
 
 
 
 

 

 

  
 

 

 
 

 

 

 

   
 

 
 

 

 
 

 
  

 
  
 

 

  
 

 

 

 
 

  
 

 

 

    
   

 
  

   
 

 
  

 
 

  
 

 
  

  
  

  
  

 

R
is

k 
ID

Potential Risk 

Ex
ec

 L
ea

d

St
an

di
ng

 C
om

m
itt

ee

A
ct

io
n 

Pl
an

/ M
on

ito
rin

g

Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F6

1 

If EPUT fails to embed, 
recognise and celebrate 
equality and diversity as 
part of its culture and 
conversation then the 
Trust may struggle to 
address inequalities 
resulting in poor staff and 
patient experience and a 
challenge to the CQC 
rating for well-led, and 
exposure to legal 
challenge for 
discrimination 

SL
 s

up
po

rte
d 

by
 a

ll 
Ex

ec
ut

iv
es

PI
T TB

A 

• Equality and Diversity events 
• Be You programme 
• This risk was reworded in Dec 20 to consolidate 

a similar risk within the People and Culture 
Directorate 

• Equality and Diversity networks in place 
• Recommend escalation to BAF 

Risk score 
recommended to 

escalate from CRR 
and increase score to 

5 x 4 = 20 from 
3 x 4 = 12 

Target March 2021 
3 x 2 = 6 

• People and Culture Team will be 
undertaking an Equality and Diversity 
root and branch review 

BA
F6

2 

If EPUT does not have 
adequate systems and 
processes in place to 
deploy staffing then it will 
not support staff 
wellbeing and patient 
safety resulting in a 
failure to deliver our 
Safety First, Safety 
Always Strategy TS

/S
L/

N
H

/A
G

/a
ll 

Ex
ec

ut
iv

es

PI
T 
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tio

n 
Pl

an
 to

 b
e 

de
ve

lo
pe

d • Diagnostic work being undertaken by Newton 
around Health Rosters, reliance on temporary 
staff and establishment budgets 

• Proposal presented to EOSC regarding staffing 
establishment issues and the larger piece of 
work that needs to take place in reviewing 
staffing numbers and skills mix to mitigate this 
risk 

New risk Mar 
Score 5 x 4 = 20 

Target Nov 21 
5 x 2 = 10 

• Develop action plan from diagnostic 
work 

BA
F4

1 

If recurrent CIPs for 
2020/21 are not identified 
then delivery of the 
programme is 
compromised resulting in 
a challenge to the 
sustainability of EPUT 
going forward 

TS
 (f

in
an

ci
al

) 

F&
P

M
on

ito
rin

g 

• The Trust’s internal Cost Improvement target 
for 20/21 is now £8.6m from the initial £11.7m 
because of the suspension of 2020/21 national 
efficiency requirement 

• A total of £7.1m remains to be identified 
recurrently from historic shortfalls 

Risk score • The focus remains on delivery of the 
full recurrent efficiency 

• Executive sign-off meetings need to 
take place to ensure full approval of 
agreed schemes 

unchanged Feb/Mar 
3 x 4 = 12 

Target March 2021 
Threshold 4 x 2 = 8 

This is a constant risk 
on the BAF and will 

carry over to 2021/22 
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Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/

Completion Date /
Assurance 

Proposed 2021/22 
status 

Actions outstanding /
further mitigating actions required 

BA
F4

2 

If the Covid19 crisis 
continues then EPUT 
may experience an 
adverse impact on its 
financial plan as a knock 
on from system wide 
financial planning 
resulting in additional risk 
for EPUT to its 
sustainability TS

Fi
na

nc
e 

& 
Pe

rfo
rm

an
ce

M
on

ito
rin

g 

• The revised planned deficit is £8.3m 
• The Trust has received an additional £8.3m 

income from NHSE/I in recognition of national 
planning process income error assumptions 

• In February 2021 M11 as a consequence of the 
above the Trust recorded a surplus of £6.2m 
against the planned deficit of £1.3m (year to 
date surplus £2.2m against the planned deficit 
£6.8m) 

• The forecast outturn is £2.7m deficit 
• M11 year to date Covid19 costs of £13.3m with 

M7-M12 recovery anticipated from M&SE and 
H&CP 

• M11 cash was £112.9m, which remains better 
than planned 

• Continuous monitoring through reporting to 
F&PC, EOSC, and the Board 

Risk score 
unchanged Feb/Mar 

4 x 3 = 12 

Target March 2021 
Threshold 4 x 2 = 8 

This risk will carry 
forward during the 
C19 pandemic as 
financial regime in 
place will continue 

into Q1/2 

• Continue to monitor financial situation 
and Covid19 costs to ensure recovery 

BA
F4

3 

If EPUT does not plan for 
an expected surge in 
demand for Mental 
Health services or 
physical CHS and 
rehabilitation during or 
post C19 then skills and 
capacity may not be in 
place resulting in long 
waiting lists and self-
harm in the community AG

Pe
op

le
 In

no
va

tio
n 

an
d 

Tr
an

sf
or

m
at

io
n

M
on

ito
rin

g 

• A phased plan is in place to manage the surge 
demand alongside winter planning 

• From October – April 2021 existing capacity, 
flow and escalation initiatives are in place 

• From Nov to Mar 21 winter funding schemes to 
be signed off, implemented/ monitored, 
underpinned by MH Winter KLOE’s 

• Topaz Ward planned to provide additional 
mental health surge capacity 

• 18 spot purchase beds available at The Priory 
• Allocation of additional funding confirmed on 

STP/ICS footprints to support capacity and 
flow; schemes in development which address 
both process and capacity 

• This may be a longer term risk but all current 
resources are targeted at management of the 
pandemic incident 

Risk score 
unchanged Feb/Mar 

5 x 4 = 20 

Target date March 
2021 

Threshold 5 x 2 = 10 

This risk will carry 
forward into 2021/22 

• Contingency plans include exploring 
use of other estate options for 
additional beds (Kelvedon) or a 
COVID19 ward for unwell patients who 
are not a ligature risk 

• Issues with Topaz Ward refurbishment 
resolved and ESOG will be asked to 
sign off by end of March prior to 
opening – now likely to be early April 
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Potential Risk 

Ex
ec

 L
ea

d

St
an

di
ng

 C
om

m
itt

ee

Mitigating Actions/ Controls in Place 

Risk scoring status
(consequence x 

likelihood)
Target Score/ Actions outstanding /

Completion Date / further mitigating actions required 

A
ct

io
n 

Pl
an

/ M
on

ito
rin

g

R
is

k 
ID

BA
F4

4 

AG

Pe
op

le
 In

no
va

tio
n 

an
d 

Tr
an

sf
or

m
at

io
n

Ac
tio

n 
Pl

an
 

• A full action plan is in place with 10 actions (two 

completed) 

• Reset and recovery group suspended 

Risk score 
unchanged Feb/Mar 

4 x 3 = 12 

Target March 2021 
Threshold 4 x 2 = 8 

Recommend take to 
threshold for closure 

and replace with 
BAF62 

• Reconvene Reset and Recovery Group 

national digital software introduced as 

in line with national arrangements 

BA
F4

7 

AG

Fi
na

nc
e 

& 
Pe

rfo
rm

an
ce

Ac
tio

n 
Pl

an
 

Risk score 
unchanged Feb/Mar 

4 x 4 = 16 

Recommend take to 
threshold and close 
Target date March 

2021 
4 x 2 = 8 

Assurance 
Proposed 2021/22 

status 
Corporate Objective 4: To embed Covid19 changes into business as usual and update all Trust strategies and frameworks to reflect Covid19 Reset and Recovery 
and new NHSE/I Planning Guidance – Lead: Paul Scott supported by all Executive Directors - Impact of not achieving the Corporate Objective 5 x 3 = 15 risk score 
If EPUT does not embed 
learning from C19 then completed and eight in progress) at appropriate point in time 
changing, evolving and • C19 is now in phase 4 (Phase 1, 2 and 3 • Review all system changes and new 
delivering new pathways 
is compromised resulting part of C19 to make recommendations • Executive Lead is Executive Chief Operating 
in a challenge to to Board on future adoption of software Officer 
retention/  recruitment, 
establishment and skills longer term • EPUT has taken part in system learning across 
mix as well as recovery • Incentivise new ways of working and all systems 
of services explore opportunities to support more • Service leads continue to adjust local 

flexible working arrangements to ensure the safety of services 
• Consider patient journey by individual and to maintain new operational practices 

need using the right tools to deliver introduced as part of C19 locally 
future care • This risk currently has a watching brief 

• Policy changes recorded 
• Covid secure buildings 

If EPUT limits bed • AG and TS are Executive sponsors for • Ambition may be 85% as RCP – not 
occupancy to the 85% operational plan, which will include capacity about social distancing but safe level of 
ambition on mental occupancy and certain level of acuity management 
health inpatient wards to • 18 beds commissioned from Priory 
facilitate social distancing • 17 beds will open on Topaz Ward in March 21 
requirements then there 
may be a shortfall in 
beds resulting in delays 
to admissions or an 
increase in out of area 
placements 
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Risk scoring status
(consequence x 

likelihood)
Target Score/ Actions outstanding /

Completion Date / further mitigating actions required 
Assurance 

Proposed 2021/22 
status 

Potential Risk 

Ex
ec

 L
ea

d

Mitigating Actions/ Controls in Place 

St
an

di
ng

 C
om

m
itt

ee

A
ct

io
n 

Pl
an

/ M
on

ito
rin

g

BA
F5

1 
R

is
k 

ID

Strategic Objective 3: To be a valued system leader focused on integrated solutions that are shaped by the communities we serve - Lead Director: Nigel Leonard 
supported by all other Executive Directors - Impact of not achieving the Corporate Objective 5 (Consequence) x 3 (Likelihood) = 15 risk score 
If EPUT does not have 
sufficient oversight and 
scrutiny to effectively 
direct and implement the 
mass C19 vaccination 
programme across MSE 
and SUNEE systems 
then it may not meet the 
deliverables and 

• A risk register set up specifically related to the 
Mass Vaccination programme to strengthen 
governance around the project 

• Urgent work underway to develop new BCPs 
ready for testing as part of a table-top exercise 

Risk score 
unchanged 
5 x 3 = 15 

• No contracts have been issued to us 
and at this stage we are unable to sub-
contract any elements of the service to 
other organisations 

N
L

Q
ua

lit
y

M
on

ito
rin

g to look at emergency planning for each centre 
as it comes on line 

• Programme Board in place to manage this 
• Allocating some sites to be operated by acute 

Target date is 
ongoing for the 

duration of the mass 
vaccination timescales requested by partners 

NHSE/I resulting in 
potential programme  
delays 

• Working with Local Resilience Forums, Local 
Authorities and other providers to deliver the 
programme 

• Certainty of vaccination supply will be 
confirmed by Mid-March 

programme 
This risk will carry 
forward to 2021/22 

Table 2 – Mapping of risks against 5 x 5 scoring matrix 

RISK RATING 
Consequence 

1 2 3 4 5 

Li
ke

lih
oo

d 1 
2 BAF9 BAF46 BAF38   BAF55 
3 BAF23 BAF35 BAF42 BAF44 BAF32 BAF4 BAF10 BAF36  BAF51 
4 BAF41 BAF47 BAF43  BAF45 BAF50    BAF53 BAF54 BAF57 BAF58  BAF61 BAF62 
5 

16 



-

Table 3: Movement on scoring – period from April 2019 to March 2021  Notes: Risks closed for over two years removed from table  
Risk 
ID 

Initial 
Score 

Apr 
19 

May 
19 

Jun 
19 

July 
19 

Aug 
19 

Sep 
19 

Oct 
19 

Nov 
19 

Dec 
19 

Jan 
20 

Feb 
20 

Mar 
20 

Apr 
20 

May 
20 

Jun 
20 

Jul 
20 

Aug 
20 

Sep 
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Risk 
ID 

BAF4 15 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ BAF4 

BAF6 12 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔                BAF6 

BAF9 16 12↔ 12↔ 12↔ 12↔ 12↔ 16↑ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 12 12↔ 12↔ 12↔ 12↔ 12↔ 8  8↔ 8↔ 8↔ close BAF9 

BAF10 12 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 20↑ 20↔ 20↔ 20↔ 20↔ 15 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ BAF10 

BAF13 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 6           BAF13 

BAF14 12 12↔ 12↔ 12↔ 12↔ 12↔                    BAF14 

BAF15 15 15↔ 15↔ 15↔ 20↑ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ Close     BAF15 

BAF16 12 12↔ 12↔ 12↔ 12↔ 12↔                    BAF16 

BAF18 15 20↔ 16↓ 16↔ 16↔ 16↔ 16↔ 12↓ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔           BAF18 

BAF20 12 15↓ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ Close    BAF20 

BAF21 15 8↔ 8↔ 8↔ 8↔ 8↔ 8↔                   BAF21 

BAF22 16 9↔ 9↔ 9↔ 9↔ 9↔ 9↔                   BAF22 

BAF23 15 8↓     20 20↔          Esc 20 20↔ 16 16↔ 12 12↔ 12↔ BAF23 

BAF28 16 12↔ 12↔ 12↔ 12↔ 12↔                    BAF28 

BAF30 12 12 12↔ 12↔ 12↔ 12↔ 12↔                   BAF30 

BAF31 16 16 15↓ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ Close     BAF31 

BAF32 16 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 12  12↔ 12↔ 12↔ 12↔ BAF32 

BAF33 12     New 12 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 6           BAF33 

BAF34 16      New 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 12 12↔ 12↔ 12↔ 8      BAF34 

BAF35 16      New 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 12 12↔ 12↔ 12↔ close BAF35 

BAF36 15        New 15 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ BAF36 

BAF37 15          New 15 15↔             BAF37 

BAF38 15           New 15 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 15↔ 10 10↔ 10↔ 10↔ 10↔ BAF38 

BAF39 20           New 16             BAF39 

BAF40 12             New 12 16 16↔ 16↔ 12 12↔ Close     BAF40 

BAF41 16             New 16 16↔ 16↔ 16↔ 16↔ 16↔ 12 12↔ 12↔ 12↔ 12↔ BAF41 

BAF42 12             New 12 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ BAF42 

BAF43 20             New 15 20 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ 20↔ BAF43 

BAF44 12              New 12 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ 12↔ close BAF44 

BAF45 12              New 12 12↔ 12↔ 12↔ 12↔ 12↔ 16 20 20↔ 20↔ BAF45 

BAF46 16               New 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ close BAF46 

BAF47 16                New 16 16↔ 16↔ 16↔ 16↔ 16↔ 16↔ close BAF47 

BAF48 16                New  16 16↔ 16↔ Close     BAF48 

BAF49 15                New 15 15↔ 15↔  8     BAF49 

BAF50 20                   New 20 20↔ 20↔ 20↔ 20↔ BAF50 

BAF51 20                   New 20 20↔ 20↔ 15 15↔ BAF51 

BAF52 20                   New 20 20↔ 20↔ Close  BAF52 

BAF53 20                   New 20 20↔ 20↔ 20↔ 20↔ BAF53 

BAF54 20                    New 20 20↔ 20↔ 20↔ BAF54 

BAF55 20                    New 20 15 15↔ close BAF55 

BAF56 20                    New 20 Merge Close  BAF56 

BAF57 20                    New 20 20↔ 20↔ 20↔ BAF57 

BAF58 20                    New 20 20↔ 20↔ 20↔ BAF58 

BAF59 20                   Esc from CRR 20 Close  BAF59 

BAF61 20                        20 BAF61 

BAF62 20                        20 BAF62 

 
 
 

17 
 



 
 

 
            

 

 
 

 
 

 
  

 
 

 
 

   
 
 

 
 

 
 

 
 

 
  

 
   

 
  

 
 

 
 

 
 

 
  

 
  

 
 

 
   

                            

                            

                            

                            

                            

                             

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

                            

-- -

-== 

Table 4: Milestones – under development (*intermittent) 

Risk 
ID 

Initial 
Score 

Length of
time on 

BAF 
Apr
19 

May 
19 

Jun 
19 

Jul 
19 

Aug
19 

Sep
19 

Oct 
19 

Nov 
19 

Dec 
19 

Jan 
20 

Feb 
20 

Mar 
20 

Apr
20 

May 
20 

Jun 
20 

Jul 
20 

Aug
20 

Sep
20 

Oct 
20 

Nov 
20 

Dec 
20 

Jan 
21 

Feb 
21 

Mar 
21 

Risk 
ID 

BAF4 15 > 2 years BAF4 

BAF9 16 > 2 years 16↑ 12 8 Closed BAF9 

BAF10 12 > 2 years 15↔ 20↑ 15 BAF10 

BAF20 12 > 2 years 15↓ Closed BAF20 

BAF23* 15 > 2 years 8 20↑ 20↔ 16 12↓ *BAF23 

BAF32 16 > 2 years 16 12 BAF32 

BAF35 16 > 1 year New 16 Closed BAF35 

BAF36 15 > 1 year New 15 BAF36 

BAF38 15 > 1 year New 15 BAF38 

BAF41 16 > 6 months New 16 20 12↓ BAF41 

BAF42 12 > 6 months New 12 16 12↓ BAF42 

BAF43 20 > 6 months New 15 20 BAF43 

BAF44 12 > 6 months New 12 Closed BAF44 

BAF45 12 > 6 months New 12 16 20 BAF45 

BAF46 16 > 6 months New 16 Closed BAF46 

BAF47 16 >6 months 16 Closed BAF47 

BAF48 16 >6 months 16 Closed BAF48 

BAF49 15 >6 months 15 Closed BAF49 

BAF50 20 <6 months New 20 BAF50 

BAF51 20 <6 months New 20 15 BAF51 

BAF52 20 <6 months New 20 Closed BAF52 

BAF53 20 <6 months New 20 BAF53 

BAF54 20 <6 months New 20 BAF54 

BAF55 20 <6 months New 20 15 Closed BAF55 

BAF56 20 <6 months New 20 Merge Closed BAF56 

BAF57 20 <6 months New 20 BAF57 

BAF58 20 <6 months New 20 BAF58 

BAF59 20 <6 months 20 Closed BAF59 

BAF61 20 New 20 BAF61 

BAF62 20 New 20 BAF62 

18 



 
 

     
 
 

 
 

 
 

    
 

 
 

   
  

 
 

            
  

 
 

     
 

    

  
  

 

 
 

        

  
 

 
 

        

  
 

 
 

          

   

 

 
 

    

 

     
 

 
  

  
 

 
 

    
 

  

      
 

 
   

 
 

 
   

 
     

     
 

    
 

     

        
 

     

  
 

 
 

   
 

     

   
 

 
 

        

  
 

 

   
 

  
 

  
 

     

 

 

Appendix 2 
Key Performance Indicators for Board Assurance Framework March 21 Q4 

KPI 
reference 

Key performance
indicator (KPI) 

Target Oct 20 Nov 20 Dec 20 
* recommended 
risks included 

Q3 YTD 
* recommended 
risks included 

Jan 21 Feb 21 Mar 21 
* recommended 
risks included 

Q4 YTD 
* recommended 
risks included 

Total number of risks on BAF 22 20 24* (19) 24* (19) 25 22 24* (20) 24* (20) 
KPI 1 % risks with action 

plans completed by 
target completion date 

90% 100% (1) 0 0 Q3 100% 
(1) 

0 0 100% (2) 100% (2) 

KPI 1a Number of risks open 
with action plans fully 
completed 

Information 
only 

0 0 0 0 0 0 2* (0) 2* (0) 

KPI 1b Number of risks with 
open action plans 

Information 
only 

11 10 12*(11) 12*(11) 9 10 10* (8) 10* (8) 

KPI 1c Number of risks with 
no action plan 

Information 
only 

10 10 14*(13) 14*(13) 15 12 14* (12) 14* (12) 

KPI 1d Number of risks 
closed/de-escalated in 
month (YTD) 

Information 
only 

0 6 1* Q3 7*(6) 
YTD 
11*(10) 

0 3 4* (0) 7* 
YTD 
18*(14) 

KPI 1e Number of new/ 
escalated risks in 
month (YTD) 

Information 
only 

0 4 5* Q3 9*(4) 
YTD 
19*(14) 

0 0 2* (0) 2* (0) 
YTD 
21*(19) 

KPI 2 % stagnant risks (no 
movement) 

Less than 
30% 

68% (15) 40% (8) 57.8% (11 
of 19) 

57.8% 56% 45% 55% 55% 

KPI 2a % of increased risks Less than 
10% 

18% (4) 20% (4) 26% (5 of 
19) 

26% 0% 9% 10% 10% 

KPI 2b % of decreased risks 60% 13% (3) 25% (5) 26% (5 of 
19) 

26% 8% 4.5% 10% 10% 

KPI 3 % of current risks on 
BAF over 12 months 

Less than 
40% 

45% (10) 35% (7) 21% (4 of 
19) 

21% 8% 9% 15% 15% 

KPI 3a % of current risks on 
BAF over 24 months 

Less than 
30% 

22.7% (5) 15% (3) 15.7% (3) 15.7% 20% 22.7% 25% 25% 

KPI 3b % of current risks on 
BAF over 12 months 
(excluding known 
ongoing risks)# 

0% 36.8% 
(7 of 19) 

23.5% 
(4 of 17) 

6% 
(1 of 16) 

6% 0% 0% 0% 0% 



 
 

   
 

    
 

  
 

  
  
     
              
           

   
 

Notes: 

* recommended risks (March) included – figure in parenthesis does not include these risks and % calculations do not include recommended risks 

#known ongoing risks – BAF4 Fire Safety BAF10 Ligature Reduction BAF41 CIPs 

BAF23 not included in KPI3/3a/3b – intermittent on BAF over two-year period 

Any action plans of risks carried forward into a new financial year are reviewed and updated 

• KPI 1 % risks with action plans completed by target completion date – RAG Green 
• KPI 2 % stagnant risks – RAG Red; 2a % increased scores – RAG Green and 2b % decreased scores – RAG Red 
• KPI 3 % current risks on BAF over 12 months – RAG Green 3a % current risks on BAF over 24 months – RAG Green 3b % current risks on 

BAF over 12 months (excluding known ongoing risks) – RAG Green 



 
 

      
 

            
 

 

 

 

 

 

 
 

 

 
 

 

 
 

    
    

         
  

 

  

  
   

  
 

 
 

 

 

 

    
  

    
 

    
 

  
  
  
  
  

  

 
 

 
 

 

 

  

  

 

 
 

 
 

  
  

 

 
    

 
   

    
 

   
 

  

  
  

 
 

  
 
 

 

 

   
 

 
 

  
   

 
 

Appendix 3 - Table 1 – CRR 20/21 Summary of Risks as at March 21 
Legend  Risk scoring status (aligned with 5x5 matrix):  Extreme  High  Medium  Low 

R
is

k 
ID

Potential Risk 

Ex
ec

ut
iv

e 
Le

ad

M
on

ito
rin

g

Mitigating actions/ controls in place 

Risk scoring 
status 

(consequence x
likelihood) / 
target score/
completion/ 
assurance 

Actions outstanding/ further
mitigating actions required 

Strategic Objective 1: To continuously improve service user experience and outcomes through the delivery of high quality, safe and innovative services – 
Lead Director: Natalie Hammond – impact of not achieving the strategic objective C5 x L3 = 15 risk score 
Corporate Objective 1: To provide safe and high quality services during Covid19 pandemic – Lead: Paul Scott supported by all Executive Directors – 
impact on not achieving the strategic objective C5 x L3 = 15 risk score 

C
R

R
11

 

If EPUT fails to implement and 
embed its Suicide Prevention 
Strategy into Trust services then it 
may not track and monitor 
progress against the ten key 
parameters for safer mental health 
services resulting in not taking the 
correct action to minimise 
unexpected deaths and an 
increase in numbers 

N
H

/M
K

Q
ua

lit
y 

C
om

m
itt

ee
 a

nd
 S

ub
-

C
om

m
itt

ee
s 

• A campaign of awareness took 
place between 10 September and 
10 October with a number of live 
events that were well supported 

• Robust implementation plan in 
place 

• System wide learning and teaching 
• Working with CCGs 
• Sets with NHSE/ I 
• Locally reflective sessions 
• Schwartz Rounds (funded project 

with structure and governance) 

Risk score 
unchanged 

Feb/Mar 
4 x 3 = 12 

Target March 
2021 4 x 2 = 8 

• A plan in place for review of the 
2018-20 Suicide Prevention 
Strategy 

C
R

R
56

 

If EPUT continues to operate 
global restrictions in in-patient 
mental health services, then 
patient experience is 
compromised resulting in further 
regulatory scrutiny 

AG
/N

H

R
es

tri
ct

iv
e 

Pr
ac

tic
e 

G
ro

up

 Risk assessments continue on 
wards 

 5 steps to managing global 
restrictions in inpatient wards was 
introduced 

 Work ongoing within Older People’s 
wards 

 Managing higher occupancy levels 
because of C19 pandemic and 
winter pressures 

 Recommend for closure 

Risk score 
recommended to 
reduce and be 

closed 
3 x 2 = 6 

Target March 
2021 3 x 2 = 6 

 Monitor through RPG the 
potential interpretation of ‘global 
restrictions’ in the context of 
enforcing social distancing and 
staggered mealtimes due to C19 
but deemed important for staff 
and patients at the current time 

 Risks will be reviewed in line with 
the Patient Safety Strategy 
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R
is

k 
ID

Potential Risk 

Ex
ec

ut
iv

e 
Le

ad

M
on

ito
rin

g

Mitigating actions/ controls in place 

Risk scoring 
status 

(consequence x
likelihood) / 
target score/
completion/ 
assurance 

Actions outstanding/ further
mitigating actions required 

C
R

R
64

 

If EPUT experiences further 
serious inpatient safety incidents 
then high quality patient care is 
compromised resulting in 
additional regulatory scrutiny 

AG
/P

S

LR
R

G
 

 Risk closely aligned to BAF10 
Ligature reduction 

 Information requests to CQC 
responded to in a timely manner 

 Joint meetings across operations to 
encompass learning from serious 
incidents 

Risk score 
unchanged 

Feb/Mar 
4 x 3 = 12 

Target March 
2021 4 x 2 = 8 

 Serious incident resulting in 
death related to an abscond from 
Finchingfield saw this risk 
materialise with an unannounced 
visit from CQC 

 Serious incident resulting in 
death related to ligature on 
Henneage also saw this risk 
materialise 

C
R

R
75

 If EPUT does not achieve ECTAS 
accreditation then there may be 
adverse media coverage resulting 
in a lack of public confidence in 
the services offered to our patients 

M
K

ES
O

G
  EPUT is working to ECTAS 

standards 
 EPUT is prepared for the 

accreditation inspection 

New risk 
4 x 3 = 12 

Target date June 
21 

4 x 2 = 8 

 Awareness of media/social 
media activism related to ECT 

 Delay in accreditation is due to 
Covid19 

C
R

R
48

 

If EPUT is unable to suitably fill 
consultant vacancies across 
clinical services on a substantive 
or locum basis then the Trust may 
not be able to deliver safe and 
effective services, resulting in poor 
patient flow and possible patient 
harm 

M
K

M
ed

ic
al

 S
ta

ffi
ng

 
C

om
m

itt
ee

 
• Cover maintained by locum and 

agency staff 
• GMC approval to allow overseas 

doctors to work in the UK 
• National Fellowship Scheme in 

place 

Risk score 
unchanged 

Feb/Mar 
4 x 4 = 16 

Target March 
2021 4 x 2 = 8 

 Continue to recruit to vacancies -
there are 20 Consultant 
vacancies, of which Locum posts 
cover 16. Locums remain hard to 
source. 

C
R

R
68

 

If EPUT does not complete annual 
General Workplace Risk 
Assessments or they are of poor 
quality then its statutory 
requirement is not met resulting in 
non-compliance with CQC well led 
standards 

PS
 s

up
po

rte
d 

by
 a

ll 
Ex

ec
s

H
SS

C
 

• A Task and Finish Group within the 
Risk, Compliance and Assurance 
Directorate reviewed and simplified 
risk assessment paperwork, looking 
at other Trusts’ paperwork as well 
as HSE guidance 

• Taking legal advice on proposed 
documentation 

• Discussion through HSSC 

Risk score 
unchanged 

Feb/Mar 
4 x 4 = 16 

Target March 
2021 

4 x 2 = 8 

 Formal launch of new GWPRA 
documentation 
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Potential Risk 

Ex
ec

ut
iv

e 
Le

ad

M
on

ito
rin

g

Mitigating actions/ controls in place 

Risk scoring 
status 

(consequence x
likelihood) / 
target score/
completion/ 
assurance 

Actions outstanding/ further
mitigating actions required 

C
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R
74

 

If EPUT inpatient areas do have 
robust airlocks in place for 
access/egress then patients 
detained under the MHA may 
abscond resulting in potential 
serious harm to patients, staff or 
the public 

TS
/A

G
Ex

ec
ut

iv
e 

Sa
fe

ty
O

ve
rs

ig
ht

G
ro

up
 

• Recent incident on Finchingfield 
resulted in the death of a patient, 
injury to a member of staff and a 
focused inspection by the CQC – all 
action taken as required by the 
CQC inspection report 

Risk score 
unchanged 

Feb/Mar 
5 x 3 = 15 

Target March 21 
5 x 2 = 10 

• Linden Centre door set 
scheduled for delivery w/c 22 
March with completion by 31 
March 

• Rochford due to completion w/c 
15 March with air lock fully 
operational on 19 March 

C
R

R
76

 

If EPUT continues to receive 
inferior quality towels and bedding 
from its contractor then ligature 
incidents are increased resulting 
in possible serious patient harm PS

/T
S/

AG

ES
O

G
/L

R
R

G • Head of Estates and Facilities in 
communication with new contractor 

• Observation and engagement 
• Datix analysis being undertaken 

New Risk 
Score 

C5 x L4 = 20 

• Ensure patient privacy and 
dignity is not compromised 

• Enhanced observation and 
engagement 

• Further discussion with 
contractor 

Strategic Objective 2: To be a high performing health and care organisation and in the top 25% of community and mental health Foundation Trusts - Lead 
Director: Paul Scott supported by all other Executive Directors - Impact of not achieving the Strategic Objective 4 (Consequence) x 3 (Likelihood) = 12 risk 
score 

C
R

R
40

 

If the Trust is not adequately 
prepared, or there is a lack of 
funding for the cyber team, it could 
be subject to a cyber-attack that 
compromises clinical or corporate 
IT systems, and the consequent 
cost pressure may result in a 
financial risk to EPUT 

TS

ES
O

G
PS

T 

• Windows 10 upgrade licences now 
purchased 

• Cyber Essentials Accreditation 
• Cyber Team in place 
• Robust updates and patching 

Risk score 
unchanged and at 

threshold 
Feb/Mar 
4 x 2 = 8 

• None 
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Table 2 – Mapping of risks against 5 x 5 scoring matrix 

RISK RATING 
Consequence 

1 2 3 4 5 

Li
ke

lih
oo

d 1 
2 CRR56  CRR49 CRR40 CRR57 
3 CRR34 CRR75 CRR11   CRR14 CRR53 CRR64 CRR72 CRR74 
4 CRR45   CRR48 CRR68 
5 CRR76 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item No: 8b (i) 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: Board of Directors Audit Committee Assurance 
Report 

Executive/Non-Executive Lead: Janet Wood, Chair 
Report Author(s): Carol Riley, Audit Committee Secretary 
Report discussed previously at: Assurance Reports provided to the Board following 

Audit Committee Meetings. 

Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

N/A 

State which BAF risk(s) this report 
relates to 

N/A 

Does this report mitigate the BAF 
risk(s)? 

Yes/ No 

Are you recommending a new risk 
for the EPUT BAF? 

Yes/ No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 
Describe what measures will you 
use to monitor mitigation of the risk 

Purpose of the Report 
This report provides the Board of Directors: 

• Assurance to the Board that the duties of the Audit 
Committee, which include Governance, Risk Management 
and Internal Control, have been appropriately complied with. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 

1 Note the contents of the report 
2 To confirm acceptance of assurance given in respect of risks and actions identified 
3 To Request any further information or action. 

Summary of Key Issues 

• Internal Audit Progress Report 2020/21 
• Internal Audit Annual Plan 
• LCFS Progress Report 
• External Audit 
• Waiver of Standing Orders 
• Asset Verification and Statement of Financial Position Write Offs 
• Impaired Debt Write Offs 
• Losses and Special Payments 
• Non Consolidation of Charity Accounts 2020/21 
• Self Assessment Checklist 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

• Annual review of Terms of Reference 
• Annual Workplan 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 
CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust 
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
Nil 

Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed No If YES, EIA Score 

Acronyms/Terms Used in the Report 

Supporting Documents and/or Further Reading 

Appendix 1 – Terms of Reference 

Lead 

Janet Wood 
Chair of Audit Committee 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item: 8b (i)
Board of Directors 

Meeting: 31 March 2021 

EPUT 

ASSURANCE REPORT FROM THE AUDIT COMMITTEE CHAIR 

1.0 PURPOSE OF REPORT 

This report is provided by the Chair of the Audit Committee, a sub-committee of the Board of 
Directors to provide assurance to Board members that the duties of the Audit Committee, which 
include Governance, Risk Management and Internal Control have been appropriately complied 
with. 

2.0 EXECUTIVE SUMMARY 

Audit Committee Meeting 16 March 2021 

The Audit Committee met on the 16 March 2021.  The meeting previously arranged for the 15 
January 2021 was cancelled due to the Covid pandemic.  However, papers were circulated to 
members for comments and the Chair of the Audit Committee, Chief Finance Officer and the 
Head of Financial Accounts had a brief meeting on the 15 January 2021 whereby minutes of 
the 19 November 2020 were approved under Chairs Action.  A file note was issued to 
members. 

At the meeting held on 16 March 2021 the following matters were discussed: 

The Audit Committee 

1. Internal Audit 

Internal Audit Progress Report 2020/21 
The following reports have been finalised and issued with the following assurance: 

• Patient Experience (  moderate assurance) 
• Safeguarding (design substantial assurance and effectiveness moderate) 

The following reports are due to be presented to the Audit Committee in May 2021. 

• Inpatient Deaths 
• Data Security & Protection 

Internal Audit 2021/22 Annual Plan
The Committee approved the above annual plan. 

LCFS Progress Report 

NHSCFA 
The NHSCFA are in the process of issuing new standards. The new standards will be 
presented to the May 2021 Audit Committee. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Procurement Exercise 
The recent procurement exercise carried by the NHSCFA showed no discrepancies for 
the Trust. 

LCFS 2021/22 Annual Workplan
The above workplan is due to be presented to the Audit Committee in May 2021. 

2. External Audit 

External Audit Plan 2021/22
The Committee approved the Provisional Audit Plan for 2020/21 

3. Waiver of Standing Orders 
During the period from 1 January 2021 to 28 February 2021, standing orders for 
competitive quotations were waived on ten occasions to the value of £513,148 (including 
VAT). It was noted that one of these related to the mass vaccination programme which 
totalled £297,585. 

4. Asset Verification and Statement of Financial Position Write Offs 
The Trust’s annual verification of fixed assets has now been completed. The list of assets 
unable to be verified or have become obsolete totals £3,080. 

The Committee approved the write down of Oxehealth totalling £206,420.06. The 
Committee had previously approved the write down of £188,454.83 prior to accounting 
treatment finalisation. 

5.  Impaired Debt Write Offs 
The total write offs as at the 28 February 2021 totals £17,346.25. 

6. Losses and Special Payments 
The report highlighted that as at the end of Month 10 the Trust is reporting losses and 
special payments of £5,047. 

7. Non Consolidation of Charity Accounts 2020/21
The Committee approved the above. 

8.  Self Assessment Checklist 
The Committee approved the above. 

9.  Annual Review of Terms of Reference 
The terms of reference were approved subject to minor amendments and attached at 
Appendix 1 for approval by Board. 

10. Annual Workplan – 2021/22
The Committee approved the above. 

3.0 MANAGEMENT OF RISK 

The Audit Committee is not responsible for managing any of the Trust’s significant risks (as 
identified in the Board Assurance Framework). 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

4.0 NEW RISKS 

There are no new risks that the Audit Committee has identified that require adding to the 
Trusts’ Assurance Framework, nor bringing to the attention of the Board of Directors. 

5.0 ACTION REQUIRED 

The Board of Directors are asked to: 

1. Note the summary of the meeting held on 16 March 2021 
2. Confirm acceptance of assurance given in respect of risk 
3. Request further action/information as required. 

Janet Wood 
Non Executive Director 
Chair of Audit Committee 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Appendix 1 

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 

AUDIT COMMITTEE 
TERMS OF REFERENCE 

1. AUTHORITY 1.1 The Audit Committee is constituted as a standing committee 
of the Trust's Board of Directors.  Its constitution and terms 
of reference shall be as set out below, subject to 
amendment at future board of directors meetings 

1.2 The Audit Committee is authorised by the Board of Directors 
to act within its terms of reference.  All members of staff are 
directed to co-operate with any request made by this 
Committee 

1.3 The Audit Committee is authorised by the Board of Directors 
to instruct the in-house legal advisors and other professional 
advisors and request the attendance of individuals and 
authorities from outside the Trust with relevant experience 
and expertise if it considers this necessary for or expedient 
to the exercise of its functions 

1.4 The Audit Committee is authorised to obtain such internal 
information as is necessary and expedient to the fulfilment 
of its functions 

1.5 These terms of reference shall be read in conjunction with 
the Trust’s Scheme of Delegation, Standing Orders, 
Constitution and Standing Financial Instructions, as 
appropriate. 

2. ROLE 2.1 The Committee is authorised by the Board of Directors to 
investigate any activity within the Trust. It is authorised to 
seek any information it requires from any employee and all 
employees are directed to co-operate with any request made 
by the Committee 

2.2 The remit of this committee and delegated limits is contained 
within the Scheme of Delegations. 

3. FUNCTIONS 3.1 The duties of the Committee shall include the following: 

Governance, Risk Management and Internal Control
3.2 The Committee shall review the establishment and 

maintenance of an effective system of integrated 
governance, risk management and internal control, across 
the whole of the organisation’s activities (both clinical and 
non-clinical), that supports the achievement of the 
organisation’s objectives 

3.3 In particular, the Committee will review the adequacy of: 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

• all risk and control related disclosure statements (in 
particular the Annual Governance Statement and Care 
Quality Commission essential standards of quality and 
care), together with any accompanying Head of Internal 
Audit statement, external audit opinion or other 
appropriate independent assurances, prior to 
endorsement by the Board 

• arrangements by which staff of the Trust may raise, in 
confidence concerns about possible improprieties in 
matters of financial reporting and control, clinical quality, 
patient safety and other matters 

• the underlying assurance processes that indicate the 
degree of the achievement of corporate objectives, the 
effectiveness of the management of principal risks and 
the appropriateness of the above disclosure statements 

• the policies for ensuring compliance with relevant 
regulatory, legal and code of conduct requirements 

• the policies and procedures for all work related to fraud 
and corruption as set out in Secretary of State Directions 
and as required by NHS Counter Fraud Authority 

• proposals for tendering for both Internal or External Audit 
services and the Local Counter Fraud Specialist services 
or for purchase of non-audit services from contractors 
who provide audit services 

3.4 In carrying out this work the Committee will primarily utilize 
the work of Internal Audit, External Audit and other 
assurance functions, but will not be limited to these audit 
functions. It will also seek reports and assurances from 
directors and managers as appropriate, concentrating on the 
over-arching systems of integrated governance, risk 
management and internal control, together with indicators of 
their effectiveness 

3.5 The Committee will create an Annual Working Plan setting 
out proposed actions, priorities and objectives and against 
which its performance is to be evaluated on an annual basis 
in accordance with paragraph 12 below 

3.6 To receive assurance that the Board Assurance Framework, 
Corporate Risk Register and the Directorate Risk Registers 
are properly utilised by the standing committees of the Board 
of Directors and by the Executive Directors to identify and 
adequately manage risk and identify mitigating actions. 

Internal Audit 
3.7 The Committee shall ensure that there is an effective internal 

audit function established by management that meets 
mandatory Public Sector Internal Audit Standards and 
provides appropriate independent assurance to the Audit 
Committee, Chief Executive and Board. This will be 
achieved by: 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

• consideration of the provision of the Internal Audit 
service, the cost of the audit and any questions of 
resignation and dismissal 

• review and approval of the Internal Audit strategy, 
operational plan and more detailed program of work, 
ensuring that this is consistent with the audit needs of the 
organisation as identified in the Assurance Framework 

• consideration of the major findings of internal audit work 
(and management’s response), and ensure co-ordination 
between the Internal and External Auditors to optimize 
audit resources 

• ensuring that the Internal Audit function is adequately 
resourced and has appropriate standing within the 
organisation 

• annually reviewing of the effectiveness of internal audit. 

External Audit 
3.8 The Committee shall review the work and findings of the 

External Auditor appointed by the Council of Governors and 
consider the implications and management’s responses to 
their work. This will be achieved by: 

• consideration of the appointment of the External Auditor 
leading to an annual recommendation by the Audit 
Committee to the Council of Governors regarding the 
appointment/re-appointment of the External Auditor. This 
report will include reference to the performance of the 
external auditor including details such as the quality and 
value of the work and the timeliness of reporting and fees 

• discussion and agreement with the External Auditor, 
before the audit commences, of the nature and scope of 
the audit as set out in the Annual Plan, and ensure 
coordination, as appropriate, with other External Auditors 
in the local health economy 

• discussion with the External Auditors of their local 
evaluation of audit risks and assessment of the Trust and 
associated impact of the audit fee 

• review all External Audit reports before submission to the 
Board and any work carried outside the annual audit plan, 
together with the appropriateness of management 
responses 

• ensuring that there is a current policy on the engagement 
of the external auditor to supply non-audit services which 
has been approved by the Council of Governors 

• ensuring that there is a process in place so as to be able 
to report to the Council of Governors on any matters of 
significance 

• ensuring that there is a process in place which delegates 
responsibility to the Audit Committee to review and 
monitor the independence and objectivity of the external 
auditor. 

3.9 The Audit Committee have a responsibility to ensure that the 
Trust’s appointed External Auditors are not compromised in 

Page 8 of 12 



 

   

      
  

  
   

  
    

    
   

 
   

  
 

  
 

     
    
   

 
 

   
  

 
 
 

 
 

  
 

  
 

   
 

   
 

 
 
    

  
   

    
  

 
  

      
  

   
 

 
   

  
  

 
   

        
  

      
   

ESSEX PARTNERSHIP UNIVERSITY NHS FT 

terms of maintaining their integrity, objectivity and 
independence (as per section 1.8 of the Code of Audit 
Practice produced by the National Audit Office) or prohibited 
from undertaking such work. The Chair of the Audit 
Committee is required to be consulted with, and approve the 
use of the Trust External Auditors for any non-audit work 
prior to their appointment. This does not delegate the 
approval of expenditure to the Chair of the Committee. 

Counter Fraud 
3.10 The Committee will: 

• review and approve the annual Local Counter Fraud 
Specialist work plan 

• review the effectiveness of the counter fraud strategy 
• monitor the implementation of Counter Fraud reports 
• consider the annual report of the Local Counter Fraud 

Specialist. 

Local Security Management Specialist
3.11 Consider the annual report of the Local Security 

Management Specialist. 

Standing Orders, Standing Financial Instructions and 
Scheme of Delegation (SOs, SFIs and SoD) 
3.12 The Committee will: 

• review annually the SOs, SFIs and the Scheme of 
Delegation 

• review changes to the SOs, SFIs and the Scheme of 
Delegation 

• examine the circumstances associated with each 
occasion when SOs are waived and comment as 
necessary. 

Other Assurance Functions 
3.13 The Audit Committee shall review the findings of other 

significant assurance functions, both internal and external 
to the organisation, and consider the implications to the 
governance of the organisation 

3.14 These will include, but will not be limited to, any reviews 
by Department of Health Arm’s Length Bodies or 
Regulators/Inspectors (e.g. professional bodies with 
responsibility for the performance of staff or functions 
(e.g. Royal Colleges, accreditation bodies, etc). 

3.15 Where necessary, the Committee will review the work of 
other committees within the organisation, whose work 
can provide relevant assurance to the Audit Committee 

Management
3.16 The Committee shall request and review reports and 

positive assurances from directors and managers on the 
overall arrangements for governance, risk management 
and internal control, including but not limited to: 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

• Annual Counter Fraud Report 
• Annual Local Security Management Specialist 

Report 
• Annual Report 
• Financial Statements 
• Annual Internal Audit Plan 
• External Audit Report 
• Other reports as required (Clinical Audit Annual 

Report, LSMS Annual Report, Freedom to Speak Up 
Annual Report, Cyber Security) 

3.17 They may also request specific reports from individual 
functions within the organisation (e.g. clinical audit) as 
they may be appropriate to overall arrangements. 

3.18 Annual Accounts Review 
To review the annual statutory accounts for exchequer 
funds and the Charitable Funds accounts (which subject 
to an annual materiality test, are not consolidated), before 
they are presented to the Board of Directors, in order to 
determine their completeness, objectivity, integrity and 
accuracy. This review will cover but is not limited to: 

• the meaning and significance of the figures, notes and 
significant changes 

• areas where judgement has been exercised 
• adherence to accounting policies and practices 
• explanation of estimates or provisions having material 

effect 
• the schedule of losses and special payments 
• any unadjusted statements 
• any reservations and disagreements between the 

external auditors and management which have not 
been satisfactorily resolved 

3.19 To review the annual report and annual governance 
statement before they are submitted to the Board of 
Directors to determine completeness, objectivity, integrity 
and accuracy 

3.20 To review all accounting and reporting systems for 
reporting to the Board of Directors, including in respect of 
budgetary control. 

3.21 Value for Money (VFM)
The Committee will consider the appropriateness of value 
for money projects undertaken by the Trust and receive 
regular reviews of VFM progress 

3.22 The Committee will also consider other topics as defined 
by the Board of Directors or Council of Governors arising 
from any sources that are considered by the Committee 
to be significant to the Trust. 
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4 SUB COMMITTEES 
AND SUB-GROUPS 

None 

5 MEMBERSHIP Three (3) Four (4) Non-Executive 
Directors, one of whom must have 
relevant and recent financial experience 

6 IN ATTENDANCE 
(as required) 

7 SUPPORT TO 
COMMITTEE 

8 ATTENDANCE AT 
MEETINGS 

9 QUORUM 

10 FREQUENCY OF 
MEETINGS 

11 REPORTING AND 
MINUTES 

• Where limited assurance reports are 
received from the internal auditors, the 
Director responsible will be invited to 
attend the meeting to discuss the 
report and actions taken 

• Deputy Chief Finance Officer / Head 
of Financial Accounts 

• Executive Chief Finance Officer 
• Internal Audit Representative 
• External Audit Representative 
• Local Counter Fraud Specialist 
• Chief Executive to present the Annual 

Governance Statement 
• Other Directors and officers as 

requested by the members 
• At each meeting the Internal or 

External Auditors will have the 
opportunity to meet with the 
Committee without an Executive 
Director of the Board being present. 

• Associate Director of IT Business 
Operations 

• Chair of the Quality Committee 

PA to the Executive Chief Finance 
Officer, or as agreed by the members 

It is expected that members will attend a 
minimum of 75% of meetings per year. 

Two (2) Non-Executive Directors 

Meetings shall be held not less than four 
times a year or more often as the 
members may deem necessary. 

11.1 Minutes of the meetings, 
resolutions and any action 
agreed will be recorded and 
circulated to Committee 
members for approval 

11.2 The Committee will report in 
writing to the Board of Directors 
after each meeting advising the 
Committee has met and the 
decisions it has made. If 
requested to do so it will provide 
further information to the Board 
of Directors including the terms 
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of any advice it has received and 
considered 

11.3 The Audit Committee will provide 
to the Board an annual self-
assessment report including 
highlighting areas for 
improvement. 

12. MONITORING OF 
EFFECTIVENESS 

12.1  These terms of reference shall be 
reviewed by the Board of 
Directors at least annually. 

12.2 The Audit Committee shall 
undertake an annual review of 
its performance against these 
terms of reference to ensure its 
effectiveness in discharging the 
functions delegated to it by the 
Board of Directors and in 
achieving the Trust’s objectives. 
The Audit Committee shall 
report to the Board of Directors 
on the results of this review and 
consult with the Council of 
Governors. 

13  DATE  ORIGINALLY 
APPROVED 

03 April 2017 

14 REVIEW DATES March 2018, March 2019, Final 
amendments approved on  1 May 2019, 
March 2020, March 2021 

15   NEXT REVIEW DATE March 2022 
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Agenda Item No:8(b)ii 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: Finance & Performance Committee Assurance 
Report 

Executive/Non-Executive Lead: Manny Lewis 
Chair of the Finance and Performance Committee 
Paul Scott 
Chief Executive Officer 

Report Author(s): Janette Leonard 
Director of ITT, Business Analysis and Reporting 

Report discussed previously at: 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

Listed in BAF report 

State which BAF risk(s) this report 
relates to 

all 

Does this report mitigate the BAF 
risk(s)? 

Yes/ No 

Are you recommending a new risk 
for the EPUT BAF? 

Yes/ No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 
Describe what measures will you 
use to monitor mitigation of the risk 

Purpose of the Report 
This report provides the Board of Directors 

• 
Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 

1 Note the contents of the report 
2 Confirm acceptance of assurance provided 
3 Request any further information or action. 

Summary of Key Issues 

Performance Report 

This month’s report has been aligned to the CQC scoring metrics in order to align the 
monitoring of key performance indicators, using inadequate, Requires improvement and 
Good as the principles for the prioritisation of focus.  This report covers the position for month 
11. 

In February 2021, there were 25 indicators within target, of which 5 have been identified as 
inadequate performance 
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• Timeliness of Data Entry 
• CPA 12 Month Reviews 
• Inpatient MH Capacity (Adults & PICU) 
• Out of Area Placements 
• Waiting Lists 

Executive Chief Operating Officer (ECOO) updated the Committee on the work currently 
being undertaken to address the 5 areas of inadequate performance. 

The ECOO also updated the Committee on the work currently taking place on Inpatient wards 
and out of area placements both internally and externally alongside NHSE who are working 
with organisations across Essex to understand the bed demand and the impact on our bed 
occupancy due to COVID19. 

The ECOO also highlighted the continued difficulties with accessing Children’s inpatient beds 
and shared some early discussions that had taken place with Essex County Council on 
reviewing Tier’s 3 and 4 models of care and agreed to keep the Committee updated on 
progress. 

Contract Exception Reporting 

Two Contract Performance Notices issued by Mid & South Essex CCG’s continue to be on 
hold for MH RTT, Patient Referred to the MH First Response Team seen within 28 days, 
and Community MH service users on CPA with a care plan.  CCG’s have agreed to remove 
this following several months of target attainment this was formally removed at the 
beginning of March 2021. 

The Committee were assured that these areas of inadequate performance were being 
managed and were keen to continue monitoring these areas against agreed trajectories at 
the next meeting. 

Financial Position: 

The Trusts M11 YTD surplus is £2.2m against the planned YTD deficit of £6.8m. This 
favourable position is due to the payment received from NHS England in respect of lost 
income. 

Capital resources for the year total £16.7m with expenditure of £9.4m incurred year to date. 
The Trust continues to forecast and target the full use of its available resources however, this 
remains a significant risk due to the backend loading of the programme and the impact of the 
pandemic on the Trust and its suppliers. 

Cash balances remain positive and better than planned due to accelerated payments at the 
start of the financial year which are still to unwind. 

Sub-Committee Reports 

The committee received 8 sets of Executive Operational Sub-Committee Part one minutes for 
noting: 

• 5th January 2021 
• 12th January 2021 
• 26th January 2021 
• 2nd February 2021 
• 9th February 2021 
• 16th February 2021 
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• 23rd February 2021 
• 2nd March 2021 

Quarter 4 – Board Assurance Framework (BAF) Action Plan Update 

The Deputy Director of Compliance and Assurance updated the committee on the current 
position with the progress against the BAF. 

The Committee reviewed and scrutinised the BAF summary of F&PC risks as at March 2021 
and reviewed and scrutinised the BAF action plans. 

The Committee agreed that the Action plans mitigated the identified risks. 

Any risks or Issues 

There were no Risks or issues identified. 

Any Other Business 

There was no other business 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 
CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 
Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 
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Non Recurrent £ 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 

Supporting Documents and/or Further Reading 

Lead 

Name; Manny Lewis
Job Title: Non Executive Director 
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Agenda Item 8(b)ii 
Board of Directors Meeting Part 1 

31 March 2021 

FINANCE AND PERFORMANCE COMMITTEE ASSURANCE REPORT 

1.0 Purpose of Report 

This report is provided by the Chair of the Finance and Performance Committee, Manny Lewis 
to provide assurance to Board members that the performance operational, financial and 
governance as at Month 11 February 2021. 

The Finance and Performance Committee (FPC) is constituted as a standing committee of the 
Board of Directors. The Board of Directors has delegated responsibility to this committee for 
the oversight and monitoring of the Trust’s financial, operational and organisational 
performance in accordance with the relevant legislation, national guidance, the Code of 
Governance and current best practice from 1 April 2017. 

The Committee is required to ensure that risks associated with the performance and 
governance arrangements of the Trust are brought to the attention of the Board of Directors 
and/or to provide assurance that these are being managed appropriately by the Executive 
Directors. 

2.0 Quality and Performance Report 

This month’s report has been aligned to the CQC scoring metrics in order to align the 
monitoring of key performance indicators, using Inadequate; Needs Improvement and Good 
as the principles for prioritisation of focus. This report covers the position of both month 6 
and month 7 in line with the agreed bi-monthly Trust Board. 

The Committee considered the following key issues: 

In February 2021, there were 25 Indicators within target, of which 5 have been identified as 
Inadequate performance. 

• Timeliness of Data Entry 
• CPA 12 Month Reviews 
• Inpatient MH Capacity (Adults & PICU) 
• Out of Area Placements 
• Waiting Lists 

Executive Chief Operating Officer (ECOO) updated the Committee on the work currently being 
undertaken to address the 5 areas of inadequate performance. Additional work for both CPA 12 
month reviews and Psychology Waiting lists having taken place through a deep dive approach 
with a view to addressing this under-performance. There is also additional work currently taking 
place by Meridian on behalf of the Medical Director looking at the outpatient waiting times. These 
pieces of work will identify trajectories for achieving compliance. 

The ECOO also updated the Committee on the work currently taking place on Inpatient wards and 
out of area placements both internally and externally alongside NHSE who are working with 
organisations across Essex to understand the bed demand and the impact on our bed occupancy 
due to COVID19. The ECOO also highlighted the continued difficulties with accessing Children’s 
inpatient beds and shared some early discussions that had taken place with Essex County 
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Council on reviewing Tier’s 3 and 4 models of care and agreed to keep the Committee updated 
on progress. 

The Committee were assured that these areas of inadequate performance were being 
managed and were keen to continue monitoring these areas against agreed trajectories at 
the next meeting. 

Contract Exception Reporting 

Two Contract Performance Notice issues by Mid & South Essex CCG’s continue to be on 
hold for MH RTT, Patient Referred to the MH First Response Team seen within 28 days, and 
Community MH service users on CPA with a care plan.  CCG’s have agreed to remove this 
following several months of on target attainment, and was formally removed at the beginning 
of March 2021. 

3.0 Financial Performance Report 

The Trusts M11 YTD surplus is £2.2m against the planned YTD deficit of £6.8m. This 
favourable position is due to the payment received from NHS England in respect of lost 
income. 

Capital resources for the year total £16.7m with expenditure of £9.4m incurred year to date. 
The Trust continues to forecast and target the full use of its available resources however, this 
remains a significant risk due to the backend loading of the programme and the impact of the 
pandemic on the Trust and its suppliers. 

Cash balances remain positive and better than planned due to accelerated payments at the 
start of the financial year which are still to unwind. 

Month 11 financial position: 
Financial Position: Year-to-date (YTD) surplus £2.2m, against the planned YTD deficit of 
£6.8m. This favourable position is due to the payment received from NHS England in respect 
of lost income. 

COVID Spend: The Trust incurred further expenditure of £1.7m in February 2021 (year to date 
£13.4m). Financial recovery of month 7 to month 12 spend is anticipated from Mid & South 
Essex Health and Care Partnership allocation (with month 1 to month 6 through national 
reimbursement). 

Mass Vaccination Spend: The Trust has incurred expenditure of £1.4m in February 2021 
(year to date £2.4m) with full recovery expected. 

CIP Position: 2020/21 target £11.7m including the 19/20 recurrent shortfall of £5.1m. In Year 
savings of £8.5m have been agreed with £0.4m identified as in pipeline. Recurrent savings at 
Month 11 are £3.8m. 

Temporary Staffing Spend: Total spend M11 £4.2m, with Bank spend £3.2m (YTD £32.5m) 
and Agency spend £1.0m (YTD £12.8m). Total temporary staff spend YTD £45.3m with total 
YTD COVID temporary staff spend £9.2m and YTD Mass Vaccination temporary staff spend 
£0.9m. 
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CAPEX: At M11 the Trust has incurred expenditure of £9.4m against capital resources 
£16.7m. 

Cash: The cash balance at the end of February was £112.9m which is better than planned 
with the supplementary national payment still to unwind. 

UoRR: Due to COVID-19 and the Adapted Financial Regime, NHSI is not monitoring against 
this metric. 

Sub Committee Reports 

The Committee received 8 sets of Executive Operational Sub-Committee part one minutes 
for noting: 

• 5th January 2021 
• 12th January 2021 
• 26th January 2021 
• 2nd February 2021 
• 9th February 2021 
• 16th February 2021 
• 23rd February 2021 
• 2nd March 2021 

Policies for Approval 

The following Policies and Procedures were approved by the Committee: 

• Retirement Policy 
• Job Evaluation Policy 
• Adverse Weather Policy 
• Policy for Policy Approval 
• Study Leave 

Quarter 4  - Board Assurance Framework (BAF)Action Plan Update 

The Board Assurance Framework (BAF) provides a comprehensive method for the effective 
management of the potential risks that may prevent achievement of the key aims agreed by 
the Board of Directors. EPUT’s risk Management and Assurance Framework requires that 
Standing Committees of the Board have a scrutiny and oversight role in ensuring that Action 
Plans developed to mitigate risks on the BAF are robust. 

The Deputy Director of Compliance and Assurance updated the committee on the current 
position with the progress against the BAF. 

The Committee reviewed and scrutinised the BAF summary of F&PC risks as at March 2021 
and reviewed and scrutinised the BAF action plans. 

The committee agreed that the Action plans mitigated the identified risks. 

Any Risks or Issues 

There are no risks and Issues identified. 
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Any other Business 

There was no other business 

Report prepared by: 

Janette Leonard 
Director of ITT, Business Analysis and Reporting
On behalf of: 

Manny Lewis
Chair of the Finance and Performance Committee 
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Agenda Item No: 8biii 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: Quality Committee Assurance Report 
Executive/Non-Executive Lead: Amanda Sherlock, NED and Chair of Quality Committee 
Report Author(s): Natalie Hammond, Executive Nurse 
Report discussed previously at: N/A 
Level of Assurance: Level 1 Level 2  Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

Individual risks are identified for each sub-committee, 
COVID has had an impact on resources but all sub-
committees remain on track. 

State which BAF risk(s) this report 
relates to 

BAF53 Safety Actions 
BAF45 CQC Inspections and Learning 
BAF55 Warning Notice 
BAF32 Quality Improvement 
BAF4   Fire Safety 
BAF10 Ligature Reduction 

Does this report mitigate the BAF 
risk(s)? 

Yes, it mitigates risk in relation to substantive staffing. 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 
Describe what measures will you 
use to monitor mitigation of the risk 

On-going review is scheduled through meeting 
structures. 

Purpose of the Report 
This report provides assurance to the Board that the Quality 
Committee is discharging its terms of reference and 
delegated responsibilities effectively, and that the risks that 
may affect the achievement of the Trust’s objectives and 
impact on quality, are being managed effectively. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 
1 Note the contents of the report 
2 Confirm acceptance of assurance given in respect of risks and actions identified 
3 Request further action/information as required. 

Summary of Key Issues 
At the meetings held on 11 February 2021 and 11 March 2021, the Quality
Committee: 

Received the following reports: 
• Quality Performance Report 
• CQC Exception Report 
• Combined Assurance Report 
• Performance Hotspot Report 
• COVID BAF Assurance Framework 
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• BAF Action Plan 

Reviewed the following policies: 

• CLP74 – AMHP Approval and Re-approval Policy subject to a check that changes 
were administrative 

• Overarching Clinical Guidelines (Marsden Manual) Policy 
• CP75 Ligature Risk Assessment & Management Policy 
• CPG59 Data Protection & Confidentiality Policy 
• Corporate Health & Safety Policy & Procedure 

Risks/Hotspots: 

The Committee identified: 
• No risks to be escalated to the corporate risk register 
• No risks or issues to be raised with other outstanding committees 
• No recommendations to the Audit Committee linked to the internal audit programme 

The Committee identified good progress against governance agenda particular medical and 
profession education, equality and seclusion and MHA and safeguarding. 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 
SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 
SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 

Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 

X 

CO4: To embed Covid19 changes into business as usual and update all Trust strategies 
and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I Planning 
Guidance 

Which of the Trust Values are Being Delivered 
1: Open X 
2: Compassionate X 
3: Empowering X 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 
Data quality issues 
Involvement of Service Users/Healthwatch 
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Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

TO BE SUBMITTED ONCE COSTINGS HAVE BEEN DEVELOPED 
Capital £

Revenue £ 
Non Recurrent £ 

Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 

Supporting Documents and/or Further Reading 

Lead 
Amanda Sherlock 
Non Executive Director and Chair of the Quality Committee 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item 8(b)iii
Board of Directors Meeting

31 March 2021 
ESSEX PARTNERSHIP UNIVERSITY NHS TRUST 

QUALITY COMMITTEE ASSURANCE REPORT 

 Purpose of Report 

This report is provided to the Board of Directors by the Chair of the Board of Directors Quality 
Committee.  As an integral part of the Trust’s agreed assurance system, the report is 
designed to provide assurance to the Board that: 

• Risks that may affect the achievement of the Trust’s objectives and impact on quality 
are being managed effectively. This is an integral part of the Trust’s agreed 
assurance system; 

• The Committee is discharging its terms of reference and delegated responsibilities 
effectively. 

 Executive Summary 

2.1 Minutes of previous meetings 
The minutes of the Quality Committee meeting held on 11 February 2021 and 11 
March 2021 were approved.  

2.2 Summary of discussions and issues identified as well as assurances provided 
at the February and March meetings: 

February 2021 

2.2.1 Quality Performance Report: The Committee received the report that gave 
an updated position as at December 2020. Four hotspots areas were showing 
inadequate performance: 

• CPA 12 Month Reviews – Performance in December was below the national 
95% target at 94.4%. Performance remains inconsistent with monthly 
fluctuations below and above target. Performance is required to meet target 
for three months until this indicator can be downgraded. The Committee was 
advised that this indicator remained under review with Commissioners. 

• 2 Inpatient indicators, Inpatient MH Capacity (Adults, PICU and Older Adults) 
– Increases in staff and patient COVID outbreaks are resulting in ward 
closures, which are driving need for out of area placements. The Committee 
was advised that EPUT is not alone with the pandemic causing a major 
incident across Essex. Contractual arrangements had been made with The 
Priory in recognition that it was not good patient experience to be located out 
of the vicinity. Assurance was sought that processes had been put in place to 
maintain robust communication with out of area placements and it was 
confirmed that quality and safety reviews had been built into contractual 
arrangements. It was agreed that Service Directors would be contacted to 
give assurance that robust communication was taking place. 

• Waiting lists: There has been an increase in the number of patients not seen 
12+ months. And whilst there has been a reduction in the ADHD there 
remains a lack of engagement with the expectation that a further 90 will be 
discharged to General Practice as a consequence. The Committee sought 
assurance that a range of options were being considered to improve this 
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indicator and were advised that there has been an increase in virtual and 
telephone consultations. The issue was associated with demand and capacity 
due to increases in case loads particularly in relation to psychological 
services. 

In December 2 areas were identified requiring improvement: 
• Bullying and Harassment – These incidents currently represent a concern for 

the Trust with 21 cases raised to HR year to date. The Trust has been working 
to increase the number of staff who report bullying and harassment incidents 
by introducing anti-bullying ambassadors. The Committee was advised that 
staff survey results are expected and initial indications are showing some 
improvement in this area. 

• Cardio Metabolic Assessments/SMI indicators continue to be at variance with 
local targets however improvement is being seen across all indicators that 
EPUT is responsible for. It was noted that compliance is based on full 
assessment being completed however during the COVID pandemic 
community teams have encountered difficulties in completing the parts of this 
assessment where face to face contact can be essential, e.g. blood tests and 
blood pressure. 

The Committee was advised that safer staffing had been achieved with many areas 
being over on staffing linked to increased patient safety requirements as a result of 
the pandemic. It was noted that a risk assessment tool linked to OPEL requirements 
had been introduced to give assurance that staffing levels are appropriate. It was 
noted that due to increased need to use temporary staffing there was an inherent risk 
that systems and processes may be compromised due to lack of knowledge. It was 
questioned if overfill costs were refunded and it was confirmed that during the first 
wave a COVID fund had been established which was being managed by the Director 
of Finance. 

It was noted that within the report there were a number of areas of improvement and 
assurance was sought that frontline team were commended for their work. It was 
agreed that an action would be taken to provide feedback. 

The Committee concluded that that was insufficient assurance that progress was 
being made in some areas and requested details of ownership and the plan to drive 
improvement. It was agreed that a deep dive report would be requested in relation to 
CPA and waiting lists. 

The Committee discussed Committee ownership of the report that is currently 
reviewed at three meetings. It was agreed that clarity would be sought within the 
development of the accountability framework and the review of governance 
arrangements. 

2.2.2 CQC Exception Report: The Committee received an update report outlining 
assurance on the key CQC related activities that are being undertaken within the 
Trust. The report also gave details of CQC guidance/updates that have been received 
since the last report. 

• Meeting Registration Requirements – The Committee was advised that the 
CQC had been notified of the appointment of a new NED. In addition a 
submission was made on 3 February listing 14 sites from which the mass 
vaccination programme will be delivered with overarching registration being 
held by the Trust Head Office. 

• Unannounced CQC Inspection – The Committee was given an update of 
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actions that had been taken following receipt of a warning notice after an 
unannounced inspection on the 29 October 2020 focusing on Finchingfield 
Ward following a series of incidents that took place on 23 October. All actions 
have been addressed and the warning notice action plan has now been 
closed and submitted to the CQC as required. The Trust is expecting to 
receive a formal report from CQC but are continuing to work to a draft copy. 
The clinical intensive support group remains in place and continues to 
address all actions including those received from the 6 “Must Do” requirement 
notice actions. Incorporated into the action plan is a review of other areas to 
address any inconsistencies in service provision. 

• CQC Action Plan Testing – The Compliance Team have completed a final test 
of the actions, which utilized a mix of table top evidence reviews, virtual 
interviews and focused site visits to confirm of the actions put in place have 
been embedded and sustained in practice. 

• Ligature Briefing - 17 virtual ligature inspections have been undertaken which 
overall were positive with a few minor concerns pick up. LRRG have been 
made aware of the non-compliance and will be managing the actions. It was 
noted that Cambridge University students are looking into ligature 
management and the Trust is in discussion with them and across the Nursing 
Director network a provider group is working with the CQC to develop 
guidance in relation to ligature management. The Committee sought 
assurance that the guidance would be seen as a minimum requirement and 
therapeutic interventions would be considered in addition to environmental. It 
was agreed that this should include early warning signs. 

March 2021 

2.2.3  Combined Assurance Report 

• Information Governance: The sub-committee last met on 10 February with no 
new risks being identified. Progress had been noted against two previous 
hotspots. Due to changes to the Records Management Code of Practice the 
adequacy agreement being extended to 30 June 2021. IG training is currently 
at 91%. It was confirmed that the achievement of 95% remains a priority for 
the Trust and individual Directorates were taking action. There continues to be 
ongoing changes to legislation and these were being monitored and 
implemented. 

• Mortality: The last two meetings have been postponed due to the transfer of 
resources to the vaccination programme. It was confirmed that meetings will 
commence in March and whilst capacity had been reduced focus had been 
maintained in relation to ensuring nationally mandated reporting requirements 
were met. The quarter 3 report would be considered by the sub-committee 
this month and would be brought to the Quality Committee last month. 

• Equality and Inclusion: The Committee noted that there were no risks to note 
and commended the significant areas of work that were being delivered. 

• MHA and Safeguarding: Due to changes to the legislation it was noted that 
the pressure on teams remained high. There was an improved position in 
relation to the electronic medical scrutiny process and issues had been 
resolved in relation to the input of information onto PARIS. MHA mandatory 
training is up to 94% across the Trust. It was noted that agreement had been 
given for tribunal meetings to be held virtually for another year. Discussion 
took place in relation to the impact of the Devonshire Judgment. The MHA 
office are in the process of completing the remedial work required e.g. a 
review of all detentions. It was acknowledged that this was a huge piece of 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

work impacting over 2,500 records. Assurance was sought in relation to risk 
and it was confirmed that legal advice had been sought and the risk was 
expected to be small. 

• Restrictive Practices: It was confirmed that meetings had continued to take 
place. All training standards had been reviewed and the Trust was ready to 
commence delivery in line with the national accreditation standards that are 
scheduled to commence in April. A detailed review has been undertaken of 
seclusion and segregation incidents and as a result it had been agreed to 
commence a pilot QI programme on Poplar Ward. The Seclusion Policy has 
been agreed and final amendments are being made to the TASID Policy. 

• Clinical Governance: The sub-committee had continued to meet with progress 
made against the action plan. One hotspot had been identified in relation to 
medical representation at resuscitation and deteriorating patient sub group. 
Discussions have taken place and it is anticipated this hotspot will be rectified. 

• Quality Improvement: Work is ongoing to outline a proposal to more closely 
integrate quality improvement, innovation and research. The proposal will be 
brought to the May Quality Committee prior to consideration by the Trust 
Board. All training has recommenced although it was noted that operational 
pressures were impacting on trainer availability. A proposal has been 
circulated across service and user and carer forums for increased involvement 
in quality improvements and training. 

• Physical Health: The last meeting had been cancelled however, a new 
Physical Health Framework has been drafted and has been circulated for 
consultation and the physical health collaborative has reconvened. Assurance 
was sought that work was taking place with system partners to improve the 
overall health of local populations and compliance with health checks. The 
Committee received assurance that discussions were taking place with 
commissioners and some funding has already been received, Transformation 
programmes already in place with Trust employees working with primary care. 
It was noted that the collaborative was supporting joint working with each area 
taking the most appropriate approach for their local populations. 

• Health, Safety and Security: The sub-committee last met on the 22 February 
where a number of decisions were made. Whilst mitigation is being introduced 
there continues to be delays in the sign off of incident and safety alert. Two 
ligature fixed points had been identified and blind spots noted on Topaz ward. 
There is also a drop on eLearning training compliance at 68% that has been 
escalated. Action plans are in place covering all risks. 

• Patient Experience: Assurance was given that patient and carers have 
responded positively to the range of technological communications that had 
been introduced. Work was underway to relaunch family and friends feedback 
and the action plan for Community Mental Health Survey was approved. The 
next sub-committee is due to meet on 18 March where the drafts recompense 
policy and procedure will be presented for approval. The committee noted that 
this was a significant step forward increasing the potential for joint working in 
relation to patient safety and quality of care. 

• Research and Innovation: The Committee noted that research had 
recommenced and confirmation had been given that funding streams will be 
maintained. There remained a potential that staff may be asked to support 
acute Trusts in relation to the pandemic but this was deemed unlikely if the 
reduction in pressure continues. 

• Medical, Professional Education and Training: The Committee were assured 
that a great deal of positive work was ongoing though this sub-committee. 

o Preceptors: Action-learning sets have been initiated to support 
preceptees 

o Student placements: It was reported that the Trust is working creatively 
with local universities to accommodate the 37% increase in students. 
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Virtual placements are in place and are involving the community and 
third sector. It was noted that this was critical in assuring a workforce 
for the future. 

o CPD: Update has improved with many courses going on line. 
o MHA Training: EPUT consultants are contributing to national RCPsych 

Induction and Refresher courses. 
o Links with medical schools – The Trust has received positive feedback 

for placements provided during COVID restrictions. A new cohort has 
started their placement and is on schedule. 

o A proposal has been submitted to increase GP trainee placements 
within EPUT is under consideration in line with national programme to 
change structure and increase GP training capacity. 

2.2.4 Performance Hotspot Report 

• CPA: A great deal of work is currently underway to establish the level of 
performance in each locality. There has been sustained improvement since 
April 2020 and there is confidence that this will be on track moving forward. A 
review of the causes of the breaches found that the majority of issues lay with 
service users remaining on CPA on the electronic system when they should 
have been discharged off the system. The Committee was challenged to 
ensure all cased were being reviewed and that support was being given 
through medical caseloads to remove cases where CPA is not relevant. It was 
noted that sickness relating to the pandemic and turnover has had an impact 
during the recent period. It was noted that the Trust is reviewing procurement 
of an app that would support caseload management building in an 
accountability framework against a dashboard. The Committee were assured 
that appropriate actions were being taken. 

• Waiting Lists: A hotspot had been included in relation to patients not seen for 
12 months plus. Work undertaken has highlighted concern in relation to the 
live dashboard. A full data cleansing is taking place and is showing that the 
majority should be removed from the system or that the individuals involved in 
services across other areas of the Trust. Assurance was given that tighter 
management arrangements will be in place moving forward. Work is being 
undertaken with Meridian to understand the issues in more detail, following a 
review of the outcomes changes would be made to job plans. 

• It was reported that psychology waiting times had been reviewed in detail. A 
psychological awareness programme had been introduced and was resulting 
in a marked reduction in DNA rates. Work was being undertaken with 
commissioners to look at delivery models with some areas wishing to focus on 
capacity and others on need. It was noted that resourcing within the Trust was 
lower than the national average but investment was being brought forward 
particularly through NHSE. It was expected that within 8-12 months the 
backlog would be completely erased. Assurance was given to the committee 
that the work programme was covering three main areas: exposure to identify 
the problem, mitigation within the current contract and dialogue with 
commissioners in relation to thresholds. 

2.2.5 CQC Assurance Report 

Confirmation was given that the Trust is meeting all registration requirements and 
there are no open action plans with the CQC. Commissioners have recently 
undertaken a check of Finchingfield and confirmed that action plans had been 
embedded and made one suggestion to add additional CCTV to the ward. This is 
currently being initiated. The Inpatient Clinical Support Group has been expanded 
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and good progress is being made against the action plan that covers all inpatient 
services. 

An update was requested in relation to Rawreth and Clifton and it was confirmed that 
they remained with a ‘Requires Improvement’ status as there had been no 
subsequent inspections for two years as a result of the pandemic. It was confirmed 
that a CQC inspection was planned to learning disability services within the next 
week. Virtual desktop reviews continued to be undertaken and assurance was given 
that an issues raised were being addressed. 

2.2.6 COVID BAF Assurance Framework 

The Committee was informed that this was a regular update. Work was ongoing and 
continued to be adapted as new guidance was received. It was noted that this was 
expected to continue for some time. 

2.2.7 BAF Action Plan 

The Committee received a reported of all items covered by the Quality Committee. 
The Committee was assured that considerable actions had been taken to mitigate 
risks. It was noted that a review of BAF and Risk Registers was being undertaken 
and it was likely that the format would be different within the next financial year. Any 
changes were to be embedded within an accountability framework that was being 
developed. It was confirmed that a further meeting had been arranged that week to 
go through all items outstanding and ensure that actions were being taken. 

2.2.8 The Committee approved the following policies and procedures: 

• CLP74 – AMHP Approval and Re-approval Policy subject to a check that 
changes were administrative 

• Overarching Clinical Guidelines (Marsden Manual) Policy 
• CP75 Ligature Risk Assessment & Management Policy NH Attached 

Approval 
• CPG59 Data Protection & Confidentiality Policy TS Attached Approval 
• Corporate Health & Safety Policy & Procedure 

2.2.9 Risks/Hotspots: 

The Committee identified: 
• No risks to be escalated to the corporate risk register 
• No risks or issues to be raised with other outstanding committees 
• No recommendations to the Audit Committee linked to the internal audit 

programme 

The Committee identified good progress against governance agenda particular 
medical and profession education, equality and seclusion and MHA and 
safeguarding. 

The Compliance Team were commended for on-going work managing the agenda. 
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Report prepared by: 
Natalie Hammond 
Executive Nurse 

On behalf of: 
Amanda Sherlock 
Non-Executive Director Chair of the Quality Committee 
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Agenda Item No: 8b (iv) 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: People, Innovation & Transformation Committee 
Assurance Report 

Executive/Non-Executive Lead: Dr Alison Rose-Quirie 
Non-Executive Director and Chair of Committee 

Report Author: Nigel Leonard 
Executive Director Strategy & Transformation 

Report discussed previously at: N/A 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

None. 

State which BAF risk(s) this report 
relates to 

BAF18. 

Does this report mitigate the BAF 
risk(s)? 

No. 

Are you recommending a new risk 
for the EPUT BAF? 

No. 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

n/a. 

Describe what measures will you 
use to monitor mitigation of the risk 

n/a. 

Purpose of the Report 
This report is provided to the Board of Directors by the Chair of the 
People, Innovation & Transformation Committee. It is designed to 
provide assurance to the Board of Directors that risks that may 
affect the identification and/or achievement of the organisation’s 
objectives are being managed effectively. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 

1 Note the contents of the report. 
2 Confirm acceptance of assurance given in respect of risks and actions identified. 
3 Request further action/information as required. 

Summary of Key Issues 
The People, Innovation & Transformation Committee met on 1 March 2021 and discussed 
the following key issues: 

• Patient Safety Strategy 
• Planning Process 
• Mental Health Transformation 
• Digital Innovation 
• Board Assurance Framework Action Plan 

A summary of these discussions are outlined in the attached report. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped 
by the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 



CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 



CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 



Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or  Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: Nil 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed? NO If YES, EIA Score N/A 

Acronyms/Terms Used in the Report 
BAF Board Assurance Framework SMART Surge Management & Resilience 

Toolset 

Supporting Documents and/or Further Reading 
None 

Lead 

Dr Alison Rose-Quirie 
Chair of the People, Innovation & Transformation Committee 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Part 1 Agenda Item: 8b (iv)
Board of Directors 

31 March 2021 

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 

PEOPLE, INNOVATION & TRANSFORMATION COMMITTEE 

PURPOSE OF REPORT 

This report is provided to the Board of Directors by the Chair of the People, Innovation & 
Transformation Committee. It is designed to provide assurance to the Board of Directors that 
risks that may affect the achievement of the organisation’s objectives are being managed 
effectively. 

EXECUTIVE SUMMARY 

People, Innovation & Transformation Committee 1 March 2021 

The People, Innovation & Transformation Committee met on 1 March 2021, where 
Committee members had a successful and positive debate on a number of key areas. 

The following matters were considered: 

1. Patient Safety Strategy 

People, Innovation & Transformation Committee members received a report on the 
Patient Safety Strategy for information and discussion. 

The report included the draft Inpatient Safety Strategy, ‘Safety First, Safety Always’, 
outlined the outcomes of widespread engagement with internal and external 
stakeholders from across the system, and provided a roadmap for implementation. 

The governance processes would now be set up. Committee members agreed that 
oversight should be the responsibility of the Quality Committee and the Finance & 
Performance Committee. 

2. Planning Process 

People, Innovation & Transformation Committee members received a report on the 
Planning Process for the Period 2021/22 and beyond, for information and discussion. 

Publication of the National Planning Guidance had been delayed due to the Covid-19 
pandemic. However, the team had commenced planning and budget setting, and it was 
expected that the initial budget would be shared with Board members by the end of 
March 2021. 

Committee members were supportive of the proposal to move to a 5-year planning 
process, agreeing that this would put the Trust in a stronger position overall, and able to 
manage resources and services more efficiently. It would also enable more innovative 
new opportunities to be explored. 
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3. Mental Health Transformation 

People, Innovation & Transformation Committee members received a report on the 
progress of the Mental Health Transformation programme, for information and 
discussion. 

Some transformational work had been paused to enable resources to be redirected to 
support the Covid-19 pandemic, and to enable critical business as usual services to 
continue. Other areas of transformation had progressed with adaptions in response to 
the new environment. 

Committee members agreed that the programme had continued to progress well despite 
the challenges caused by the pandemic. 

4. Digital Innovation 

People, Innovation & Transformation Committee members received a report providing 
an update on digital innovation, for information and discussion. 

The report provided highlights of some of the more prominent innovations that had been 
completed during the Covid-19 pandemic, and identified work currently being carried out 
using digital technology to improve patient safety and support staff in delivering patient 
care. 

The key achievements during this period included: 

− The rollout of Oxihealth Digital Care Assistant across several wards. 
− Internal rollout of the Surge Management & Resilience Toolset (SMART). 
− Successful adaption to a new way of working during this challenging period. 
− Supporting the Trust-wide response to the Covid-19 Pandemic. 

Committee members agreed that digital innovation was key to providing quality services 
for patients, and achieving more using less resource. 

5. Board Assurance Framework Action Plan 

People, Innovation & Transformation Committee members received a report on the 
Trust’s Board Assurance Framework (BAF) Action Plan, for information and discussion. 

There had been some delays to a risk linked to quality improvement through innovation, 
whilst the new Patient Safety Strategy was being produced. 

Committee members agreed that once the new upcoming Corporate Strategy had been 
rolled out, the BAF Action Plan would need to be revised and refreshed to ensure that it 
reflects the Trust’s strategies going forward. 
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ACTION REQUIRED 

The Board of Directors is asked to: 

1. Note the summary of the meeting of the People, Innovation & Transformation 
Committee held on 1 March 2021. 

2. Confirm acceptance of assurance given in respect of risk and the action identified. 
3. Request further action/information as required. 

Report produced by: 
Nigel Leonard
Executive Director of Strategy & Transformation 

On behalf of: 
Dr Alison Rose-Quirie 
Chair of the People, Innovation & Transformation Committee 
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Agenda Item No: 9i 

SUMMARY REPORT BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: Covid 19 Assurance Report 
Executive/Non-Executive Lead: Paul Scott 

Chief Executive 
Report Author(s): Jane Cheeseman, Head of Compliance and Emergency 

Planning 
Report discussed previously at: N/A 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

This report outlines current response to Covid 19 national 
pandemic 

State which BAF risk(s) this report 
relates to 

• BAF38 Emergency Planning 
• BAF50 Skills Resource and Capacity 
• BAF42 Financial Plan 
• BAF43 Surge Planning 
• BAF44 Learning from C19 

Does this report mitigate the BAF 
risk(s)? 

No 

Are you recommending a new risk for 
the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and highlight 
if this is an escalation from another 
EPUT risk register 

N/A 

Describe what measures will you use 
to monitor mitigation of the risk 

N/A 

Purpose of the Report 

This report provides the Board with assurance in relation to the actions taken in 
response to the Covid 19 pandemic. 

Approval 
Discussion 
Information  

Recommendations/Action Required 
The Board of Directors is asked to: 

1. Note the content of this report. 
2. Confirm acceptance of assurance given in respect of actions identified to mitigate risks. 
3. Note the Covid 19 Gold risk register and summary mitigations (Appendix 1). 
4. Request any further information and or action 

Summary of Key Issues 

Background 
• The country has now been dealing with the corona virus outbreak for one year. 
• The Trust’s arrangements continue to be in place and are working effectively. 
• On 4th January 2021 a further lockdown was announced and an increased incident response alert 

level to Level 5 alert status for pandemic. Lockdown has remained in place over this reporting 
period. 

• Following the return into national lockdown, we have started to see a gradual decrease of 
prevalence across the country and plans of a national road map detailing four steps to cautiously 
ease the lockdown restrictions over the next 3 months have been published. 



  

 
 

          
              
       
  

   
  

    
     

 
 

     
  

    
  

           
     
     

  
          

 
        

  
     

    
 

   
   

  
 

 
  

     
  

  
   

 
 

 
       

       
 

    
 

 
   

            
 

 
 

       
   

    
     
       

 

Command Structure 
• The Gold, Silver and Bronze Command meetings have continued.  The frequency of the meetings 

is continuously being reviewed and adjusted to reflect the current risk. Meetings have been reduced 
to three times a week and there are further plans in place to now step down to a command structure 
of 2 meetings a week 

• The (virtual) Incident Control room operational times have had a slight decrease at weekends to 
now run 8am until 6pm however weekdays remain as 8am until 8pm 

• The Covid Risk Register is regularly reviewed and updated by Gold and Silver Command. 
• National daily / regular sit reps remain in place. 

Impact to Date 
• At the time of writing this report we no longer have any outbreaks open and the overall learning 

from all 35 outbreaks experienced within the trust have continued to be shared across teams and 
made available to all staff via the trust intranet. (this is pending closure of Rawreth Court outbreak 
on 23rd March 2021) 

• We previously reported a total of 32 patients who sadly passed away within our inpatient services 
as a result of Covid-19 as a direct or indirect cause since the pandemic began. Unfortunately, this 
has again increased to 44 (2 in Mental Health services and 40 in Community beds). It should be 
noted that the majority of these additional patient deaths were from within our covid-19 assigned 
community health service inpatient wards. All cases have been appropriately reported via the 
Covid-19 Patient Notification System (CPNS). 

• At time of writing we have a total of 85 staff off sick due to covid-19 (a significant reduction from 
297 at last report) and no Covid-19 confirmed patients. 

• Since the commencement of lateral flow testing for asymptomatic patient facing staff in late 
November 2020. We have recorded a total of 50,244 test results, from a total of approximately 3900 
different staff, which has proven to be a reliable indication of Covid-19 with only 14 false positives. 
The programme to date has successfully identified 215 cases of staff testing positive. 

• The Trust Committee and Governance Structure have continued on a reduced basis through the 
utilisation of Microsoft Teams. 

Trustwide Response 
• Changes have been made to how EPUT provide both community health services and mental health 

services. This is in line with national guidance to prioritise particular services while the NHS 
responds to the COVID-19 pandemic. 

• EPUT have opened 5 Covid wards to support the local healthcare system in the West Essex 
Locality and South Essex Locality. Over this reporting period the majority of these have returned to 
their usual purpose. 

Communication 
• The success of the weekly Live events and time hosted by the Chief Executive with the Executive 

Directors, continues as a means to keep staff updated on the current status and for staff to raise 
questions directly with the Executives. 

• A number of different live events have continued to be held including staff support events 

Risks 
• There are 3 extreme risks on the Covid 19 Risk Register (Skills, Resource and Capacity, Planning 

for expected surge in demand for MH Services and Adherence to PPE). Mitigating actions are in 
place for all three. 

Learning 
• Learning continues to be a key part of the Trust response to Covid 19 and a number of activities 

as reported previously are continuing to take place, alongside some new initiatives: 
 COVID-19 Deaths Review Working Group, reporting to mortality review sub-committee 
 Incorporation of staff support offering into reflective learning. 
 Learning emerging from all activity being collated for sharing at meetings with acute 

trusts. 



  

  
    

 
 

 
 

 
 

   
 

 

    
 

 

 
 

    
    
 

 

    
       

   
 

 
 

 
 

 
 

   
  

 
 

  
  

 
  

 
   

 
 

  
     

 
 

     
   

 
 

 
 

 
 
 

 
 

 
 

  
 

 Daily data analysis at ward level of Staff and Patient Covid sickness/isolation rates 
 Outbreak analysis and learning shared at ICP live events 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the delivery of high 
quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of community 
and mental health Foundation Trusts 
SO3: To be a valued system leader focused on integrated solutions that are shaped by the 
communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and Recovery 
Plans 



CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 response 
CO4: To embed Covid19 changes into business as usual and update all Trust strategies and 
frameworks to reflect Covid19 Reset and Recovery and new NHSE/I Planning Guidance 



Which of the Trust Values are Being Delivered 
1: Open  
2: Compassionate  
3: Empowering  

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan 
& Objectives 

 

Data quality issues  
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required  
Service impact/health improvement gains  
Financial implications
The Government has confirmed any appropriate and reasonable expenditure related to Covid-
19 will be supported. All costs identified in year ended 31/3/20 have been agreed and funded. 

 

Governance implications 
Impact on patient safety/quality  
Impact on equality and diversity  
Equality Impact Assessment (EIA) Completed? YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 
PPE Personal Protective Equipment IPC Infection Prevention and Control 
MSE Mid and South Essex STP Sustainably and Transformation 

Partnership 

Supporting Documents and/or Further Reading 
Covid Assurance Report 
Gold Command Covid Risk Register Summary 

Lead 

Paul Scott 
Chief Executive 



 

 

   
  

  
 
 

 
 

  
 

 
 

  
             

   
 

 
 

              
  

         
     

 
   

 
 

       
            

   
 

       
     

      
 

  
  

     
 

 
 

 
       

   
            

  
       

 
 

           
            

    
        

 
             

  
   

 
         

Agenda Item 9i
Board of Directors 

31 March 2021 

ESSEX PARTNERSHIP UNIVERSITY NHS FT 

COVID 19 ASSURANCE REPORT 

Purpose of Report 

The purpose of this report is to provide the Board of Directors with an update on how the Trust 
continues to respond to the Covid 19 pandemic, and assurance that the actions being taken are 
mitigating the risks identified. 

Background 

As previously reported a further national lockdown was announced on 4th January 2021 at which 
time there was an increase to the incident response alert to level 5 (driven by the new more 
transmissible variant). Since the last report the country has remained in national lockdown and the 
incident response alert level remains at level 5. The NHS remains at an incident response level 4. 

To support the local system EPUT has continued to have a change in some services, in particular 4 
CHS wards and 1 MH dementia ward which were converted to COVID Step down wards. 

Following the return into national lockdown we have started to see a gradual decrease of prevalence 
across the country and plans of a national road map detailing 4 steps to cautiously ease the lockdown 
restrictions over the next 3 months have been published. 

Locally we have seen the fortnightly provider briefing calls being stood down and only reinstated 
should there be a system or incident need. Along with a decrease in demand for Covid beds resulting 
in the majority of our wards returning to their original purpose. 

This is a reflection of the gradual decrease of prevalence however we remain alert to the fact that 
as lockdown reduces we may see again see a change in activity for our services. With an 
awareness that our referrals and activity are continuing to return to pre-covid levels and are now 
exceeding 2019 averages. 

Command Structure 

Previously reported was the requirement for us to have a stepped up approach to our command 
meetings however we have since been able to reduce these back down to one full separate Silver 
and Gold meeting a week (Wed) and 2 joint Silver and Golds (Mon/Fri). There are plans in place to 
further review and reduce the meeting frequency taking into account the continued risks as the 
lockdown is gradually lifted and the requirement to have the oversight of this for at least a few more 
weeks. 

The (virtual) Incident Control room remains operational 7 days a week with extended hours of 8am 
until 8pm Monday to Friday still in place due to the NHS remaining at an incident response level 4. 
However there has now been an agreed slight reduction to the hours of cover over the weekends 
which are now 8am until 6pm in line with the East of England Operational Centre working hours. 

There continues to be a number of regular sit reps required by the Centre including the National 
Covid daily sitrep, Community discharge daily sit rep, regular Lateral Flow Testing numbers and 
Long Covid activity. 

Over the past few weeks there has been a noted decrease in the national and regional information 



 

 

      
       

      
   

 
     

      
    

    
  

 
      

   
   

         
    

   
 

 
 

 
     

    
     

   
 

            
       

      
    

     
       

   
        

 
 
         

  
    

    
                 

  
 

   
  

  
            

   
 

     
  

  
     

 
  
    

  

and guidance into the incident control inbox. However there continues to be information asks with 
short timeframes for responses which are challenging for the organisation. We continue to cascade 
all national and regional guidance, information and requests to the appropriate Directors and through 
discussion at the Command meetings for information and consideration of the actions required. 

The Covid Risk Register continues to be regularly reviewed and the mitigation updated by Gold and 
Silver Command and as such there has been a reduction in our number of open risks. The Chairs 
from the Trust’s equalities networks continue to attend the Silver Command meetings to ensure that 
issues are captured and a reflection on risks and impact is undertaken to safeguard that no staff 
group is adversely affected by decisions made, or recommendations submitted to Gold Command. 

We now have the availability of additional Strategic Command training for our new executive team 
Gold members who work at the strategic level and for those who have overall responsibility for the 
command, response and recovery of an incident. All staff that have a command role during incident 
or emergencies must complete this training in line with the National Occupational Standards (NOS) 
and required competencies for that role as outlined in the NHS England and NHS Improvement 
Emergency Preparedness, Resilience and Response (EPRR) Minimum Occupational Standards for 
EPRR 2019. 

Impact to Date 

Since last reporting in January there has been a significant reduction in our reporting of both 
Covid-19 positive patients and staff sickness. At time of writing we have zero Covid-19 confirmed 
patients (previously reported as 123) and 85 staff off sick due to Covid-19 related illness (a 
reduction from 297 at last report). 

Unfortunately we have had further patients pass away due to Covid-19 as either a direct or indirect 
cause within our hospital wards. It should be noted that the majority of these additional patient deaths 
were from within our covid-19 assigned community health service inpatient wards. Therefore the 
previously reported total of 32 patients who sadly passed away since the crisis began now stands at 
44 deaths (3 in Mental Health services and 41 in Community beds). All cases have been 
appropriately reported via the Covid-19 Patient Notification System (CPNS). There is now a further 
national requirement to check if any of these patients acquired Covid-19 from within hospital settings 
(nosocomial spread) and for those where this would apply the required incident investigation will 
take place. 

I am pleased to be able to report that all 15 previously reported outbreaks have now passed the 28 
day period and all processes were followed as advised through joint meetings with NHSE, CCG’s 
and PHE. As a result all cases have been successfully closed from an outbreak status. The lessons 
learnt from the total of 35 outbreaks experienced within the trust have continued to be shared across 
teams and made available to all staff via the trust intranet. The themes to highlight as learning from 
the outbreaks are the following; 

• Ensuring the completion of a robust, thorough and informed Covid Risk Assessment on a 
patient’s admission, return from leave or return from an Acute Trust attendance. This will help 
staff to identify the required period of isolation safely. 

• The importance of maintaining 2 metre social distancing amongst patients in general and 
common areas, to prevent spread amongst patients, especially if any are unknown 
asymptomatically positive. 

• Ensuring shared equipment – phones, keyboards etc. are cleaned between each use. 
• Maintaining strict adherence to room allocation, 2m social distancing, and safe PPE doffing 

and donning in staff break rooms. 
• Maintaining strict adherence to 2 meter social distancing and mask-wearing principles in 

shared office spaces. 
• Prompt recognition and action of symptoms in patients. 
• Staff to be aware they should not come on duty if they are symptomatic and rather to self-

isolate and get tested as a priority. 



 

 

 
       

       
       

      
             

   
 

 
 

   
     

        
    

 
 

 
     

     
 

 
 

     
       

   
 

 
 

    
       
      
      

 
   

 
 

    
            

    
 

     
 

     
 

    
 

 
 

             
    

  
 

      
          

      
    

 

Since last reporting the lateral flow testing for asymptomatic patient facing staff is now in the 2nd roll 
out across the trust with a different approach taken to enhance uptake. A number of staff have been 
allocated different and far-reaching geographical areas of the trust to lead on the roll out and to 
enhance staffs understanding and uptake of the testing. Since the commencement of lateral flow 
testing for asymptomatic patient facing staff in late November 2020. We have recorded a total of 
50,244 test results, from a total of approximately 3900 different staff, which has proven to be a 
reliable indication of Covid-19 with only 14 false positives. The programme to date has successfully 
identified 215 cases of staff testing positive. 

With the support of the Health and Safety team we have been reviewing the Covid secure risk 
assessments that were undertaken for non-patient facing areas. This is to ensure that these have 
been updated following the learning from the 2nd wave and our outbreaks and that they remain a 
suitable and sufficient and that the control measures identified are implemented in line with relevant 
guidance. 

The Trust Committee and Governance Structure was reduced over the height of the second Covid 
Wave with a focus remaining on patient safety.  Committee have continued through the utilisation of 
Microsoft Teams to undertake corporate meetings on a virtual basis. 

Trustwide Response 

Since early February 2021 the Trust has been able to gradually return our wards back to their original 
functionality. This is following the changes that were made as a response to support the system wide 
pressures of the 2nd wave. 

For example; 

• 01/02/21 Avocet CHS Ward at Saffron Walden returned to amber pathway 
• 08/02/21 Meadowview MH Ward at Thurrock returned to Dementia Ward 
• 08/02/21 Plane CHS Ward at St Margaret’s returned to amber pathway 
• 22/02/21 Poplar CHS Ward at St Margaret’s reduced to 5 Covid beds (back to amber 

pathway) 
• 08/03/21 CICC CHS Ward at Rochford began transition back to Stroke Rehabilitation 

service 

• A further Adult Acute ward (Topaz previously an older adult ward) on the Broomfield Hospital 
Site will be opening shortly for all of Essex and will provide 17 beds. The ward has been 
transformed with anti-ligature specification to meet the requirements of an adult acute ward. 

• Bernard Ward, Clacton Hospital remains temporarily closed with no changes. 

• Mountnessing Court remains at Brentwood Community Hospital 

We continue to work with our system partners to meet the demands of the pandemic. 

Communication 

Decisions made by Gold Command continue to be communicated to all staff through the regular 
production of the Covid Brief in addition to the Wednesday Weekly publication and updates following 
the Live briefing, which is now held every Thursday. 

The success of the weekly Live events and time hosted by the Chief Executive with the Executive 
Directors, continues as a means to keep staff updated on the current status and for staff to raise 
questions directly with the Executives. In addition to this there has also been the implementation of 
numerous virtual events made available to support staff and their wellbeing. 



 

 

    
 

 
 

 
         

  
         

 
     

 
  

     
   

    
    
  

  
 

   
  

     
 

 
  

      
     

 
 

 
                

  
 

   
     
       
  
    

 
 

 
 

 
     

 
 

 
  

Non-Executive Directors continue to receive a weekly briefing via Microsoft Teams from the Chief 
Executive, as well as ad hoc briefings when necessary 

Risks 

The Trust Covid risk register has remained a live document with the risks constantly being updated 
to reflect the changing environment and are detailed in the summary Covid Gold Risk Register in 
Appendix 1. There are currently 3 Extreme Risks, 13 High Risks and 3 Medium Risks open. 

From this it can be seen that major risks currently facing the Trust are: -

• Skills, Resource and Capacity 
We have consolidated a number of risks on the BAF and one of the highest risks is EPUT 
having the skills, resource and capacity to deliver the following: 
• High quality business as usual care, 
• Manage the C19 pandemic, 
• Increased variation of demands on corporate services to deliver a wide range of 
priorities and pressures as well as meet its organisational objectives. 

• Planning for expected surge in demand for MH Services 
Planning for MH surge in demand while still working under the Covid 19 pandemic remains 
a risk for the organisation.  Phased plan is in place alongside the winter plan and the Trust is 
currently working to open an additional adult ward. 

• Adherence to PPE 
Failure to robustly adhere to PPE guidance contributed to some of the outbreaks 
experienced. Ongoing engagement with staff is being undertaken. 

Learning 

Learning continues to be a key part of the Trust response to Covid 19 and a number of activities as 
reported previously are continuing to take place, alongside some new initiatives: 

• COVID-19 Deaths Review Working Group, reporting to mortality review sub-committee 
• Incorporation of staff support offering into reflective learning. 
• Learning emerging from all activity being collated for sharing at meetings with acute trusts. 
• Daily data analysis at ward level of Staff and Patient Covid sickness/isolation rates 
• Outbreak analysis and learning shared at ICP live events 

Action Required 

The Board of Directors is asked to: 

1. Note the content of this report for submission to the Trust Board of Directors, 

Report compiled by: 

Paul Scott Chief Executive 
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Agenda Item No: 9ii 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 

PART 1 
31 March 2021 

Report Title: EU Exit 
Executive/Non-Executive Lead: Nigel Leonard, Executive Director of Strategy & 

Transformation 
Report Author(s): Lara Brooks, Head of Risk Management and Legal 

Services 
Report discussed previously at: N/A 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

EU Settlement scheme 

State which BAF risk(s) this report 
relates to 

BAF23 

Does this report mitigate the BAF 
risk(s)? 

Yes (part) 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

N/A 

Describe what measures will you 
use to monitor mitigation of the risk 

N/A 

Purpose of the Report 
This report presents an update on EPUT’s position in regards to the 
EU Exit and highlights any risks. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Trust Board is recommended to: 
1. Note the content of this report 
2. Request any further information or action as necessary 

Summary of Key Issues 
This report presents an update on EPUT’s monitoring of the Exit trade deal areas without 
agreements or awaiting further guidance and provides details of any impact on service delivery 
and assurance on the Trust’s continued response to this. 

The UK government has agreed a trade agreement with the EU. There will still be changes 
following the end of the transition period and having left the Single Market and Customs Union. 
The Trust’s preparations for the end of the transition period and post transition have been taking 
place alongside our response to Covid-19 and winter pressures. 

NHSEI has highlighted to Trusts key messages on the exit immediately post the transition 
period and following the agreement with the EU on the relationship for future, these are in 
relation to the areas detailed below: 
o Medicines 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

o Workforce 
o Data 
o Reciprocal Healthcare & Cost Recovery 
o Vaccines 
o Medical Devices, clinical consumables, non-clinical goods and services 
o Research & Clinical networks 
o Health Security 

The Trusts EU Exit Task & Finish Group continues to meet on a monthly basis alongside 
monthly admin meetings. 

There will still be changes post transition and the Task & Finish Group will continue to meet to 
discuss and monitor any requirements that are relevant to the Trust and our services. 

EU Exit correspondence is included in the daily ICC procedures covering the mailboxes 
between 8am-8pm Monday to Friday. With effect from the 23 December 2020 the Trust were 
asked to highlight any areas of concern in our National Daily Sit Rep return to NHSEI positively 
or negatively.  Members of the Task & Finish Group are in attendance at Silver Command and 
confirmation is obtained on the above requirements for the daily returns. To date no concerns 
have been raised on these areas. 

The risk score on the BAF has been reduced in January from 16 to 12 (4(C) X 3(L)) and the 
action plan has been revised and completed. 

The BAF action plan and risk register is considered by the task and finish group and is available 
on request to Board Members. 

The Task & Finish group are able to confirm that it met the majority of requirements for 
preparedness that NHSEI has identified. Whilst difficult to predict, the Task & Finish Group 
believe the following to be the key areas of concern: 

EU Settlement Scheme and new immigration system from 1 January 2021 
o The Settlement Scheme will allow EU Nationals to continue to live and work in the UK 

beyond June 2021, meaning they will not need to apply for visas when the new immigration 
systems takes effect. The scheme will also lock in the rights of EU nationals, meaning they 
will be able to access healthcare, benefits and other government services in the same way 
they currently do. They have the right to remain until June 2021. 

o The risk identified is if staff needed to apply to the settlement scheme do not do so or are 
unable to do so they will not be able to remain in the UK. The impact is particularly 
noticeable for operational staff and estates and facilities staff. To mitigate all staff have 
been asked to update the Trust before June 2021. HR is continuing to assist staff on a 
regular basis and encouraging them to apply to the EU Settlement Scheme. 

o There are 110 Workers working on EU Passports and still requiring settlement status (45 
of which are permanent staff). The table below outlines details of permanent staff by 
directorate and staff speciality. 

o 50 staff have settlement status and 14 staff are in application process.  

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 


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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 
CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust 
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed NO If YES, EIA Score 

Acronyms/Terms Used in the Report 
EU European Union NIHR National Institute for Health Research 
BAF Board Assurance Framework MHRA Medicines and Healthcare products 

Regulatory Agency 
EHIC European Health Insurance Card ICC Incident Control Centre 
GHIC Global Health Insurance Card HR Human Resources 
BAU Business as usual ITT Information Technology 
NHSEI NHS England/Improvement CCG Clinical Commissioning Group 
PHE Public Health England EEA European Economic Area 

Supporting Documents and/or Further Reading 
EU Exit Report 

Lead 

Nigel Leonard 
Executive Director of Strategy & Transformation 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda item 9ii
Trust Board of Directors 

31 March 2021 

EU Exit 

1.0 PURPOSE OF THE REPORT 

This report presents an update on EPUT’s position within the Trust for EU Exit, post transition 
and assurance on EPUT’s continued response to this. 

2.0 BACKGROUND 

This report presents an update on EPUT’s monitoring of the Exit trade deal areas without 
agreements or awaiting further guidance and provides details of any impact on service delivery 
and assurance on the Trust’s continued response to this. The UK government has agreed a 
trade agreement with the EU. There will still be changes following the end of the transition 
period and having left the Single Market and Customs Union. The Trust’s continued monitoring 
for the end of the transition period and post transition have been taking place alongside our 
response to Covid-19 and winter pressures. 

3.0 EU Agreement 

3.1 NHSEI highlighted key messages to Trusts on the exit immediately post the transition 
period and following the agreement with the EU on the relationship for future. The below 
were the key messages received: 

• Medicines 
Prescribe and dispense as normal. 
Don’t stockpile locally. 
Report shortage through usual routes. 

• Medical Devices, clinical consumables, non-clinical goods and services
Measures are in place to help ensure stocks continue to be available even if 
there are transport delays. 
Don’t stockpile products (adjust lead times for ordering process). 
Ensure all staff are aware of changes to delivery lead times. 

• Workforce 
Government and the NHS support staff from the EU to continue to work in the 
NHS. 
The EU Settlement Scheme is open to all EU citizens, encourage staff to apply 
to EU Settlement Scheme. 
Recognition of professional qualifications will apply for at least two years after 
the end of the transition period. 
Most healthcare roles are exempt from the restrictions imposed by the 
Immigration Bill. 
The immigration surcharge does not apply to registered professionals and their 
family members. 

• Data 
NHS organisations and staff should continue to handle data as they currently 
do. 
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The agreement the Government has reached includes a provision to provide for 
the continued free flow of personal data from the EU and EEA until adequacy 
decisions are adopted (and for not longer than 6 months). 

• Reciprocal healthcare and cost recovery 
A new UK Global Health Insurance Card (GHIC) will be available for the new 
year in recognition of the new agreement with the EU. This will replace the 
EHIC. 
The agreement the Government has reached with the EU ensures that UK 
residents will continue to have access to emergency and necessary healthcare 
cover when they travel to the EU. This will operate like the current EHIC 
scheme. Current EHIC will still be able to be used when travelling to the EU and 
remain valid until their expiry date. 

• Vaccines 
Don’t stockpile vaccines beyond BAU levels. 
Pharmacists and emergency planning staff should meet at a local level to 
discuss and agree local contingency and collaboration agreements. 
Local cross-system medicines supply continuity plans should be developed and 
agreed at trust/CCG board level. 
There is a Vaccines Shortage Response Group for nationally and locally 
procured vaccines, co-ordinated by PHE and NHSEI with membership from the 
Devolved Administrators. 
Any COVID-19 vaccine will be included in the mitigations set out in the 
Medicines section above. 

• Research and clinical networks 
Continue participating in and recruiting patients to clinical trials and 
investigations. 
Principal investigators are encouraged to work with their suppliers to review 
their existing supply chains for clinical trials. 
Continue to monitor and follow guidance from NIHR and MHRA in relation to 
how to operate from 1 January 2021. 
Clinical trial sponsors should ensure appropriate supplies of trial drugs and 
medical products are in place. 

• Health Security 
The agreement will ensure we can continue to cooperate, exchange information 
and coordinate on measures to protect public health. This includes a framework 
for the UK’s ad-hoc access to the EU’s Early Warning System, which will 
strengthen cooperation in the event of a cross-border threat to health. 

The above areas are monitored by the Task & Finish Group members who provide assurance 
that there are no risks or concerns from these key messages. 

4.0 EU Exit Task and Finish Group 

4.1 Frequency
The Trusts EU Exit Task & Finish Group continues to meet on a monthly basis 
alongside monthly EPRR admin meetings. 

There will still be changes post transition and the Task & Finish Group will continue to 
meet to discuss and monitor any requirements that are relevant to the Trust and our 
services. 

4.2 Review of Guidance 
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EU Exit correspondence is included in the daily ICC procedures covering the mailboxes 
between 8am-8pm Monday to Friday. With effect from the 23 December 2020 the Trust 
have highlighted any areas of concern in our National Daily Sit Rep return to NHSEI 
positively or negatively to the below: 

Are there any EU Exit related issues which are expected to impact business critical 
services until the next daily sitrep is due, for each of the following areas: 
• Supply of Medicines & Pharmacy 
• Supply of Medical Devices & Clinical Consumables 
• Supply of non-clinical consumables, goods and services 
• Supply of blood products, transplant organs and tissues 
• Workforce 
• Estates & Facilities 
• Clinical Trials 
• Data sharing, processing & access 
• Reciprocal Healthcare 
• Cost recovery 
• Partner organisations that are essential to delivery of healthcare 

Members of the Task & Finish Group are in attendance at Silver Command and 
confirmation is obtained daily on the above requirements for the daily returns. To date 
no concerns have been raised on these areas. 

4.3 Business Continuity Plans
As part of our preparations, all services are continuing to review and update their 
business continuity plans to ensure potential risks and impacts of the UK leaving the 
EU on a ‘no deal’ basis are mitigated. It is also been requested that services also use 
the opportunity to take into account learning from COVID19 and winter planning 
2020/2021 and include these in their updated plans. 

4.4 BAF23 Action Plan 
The risk score on the BAF in January was reduced from previous scores to 4(C) X 3(L) 
= 12 and the action plan has been revised. 

The BAF action plan and risk register is considered by the task and finish group and is 
available on request to Board Members. 

The Task & Finish group are able to confirm that it met the majority of requirements for 
preparedness that NHSEI has identified. Whilst difficult to predict, the Task & Finish 
Group believe the following to be areas of concern: 

EU Settlement Scheme and new immigration system from 1 January 2021. 
• The Settlement Scheme will allow EU Nationals to continue to live and work in the 

UK beyond June 2021, meaning they will not need to apply for visas when the new 
immigration systems takes effect. The scheme will also lock in the rights of EU 
nationals, meaning they will be able to access healthcare, benefits and other 
government services in the same way they currently do. They have the right to 
remain until June 2021. 

• The risk identified is if staff needed to apply to the settlement scheme do not do so 
or are unable to do so then they will not be able to remain in the UK. The impact 
is particularly noticeable for operational staff and estates and facilities staff. To 
mitigate all staff have been asked to update the Trust before June 2021. HR is 
continuing to assist staff on a regular basis and encouraging them to apply to the 
EU Settlement Scheme. 
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• There are 110 Workers working on EU Passports and still requiring settlement 
status (45 of which are permanent staff). The table below outlines details of 
permanent staff by directorate and staff speciality. 

• 50 staff have settlement status and 14 staff are in application process.  

Permanent Staff by Directorate Permanent Staff by Speciality 
MH – Mid and South 13 Admin / Management 14 
MH – NE and West 10 Support workers 12 
Estates and Facilities 6 Mental Health Qualified 7 
West Essex Community 6 Estates and Facilities 6 
Medical 3 Psychologists 4 
Specialist Services 3 Medical 3 
People & Culture 2 Community Qualified 2 
Psychology 2 Occupational Therapists 2 
IT 1 Speech & language 1 
South east Essex Community 1 Dietician 1 
Research & Development 1 

5.0 RECOMMENDATIONS 

The Trust Board of Directors are recommended to: 

1. Note the content of this report 
2. Request any further action or information as necessary 

Prepared by: 

Lara Brooks 
Head of Risk Management & Legal Services 

On behalf of: 

Nigel Leonard
Executive Director of Strategy & Transformation 
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Agenda Item No: 10a 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: Mental Health & Community Health Services 
Transformation Update 

Executive/Non-Executive Lead: Alexandra Green 
Executive Chief Operating Officer 

Report Author(s): Mark Travella 
Associate Director Service Improvement and Business 
Development 
Russell Middleton 
Head of Financial Management 

Report discussed previously at: N/A 
Level of Assurance: Level 1  Level 2 Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in this 
report 

Recruitment has been an on-going risk over the last 
two years due to significant UK wide MH investment 
and in particular neighbouring systems competing for 
a similar pool of staff. 

State which BAF risk(s) this report 
relates to 

BAF 50 Skills, Resource and Capacity 

Does this report mitigate the BAF 
risk(s)? 

No 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

N/A 

Describe what measures will you 
use to monitor mitigation of the risk 

Continuous recruitment taking place. 
Working with local system members to recruit into 
development posts, review skill mix, employ people 
from VCS where possible. 

Purpose of the Report 
This report provides the Executive Operational Committee: 

• Overview of transformation service lines. 
• Progress on 20/21 spend and forecast. 
• Issues and risks. 
• Next steps and points to note for 21/22. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Executive Operational Committee is asked to: 

1 Note the contents of the report 
2 Request any further information or action. 

Summary of Key Issues 
Due to the Coronavirus outbreak, NHS England, local CCGs and the Trust operational and 
support services are carrying out a large number of unplanned activities including regular 
deep cleaning and taking extra care and time to meet patients emotional, mental and physical 
health needs. Re-deployment of some staff to support safe, effective and operational 
resilience has taken place. 
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Trust and system staff had paused some transformational work to support operational 
services concentrating on BAU. The Trust, with local commissioners and other stakeholders 
are now adjusting to the second coronavirus lockdown and resetting clinical services and its 
transformation activities. Services have attempted to maintain BAU activities during the 
current second lockdown where possible. 

The significant Covid-19 Immunisation programme along with a large number of COVID-19 
outbreaks in clinical areas remains an ongoing operational challenge. Transformation has not 
significantly been impeded during the second lockdown with supported action plans directing 
continual activity even where some meetings have been cancelled. 

Most local systems have planned to adjust to a ‘new normal’ and the main report updates 
those positions with a wide range of Mental Health and Community Health Services 
transformation activities described below. 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped by 
the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 



CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 



CO4: To embed Covid19 changes into business as usual and update all Trust strategies 
and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I Planning 
Guidance 



Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: n/a 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed No If YES, EIA Score N/A 
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Acronyms/Terms Used in the Report 
IPCC Integrated Primary Community Care ECC Essex County Council 
PCN Primary Care Network SBC Southend Borough Council 
VCS Voluntary Community Services MHIS Mental Health Investment Standard 
PLACE Local services provided at CCG 

level 

Supporting Documents and/or Further Reading 
Main report - Mental Health & Community Services Transformation Update (March 2021). 

Lead 

Alexandra Green 
Executive Chief Operating Officer 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item 10a
Board of Directors 

31st March 2021 

MENTAL HEALTH & COMMUNITY SERVICES TRANSFORMATION UPDATE 

Purpose of Report 

This report provides an update on the Trust’s Mental Health and Community Health Services 
Transformation Programme in three sections; 

• Mental Health Transformation 
• Community Health Services Transformation - South East Essex 
• Community Health Services Transformation - West Essex 

It also describes how the MH Transformation programme is evolving from four original major 
programmes to a wider and broader portfolio of projects organised within its constituent 
programmes. This is linked to the national drive to review and redesign primary and secondary 
care services as part of an Integrated Primary Community Care (IPCC) structure and review 
and redesign complex care as part of the national Mental Health Investment Standard. 

Executive Summary 

Due to the Coronavirus outbreak, NHS England, local CCGs and the Trust operational and 
support services are carrying out a large number of unplanned activities including regular 
deep cleaning and taking extra care and time to meet patients emotional, mental and 
physical health needs. Re-deployment of some staff to support safe, effective and 
operational resilience has taken place. 

Trust and system staff had paused some transformational work to support operational 
services concentrating on BAU. The Trust, with local commissioners and other stakeholders 
are now adjusting to the second coronavirus lockdown and resetting clinical services and its 
transformation activities. Services have attempted to maintain BAU activities during the 
current second lockdown where possible. 

The significant Covid-19 Immunisation programme along with a large number of COVID-19 
outbreaks in clinical areas remains an ongoing operational challenge. Transformation has not 
significantly been impeded during the second lockdown with supported action plans directing 
continual activity even where some meetings have been cancelled. 

Most local systems have planned to adjust to a ‘new normal’ and the main report updates 
those positions with a wide range of Mental Health and Community Health Services 
transformation activities described below. 

MH Transformation Programme – Summary to date and Evolving 20/21 Position 

History and Development to 2020/2021 

As part of the case for the merger of NEP and SEPT in 2016 the full business case highlighted 
the opportunity to transform the Essex clinical model delivery by reducing variation, and 
increasing quality and effectiveness by reviewing and redesigning services fit for the future. It 
proposed a MH transformation programme portfolio organised by each STP area as; 

1. Emergency Response and Crisis Care Service 
2. Personality Disorders & Complex Need 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

3. Older People & Dementia 
4. Community (Primary) Care 

1. Urgent and Emergency Care 

This programme at STP level is made of three separate crisis response service projects for 
West Essex, MSE and NE Essex. All three projects went live successfully on or around 1 April 
2020 in line with our plan and have been operational throughout Covid19. The Trust was 
commended by commissioners and NHSe for going live during the first lockdown when other 
providers put similar plans on hold. This service has provided a much needed MH crisis service 
at a critical time of high need for the people of Essex. 

The model for 24 hour crisis assessment and treatment services links with the current Home 
Treatment Teams. Crisis Cafes provided by the third sector enable an option to support people 
in crisis and interface with EPUT services. Crisis Cafes are located in MSE, NEE & West. In 
MSE the Crisis Cafes have extended their hours recently and are heavily used by the MSE 
crisis assessment and treatment service. MSE are considering extending the service to include 
a separate team that responds just to ambulance calls as a joint response service and 
conversations between the Trust and commissioners are planned to scope this. The NE Crisis 
Café based in Clacton has continued to develop during 2020 as a collaborative between MIND, 
The haven and EPUIT led by MIND and has opened up to a self- referral model for 2021. 
West Crisis Café – The Sanctuary, launched in January 2021. 

Due to Coronavirus the Crisis Cafes have adapted to support the 111 pathways. Instead of 
providing drop-ins, they have adapted to provide telephone support. EPUT technologies have 
been developed to provide for automated real time electronic referrals straight through to the 
Crisis Cafes. Southend Crisis Cafe is currently planning to start providing an adapted safe drop 
in model shortly. 

In light of the coronavirus outbreak, the resources available to the new U&EC services have 
been focussed on telephone triage and support initially with home visits increasing as time has 
progressed where required. The police and ambulance services have been directly interfacing 
with the crisis services to reduce A/E attendances. 

Due to workforce challenges the services will develop across 20/21 as the full 
workforce is recruited mainly in MSE. Recruitment remains a high priority. 

This service is considered BAU however ongoing development with some additional 
investment is planned for 2021 

2. Personality Disorder 

This Essex wide model will transform the way staff across entire systems understand 
and treat people with a personality disorder. The model comprises training and 
consultation support across local systems, from GPs and the third sector to specialist 
mental health staff in secondary care. New model of care, delivering DBT and CAT 
and other psychotherapeutic approaches are being introduced and rolled out across 
the workforce. This outcome is a range of benefits including better supported patients 
and carers, improved rates of recovery and independence and fewer admissions to hospital. 

The Model is funded separately by the three STPs with three different business cases. West 
Essex were last to approve very recently and will be funding fully from 20/21. It is therefore the 
least developed of the four programmes. 

Page 2 of 8 



 

   

      
  

 
  
 

   
   

  
  

  
 

 
    

        
            

 
 

   
    

 
            

     
  

 
  

    
   

 
 
 

   
 

          
  

      
          

             
   

   
 

     
    

    
 

 
         

    
   

     
          

 
 

    
    

        
  

 

ESSEX PARTNERSHIP UNIVERSITY NHS FT 

An Essex wide implementation plan and governance structure is in place and implementation 
is being overseen by a steering group. 

3. Older People and Dementia 

This programme is at CCG level. SE Essex and Mid Essex have developed and are 
implementing transformed community teams to manage patients and carers at home instead 
of hospital. SE Essex data shows very significant falls in inpatient use to the point that 
admission is now an unusual event. SE Essex is now in its second phase of development that 
seeks to implement the dementia wrap-around model developed in conjunction with the South 
East Essex CCG, ECC and SBC. 

SW Essex comprising Thurrock and BB CCGs are planning to work together to implement a 
common transformation solution across the patch based on the SE Essex model. Project 
teams are being set up to oversee this work and may require further investment through 
Business Cases depending on the detail of the chosen model and use of existing resources. 

NEE older people’s transformation is going to be a phased complex piece of work that 
incorporates the revision plans of Clacton Hospital. A local system steering group has been 
set up to oversee this work and its relationship with other clinical services as part of the North 
East Essex Health and Wellbeing Alliance. The plan is to implement the same Dementia & 
Frailty pathway that has been successfully implemented in West with positive outcomes for 
older adults. 

West Essex is advanced in the delivery of dementia services which links closely with 
community health services. This learning has been shared with other localities to help frame 
their pathways. 

4. Community (Primary Care) 

This programme at CCG level comprises six projects (Southend and CPR CCGs are working 
together) to transform community mental health services. Mental health community services 
are being transformed to provide Mental Health expertise at GP surgery level, organised 
against the newly formed PCNs. This will ensure that physical and mental health will be more 
integrated with local health, social care and VCS colleagues. GPs and their patients will have 
rapid access to mental health expertise at surgery level, supporting the aspirations of Five 
Year Forward View and the NHS Long Term Plan. 

Southend/CPR CCGs have implemented a clinical manager. MH nurses and physical health 
care support workers in all seven PCNs have been recruited and are currently planning to roll 
out the model across all PCNs through the remainder of 2021/2022. 

Thurrock has piloted MH support in one PCN and now recruited a clinical manager, MH nurses 
and physical health care support workers for its four PCNs. It plans to fully recruit other planned 
staff and fully implement the model in 2021/22. Thurrock has a well developed integrated local 
system and is planning to support the local system with consultant psychiatrist sessions 
instead of the current stand alone outpatients model. This will require all members of the local 
system working together to meet psychological and social need who in turn will be supported 
by the consultants with released capacity. 

The West Essex model is part of a national early implementer pilot. This pilot along with the 
other national pilots will be evaluated and will inform clinical models for the future across 
England by 2024. The evaluation is substantial and is supported by the Service Improvement 
and Development Team. 
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NEE has developed an IPCC model and good local relationships with stakeholders. It has 
commenced recruitment and will be recruiting a clinical manager and another 3 band 7 nurses 
to the 7 it has already recruited. 

BB CCG and MID Essex CCGs are planning to commence project work Q1 2021 based on the 
submitted model as part of the IPCC funding application. Implementation will be more complex 
in BB and Mid Essex as the mental health nurses working in the PCNs will be provided by 
other organisations. This will require joint working agreements and a Trusted Assessor model 
between EPUT as a treatment service and other organisations as assessment/triage services. 

The benefits to PCN transformation are far reaching including much improved customer 
experience for patients e.g. less queuing, faster access along care pathways including testing 
the new 4 week standard. For local providers system interoperability and shared records are 
being piloted with EPUT delivering significant innovative solutions that will inform other areas 
of the UK. It will also have a significant impact on the future configuration of community mental 
health services as they are re-formed into an IPCC structure. 

All PCN work is being overseen by a steering group in MSE and transformation Boards in NE 
and WE. 

2021/22 Planning 

MH IPCC 
The fourth transformation programme, Community (Primary) Care is now more commonly 
referred to as Integrated Primary Community Care (IPCC) and is linked with the national 
drive to move towards a new mental health service configuration that does not recognise 
primary and secondary care terms or structures. Instead it refers to integrated community 
MH services set within a Primary Care Network (PCN) organisation. This organisation will 
increasingly operate with GPs and surgery staff, social care, mental health and voluntary 
staff working together as colleagues to support prevention, early intervention and timely 
joined up treatment and care. 

This community mental health provision set within a PCN organisation will require significant 
local health, social care and VCS transformation which includes community mental health 
resources currently in secondary care. This will require a broader set of projects to realign 
existing care pathways with integrated place based PCN provision. 

IPCC project work is planned for and defined by the 2021/2024 funding applications that 
have been developed and submitted to NHSe over the last few months. 

Detailed programme portfolio plans are being developed to track implementation, recruitment 
and investment over the next year by operational managers, the Service Improvement and 
Development Team and local commissioners. 

MH Complex Care/Rehabilitation
NHSe has asked local systems to speed up transformation plans and have committed to 
bring forward 2022/23 funding to support this. 
Therefore another set of major transformation programmes of work to review, redesign and 
transform complex care/MH rehabilitation will take place over the next year. This work with 
include reform of the Care Programme Approach, a care planning, care co-ordination and 
risk management framework for those with complex health and social care needs. 
Thurrock starts this work in March 2021. Other local systems will plan for this shortly. 

Detailed project planning and delivery forecasting with operational, finance, workforce and 
projects leads will take place end of March/early April. 
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Community Health Services Transformation 

EPUT provides Community Health Services in two areas of Essex. South East Essex and West 
Essex. 

A summary of transformation work is shown below, but it should be noted that SEE plans are 
likely to undergo significant change with the new MSE Joint Venture. EPUT, NELFT and 
Provide have signed an agreement to solidify the closer working relationship between our three 
organisations. The contractual joint venture provides the foundation for developing an 
integrated community health service for Mid and South Essex that combines the strengths of 
all three sovereign organisations. 

The benefits of working in partnership include: 
•Reduced variation for patients across community services 
•Improved patient outcomes and experience 
•Increased collaboration, partnership working and innovation for the clinical workforce 
•Increased opportunities for agreeing best practice across the three organisations 
•Ensuring community services are fit for the future and delivered closer to home 

More detail about the impact on SEE services will be shared later in the year. 

SEE Community Health Service Transformation Plans 

A range of initiatives have been put in place to support the system by focusing and transforming 
key priority service areas during the Coronavirus outbreak across both Adult and Children’s 
services. 

Discharge to Assess (D2A) 
In order to support people being discharged from hospital at pace, community services have 
developed a model for ‘discharge to assess’ services in partnership with local authorities, 
which will support the delivery of care to people in their own homes and reduce the need for 
individuals to be placed in a community bed. This will achieve better outcomes overall for 
patients. This included on 7th Dec 2020, opening our new ‘Community Coordination Centre 
(CCC)’ which streamlines access to our urgent/crisis services, consolidated under one number 
that incorporates our UCRT, Nursing and Specialist Nursing and Discharge to Assess services. 
The CCC will also accommodate our local authority partners to deliver collaborative, integrated 
working and improved patient outcomes. 

Urgent Community Response Teams (UCRT) 
Existing UCRT (SWIFT) has been strengthened to enhanced ‘admission avoidance’ 
requirement and deliver 2 hour crisis response in patients’ homes. This saw the development 
and implementation on 30th April 2020 of a Single Point of Access for UCRT across the STP 
hosted by SEE Community Services in EPUT. This was a three month project funded via 
COVID monies until end of July and has now been approved for on-going funding by the STP. 
EPUT continue to lead the development and transformation of UCRT across the MSE HCP. 
The next phase of the project sees improved dashboard reporting, improved pathways with 
EEAST and 111 services and introduction of new technology. 

Community Beds 
In first spike of pandemic, Mountnessing Court and Cumberledge Intermediate Care Centre 
(CICC) were relocated to  Brentwood Community Hospital. This was part of the MSE HCP 
decision to consolidate all community beds on two sites as part of the Covid-19 response. 
CICC was repatriated to Rochford Hospital early Oct 2020 and has been operating as sub-
acute intermediate care facility managing Covid positive patients. Discussions are now 
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underway to secure agreement for the optimum community bed configuration for post 1st April 
2021 including decision on Mountnessing Court.. 

West Essex Community Health Service Transformation Plans 

Out Of Hospital Strategy 
West Essex are implementing an out of hospital strategy/model programme which comprises 
four projects; 

1. PCN Alignment of Community Teams (PACTS) 
2. Care Coordination Centre (CCC) 
3. Intermediate Care 
4. Specialist Teams 

These are integrated transformation projects working with our system partners, CCG, ECC, 
Acute Hospitals, St Clare’s Hospice and PCNs. 

PACTS (PCN Alignment of Community Teams) 
The aim of this project is to establish an integrated West Essex integrated system partnership 
approach for Out of Hospital Care for 18+ residents in West Essex, this includes acute, EPUT 
community & mental health, ECC, hospice, GPs, ambulance, 111 services. Discussions are 
under way with each of the PCNs to support their agreement for a focussed approach within 
their PACTS. 

CCC Care Coordination Centre 
The aim is to implement an integrated (with system partners) Care Coordination Centre to 
receive, triage and onward refer all system referrals. Currently the referral form is being 
reviewed with the aim to use this electronically for all parties in order to facilitate this and an 
expert IT group has been set up to review the many clinical record systems currently used by 
different organisations. 

Intermediate Care 
The focus of the Intermediate Care project for the Out of Hospital Programme is to: 

• Review rapid response and implement a 24 hour community response 
• Re-designated community beds 
• Support at home for patients as part of the Reablement agenda 
• Develop and better interfacing with the Patient at Home Service and better integration 

with community teams and expansion of services 
• Single system wide therapy team development 

Specialist Teams 
This is major transformation project involving a large number of specialist team. One of the 
first phases is the patient remote monitoring pilot The Community Respiratory team will be 
implementing the use of remote monitoring of vital statistics for Covid and moderate to low 
respiratory patients. Doccla, a company that specialises in virtual ward technology that support 
care at home and early discharge  will supply and monitor readings into a dashboard which 
the community team will have access to, this will show if there are missing readings, readings 
within range or those that have exceed range. The aim is to roll this out w/c 29 March and is a 
six month pilot. Other phases will be designed and implemented later in the year. 
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Risks and Issues 

The significant risk relates to recruitment in all three STPs/ICSs. Due to workforce challenges 
the Trust is examining options to improve recruitment but is also considering alterative staffing 
structures with commissioners to enable service initiatives to commence in 2021/22. This 
includes working with VCS organisations to complement service delivery along-side EPUT 
services but also providing VCS training opportunities leading to future recruitment of staff. A 
major recruitment plan is in place and is showing signs of success but this will need to be 
monitored closely and regular monitoring and adjustment to plans. Preparedness plans are 
also being developed where required to predict any workforce shortfalls and re look at skill mix 
and other options for providing a safe and effective service, in the interim and long term. 

Recruitment has remained the biggest risk to the transformation portfolio with a number of 
highlighted factors; 

• EPUT borders East London where outer London weighting and fringe allowances are 
payable. 

• Most professional groups have always been difficult to recruit to, with particular 
challenges with psychology and medical staff. National shortages of nursing staff is a 
long-term challenge. 

• Support worker staff pools have also been heavily recruited to with increasing difficulty 
in recruiting to new initiatives, e.g. Mental Health Discharge Funding, even when 
bandings have been increased with no applications. 

• Many of the transformational posts have required senior staff e.g. band 7 nurses in 
integrated primary care networks which are promotion opportunities for band 6 posts. 
These in turn are hard to recruit to. The local health economy across the three STPs 
will have drawn off the best of the band 5 nurses, either into band 5 posts or promotions 
to band 6. 

• Neighbouring providers have the same extra funding and transformation plans. EPUT 
is directing competing with a shrinking pool of staff. 

The Trust has continuously tried to mitigate the difficulties in recruitment including; 
• Advertising campaigns including local airports, train stations 
• Financial incentives, including staff referral incentives 
• Support with moving to Essex 
• Successful group sponsor licences from the Home Office for employing oversees 

professionals. 
• International journal advertising campaigns. 
• Skill mix reviews 
• Strong and successful national representation to increase psychologist training places 

and EPUT successfully applied to be a main provider for psychologist apprentice 
training, the only one in the UK to be successful. 

Despite the significant challenges, with the continuous effort put in, EPUT has overall 
successfully recruited with nearly 70% of MH positions being permanent with a further 
approximate 10% of positions filled with temporary staff, mostly bank staff. 

Communications plans are also in place to ensure that the public, patients and carers as well 
as wider system health, social care and third sector staff are aware of the changes and access 
the new service appropriately. 
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Finance update 

There was a big push (by CCGs) on getting this year’s MHIS investments developed, agreed 
and in place for the reporting that was required mid-year. Our (EPUT) difficulty is lack of 
transparency on the funding stream and the year to which they are being tagged, so whilst 
we see investment in mental health services, unpicking what the CCGs are counting as 
MHIS spend for the year is a complex and not easily achievable task. It is therefore proving 
difficult for us to monitor CCG MHIS plans or actual spend and this is one of the key points 
that has been flagged in the past by MH providers being asked to confirm/sign off the CCG 
MHIS plans. The monitoring has improved in the last 12-18 months, there is more 
transparency and the CCGs seem more willing to be open about where investments are 
being made. 

The Trust transformation finance and service development leads will be organising the 21/22 
investments by schemes into a programme management schedule to assist in understanding 
investment and delivery against that investment. 

Action Required 

The Executive Operational Committee is asked to note the contents of this report, 

Report prepared by: 

Mark Travella 
Associate Director Business 
Development & Service Improvement 

Opeyemi Adetokunbo-Aina 
Senior Finance Manager for Transformation Projects 

On behalf of: 

Alexandra Green 
Executive Chief Operating Officer 
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(b) the number of rejected ballot papers under each of the headings 
in rule FPP44.5 

(c) the number of rejected text voting records under each of the 
headings in rule FPP44.10 

available on request. 

STV52. Declaration of result for contested elections 

STV52.1 In a contested election, when the result of the poll has been 
ascertained, the returning officer is to: 
(a) declare the candidates who are deemed to be elected under Part 

6 of these rules as elected 

(b) give notice of the name of each candidate who he or she has 
declared elected: 

(i) where the election is held under a proposed constitution 
pursuant to powers conferred on Essex Partnership 
University NHS Foundation Trust by section 33(4) of the 
2006 Act, to the Chairman of the NHS Trust, or 

(ii) in any other case, to the Chairman of the corporation, and 

(c) give public notice of the name of each candidate who he or she 
has declared elected. 

STV52.2 The returning officer is to make: 
(a) the number of first preference votes for each candidate whether 

elected or not 

(b) any transfer of votes 

(c) the total number of votes for each candidate at each stage of the 
count at which such transfer took place 

(d) the order in which the successful candidates were elected, and 

(e) 

(f) 

the number of rejected ballot papers under each of the headings 
in rule STV44.1 

the number of rejected text voting records under each of the 
headings in rule STV44.3 

available on request. 

53. Declaration of result for uncontested elections 

53.1 In an uncontested election, the returning officer is to as soon as is 
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practicable after final day for the delivery of notices of withdrawals by 
candidates from the election: 
(a) declare the candidate or candidates remaining validly nominated 

to be elected 
(b) give notice of the name of each candidate who he or she has 

declared elected to the Chairman of the corporation, and 
(c) give public notice of the name of each candidate who he or she 

has declared elected. 

PART 8: DISPOSAL OF DOCUMENTS 

54. Sealing up of documents relating to the poll 

54.1 On completion of the counting at a contested election, the returning officer is 
to seal up the following documents in separate packets: 
(a) the counted ballot papers, internet voting records, telephone voting 

records and text voting records 

(b) the ballot papers and text voting records endorsed with “rejected in 
part” 

(c) the rejected ballot papers and text voting records, and 

(d) the statement of rejected ballot papers and the statement of rejected 
text voting records 

and ensure that complete electronic copies of the internet voting records, 
telephone voting records and text voting records created in accordance with 
rule 26 are held in a device suitable for the purpose of storage. 

54.2 The returning officer must not open the sealed packets of: 
a) the disqualified documents, with the list of disqualified documents 

inside it 

(b) the list of spoilt ballot papers and the list of spoilt text message votes 

(c) the list of lost ballot documents, and 

(d) the list of eligible voters 

or access the complete electronic copies of the internet voting records, 
telephone voting records and text voting records created in accordance with 
rule 26 and held in a device suitable for the purpose of storage. 

54.3 The returning officer must endorse on each packet a description of: 
(a) its contents 

(b) the date of the publication of notice of the election 
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(c) the name of the corporation to which the election relates, and 

(d) the constituency, or class within a constituency, to which the election 
relates. 

55. Delivery of documents 

55.1 Once the documents relating to the poll have been sealed up and endorsed 
pursuant to rule 56, the returning officer is to forward them to the chair of the 
corporation. 

56. Forwarding of documents received after close of the poll 

56.1 Where: 
(a) any voting documents are received by the returning officer after the 

close of the poll, or 

(b) any envelopes addressed to eligible voters are returned as undelivered 
too late to be resent, or 

(c) any applications for replacement voting information are made too late 
to enable new voting  information to be issued, 

the returning officer is to put them in a separate packet, seal it up, and 
endorse and forward it to the Chairman of the corporation. 

57. Retention and public inspection of documents 

57.1 The corporation is to retain the documents relating to an election that are 
forwarded to the chair by the returning officer under these rules for one year, 
and then, unless otherwise directed by the Board of Directors of the 
corporation, cause them to be destroyed. 

57.2 With the exception of the documents listed in rule 58.1, the documents 
relating to an election that are held by the corporation shall be available for 
inspection by members of the public at all reasonable times. 

57.3 A person may request a copy or extract from the documents relating to an 
election that are held by the corporation, and the corporation is to provide it, 
and may impose a reasonable charge for doing so. 

58. Application for inspection of certain documents relating to an election 

58.1 The corporation may not allow: 
(a) the inspection of, or the opening of any sealed packet containing: 
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(i) any rejected ballot papers, including ballot papers rejected in part 

(ii) any rejected text voting records, including text voting records 
rejected in part 

(iii) any disqualified documents, or the list of disqualified documents 

(iv) any counted ballot papers, internet voting records, telephone voting 
records or text voting records, or 

(v) the list of eligible voters, or 

(b) access to or the inspection of the complete electronic copies of the 
internet voting records, telephone voting records and text voting records 
created in accordance with rule 26 and held in a device suitable for the 
purpose of storage 

by any person without the consent of the Board of Directors of the 
corporation. 

58.2 A person may apply to the Board of Directors of the corporation to inspect any 
of the documents listed in rule 58.1, and the Board of Directors of the 
corporation may only consent to such inspection if it is satisfied that it is 
necessary for the purpose of questioning an election pursuant to Part 11. 

58.3 The Board of Directors of the corporation’s consent may be on any terms or 
conditions that it thinks necessary, including conditions as to: 
(a) persons 

(b) time 

(c) place and mode of inspection 

(d) production or opening 

and the corporation must only make the documents available for inspection in 
accordance with those terms and conditions. 

58.4 On an application to inspect any of the documents listed in rule 58.1 the 
Board of Directors of the corporation must: 
(a) in giving its consent, and 

(b) in making the documents available for inspection 

ensure that the way in which the vote of any particular member has been 
given shall not be disclosed, until it has been established: 

(i) that his or her vote was given, and 

(ii) that Monitor has declared that the vote was invalid. 
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PART 9: DEATH OF A CANDIDATE DURING A CONTESTED ELECTION 

FPP59. Countermand or abandonment of poll on death of candidate 

FPP59.1 If at a contested election, proof is given to the returning officer’s 
satisfaction before the result of the election is declared that one of the 
persons named or to be named as a candidate has died, then the 
returning officer is to: 
(a) countermand notice of the poll, or, if voting information has been 

issued, direct that the poll be abandoned within that constituency 
or class, and 

(b) order a new election, on a date to be appointed by him or her in 
consultation with the corporation, within the period of 40 days, 
computed in accordance with rule 3 of these rules, beginning with 
the day that the poll was countermanded or abandoned. 

FPP59.2 Where a new election is ordered under rule FPP59.1, no fresh 
nomination is necessary for any candidate who was validly nominated 
for the election where the poll was countermanded or abandoned but 
further candidates shall be invited for that constituency or class. 

FPP59.3 Where a poll is abandoned under rule FPP59.1(a), rules FPP59.4 to 
FPP59.7 are to apply. 

FPP59.4 The returning officer shall not take any step or further step to open 
envelopes or deal with their contents in accordance with rules 38 and 
39, and is to make up separate sealed packets in accordance with rule 
40. 

FPP59.5 The returning officer is to: 
(a) count and record the number of ballot papers, internet voting 

records, telephone voting records and text voting records that 
have been received, 

(b) seal up the ballot papers, internet voting records, telephone 
voting records and text voting records into packets, along with the 
records of the number of ballot papers, internet voting records, 
telephone voting records and text voting records and 

ensure that complete electronic copies of the internet voting records 
telephone voting records and text voting records created in accordance 
with rule 26 are held in a device suitable for the purpose of storage. 

FPP59.6 The returning officer is to endorse on each packet a description of: 
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(a) its contents 

(b) the date of the publication of notice of the election 

(c) the name of the corporation to which the election relates, and 

(d) the constituency, or class within a constituency, to which the 
election relates. 

FPP59.7 Once the documents relating to the poll have been sealed up and 
endorsed pursuant to rules FPP59.4 to FPP59.6, the returning officer is 
to deliver them to the Chairman of the corporation, and rules 57 and 58 
are to apply. 

STV59. Countermand or abandonment of poll on death of candidate 

STV59.1 If, at a contested election, proof is given to the returning officer’s 
satisfaction before the result of the election is declared that one of the 
persons named or to be named as a candidate has died, then the 
returning officer is to: 
(a) publish a notice stating that the candidate has died, and 

(b) proceed with the counting of the votes as if that candidate had 
been excluded from the count so that: 

(i) ballot documents which only have a first preference 
recorded for the candidate that has died, and no preferences 
for any other candidates, are not to be counted, and 

(ii) ballot documents which have preferences recorded for other 
candidates are to be counted according to the consecutive 
order of those preferences, passing over preferences 
marked for the candidate who has died. 

STV59.2 The ballot documents which have preferences recorded for the 
candidate who has died are to be sealed with the other counted ballot 
documents pursuant to rule 54.1(a). 

PART 10: ELECTION EXPENSES AND PUBLICITY 

Election expenses 

60. Election expenses 

60.1 Any expenses incurred, or payments made, for the purposes of an election 
which contravene this Part are an electoral irregularity, which may only be 
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questioned in an application made to Monitor under Part 11 of these rules. 

61. Expenses and payments by candidates 

61.1 A candidate may not incur any expenses or make a payment (of whatever 
nature) for the purposes of an election, other than expenses or payments that 
relate to: 
(a) personal expenses 

(b) travelling expenses, and expenses incurred while living away from 
home, and 

(c) expenses for stationery, postage, telephone, internet(or any similar 
means of communication) and other petty expenses, to a limit of £100. 

62. Election expenses incurred by other persons 

62.1 No person may: 
(a) incur any expenses or make a payment (of whatever nature) for the 

purposes of a candidate’s election, whether on that candidate’s behalf 
or otherwise, or 

(b) give a candidate or his or her family any money or property (whether 
as a gift, donation, loan, or otherwise) to meet or contribute to 
expenses incurred by or on behalf of the candidate for the purposes of 
an election. 

62.2 Nothing in this rule is to prevent the corporation from incurring such 
expenses, and making such payments, as it considers necessary pursuant to 
rules 63 and 64. 

Publicity 

63. Publicity about election by the corporation 

63.1 The corporation may: 

(a) compile and distribute such information about the candidates, and 

(b) organise and hold such meetings to enable the candidates to speak 
and respond to questions, 

as it considers necessary. 

63.2 Any information provided by the corporation about the candidates, including 
information compiled by the corporation under rule 64, must be: 
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(a) objective, balanced and fair 

(b) equivalent in size and content for all candidates 

(c) compiled and distributed in consultation with all of the candidates 
standing for election, and 

(d) must not seek to promote or procure the election of a specific 
candidate or candidates, at the expense of the electoral prospects of 
one or more other candidates. 

63.3 Where the corporation proposes to hold a meeting to enable the candidates 
to speak, the corporation must ensure that all of the candidates are invited to 
attend, and in organising and holding such a meeting, the corporation must 
not seek to promote or procure the election of a specific candidate or 
candidates at the expense of the electoral prospects of one or more other 
candidates. 

64. Information about candidates for inclusion with voting information 

64.1 The corporation must compile information about the candidates standing for 
election, to be distributed by the returning officer pursuant to rule 24 of these 
rules. 

64.2 The information must consist of: 
(a) a statement submitted by the candidate of no more than 250 words 

(b) if voting by telephone or text message is a method of polling for the 
election, the numerical voting code allocated by the returning officer to 
each candidate, for the purpose of recording votes using the telephone 
voting facility or the text message voting facility (“numerical voting 
code”), and 

(c) a photograph of the candidate. 

65. Meaning of “for the purposes of an election” 

65.1 In this Part, the phrase “for the purposes of an election” means with a view to, 
or otherwise in connection with, promoting or procuring a candidate’s election, 
including the prejudicing of another candidate’s electoral prospects; and the 
phrase “for the purposes of a candidate’s election” is to be construed 
accordingly. 

65.2 The provision by any individual of his or her own services voluntarily, on his or 
her own time, and free of charge is not to be considered an expense for the 
purposes of this Part. 
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PART 11: QUESTIONING ELECTIONS AND THE CONSEQUENCE OF 
IRREGULARITIES 

66. Application to question an election 

66.1 An application alleging a breach of these rules, including an electoral 
irregularity under Part 10, may be made to Monitor for the purpose of seeking 
a referral to the independent election arbitration panel ( IEAP). 

66.2 An application may only be made once the outcome of the election has been 
declared by the returning officer. 

66.3 An application may only be made to Monitor by: 
(a) a person who voted at the election or who claimed to have had the 

right to vote, or 

(b) a candidate, or a person claiming to have had a right to be elected at 
the election. 

66.4 The application must: 
(a) describe the alleged breach of the rules or electoral irregularity, and 

(b) be in such a form as the independent panel may require. 

66.5 The application must be presented in writing within 21 days of the declaration 
of the result of the election. Monitor will refer the application to the 
independent election arbitration panel appointed by Monitor. 

66.6 If the independent election arbitration panel requests further information from 
the applicant, then that person must provide it as soon as is reasonably 
practicable. 

66.7 Monitor shall delegate the determination of an application to a person or panel 
of persons to be nominated for the purpose. 

66.8 The determination by the IEAP shall be binding on and shall be given effect 
by the corporation, the applicant and the members of the constituency (or 
class within a constituency) including all the candidates for the election to 
which the application relates. 

66.9 The IEAP may prescribe rules of procedure for the determination of an 
application including costs. 
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PART 12: MISCELLANEOUS 

67. Secrecy 

67.1 The following persons: 
(a) the returning officer 

(b) the returning officer’s staff 

must maintain and aid in maintaining the secrecy of the voting and the 
counting of the votes, and must not, except for some purpose authorised by 
law, communicate to any person any information as to: 

(i) the name of any member of the corporation who has or has not 
been given voting information or who has or has not voted, 

(ii) the unique identifier on any ballot paper, 

(iii) the voter ID number allocated to any voter, 

(iv) the candidate(s) for whom any member has voted. 

67.2 No person may obtain or attempt to obtain information as to the candidate(s) 
for whom a voter is about to vote or has voted, or communicate such 
information to any person at any time, including the unique identifier on a 
ballot paper given to a voter or the voter ID number allocated to a voter. 

67.3 The returning officer is to make such arrangements as he or she thinks fit to 
ensure that the individuals who are affected by this provision are aware of the 
duties it imposes. 

68. Prohibition of disclosure of vote 

68.1 No person who has voted at an election shall, in any legal or other 
proceedings to question the election, be required to state for whom he or she 
has voted. 

69. Disqualification 

69.1 A person may not be appointed as a returning officer, or as staff of the 
returning officer pursuant to these rules, if that person is: 
(a) a member of the corporation 

(b) an employee of the corporation 

(c) a Director of the corporation, or 

(d) employed by or on behalf of a person who has been nominated for 
election. 

Page 76 of 91 



  

 
   

 
     

    

   
 

    
 

  

70. Delay in postal service through industrial action or unforeseen event 

70.1 If industrial action, or some other unforeseen event, results in a delay in: 
(a) the delivery of the documents in rule 24, or 

(b) the return of the ballot papers 

the returning officer may extend the time between the publication of the notice 
of the poll and the close of the poll by such period as he or she considers 
appropriate. 
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51.ANNEX 6:  ADDITIONAL PROVISIONS – COUNCIL OF GOVERNORS 

(Paragraphs 17.3, 18.2 and 24.1) 

1. Roles and Responsibilities of the Council of Governors 

The roles and responsibilities of the Council of Governors which are to be carried out 
in accordance with the constitution, the Trust’s license and Monitor’s NHS 
Foundation Trust Code of Governance include 
1.1 General Duties 

1.1.1 to hold the Non-Executive Directors individually and collectively to 
account for the performance of the Board of Directors, including 
ensuring that the Board of Directors acts so that the Trust does not 
breach the terms of its license. “Holding the Non-Executive 
Directors to account” includes scrutinising how well the Board is 
working, challenging the Board in respect of its effectiveness, and 
asking the Board to demonstrate that it has sufficient quality 
assurance in respect of the overall performance of the Trust, 
questioning Non-Executive Directors about the performance of the 
Board and of the Trust and making sure to represent the interests of 
the Trust’s members and of the public in doing so 

1.1.2 to represent the interests of the members of the Trust and the 
interests of the public 

2.1 Non-Executive Directors, Chief Executive and Auditor 
2.1.1 to approve the policies and procedures for the appointment and 

removal of the Chair and Non-Executive Directors on the 
recommendation of the Nomination Committee of the Council of 
Governors 

2.1.2 to appoint the Chair and Non-Executive Directors 

2.1.3 to remove  the Chair and the Non-Executive Directors. However, 
the Council should only exercise its power to remove the Chair or 
any Non-Executive Directors after exhausting all means of 
engagement with the Board 

2.1.4 to approve the policies and procedures for the appraisal of the 
Chair, and Non-Executive Directors on the recommendation of the 
remuneration committee of the Council of Governors. All Non-
Executive Directors should be submitted for re-appointment at 
regular intervals.. The Council of Governors should ensure planned 
and progressive refreshing of the Non-Executive Directors 
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2.1.5 to decide the remuneration of Non-Executive Directors and the 
Chair and to approve changes to the remuneration, allowances and 
other terms of office for the Chair and the Non-Executive Directors 
having regard to the recommendations of the Remuneration 
Committee of the Council of Governors 

2.1.6 to approve the appointment of  the Chief Executive of the Trust 

2.1.7 to approve the criteria for the appointment, removal and 
reappointment of the auditor 

2.1.8 to appoint, remove and reappoint the auditor, having regards to the 
recommendation of the Audit Committee 

3.1 Strategy Planning 
3.1.1 to provide feedback to the Board of Directors on the development of 

the strategic direction of the Trust, as appropriate 

3.1.2 to collaborate with the Board of Directors in the development of the 
forward plan 

3.1.3 where the forward plan contains a proposal that the Trust will carry 
out activities other than the provision of goods and services for the 
purposes of the NHS in England, to determine whether it is satisfied 
that the carrying on of the activity will not to any significant extent 
interfere with the fulfilment by the Trust of its principal purpose or 
the performance of its other functions and notify its determination to 
the Board of Directors 

3.1.4 where the Trust proposes to increase by 5% or more the proportion 
of its total income in any financial year attributable to activities other 
than the provision of goods and services for the purposes of the 
NHS in England, approve such a proposal 

3.1.5 to approve the entering into of any significant transaction (as 
defined in this constitution) in accordance with the 2006 Act and the 
constitution 

3.1.6 to approve proposals from the Board of Directors for merger, 
acquisition, dissolution or separation in accordance with 2006 Act 
and the constitution 

3.1.7 when appropriate, to make recommendations for the revision of the 
constitution and approve any amendments to the constitution in 
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accordance with the 2006 Act and the constitution 

3.1.8 to receive the Trust’s annual accounts, any report of the auditor on 
them, and the annual report at a general meeting of the Council of 
Governors 

4.1 Representing Members and the Public 
4.1.1 to prepare and from time to time review the Trust’s membership 

engagement strategy and policy 

4.1.2 to notify Monitor, via the Lead Governor, if the Council is concerned 
that the Trust is at risk of breaching the terms of its license, and if 
these concerns cannot be resolved at local level 

4.1.3 to report to the members annually on the performance of the 
Council of  Governors 

4.1.4 to promote membership of the Trust and contribute to opportunities 
to recruit members in accordance the membership strategy 

4.1.5 to seek the views of stakeholders and feed back to the Board of 
Directors. 

(Paragraphs 17.3 and 24.1) 

4. Eligibility to be a Governor 

4.1 A person may not become a Governor of the Trust, and if already holding 
such office will immediately cease to do so, if: 

4.1.1 he is a Director of the Trust, or a  director of another health service 
body 

4.1.2 he is the spouse, partner, parent or child of a member of the Board 
of Directors for the Trust 

4.1.3 he is the subject of a disqualification order made under the 
Company Directors Disqualification Act 1986 

4.1.4 he is subject to a Sexual Offenders Order under the Sexual 
Offences Act 2003 

4.1.5 he is included in any barred list established under the Safeguarding 
Vulnerable Adults Act 2006 or any equivalent list maintained under 
the laws of Scotland or Northern Ireland 
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4.1.6 he is undergoing a period of disqualification from a statutory health 
or social care register 

4.1.7 he has been disqualified from being a member of a relevant 
authority under the provisions of the Local Government Act 2000 

4.1.8 he has been dismissed, otherwise than by reason of redundancy or 
ill health, from any paid employment with a health service body 

4.1.9 he is a vexatious complainant as determined in accordance with the 
Trust’s complaints procedure 

4.1.10 within 5 years prior to his nomination for election or appointment to 
the Council of Governors, he has had his office of Governor 
terminated for the reasons set out in paragraphs 5.1.4 – 5.1.9 of 
this Annex 6. 

(Paragraph 17) 

5. Termination of Office and Removal of Governors 

5.1 A person holding office as a Governor shall cease to do so if: 

he resigns by notice in writing to the Trust Secretary 

in the case of an elected Governor, he ceases to be member of the area of 
the constituency or class of the constituency by which he was elected 

5.1.1 in the case of an appointed or partnership Governor, the appointing 
organisation terminates the appointment of the individual 

5.1.2 he consistently and unjustifiably fails to attend the meetings of the 
Council of Governors in line with the Governor attendance policy as 
agreed by the Council of Governors 

5.1.3 he has refused without reasonable cause to undertake any training 
which the Trust requires all Governors to undertake 

5.1.4 he has failed to sign and deliver to the Trust Secretary a statement 
in the form required confirming acceptance of the code of conduct 
for Governors 

5.1.5 he has committed a serious breach of the code of conduct for 
Governors or fails to abide by the Council of Governors standing 
orders 

5.1.6 he has acted in a manner detrimental to the interests of the Trust 
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5.1.7 he has expressed opinions which are incompatible with the values 
of the Trust 

5.1.8 he is incapable by reason of mental disorder, illness or injury of 
managing and administering his property and affairs 

5.2 Governors who are to be removed under any of the grounds set out in 
paragraph 5.1 above (with the exception of sub-paragraph 5.1.1 – 
5.1.3) above shall be removed  from the Council of Governors by a 
resolution approved by the majority of the remaining Governors present 
and voting 

5.3 There shall be a working group/committee of the Council of Governors 
whose function shall be to: 

5.3.1 receive and consider concerns about the conduct of any governor 
and/or 

5.3.2 consider whether there are grounds to remove a Governor from office 

and to make recommendations to the Council of Governors. Membership of 
the working group/committee shall be determined from time to time 

5.4 If the Council of Governors receives a complaint in writing about any 
Governor or is asked to consider whether an individual is eligible to 
become or remain a Governor, the working group shall investigate the 
matter and make a recommendation to the Council of Governors, which 
may include a recommendation that a Governor is removed from office 
pursuant to paragraph 5.2 above 

5.5 The Council of Governors may decide that whilst the working group is 
carrying out its investigation, the Governor concerned shall be 
suspended from office.  Suspension is a neutral act and any decision to 
suspend the Governor concerned shall not be seen as an indicator of, 
or have any bearing on, the eventual recommendation of the working 
group 

5.6 If the Council of Governors decides to terminate a Governor’s tenure of 
office pursuant to paragraph 5.2 above, the Governor may apply in 
writing to the Council of Governors within seven (7) days of the date of 
the decision, for the decision to be referred to an independent assessor 
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5.7 The decision of the Council of Governors to terminate the tenure of 
office of the Governor concerned shall not take effect until the later of: 

5.7.1 seven (7) days after the date of decision; or 

5.7.2 where the Governor applies for the decision to be referred to an 
independent assessor in accordance with paragraph 5.6 above, the 
date on which the independent assessor determines the matter 

5.8 The Governor shall be suspended from office (if he/ she has not already 
been suspended from office pursuant to paragraph 5.5 above) with 
effect from the date of the Council of Governors’ decision until the later 
of the two dates set out in paragraph 5.7 above 

5.9 On receipt of an application under paragraph 5.6 above the Council of 
Governors and the applicant Governor will co-operate in good faith to 
agree on the appointment of the independent assessor.  If the parties 
fail to agree on the identity of the independent assessor within twenty-
one (21) days of the date upon which the application is received by the 
Council of Governors, then the Council of Governors shall request the 
Chartered Institute of Arbitrators to nominate an independent assessor 

5.10 The independent assessor will consider the evidence and conclude 
whether the decision to remove the Governor was reasonable or 
otherwise 

5.11 The independent assessor’s decision will be binding on the parties. If 
the independent assessor finds that the decision of the Council of 
Governors to remove the governor was not reasonable, the decision of 
the Council of Governors will be rescinded 

5.12 The Trust shall bear the independent assessor’s costs unless the 
independent assessor determines that such costs shall be shared 
between the Trust and the Governor. 
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ANNEX 7: STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF 
THE COUNCIL OF GOVERNORS 

(Paragraph 19.1 and 20) 

Standing Orders For The Practice And Procedure Of The Council Of Governors are 
included as a separate document to this constitution. 

-
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ANNEX 8: STANDING ORDERS FOR THE PRACTICE AND PROCEDURE OF 
THE BOARD OF DIRECTORS 

(Paragraph 35) 
Standing Orders For The Practice And Procedure Of The Board Of Directors are 
included as a separate document to this constitution. 
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ANNEX 9 – FURTHER PROVISIONS 

(Paragraph 49) 

1. SIGNIFICANT TRANSACTIONS 

1.1 In accordance with section 51A of the National Service Act 2006, the 
Trust may enter into a Significant Transaction only if more than half 
of the members of the Council of Governors of the Trust voting 
approve entering into the transaction 

1.2 For the purpose of this paragraph 1 and subject to paragraph 1.4 
below, “Significant Transaction” means  a “transaction” as defined in 
paragraph 1.3 below which meets any one of the following tests: 

1.2.1 the assets which are the subject of the transaction exceed 25% of 
the total fixed assets of the Trust (Asset Test); or 

1.2.2 the income of the Trust will increase or decrease by more than 25% 
following the completion of the relevant transaction (Income Test); or 

1.2.3 the gross capital of the company or business being acquired or 
divested represents more than 25% of the total capital of the trust 
following completion (where “gross capital” is the market value of the 
relevant company or business’s shares and debt securities plus the 
excess of current liabilities over current assets, and the Trust’s 
capital is determined by reference to its balance sheet) (Gross 
Capital Test); or 

1.2.4 the Asset Test, the Income Test and the Gross Capital Test are not 
satisfied but the transaction, in the reasonable opinion of the Board 
of Directors: 

(a) would impact on the manner in which health services are 
delivered by the Trust and/or the range of health services the 
Trust delivers; or 

(b) exceeds a total value of £10,000,000 (£10 million) and has an 
overall risk rating which in the reasonable opinion of the Board 
of Directors is considered to be significant. The Board of 
Directors will assess the significance of the overall risk of the 
transaction against the applicable Trust’s own risk management 
framework in force at the time the risk assessment is conducted 
by the Board of Directors 

1.3 “Transaction” means any agreement (including an amendment to an 
agreement) entered into by the Trust in respect of a merger, demerger, joint 
venture, divestment, or any other arrangement for the acquisition, disposal or 
delivery of health services, but, for the avoidance of doubt, it does not 
include: 
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1.3.1 an agreement entered into or changes to the health services carried 
out by the Trust following a reconfiguration of the health services led 
by the commissioners of such health services; or 

1.3.2 a grant of public dividend capital or the entering into a working capital 
facility or other loan, which does not involve the acquisition or 
disposal of any fixed asset of the trust 

1.3.3 For the purpose of this paragraph 1.3 the following definitions apply: 

(a) “merger” means a transaction that involves one organisation 
acquiring / transferring the assets and liabilities of another, 
either wholly or in part; 

(b) “demerger” means a transaction that involves the 
disaggregation of a single corporate body into two or more new 
corporate bodies; 

(c) “joint venture” means a transaction involving an agreement 
between two or more parties to undertake economic activity 
together which establishes a separate legal entity.; and 

(d) “divestment” means a transaction that involves the disposal, in 
whole or in part, of an organisation’s business, services or 
assets and liabilities where the Board of Directors has made a 
decision to do so. 

1.4 A transaction is not a Significant Transaction if it is: 

1.4.1 a transaction which is a statutory merger, acquisition, separation or 
dissolution under sections 56, 56A, 56B or 57A of the National Health 
Service Act 2006; or 

1.4.2 a transaction in the ordinary course of current business from time to 
time (including the expiry, termination, renewal, extension of, or the 
entering into an agreement in respect of the health services carried 
out by the Trust). 

1.4.3 a transaction that involves the disposal, in whole or in part, of an 
organisation’s business services or assets and liabilities where the 
Board of Directors has not made a decision and therefore is outside 
Trust control. 

(Paragraphs 6.2 and 12.4) 

2. TERMINATION OF MEMBERSHIP 

2.1 A member shall not become or continue to be a member if: 

2.1.1 it is reasonably suspected by the Board that in the five years prior to 
the individual’s application for membership of the Trust or during the 
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period of their membership of the Trust, they has been involved as 
a perpetrator in a what the Board reasonably considers to be a 
sufficiently serious incident of intimidation, threats, harassment, 
assault or violence against: 

a) any of the Trust’s employees or other persons who exercise 
functions for the purpose of the Trust, or against any 
volunteers; or 

b) any employee of another health service body or any person 
who exercises functions for the purposes of another health 
service body or against any person who volunteers with another 
health service body; or 

c) any service user or carer or visitor to the Trust or any service 
user, carer or visitor to any other health service body 

2.1.2 he has been excluded from the Trust’s premises within the previous 
five years 

2.1.3 he is expelled from membership by resolution of the Council of 
Governors 

2.1.4 he ceases to be eligible under this Constitution to be a member 

2.1.5 he dies 

2.2 It is the responsibility of each member to ensure their eligibility at all times 
and not the responsibility of the Trust to do so on their behalf. A member who 
becomes aware of their ineligibility shall inform the Trust as soon as 
practicable and the name of that person shall be removed from the Register 
of Members 

2.3 Where the Trust has reason to believe that a member ceases to be eligible 
for membership or their membership can be terminated under this 
constitution, the Trust Secretary shall carry out reasonable enquiries to 
establish if this is the case. 
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ANNEX 10: ANNUAL MEMBERS’ MEETING 

(Paragraphs 13 and 46) 

1. Interpretation 

1.1. Save as permitted by law, the Chair shall be the final authority on the 
interpretation of these standing orders (on which he shall be advised by the 
Chief Executive and the Trust Secretary) 

2. General Information 

2.1. The purpose of the standing orders for Annual Members’ Meetings is to 
ensure that the highest standards of corporate governance and conduct are 
applied to all Annual Members’ Meetings 

2.2. All business shall be conducted in the name of the Trust 

3. Attendance 

3.1. Each member shall be entitled to attend an Annual Members’ Meeting 

4. Meetings in Public 

4.1. Meetings of the Annual Members’ Meetings must be open to the public 
subject to the provisions of paragraph 4.2 below 

4.2. The Chair may exclude any member of the public from an Annual Members’ 
Meeting if he is interfering with or preventing the reasonable conduct of the 
meeting 

4.3. Annual Members’ Meetings shall be held annually at such times and places 
as the Chair may determine 

5. Notice of Meetings 

5.1. Before each Annual Members’ Meeting, a notice of the meeting, specifying 
the business proposed to be transacted at it, and signed by the Chair, or by 
an officer of the Trust authorised by the Chair to sign on his behalf, shall be 
served upon every member at least 10 clear days before the meeting and 
posted on the Trust’s website and displayed at its headquarters 

5.2. The Annual Report and Accounts shall be circulated to Governors and 
published on the website at the earliest and appropriate opportunity.  Copies 
of the Annual Report and Accounts shall be sent to any member upon written 
request to the Trust Secretary and shall be available for inspection by a 
member free of charge at the place of the meeting 
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6. Setting the Agenda 

6.1. The Chair shall determine the agenda for Annual Members’ Meetings which 
must include the business required by the Act 

7. Chair of Annual Members’ Meetings 

7.1. The Chair, if present, shall preside.  If the Chair is absent from the meeting, 
the Vice-Chair or Acting Chair shall preside. If neither the Chair, Vice-Chair 
nor Acting Chair is present the Directors and Governors shall elect one of 
their number to act as Chair 

8. Chair’s Ruling 

8.1. Statements of members made at Annual Members’ Meetings shall be 
relevant to the matter under discussion at the material time and the decision 
of the Chair of the meeting on questions of order, relevancy, regularity and 
any other matters shall be final 

9. Voting 

9.1. Decisions at meetings shall be determined by a majority of the votes of the 
members present and voting.  In the case of any equality of votes, the person 
presiding shall have a second or casting vote subject to the Act 

9.2. All decisions put to the vote shall, at the discretion of the Chair of the 
meeting, be determined by oral expression or by a show of hands 

9.3. In no circumstances may an absent member vote by proxy 

10. Suspension of Standing Orders 

10.1. Except where this would contravene any statutory provision, any one or more 
of these standing orders may be suspended at an Annual Members’ Meeting, 
provided that a majority of members present vote in favour of suspension 

10.2. A decision to suspend the standing orders shall be recorded in the minutes of 
the meeting 

10.3. A separate record of matters discussed during the suspension of the 
standing orders shall be made and shall be available to the members 

10.4. No formal business may be transacted while the standing orders are 
suspended 

10.5. The Trust’s Audit Committee shall review every decision to suspend the 
standing orders 

11. Variation and Amendment of Standing Orders 
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11.1. These standing orders may be amended in accordance with paragraph 48 of 
the constitution 

12. Record of Attendance 

12.1. The Trust Secretary shall keep a record of the names of the members 
present at an Annual Members’ Meeting 

13. Minutes 

13.1. The minutes of the proceedings of an Annual Members’ Meeting shall be 
drawn up and maintained as a public record. They will be submitted for 
agreement at the next Annual Members’ Meeting where they will be signed 
by the person presiding at it 

13.2. No discussion shall take place upon the minutes except upon their accuracy 
or where the Chair considers discussion appropriate.  Any amendment to the 
minutes shall be agreed and recorded at the meeting 

13.3. The minutes of an Annual Members’ Meeting shall be made available to the 
public on the Trust’s website 

14. Quorum 

14.1. No business shall be transacted at an Annual Members’ Meeting unless at 
least 20 members are present. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item No: 11a 

SUMMARY 
REPORT 

BOARD OF DIRECTORS 
PART 1 31 March 2021 

Report Title: CQC Compliance Update 
Executive/Non-Executive Lead: Paul Scott, Chief Executive 
Report Author(s): Amanda Webb, Senior Emergency Planning and 

Compliance Officer 
Report discussed previously at: N/A 
Level of Assurance: Level 1 Level 2  Level 3 

Risk Assessment of Report 
Summary of Risks highlighted in 
this report 

July-August 2019 Action plan testing identified gaps 
of non-compliance 

State which BAF risk(s) this report 
relates to 

BAF45 - CQC Inspections and Learning 
BAF46 - CQC Fundamental Standards 

Does this report mitigate the BAF 
risk(s)? 

No 

Are you recommending a new risk 
for the EPUT BAF? 

No 

If Yes describe the risk to EPUT’s 
organisational objectives and 
highlight if this is an escalation from 
another EPUT risk register 

N/A 

Describe what measures will you 
use to monitor mitigation of the risk 

N/A 

Purpose of the Report 
This report provides an update on the activities that are being 
undertaken within the Trust and information available to maintain 
compliance with CQC standards and requirements and to support 
the Trust’s ambition of achieving an outstanding rating by 2022. 

Approval 
Discussion 
Information 

Recommendations/Action Required 
The Board of Directors is asked to: 

1 Note the contents of the report 
2 Identify any further action that is required to be taken. 

Summary of Key Issues 
Meeting Registration Requirements
EPUT is fully registered with the CQC. 

CQC Inspections
There have been no new CQC inspections in this reporting period. EPUT has no action 
plans open with the CQC following inspection. 

As previously reported the CQC undertook an inspection of Finchingfield in 2020 and the 
action plan following this visit has been completed in full and submitted to the CQC. An 
assurance visit was undertaken by Trust Commissioners to Finchingfield Ward who checked 
implementation of the Action Plan and found that the actions had been embedded.  
Commissioner made one suggestion to have additional CCTV in the garden area of the 
ward. 

Following completion of the Finchingfield Action plan the Inpatient Clinical Support Group 
agreed to expand membership to include all adult MH inpatient services to ensure 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

organisational learning from the inspection.  An internal action plan has been developed by 
the Inpatient Clinical Support Group to share and embed changes across adult MH inpatient 
services 

CQC Action Plan Testing - CQC Well Led Inspection (July-August 2019) 
As previously reported the Compliance Team CQC action plan testing has found gaps in 
embedding actions fully from the 2019 inspection.  As agreed by the Executive Safety 
Oversight Group these gaps were allocated to the relevant Trust Committee(s) to review 
and take forward further action to ensure changes have been embedded. 

Testing identified 9 gaps where further embedding was needed and have been presented 
to the appropriate committees in February and March and actions agreed to further 
embed. 

CQC Guidance / Updates 
A range of new publications have been issued by the CQC over this reporting period 
including: 

• Adult Social Care PIR Pilot 
• Covid19 Insight V8 
• CQC Proposed changes to flexible regulations 

The CQC has had two consultations open in this reporting period: 
• Strategy Consultation – This outlines the CQC 5 year strategy. The CQC aim is to 

implement their strategy over the next five years enabling them to be as flexible as 
possible and adapt to changes in health and care, they will review it when they need 
to. The Trust provided a response to the strategy welcoming the direction of travel 
and raising some queries around how it will work in practice. 

• Changes to how the CQC will regulate – this outlines changes to the way the CQC 
propose they will regulate.  Key changes are to make regulation more flexible and 
move away from only using inspections to provide ratings. The Compliance Team 
are reviewing the proposal in detail and will respond to the Consultation 

The CQC have recently confirmed that they will be re-starting their inspection programme 
from April 2021 with initial focus on organisations in special measures or that have warning 
notices. Work is being undertaken to assist wards in preparing for potential unannounced 
visits. 

Relationship to Trust Strategic Objectives 
SO1: Continuously improve service user experiences and outcomes through the 
delivery of high quality, safe, and innovative services 



SO2: To be a high performing health and care organisation and in the top 25% of 
community and mental health Foundation Trusts 



SO3: To be a valued system leader focused on integrated solutions that are shaped 
by the communities we serve 



Relationship to Trust Corporate Objectives 
CO1: To provide safe and high quality services during Covid19 Pandemic 
CO2: To support each system in the delivery of all phases of the Covid19 Reset and 
Recovery Plans 
CO3: Deliver our people agenda for 2020/21 with adjustments in line with the Covid19 
response 
CO4: To embed Covid19 changes into business as usual and update all Trust 
strategies and frameworks to reflect Covid19 Reset and Recovery and new NHSE/I 
Planning Guidance 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Which of the Trust Values are Being Delivered 
1: Open 
2: Compassionate 
3: Empowering 

Corporate Impact Assessment or  Board Statements for Trust: Assurance(s) against: 
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust
Annual Plan & Objectives 



Data quality issues 
Involvement of Service Users/Healthwatch 
Communication and consultation with stakeholders required 
Service impact/health improvement gains 
Financial implications: 

Capital £
Revenue £ 

Non Recurrent £ 
Governance implications 
Impact on patient safety/quality 
Impact on equality and diversity 
Equality Impact Assessment (EIA) Completed YES/NO If YES, EIA Score 

Acronyms/Terms Used in the Report 
CQC Care Quality Commission LRRG Ligature Risk Reduction Group 

Supporting Documents and/or Further Reading 
Accompanying Report – CQC Compliance 

Lead 

Paul Scott 
Chief Executive 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

Agenda Item 11a
Board of Directors 

31 March 2021 

ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST 

CQC Compliance Update 

1. Introduction 

This report provides an update on the activities that are being undertaken within the Trust and 
information available to maintain compliance with CQC standards and requirements and to 
support the Trust’s ambition of achieving an outstanding rating by 2022. 

2. Meeting Registration Requirements 

EPUT is fully registered with the CQC. 

3. CQC Inspections 

3.1. Unannounced CQC Inspection (Finchingfield October 2020) 

The CQC completed an unannounced inspection on the 29th October focusing on Finchingfield 
Ward following a series of incidents that took place on the 23rd October.  Following this 
inspection the CQC issued EPUT with a Warning Notice served under Section 29A of the 
Health and Social Care Act 2008 (issued on 27th November 2020). An action plan was 
developed to meet the Warning Notice areas of concern and this has been fully implemented 
and all areas have been compliance checked to ensure all actions have been addressed. The 
action plan has been closed and reported back to the CQC. 

An assurance visit was undertaken by Trust Commissioners to Finchingfield Ward, on the 12th 

February, who checked implementation of the Action Plan.  Commissioners found that the 
action plan has been embedded and made one suggestion to have additional CCTV within the 
garden area of the ward. 

The final CQC report of findings was received by the Trust on 11th February 2021 following 
publication of the report on the CQC website on 14th January 2021. The CQC advised that as 
the trust was issued with a Section 29a Warning Notice, with dates for compliance set out, 
and for which the Trust developed and has complete an action plan no further action plans 
are required following the publication of their report. 

Therefore it is acknowledged that there is not a formal requirement to submit a further action 
plan to the CQC. 

Following completion of the Finchingfield Action plan the Inpatient Clinical Support Group 
agreed to expand membership to include all adult MH inpatient services to ensure 
organisational learning from the inspection.  An internal action plan has been developed by 
the Inpatient Clinical Support Group to share and embed changes across adult MH inpatient 
services. 

4. CQC Action Plan Testing – 2019 

Compliance CQC action plan testing has found gaps in embedded actions.  These have been 
reported to Executive Safety Oversight Group who have agreed that where there are gaps 
found these should be allocated to the appropriate Trust Committees to agree and take forward 
appropriate actions to ensure changes have been embedded. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

The table below outlined gaps found and assurance on action being taken 

Committee Actions Monitoring Progress 
LRRG M1.1 / M1.2 

S1.1 / S1.2 
Ligature 

M1.1 /M1.2 – action complete 
S1.1/S1.2 - underway 

HSSC M6.1 Safety Alerts 
M12.1 Manager 3i sign off 

M6.1 – underway 
M12.1 - underway 

CG&CQ M7.1 Single Sex 
Accommodation / Sexual 
Safety 

M7.1 - underway 

Inpatient Quality & 
Safety Group 

M9.1 Informing of rights 
M8.a Observation & 
Engagement 

M9 - underway 
M8.1 - underway 

5. CQC Guidance / Updates 

5.1. Adult Social Care PIR Pilot 

The CQC have confirmed they will be piloting an updated version of the Adult Social Care 
(ASC) Provider Information Return (PIR) (Appendix 1) from 10th March 2021. The PIR has 
been paused for the last 12 months therefore they took the opportunity to improve the PIR. 
The PIR gathers important information not collected elsewhere which they use to support how 
they monitor the quality of care within the Service. 

Historically the ASC PIR’s are sent via email to the Registered Manager on the anniversary of 
the first site visit date therefore for EPUT this would be January for Clifton Lodge and 
November for Rawreth Court however within the new pilot additional requests can be sent for 
services registered for more than 10 months. EPUT last submitted a PIR in November 2019 
for Rawreth Court and January 2020 for Clifton Lodge with no subsequent inspection 
undertaken therefore there is the potential that we could receive a request at any time. 

During March, submissions are voluntary as they understand the challenges in social care at 
the moment and they will not be sent to service that currently have a Covid-19 outbreak. 

The Compliance Team will be supporting the Nursing Homes to complete the PIR prior to a 
request from the CQC. 

5.2. Covid19 Insight – Version 8 

In February’s Covid19 Insight Report, the CQC looked at how urgent and emergency care 
services were affected by the pandemic in addition to providing updated data in regards to 
‘provision of ‘”designated settings” for COVID-19 patients being discharged from hospital into 
adult social care’ and the ‘number of deaths of people detained under the Mental Health Act’. 

They report on 144 deaths, between 1 March 2020 and 5 February 2021, where the individual 
was detained of liable to be detained under the MHA and either had confirmed or suspected 
Covid-19. This is an increase of 7 since the last report in December 

The full report can be found at COVID-19 insight report 

5.3. CQC Proposed changes to flexible regulations 

Following the consultation regarding the new strategy, the CQC are proposing some additional 
specific changes that will enable them to deal with the ongoing challenges from the pandemic 
and move towards their ambition to be a more dynamic, proportionate and flexible regulator. 
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ESSEX PARTNERSHIP UNIVERSITY NHS FT 

The CQC inspection reports and ratings give a view of quality that is vital for the public, service 
providers and stakeholders. They want to introduce changes to allow them to assess and rate 
services more flexibly, so they can update the ratings more often in a more accessible, 
responsive and proportionate way. 

Under the current ways of working, the CQC must always carry out a site visit in order to 
assess quality and rate the service. The site visits enable them to observe care and the culture 
in a service (particularly services at risk of developing a closed culture). They also help the 
CQC check whether the information they have reflects people’s experience of care. 

The CQC have highlighted the need for their assessment activity to be more targeted and 
focused, depending less on ‘physical’ sites inspections and Pre-inspections information 
requests (PIR’s). 

The CQC want to move away from using comprehensive on-site inspection and propose the 
following changes: 

• Use wider sources of evidence, tools, and techniques to assess quality. 
• Make their on-site inspections more targeted and flexible 
• They want to stop describing frequency of assessment in terms of ‘inspection’, and 

instead by how often we review quality and update ratings. 
• If we need to ask health and care providers for information before an inspection, the 

requests will be targeted and proportionate. 
• Focus on reviewing, confirming and changing ratings in a variety of ways and not just 

after a physical on-site inspection or a full assessment of quality 
• They want a less rigid approach that allows them to update ratings more often when 

they recognise changes in quality 
• Interesting they want to be more responsive with ratings. Update more frequently and 

responsively. 
• Moving away from a fixed schedule, flexible and risk-based approach will be used 
• Change in language from inspections to “reviewing quality and updating rating”: 

developing what this means in practice 
• More targeted consultation in the future about how they will regulate 

In addition to becoming more flexible with the way they regulate they want to change how they 
publish the ratings. For the NHS, they propose to simplify the ratings by publishing a single 
rating at the overall Trust level, rather than multiple levels of complex, aggregated ratings. This 
single rating will be based on our overall assessment of the organisation’s performance against 
the well-led key question, including findings from service-level assessments. 

5.4 CQC Re-Starting Inspection Programme 

The CQC have recently confirmed that they will be re-starting their inspection programme 
from April 2021 with initial focus on organisations in special measures or that have warning 
notices. Work is being undertaken to assist wards in preparing for potential unannounced 
visits. 

6. Recommendations and Action Required 

The Board of Directors is asked to: 

1. Note the contents of this report 
2. Identify any further action that is required to be taken. 
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Report Prepared by: 

Amanda Webb 
Senior Emergency Planning and Compliance Officer 

On behalf of: 

Paul Scott 
Chief Executive 

Page 7 of 7 


	#0 - Part 1 BoD Agenda Mar 2021 FINAL
	#3 - BOD Part 1 - DRAFT Board Minutes - 27 January 2021
	#4 -BOD PART 1 Action Log following meeting on 27 January 2021 FINAL
	#5 Chair's Report BOD March 2021 FINAL
	#6 PART 1 BOD CEO Report - March 2021 FINAL
	#7a PART 1 BODMth11 Qua and Perf Score Cds 2021 (003) FINAL
	1. Note the contents of the reports.
	2. Request further information and / or action by Standing Committees of the Board as necessary.
	 Timeliness of Data Entry
	 CPA 12 Month Reviews
	 Inpatient MH Capacity
	 Out of Area Placements
	 Waiting Lists, inc Patients Not Seen for 12+ Months
	There is one inadequate indicator which is an Oversight Framework indicator for February 2021.
	 Out of Area Placements
	 Capital Expenditure (CDEL)
	 Efficiency Programmes
	 Timeliness of Data Entry
	 Out of Area Placements
	 CPA 12 Month Reviews
	 Inpatient MH Capacity Adult & PICU
	 Out of Area Placements
	 Waiting Lists, inc Patients Not Seen for 12+ Months
	 Capital Expenditure (CDEL)
	 Efficiency Programmes
	 Rayleigh: there are currently 35 clients waiting and the longest wait is 27 months.
	 Southend: there are currently 44 clients waiting and the longest wait is 28 months.
	 Castle Point: there are currently 35 clients waiting and the longest wait is 28 months.
	 Thurrock: there are currently 74 clients waiting and the longest wait is 35 months.
	 Basildon: there are currently 112 clients waiting and the longest wait is 38 months.
	 Brentwood: there are currently 46 clients waiting and the longest wait is 24 months.
	 Out of area placements
	 Patient Safety Incidents Reporting
	 IAPT Recovery Rates
	 Staff Survey indicators (4 indicators)

	#7b PART 1 BOD People Plan Report FINAL
	#7b PART 1 BOD March 2021 NHS People Plan Progress Update FINAL
	#7b BOD March 2021 Appendix 1 NHS People Plan Actions EPUT FINAL

	#7c PART 1 BOD NHS Workforce Disability Equality Rpt FINAL
	#7c Cover Sheet - WDES Mid Year Progress Report March 21 FINAL
	#7c WDES mid year progress report March 21 FINAL

	#8a PART 1 BOD Board Assu Rpt March 2021 FINAL
	#8a PART 1 BOD BAF Report  Mar 21 FINAL
	Appendix 1 BAF Summary Mar 21
	#8a PART 1 BOD Appendix 2 BAF KPIs Q4 FINAL
	#8a PART 1 BOD Appendix 3 CRR Summary Mar 21 FINAL

	#8bi PART 1 BOD Assurance Audit Committee - March 2021 FINAL
	#8bii  PART 1 BOD F&P Committee AssU Rprt - March 2021 FINAL
	UMonth 11 financial position:
	Financial Position: Year-to-date (YTD) surplus £2.2m, against the planned YTD deficit of £6.8m. This favourable position is due to the payment received from NHS England in respect of lost income.
	COVID Spend: The Trust incurred further expenditure of £1.7m in February 2021 (year to date £13.4m). Financial recovery of month 7 to month 12 spend is anticipated from Mid & South Essex Health and Care Partnership allocation (with month 1 to month 6 ...
	Mass Vaccination Spend: The Trust has incurred expenditure of £1.4m in February 2021 (year to date £2.4m) with full recovery expected.
	CIP Position: 2020/21 target £11.7m including the 19/20 recurrent shortfall of £5.1m. In Year savings of £8.5m have been agreed with £0.4m identified as in pipeline. Recurrent savings at Month 11 are £3.8m.
	Temporary Staffing Spend: Total spend M11 £4.2m, with Bank spend £3.2m (YTD £32.5m) and Agency spend £1.0m (YTD £12.8m). Total temporary staff spend YTD £45.3m with total YTD COVID temporary staff spend £9.2m and YTD Mass Vaccination temporary staff s...
	CAPEX: At M11 the Trust has incurred expenditure of £9.4m against capital resources £16.7m.
	Cash: The cash balance at the end of February was £112.9m which is better than planned with the supplementary national payment still to unwind.
	UoRR: Due to COVID-19 and the Adapted Financial Regime, NHSI is not monitoring against this metric.
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