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Meeting of the Board of Directors held in Public
Wednesday 2 October 2024 at 10:00

Vision: To be the leading health and wellbeing service in the provision of mental

health and community care

PART ONE: MEETING HELD IN PUBLIC
TRAINING ROOM 1, THE LODGE, LODGE APPROACH, WICKFORD,

ESSEX, SS11 7XX

1 APOLOGIES FOR ABSENCE SS Verbal Noting
2 DECLARATIONS OF INTEREST SS Verbal Noting
PRESENTATION
Peer Support
Matt Sisto, Director of Patient Experience & Participation
3 MINUTES OF THE PREVIOUS MEETING HELD ON: ss Attached Approval
7 August 2024
4 ACTION LOG AND MATTERS ARISING SS No Actions | Noting
5 Chairs Report (including Governance Update) SS Attached Noting
6 Chief Executive Officer (CEQO) Report PS Attached Noting
7 QUALITY AND OPERATIONAL PERFORMANCE
7.1 Quality & Performance Scorecard PS Attached Noting
7.2 Committee Chairs Report Chairs | Attached Noting
7.3 CQC Assurance Report AS Attached Noting
7.4 | Workforce Equality Standards & Action Plan 2024-25 AM Attached Approval
8 ASSURANCE, RISK AND SYSTEMS OF INTERNAL CONTROL
8.1 Board Assurance Framework Report PS Attached Approval
8.2 Health & Safety and VAPR Annual Report DG /TS | Attached Approval
8.3 Safeguarding Annual Report 2023-2024 AS Attached Approval
8.4 Mental Health Act Annual Report 2023-2024 AS Attached Approval
85 Trust Response to the Greater Manchester Mental AS Attached Noting

Health Report

Board of Directors October 2024 Part 1

Overall page 2 of 427




9 STRATEGIC INITIATIVES
9.1 Estates Strategy TS Attached Approval
10 REGULATION AND COMPLIANCE
10.1 Responsible Officers anc_i Revalidation Annual Report MK Attached Approval
and Statement of Compliance
11 OTHER
11.1 | Use of Corporate Seal PS Attached Noting
112 Correspondence circulated to Board members since SS Verbal Noting
' the last meeting.
11.3 New risks identified that require adding to the Risk ALL Verbal Approval
' Register or any items that need removing
11.4 Reflection on equalities as a result of decisions and ALL Verbal Noting
' discussions
Confirmation that all Board members remained present | ALL Verbal Noting
11.5 | during the meeting and heard all discussion (S.O
requirement)
12 ANY OTHER BUSINESS ALL Verbal Noting
13 QUESTION THE DIRECTORS SESSION
A session for members of the public to ask questions of the Board of Directors
DATE AND TIME OF NEXT MEETING
14 Wednesday 4 December 2024, 10.00, The Lodge Training room 1
15 DATE AND TIME OF FUTURE MEETINGS
Wednesday 5 February 2025 10:00, The Lodge Training room 1

Professor Sheila Salmon

Chair

Board of Directors Meeting October 2024 Part 1
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Minutes of théBoardof Directors Meeting held in Public

Held on Wednesday 7 August 2024
Training Room 1, The Lodge, Lodge Approach, Runwell, SS11 7XX

MEMBERS PRESENT:

Professor Sheila Salmon SS Chair

Paul Scott PS Chief Executive Officer

Denver Greenhalgh DG Senior Director of Corporate Governance

Dr Milind Karale MK Executive Medical Director

Nigel Leonard NL Executive Director of Major Projects & Programmes
Andrew McMenemy AM Executive Chief People Officer

Ann Sheridan AS Executive Chief Nurse

Trevor Smith TS Executive Chief Finance Officer / Deputy CEO
Zephan Trent ZT Executive Director of Strategy, Transformation & Digital
Dr Ruth Jackson RJ Non-Executive Director

Dr Mateen Jiwani MJ  Non-Executive Director

Diane Leacock DL (Non-Executive Director

Loy Lobo LL Non-Executive Director

IN ATTENDANCE:

Lizzy Wells LW Director of Mental Health Inpatient & Emergency Services
(for Alex Green)

Elena Lokteva EL  Non-Executive Director (Observing via MS Teams)

Angela Laverick AL = PA to Chief Executive, Chair and NEDs (minutes)

Chris Jennings CJ Assistant Trust Secretary

Hannah Van Der Puije HP  Assistant Director Community Specialist Children’s Services
Southend and Essex

Hilary Scott HS Chief Pharmacist

Martine Munby MM " Director of Communications

John Jones JJ Lead Governor

Pam Madison PM Deputy Lead Governor

Mark Dale MD Public Governor

Stuart Scrivener SS Public Governor

There were three members of the Public / Staff Members present.

SS welcomed Board members, Governors, members of the public and staff joining this in public
Board meeting

The meeting commenced at 10am
72/24 APOLOGIES FOR ABSENCE

Alex Green Executive Chief Operating Officer
Jenny Raine Non-Executive Director
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73124 DECLARATIONS OF INTEREST
None declared.

74124 PRESENTATION - LIGHTHOUSE CHILD DEVELOPMENT CENTRE
PROGRESS
HP delivered a presentation regarding the progress of the Lighthouse Child
Development Centre since EPUT started providing the service. HP highlighted the
following:

X The service was provided by EPUT from March 2022, inheriting a
challenging service.

X Waiting times had improved for the service (from five years to one year)
and the Trust was still working to reduce this further. The service was
working to ensure parents of children on the waiting list receive a “waiting
well-call”.

x Pathways now available for the service include ADHD, autism,
neurodiversity etc. which allows the service to ensure patients are seen on
the right pathway at the time of their appointment.

X The service is providing pre and post-diagnostic sessions and has co-
produced the “My Care Bridge” website with parents to ensure they are
kept informed of progress ‘of referrals and understand decisions and
diagnoses made by the service. This can help with inappropriate referrals,
where the individual may not meet the threshold for the service and needs
to be referred elsewhere.

X The service is working with system partners to ensure individuals are seen
by the appropriate services prior to being referred to the Lighthouse centre,
such as speech & language, specialist health visitors etc. The service also
works as part of a regular Multi-Disciplinary Team, along with North East
London.-NHS Foundation Trust (NELFT) which provides CAMHS
community services. There is also good partnership working with education
services to help support children-in school.

X A patient story was shared to illustrate how the service has helped a parent
and their child, receiving positive feedback and a successful intervention.

X__The service had developed a sensory garden, which allowed younger
children from schools to visit.

x There were still challenges with the service, including sustaining an
effective workforce and ensuring the service is able to meet increased
demands.

X The service continues to review itself every six months, working with
parents to gain feedback.

Questions & Discussions

x The Board reflected on the significant work undertaken to improve the
service and working alongside parents to achieve the improvements. There
was a reflection on the need to work with the local community and partners
and a query was raised on how this was working. HP advised the
relationship with the local community and partners was good and had
improved. There are still some challenges to overcome, but colleagues feel
these can be met through continued positive close working

X A query was raised regarding inappropriate referrals and if there was an
opportunity to triage individuals to avoid unnecessary waits. HP agreed and
highlighted the “waiting well call” to liaise with parents and discuss and
signpost to other services for relevant support. This can help with early
intervention and ensuring the individual is supported before they reach the
service.

X A query was raised regarding what led to the reduction in wait time. HP
advised that she led by example and undertook clinical work, rather than

Page 2 of 15
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75/24

76/24

77/24

78/24

solely managing the service. By working with patients, parents and system
partners, good relationships had been built which had helped reduce the
waiting times.

x The Board discussed the standardisation of the service’s structure since
being provided by EPUT which had made a significant different and led to
an improvement on feedback under the | Want Great Care scheme.

X A query was raised regarding the future of the service, considering the likely
increase in demand over the next few years. HP advised the shift from a
medical model to a medical/social model had improved the service and
hoped other services in Essex would follow a similar model. With the right
staff competences and skill mix, there is the potential to move to a
standardised medical/social model.

SS thanked HP for the presentation, her positive leadership and extended thanks
on behalf of the Board for the team on the positive work undertaken.

HP left the meeting at this point.

MINUTES OF THE PREVIOUS MEETING HELD ON 5 JUNE 2024
The Board of Directors reviewed the minutes of the meeting held on the 5 June
2024:
X Page 4, Bullet Point 3: “At the end of Month 1; the Trust was £1.5m adrift
of the forecast position”. This should read “£0.5 adrift of the forecast
position.”

With this amendment, the Board of Directors agreed the minutes as an accurate
record.

ACTION LOG AND MATTERS ARISING
No actiondog for this meeting as no actions to carry forward.

CHAIRS REPORT (INCLUDING GOVERNANCE UPDATE)
SS presented a report providing a summary of key headlines and information on
governance developments in the Trust. SS highlighted the following points:

x Dr Rufus Helm left the Trust on:31 July 2024 after six years following the
conclusion of his term of office. MJ was stepping into the role of chair of
the Quality Committee to ensure good clinical leadership of the
Committee.

x . Dr Ruth Jackson had moved into the role of Non-Executive Director,
following a period as an Associate Non-Executive Director.

x The elections to the Council of Governors had concluded with the
appointment.of Nat Ehigie-Obano (Public Governor, West Essex &
Hertfordshire), Helen Semoh (Staff Governor, Non-Clinical) and Marie
Newland (Staff Governor, Clinical). There were also two new Appointed
Governors, Cllir Maxine Sadza (Southend City Council) and Clir Neil
Speight (Thurrock Council).

X The Chair had attended the 20" birthday celebrations for Rawreth Court
and Clifton Lodge. The events had been attended by a local MP and
other local stakeholders. The Chair had valued the opportunity to meet
with families, hear stories and reflect on the outstanding care provided for
local people.

The Board received and noted the report.

CEO REPORT
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PS presented a report providing a summary of key activities and information to be
shared. PS highlighted the following:

X The Trust continued to service the Lampard Inquiry as best as possible.
The opening statements and hearings are expected to commence in
September. The Inquiry would be difficult for families and staff and there
would be continued support provided to those affected.

X It was important as part of the Inquiry that families and stakeholders have
confidence that the Trust has listened to their concerns. PS and
encouraged everyone to listen with an open mind to the Inquiry to use what
is heard to change services for the better. He advised that members of the
Board would be attending the hearings.

X The Secretary of State for Health visited St. Margaret’'s Hospital in August
and was able to see the services provided, seeing the impressive
collaboration with social care, ambulance and acute service partners.

X The latest RISE programme graduation took place in July, with the
programme going from strength to strength. and receiving positive
feedback.

PS also noted the anxiety created by the recent riots that had taken place across
the country, which he condemned. EPUT had a diverse patient and workforce mix
and would continue to ensure patients and staff are supported during this time,
including continued liaison with Essex Police.

The Board received and noted the r eport.

79/24 QUALITY AND PERFORMANCE SCORECARD
PS presented the report, in conjunction with a summary provided in the CEO report
and invited Executive Directors to provide any updates in within their remits.

Finance (TS)

X The audit and submission of the annual accounts for the last financial year
had been completed.

X The Trust YTD deficit of £5.6m is £1.3m off plan due to high levels of patient
demand and patient acuity; a range of measures and actions are being
taken to return to plan and deliver the planned deficit for the year.

x Capital investments were ahead of plan with £3.6m in the first quarter.

Operations (LW)

X Some challenges continue for operational services, especially inpatient
mental health. Services are in the process of implementing the Time to
Care programme, which will support a reduction in out of area placements
and length of stay.

X The average length of stay had increased in June, but there had also been
an increase in the number of discharges during the month.

X The number of out of area placements had increased at the end of the
month, but the rate of increase had slowed, with June seeing the number
of placements at its lowest since November 2023.

X Mental health inpatient follow-ups had fallen below the seven-day target.
The 72-hour follow-up target has shown a slight reduction, but is above the
target. Any breaches to the target are reported and followed up.

X There has been a seasonal reduction in Talking Therapies (IAPT) uptake.

X The Trust’'s Chief Clinical Information Officer is reviewing patients not
seen in 12 months, working through both the adult and older adult
consultant caseloads. This scrutiny of the caseloads has proven
successful with improvements seen in June.

Page 4 of 15
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80/24

Nursing and Quality (AS)

X The scorecard showed the number of no harm / low harm incidents for
both physical and mental health services as “red”. Assurance was
provided that the Trust had transitioned to a new patient safety system,
which replaced the national reporting system, with work underway to
establish correct metrics

x There had been improvements in addressing overdue patient safety
action plans

X The Quality Committee is now reviewing all Prevention of Future Death
report action plans and safety improvement programmes

People and Culture (AM)

X The Trust is currently above planned trajectory in overall workforce
numbers and good progress has been made in reducing of agency
usage. Bank staff usage is more challenging, but actions are in place.

X The vacancy rate is within target

X There was an opportunity to be a national exemplar for the NHS People
Promise, with national funding available for a People Promise Manager to
support the retention of staff

Questions & Discussions

X Finance and Performance Committee had noted every aspect of financial
performance in operational services was on target, with Inpatient Mental
Health having more pressure than expected. TS advised he was working
to support services and confirmed five of the six care units are within
financial plans.

X The Board reflected on the increased demand and its impact on the
approach to recovery and trajectories. It was encouraging to see the
number of discharges increasing as part of the flow and capacity model.

X There was a query regarding plans in place to retain international staff,
now that some have been in place for 18 months and may be looking for
career progression. AM advised that a national group was in place to
review supporting.international staff and career progression. At EPUT,
the successful RISE programme and other work is in place to provide
individuals with opportunities to develop, including ensuring the
experience of international staff is reflected in the grading system,
accessing dual qualifications with Anglia Ruskin University and giving
people the opportunity to use their current skills differently. MK added that
international doctors have a career path and hoped that a number who
have completed training and qualifications would go onto become
consultants.

X There was a query in relation to what the Trust was doing to support
multi-professional individuals following graduation. AM advised there
were good relationships with ARU and that he is taking this forward to
develop further opportunities for individuals as part of the NHS long-term
workforce plan.

The Board of Directors received and noted the report.
COMMITTEE CHAIRS’ REPORT
SS introduce a report providing a summary of key assurance and issues

identified by Board Standing Committees. SS asked Chairs of the Standing
Committees to highlight any points for their relevant Committees.
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81/24

Audit Committee (TS — on behalf of Elena Lokt eva)
x There had been a discussion regarding the timely delivery of the internal
audit programme.

Finance and Performance Committee (LL)
X The pressures currently being experienced by mental health inpatient
services and the impact on performance was being closely monitored by
the Committee.

People, Equality and Culture Committee  (DL)

X The Committee had noted the planned reduction in agency staffing.

X The quality of data received by the Committee was discussed, to allow
the measurement and comparison of performance and monitoring of
performance.

x The Committee had discussed the risk on the Board Assurance
Framework (BAF) relating to workforce and had looked for this to be split
into specific issues, which would-give greater oversight of the issues
highlighted.

Quality Committee (MJ — on behalf of Dr Rufus Helm)
X Work was underway to refresh how data is visualised and ensuring the
agenda is more focused on quality improvement.
X A deep dive into learning from deaths is currently underway.

The Board of Directors:
1. Received and noted the contents of the report *  and the assurance
provided.

CQC COMPLIANCE UPDATE
AS presented a report providing an update on CQC related activities, an update
on the Trust CQC action plan, internal assurance of CQC Quality Statement
compliance and details of CQC guidance / updates. AS highlighted the following:
X There had been one registration change relating to the registration of the
new Executive Chief People Officer.
X There was continued weekly focus on the implementation of the CQC
Action Plan, with 88 per cent of actions reported as completed.
X The Evidence Assurance Group with the Integrated Care Boards continued
to meet on a monthly basis to scrutinise action implementation.
x The final inspection report for the Brockfield House visit completed in March
2024 was still awaited.
X The Quality Assurance Visits Framework was in place and underway.
X The Trust had received three CQC inquiries since the last report, which had
all been responded to.

Questions & Discussions

X The Board discussed the implementation of the Quality Assurance Visits
Framework which was helpful in structuring visits, allowing more time spent
with people, rather than focusing on metrics. DG advised the visits were a
pilot and any feedback was welcome.

X The Board were reminded of the evidence assurance process, which
reviews the long-term sustainability of a change. This means the Board
may see “red” actions on future reports, but should note it is to ensure a
robust process is in place, rather than short-term fixes.
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82/24

83/24

The Board of Directors:
1. Received and noted the contents of the report for assurance of
oversight of progress against the CQC improvement plan.

BI-ANNUAL SAFER STAFFING REPORT FOR INPATIENT NURSING
AS presented a report providing an update on the safer staffing review in relation
to inpatient nursing. AS highlighted the following:

X The Trust has a successful recruitment campaign in place. There is more
to do, but the report shows the improvements. This is also helped by the
progression and development of the Time to Care programme.

X The Trust has a health roster in place which supports the safe use of
staffing and ensures information is available on a twice-daily basis for
review.

X The Trust is starting to utilise evidence based tools, such as MHOST, which
reviews acuity and takes a professional review of staffing. The report shows
the outcome, but there is more work todo in terms of implementation of the
tool and ensuring the data provided.is correct.

X The next steps were to work further around the MHOST data to support
workforce planning and the.next report will include community health
service inpatient wards.

Questions & Discussions

X The use of MHOST was considered a good example of improvements
taking place in the Trust. The approach shows a change in how wards
are staffed, focusing on safety and linking with the new operating model
for inpatient services.

x The use of MHOST was considered an.insightful use of data, with the
caveat that it was a work in progress. Where the MHOST data showed
whole-time equivalent (WTE) staffing as lower than current WTE, it was
queried whether this was a general trend where the unit is “stand-alone”
or a cautious approach to not reduce the WTE. AS advised the MHOST
needed to be used for a longer period to understand whether the
numbers are a true reflection of the needs of the units.

X There was a comment on the benefits of being able to see where there is
variation between wards, which can allow quicker, more informed
decision making. The tool will allow for a more proactive approach to
staffing.

X There was a query on the flexibility of the tool, asking whether it would be
implemented rigidly or if there would be an element of flexibility to
consider changing circumstances. AS advised the model provided an
opportunity for professional judgement to be built into the system. The
tool would be used to focus on acuity and demand.

The Board of Directors:
1. Noted the contents of the report.
2. Confirmed acceptance and assurance given in respect to safer
staffing regulations and standards.

BOARD ASSURANCE FRAMEWORK
DG presented a report providing a high-level summary of the strategic risks, high-
level operational risks (corporate risk register) and progress against actions
designed to moderate the risk. DG highlighted the following:
x SR1 Safety: The risk is currently lin ked with the Safety First, Safety Always
Strategy, with the three-year report on the agenda. Once this has been
closed, the risk would transition to focusing on the Quality of Care Strategy.
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X SR2: People: Conversations at PECC had highlighted the difficulty in
gaining clarity on the risk due to the broad nature and therefore the risk
would be split into focused categories, organisational development, staff
retention and workforce sustainability.

X SR5 Lampard Inquiry: The risk had been reset by NL and the Lampard
Inquiry Oversight Committee following the publishing of the Inquiry terms
of reference. As the governance arrangements begin to take place and the
Trust responds to the inquiry, the overall score will change.

x CRR99 Safeguarding: The risk has been deescalated as the big influx of
referrals had been managed by the team and is now stable. The risk will
continue to be overseen by quality and nursing.

X The Finance & Performance Committee are undertaking deep-dives, to
understand what driving risk is and how these are addressed through
mitigation.

Questions & Discussions
X The Board commended the progress made with the BAF and noted the
deep-dives helping individuals to draw assurance from the mitigations.

The Board of Directors:

Noted the contents of the report.

Noted the de- escalation of CRR99 Safeguarding Referrals
Noted the reset of risk. SR5 Lampard Inquiry

Did not request any further information or action.

PobdE

84/24 EMERGENCY PREPAREDNESS AND RESILIENCE ANNUAL REPORT
NL presented a report providing assurance that the Trust has effective
organisational resilience measures in place to respond to a major incident, critical
incident or-business continuity issue. NL highlighted the following:

X The Trust scored highly in its self-assessment against the ten domains of
the EPRR Core Standards (96.5% compliance).

X There were two key-actions relating to the training for colleagues in gold
command and an action relating to desk top exercises in Domain 10 of the
standards. The training action was on track to achieve 100% compliance
with regional training and the desk top exercise action had been completed.

NL advised the report had been considered by the Quality Committee.

The Board of Directors:
1. Received and noted the contents of the report.
2. Did not request any further information or action.

85/24 INFECTION CONTROL ANNUAL REPORT 2023/24
AS presented a report providing assurance of infection prevention and control
activity during the last financial year using the National IPC Code of Practice
criteria. AS highlighted the following:
X The IPC team is fully staffed and has a model that supports the care units.
X The team has undertaken training in the last quarter, working with partners
and at a national level to support infection control across the Trust.
AS advised the report had been considered by the Quality Committee.

The Board of Directors:
1. Noted the contents of the report.
2. Confirmed acceptance and assurance given in respect of the risks
and actions identified.
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3. Did not request any further information or action.

86/24 LEARNING FROM DEATHS — QUARTERLY OVERVIEW OF LEARNING AND
DATA (Q3 AND Q4) 2023-24
AS presented a report providing a quarterly overview of learning and data from
deaths for Q3 and Q4 2023-24. AS highlighted the following:
X The Trust was compliant with relevant procedures in line with national
standards, with good assurance in place.
X The learning identified is fed into the Learning Oversight Sub-Group.
The information is collected and presented nationally and with partners.
X Work has been undertaken to align the learning from deaths with Patient
Safety Incident reporting and clinical governance reviews of incidents.
X There will be a change from 9 September when all deaths in healthcare
settings not reviewed by the coroner will be review by medical examiners.
X There is an aim to undertake data analysis to provide additional insights,
such as learning around health inequalities.

x

Questions & Discussions

X The Board discussed the progress made since initially presenting mortality
reports. The report demonstrated the link between mortality and PSIRF had
been strengthened.

X The Board noted the extensive work done on wards to reduce the number
of deaths through fixed point ligatures. There was a comment regarding the
number of attempted incidents not reducing and that a further review would
be interesting, especially against areas such as purposeful admissions. AS
advised work was underway to review incidents of self-harm, such as
working with psychology and therapy partners. Out of hours therapy has
helped with a reduction, which demonstrates quality improvement initiatives
having a more meaningful safetyiimpact for patients and families.

X There was a query regarding how learning is disseminated to staff in clinical
services. AS advised that care units have a monthly quality and safety
meeting, which.is an opportunity to discuss. AS advised the learning starts
at the point of the incident and there is work with the care units to ensure
staff are working through incidents as part of the twice-daily safety huddles,
to identify.any immediate learning. This can be taken through to quality
oversight and to the Quality Committee for wider learning.

The Board of Directors:
1. Noted the contents of the report.

87/24 PHARMACY AND MEDICINES OPTIMISATION STRATEGY
ZT presented a report providing the Pharmacy and Medicines Optimisation
Strategy for approval. ZT highlighted the following:
x Details were provided of the development of the strategy, looking at the
issues and setting out an ambition linked with the overall strategic plan.
X The strategy will support consistency of delivery of digital pharmaceutical
services, including the roll-out of electronic prescribing (EPMA) on four
wards.

HS highlighted the importance of EPMA making a significant difference to the care
of patients.

Questions & Discussions
x There was a comment regarding ensuring staff are able to gain pharmacy
advice, including out-of-hours. HS advised there is an on-call pharmacist
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88/24

available outside of working hours. There is also on site support as EPMA
is implemented.

The Board of Direct ors:

Noted the contents of the document.
Approved the Pharmacy and Medicines Optimisation Strategy 2024-
2028

TIME TO CARE — THERAPEUTIC ACUTE INPATIENT OPERATING MODEL
FOR ADULTS AND OLDER ADULTS

LW presented a report providing the new inpatient Acute Operating model as part
of the Time to Care programme. LW highlighted the following:

X

The model has been developed for adult and older adult inpatient units,
which will reduce variation across the wards; to ensure patients receive the
same clinical offer and positive outcome.

The model reflects on purposeful admission, working with the patient and
families to understand the purpose of the admission and why the individual
cannot be managed in the community.

The model moves away from the medical model, focusing on multi-
disciplinary teams (MDT) and a more therapeutic perspective.

The therapeutic focus will provide meaningful activity and support recovery,
alongside medical and psychological .interventions. The aim'is to have an
average length of stay of 30 days, with meaningful intervention on each of
these days, supported by an individualised care plan.

The model is underpinned by trauma informed care and within the culture
of care standards published in November 2023 to ensure there are the
same standards across all wards.

The project to. implement the model is currently on track, with active
recruiting to posts underway. The mobilisation. phase will be led by the
leaders of the care units, not just operational service managers, to ensure
everyone understands the expectations, principles and outcome of the
model.

Questions & Discussions

X

The Board discussed the importance of lived experience as part of service
delivery and ensure individuals with lived experience are part of the team.
LW advised there are peer support worker and family ambassador posts in
the model, but should also consider that everyone has a lived experience
of healthcare services in some capacity. LW agreed with a comment made
around encouraging people with lived experience in more senior roles and
ZT provided-more detail in the work to recruit more peer support workers
and family ambassadors.

The Board discussed the importance of presenting the new operating
model in the public domain, which helps patients and families’ expectations
of what level of service would be experienced at EPUT. The complex
transformation required to implement the model was ambitious, but there
was confidence it could be delivered.

The Board discussed the importance of ensuring inpatient services are
seen as part of the overall patient journey and a query was raised regarding
how inpatient services would link with community services to understand
the next steps for a patient. LW advised stakeholders, community services
and individuals with lived experience have been involved in the
development of the model. The Health Ombudsman report had
recommended a change in language from discharge to transfer, which
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acknowledges the patient journey through services. The new model gives
inpatient services the opportunity to understand the patient journey whilst
on the ward, to help transition into community services at the end of that
part of their patient journey.

X The Board noted Time to Care as a five-year programme, so there were
opportunities for feedback to be provided by patients and families, with
adjustments made as the models progress.

The Board of Directors:

- Noted the contents and key principles proposed within the new
Inpatient Acute Operating Model, as part of the Time to Care
Programme.

- Gave final approval to proceed to mobilisation phase.

89/24 DUTY OF CANDOUR ANNUAL REPORT 2023 -24
AS presented a report providing details of how Duty of Candour had been
implemented across the Trust and the number of times Duty of Candour had been
triggered. AS highlighted the following:

X The data in the report for April’2021 to March 2022 should be considered
in the context of the Covid-19 pandemic.

X There were a number of workstreams underway, including strengthening
incident reporting, undertaking a review of the policy and improving Duty of
Candour awareness:

X The Trust was compliant with Duty of Candour statutory timeframes and
requirements for 2023/24.

The Board of Directors:
- Noted-the contents of the document.

90/24 SAFE WORKING OF JUNIOR DOCTORS QUARTERLY REPORT
MK presented a report providing assurance that doctors in training are safely
rostered and their working hours are compliant with the terms & conditions of their
contract. MK highlighted the following:

X There. was a slight increase in the number of exception reports,
predominantly due to wards on OPEL 3 and 4, reflecting increased
workloads.

X There was an issue raised with trainees not gaining enough experience of
undertaking Mental Health Act assessments. A review is underway by
Medical Staffing to determine how the experience can be improved.

X There was a Consultant away day which was successful and Consultants
were happy Board members attended. There were two areas that were
identified from the day - flow and capacity and sharing of practice, and
strengthening support for staff attending inquests — which were now being
taken forward.

Questions & Discussions

X It was noted that two incidents of doctors working excessive hours had
happened within a week of each other in April and queried whether there
was anything taking place at the time which caused the incidents. It was
advised that April had seen increased demand for services and significant
actions had taken place around out of area placements, which may have
driven the increased workload for Junior Doctors.

X The report noted trainees in the North part of the Trust reporting that
seclusion reviews were not held by Consultants over the weekend. A query
was raised around how this was being addressed. MK advised a review of
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the on call processes should address the issue going forward, which would
be subject to overview and audit.

The Board of Directors:
1. Noted the contents of the document.

91/24 SAFETY FIRST, SAFETY ALWAYS STRATEGY THREE -YEAR REPORT
AS presented the final (Year 3) report from the Safety First, Safety Always strategy
as part of the transition to the new Quality of Care Strategy. AS highlighted the
following:

X The report showed the progress of the strategy, providing details of the
work to embed learning and a culture of safety.

X It was good to see the work undertaken in listening to patients and families,
increasing the number of Patient Ambassadors and Patient Safety
Partners.

x Patient Safety Partners have been put forward for a HSJ Award.

x Details were provided of the work undertaken to reduce self-harm on the
wards. There has been an increase in reporting, but moderate and severe
harm had reduced.

X There was more work to do to sustain and build confidence with patients,
families and partners. The Quality of Care Strategy will now act to take this
forward.

Questions & Discussions
X The Board reflected on the content of the report, noting the celebration of
achievements and acknowledging more work was required.

The Board of Directors:
- Received and approved the report for assurance and transition from
the Safety First, Safety Always strategy to the new Quality of Care
Strategy.

92/24 CORRESPONDENCE CIRCULATED TO BOARD MEMBE RS SINCE THE LAST
MEETING
There was no correspondence circulated to board members since the last
meeting.

93/24 NEW. RISKS IDENTIFIED THAT REQUIRE ADDING TO THE RISK REGISTER
OR ANY ITEMS THAT NEED REMOVING
There were no new risks identified to be added to the Risk Register, nor any
items that should be removed that were not discussed as part of the BAF
discussions.

94/24 REFLECTION ON EQUALITIES AS A RESULT OF DECISIONS AND
DISCUSSIONS
MJ reflected on equalities as a result of decision and discussions, noting the
following:

X The presentation regarding the Lighthouse Child Development Service had
shown improvements to a service, helping to change the level of disparity
and improved the level of access.

x The references to feedback and evidence-based tools demonstrated
reviewing services and listening to people in decision making.

95/24 CONFIRMATION THAT ALL BOARD MEMBERS REMAINED PRESENT
DURING THE MEETING AND HEARD ALL DISCUSS ION (SO REQUIREMENT)

Page 12 of 15
Overall page 19 of 427



96/24

97/24

98/24

It was noted that all Board members had remained present during the meeting
and heard all discussions.

ANY OTHER BUSINESS
There was no other business.

QUESTION THE DIRECTORS SESSION
Questions from Governors submitted to the Trust Secretary prior to the Board
meeting and also submitted during the meeting are detailed in Appendix 1.

DATE OF NEXT MEETING
The next meeting of the Board of Directors is to be held on Wednesday 2
October 2024.

The meeting closed at 12:50
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Appendix 1: Governors

Governor / Member

/ Public / Members Query Tracker (Item 097/24)

Query

Response

of the Public
Mark Dale, Public
Governor, Essex
Mid & South

Over the last 2+ years the Patient Experience Team, have
led an explosion of Participation, Coproduction, and
Innovation projects. Volunteering is up, Organisationally
care units and teams are on a weekly basis asking the team
to provide support and Assistance with projects and working
with the lived experience leaders in creating a new
environment of quality and safety, but however much the
work has grown, the investment into the team including staff
resources and budgets has not kept up Pace.

The Team is about to be around 40% decreased in staffing
due to people leaving etc. Lived Experience Ambassadors
are being told that due to resource some things are not able
to be done because capacity is low.

As a person who has used services First and foremost, but
also as an EPUT LEA"'and Governor, with everything we are
going through with the inquiry etc., the public face (The
Patient Experience Team) needs investment. What plans
are there that.eveniin this quite dire financial climate where
money is needed to be spent correctly and inthe right way,
what plans does the board have to deal with the reduction
in staffing within the team and what ways can financial
investment be found to satisfy budgets and in turn continue
to show great results for the whole trust in general.

The Trust maintains committed to the growth and investment in
patient experience and participation across EPUT.

In relation to colleagues leaving the team, the Executive
Director of Strategy, Transformation & Digital has met with the
director of the service to ensure recruitment takes place at
pace. There has also been a fixed-term post coming to an end
and there is work underway to see how the resource can be
redirected.

There have been significant investments in patient experience
and participation, including Complaints Liaison Officers and the
| Want Great Care platform as examples.

There is ajoint review with care units around increasing the
impact going forward and will present any strategic
opportunities which emerge from this review.

John Jones, Lead
Governor / Public
Governor, Milton
Keynes,
Bedfordshire, Luton
and the Rest of
England

Duty of Candour Report, Pg394/433: | see that around 10%
of total patient incidents occurring last year were rated with a
degree of harm at moderate or more and of those around half
were completed at Part 1. Can you explain please what that
means, then why only around 10% of those are referred to the
patient safety incident response unit, and even fewer continue
to part 2, whatever that is?

Duty of Candour is split into two parts. The first part is the
apology following the incident and the second part is working
with the family as part of the investigation process.

Duty of Candour is for incidents that are Moderate Harm and
above, so the majority of incidents will not fall into this
requirement. The data represents the number that are reported
on Datix (incident reporting platform) to determine if a duty of
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Governor / Member  Query Response
of the Public

candour should be haven completed and if it has occurred. The
data shows a review is required to ensure reporting via Datix is
correct and ensure there is an understanding of when Duty of
Candour is required, which is clear in the policy.

Member of Public The Member of the Public had heard references to the Board Members responded to the question and provided a
Lampard Inquiry and noted the terms of reference wasalso | range of examples of how feedback is received to triangulate
looking at the culture of the Trust. The individual had been feedback provided via Board reports, including:

involved with another Trust at board-level and had noted x The annual staff survey and quarterly “pulse” surveys.
there were lots of documents advising that training was X Discussions with Junior Doctors who work between
good, but did not reflect the reality. The Member of the organisations so can often provide good feedback. The
Public asked how the Board understood the reality of a CEO meets with them on a regular basis and there is

situation behind the reports. also the Medical Staffing Forum. The Executive Chief

Operating Officer also attends the Medical Staffing
Committee to provide detail on operational matters.

X ~Service Visits undertaken by Board Members to spend
time with patients and staff to enable the triangulation of
information against what is happening at service level.

X Feedback from Students and work is underway to
establish a student council.

x The Council of Governors provide insight and challenge,
and also attend service visits. Governors provide insight
from their own experiences and experiences from
Foundation Trust members / members of the public.

The responses were summarised as there being a constant
experience of listening to people and ensuring learning when
things do not go right, which is then translated into the Board
papers.
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

Report T itle:

PART 1

Chairs Report (including Governance Update)

2 October 2024

Non-Executive Lead:

Professor Sheila Salmon, Chair

Report Author(s):

Angela Laverick, PA to the Chair, Chief Executive & Non-
Executive Directors

Report discussed previously at:

Level of Assurance:

Level 1

3 [Level2 | |Level3 |

Risk Assessment of Report
Summary of risks highlighted in this report

Which of the Strategic risk(s) does this report
relates to:

SR1 Safety

SR2 People (workforce)

SR3 Finance and Resources Infrastructure

SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)?

Yes/ No

Are you recommending a new risk for the EPUT
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

Yes/ No

IfYess, GHVFULEH WKH ULVN WR
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

Are you requesting approval of financial / other
resources within the paper?

Yes/No

If Yes, confirm that you have had sign off from
the relevant functions (e.g. Finance, Estates
etc.) and the Executive Director with SRO
function accountability.

Area

Who When

Director

Executive

Finance

Estates

Other

Purpose of the Report

This report provides the Board of Directors with a summary of key headlines
and shares information on governance developments within the Trust.

Approval
Discussion
Information

3

The Board of Directors is asked to:

1. Note the contents of the report

Recommendations /Action Required
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| ESSEX PARTNERSHIP UNIVERSITY NHS FT |

Summary of Key Points

This report provides the Board of Directors with a summary of key headlines and shares information on
governance developments.

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services 3

S02: We will enable each other to be the best that we can 3
3
3

SO3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care
2: We learn
3: We empower

WWw

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 g ains

Financial i mplications :

Capital £
Revenue £
Non Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score

Acronyms /Terms Used in the Report

Supporting Reports and/or Appendices
Chairs Report (Including Governance Update)

Non -Executive Lead:

ﬂm@&%k@m A

Professor Sheila Salmon, Chair

Page 2 of 4
Overall page 26 of 427



| ESSEX PARTNERSHIP UNIVERSITY NHS FT |
| &+$,576 5(3257 ,1&/8',1* *29(51$1&( 83'$7( |

| 1.0 PURPOSE OF REPORT |

This report provides the Board of Directors with a summary of key headlines and shares information on
governance developments within the Trust.

|20  &+$,576 5(3257

2.1 Lampard Inquiry Hearings

The initial Lampard Inquiry hearings have now taken place. In our opening statement, the Trust
apologised to those who have lost loved ones and to those patients whose care has fallen short.
Members of the Board attended the hearings and heard the powerful and impactful commemorative
statements from families who have lost their loved ones. As a Board, we are clear that we welcome
the progress of the Inquiry in the hope that it can deliver the answers that families have been
seeking. The Trust continues to engage openly with the Lampard Inquiry Team and would urge any
staff member who feels they have experience or information they want to share to do so. Only by
being open and transparent can we support Baroness Lampard and her team to deliver meaningful
conclusions that will improve mental health care nationally.

2.2 EXPO24 +The Power of Kindness - SNEE ICS with Essex & Suffolk partners

| was delighted to attend this incredible event in Colchester on 13" September. With over 1,400

delegates across multiple sessions and exhibitions, this was a major feat of organisation. The

keynote address was given by Sir Terry Waite KCMG CBE, where he reflected on his own

experience as a hostage whilst imprisoned for five years in solitary confinement. The day
CRQFOXGHG ZLWK WKH ,&6 3&DQ GR" KHD OSihkerBsRtankdgods td ZD UGV |
Susannah Howard and colleagues at SNEE for making this event happen.

2.3 Service vi sits

The NEDs and | continue with our visits to services across the Trust, to see and hear first-hand the
experience of our patients and staff. These visits also include Quality Assurance Visits (QAV) with
ICB and governor representation. The QAV pilot exercise has been completed and evaluated. All
parties agree that it is beneficial to adopt a collaborative approach and the programme will now be
rolled out and fully adopted, with the recommendation to include service user/lived experience
representation. Since the last Board meeting, visits have taken place to Cherrydown ward, Roding
ward, Kitwood ward, Robin Pinto unit and Peter Bruff ward among others. We have also welcomed
local MPs to visit our services, providing a real opportunity for them to see and understand the
services we provide in their constituencies.

24 Awards and Recognition

I was delighted to hear that the Mental Health Urgent Care Department in Basildon won an East of
England regional award in the NHS Parliamentary Awards 2024, and has been shortlisted for the
national finals. The unit is the first of its kind in Essex and has helped more than 4,300 people since
it opened in March 2023. This is a brilliant achievement - well done to the team!

| am also pleased to share that the Early Intervention in Psychosis (EIP) team in north east Essex

have been accredited with the highest rating of Level 4 by the National Clinical Audit of Psychosis.

This is a great achievement by the team, who have worked incredibly hard during the last year to

make improvements to the service. The EIP team provides specialist treatment and care for people

aged between 14 and 65, who may be experiencing symptoms of first episode psychosis. The
VXSSRUW LV GHVLIJQHG WR PHHW DQ L QU@L HIQSSHsOHE dprdach is\aK H L U
KRSHIXO DQG SRVLWLYH RQH WKDW HQGHDYRXUV WR NHHS LQ S
healthy activities and interests.
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| 3.0 Legal and Policy Update \

3.1 Mental Capacity Act 2005, Deprivation of Liberty Safeguar  ds (DoLS), 2023-24
The following link shows the report published on 22 August 2024 that provides official statistics for
data collection for the period 1 April 2023 to 31 March 2024. The aim of this publication is to inform
users about aspects of DoOLS activity, including the profile of people for whom a DoLS application
was received, applications completed and their outcome, and applications not completed. For
Information: Mental Capacity Act 2005, Deprivation of Liberty Safequards, 2023-24 - NHS England
Digital

3.2 UK Covid -10 Inquiry
Module 1: The Resilience and preparedness of the United Kingdom
The following links shows the report presented to Parliament pursuant to section 26 of the Inquiries
Act 2005 and ordered by the House of Commons to be printed. For Information: UK Covid-19
Inquiry - Module 1: The resilience and preparedness of the United Kingdom (covid19.public-
inquiry.uk)

3.3 The 2024 Standard Civil Contract now live

The link below shows the Contract that commenced on 1 September 2024 that contains the Mental
Health Guidance. For Information : The 2024 Standard Civil Contract now live - GOV.UK

(www.gov.uk)

Professor Sheila Salmon
Chair
October 2024
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

PART 1

Report T itle:

Chief Executive Officer (CEO) Report

2 October 2024

Executive Lead:

Paul Scott, Chief Executive Officer

Report Author(s):

Angela Laverick, PA to the Chair, Chief Executive & Non-
Executive Directors

Report discussed previously at:

Level of Assurance:

Level 1

3 [Level2 \ | Level 3 |

Risk Assessment of Report
Summary of risks highlighted in this report

Which of the Strategic risk(s) does this report
relates to:

SR1 Safety

SR2 People (workforce)

SR3 Finance and Resources Infrastructure

SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

WWWwWwwwwww

Does this report mitigate the Strategic risk(s)?

Yes/ No

Are you recommending a new risk for the EPUT
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

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

Are you requesting approval of financial / other
resources within the paper?

Yes/No

If Yes, confirm that you have had sign off from
the relevant functions (e.g. Finance, Estates
etc.) and the Executive Director with SRO
function accountability.

Area

Who When

Director

Executive

Finance

Estates

Other

with the Board.

Purpose of the Report

This report provides a summary of key activities and information to be shared

Approval
Discussion
Information

3

The Board of Directors is asked to:

1. Note the contents of the report

Recommendations /Action Required
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Summary of Key Points

The report attached provides information on behalf of the CEO and Executive Team in respect of
performance, strategic developments and operational initiatives.

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
S0O4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

WWww

1: We care 3
2: We learn 3
3: We empower 3

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 i mplications :

Capital £
Revenue £
Non Recurrent £

Governance implications
Impact on patient safety/quality
Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score

Acronyms /Terms Used in the R eport

HSJ Health Service Journal ICB Integrated Care Board

PICU Psychiatric Intensive Care Unit SRO Senior Responsible Officer

PSIRF | Patient Safety Incident Response PSP Patient Safety Partner
Framework

Chief Executive Officer (CEO) Report

Executive Lead: |

Paul Scott,
Chief Executive Officer
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‘ ESSEX PARTNERSHIP UNIVERSITY NHS FT ‘

‘ CHIEF EXECUTIVE OFFICER REPORT ‘

| 1. UPDATES |

1.1 Lampard Inquiry

As the Chair has mentioned in her report, the initial hearings of the Lampard Inquiry took place during
September 2024. As a Trust we are committed to continuing to engage with the Inquiry and know
that many of our staff and those that they care for will have been deeply impacted by some of the
opening statements. Support is available for all colleagues, our patients, their families and carers as
well as those who work with us and support us.

Colleagues from Board have ensured an EPUT presence at all of the hearings. | know from my own
experience in the Inquiry room, listening to the commemorative statements of those who have lost
loved ones, that it is impossible not to be in awe of the dignity of family and friends as they
remembered their loved ones.

I, and the Board, have been clear since | started of the need to bring change to how we deliver our
services. This was based upon feedback from staff, patients and families and brought into sharp
focus by the HSE prosecution, the Dispatches programme and Coroners Inquests. We have made
big differences to staffing levels, skills, the inclusion of families and patients in service delivery and
design, how we work with partners, to our ward environments and how we systemically learn. Whilst
I am proud of these changes, | have also been clear that there is more to do. Nothing can make this
clearer than the powerful testimonies | have heard over the last few weeks.

1.2 Expanded Role for Director of ~ Strategy, Transformation and Digital

Zephan Trent has taken up a new expanded role from 01 September 2024, which sees him jointly
leading Digital Services and Strategy development across both EPUT and Mid and South Essex NHS
Foundation Trust (MSEFT). Alongside his existing role at EPUT, Zephan will take on the role of Chief
Strategy and Transformation Officer at MSEFT. He will be a non-voting member of the Board at both
Trusts.

This move builds on the work that Zephan has led as one of the joint senior responsible officers for
the new Electronic Patient Record system for EPUT and MSEFT. Zephan will be splitting his time
equally across the two Trusts and his EPUT portfolio will remain unchanged.

The new arrangements are being put in place for a year so that they can be reviewed at that stage.
This development presents a huge opportunity to build on the collaboration across the two Trusts,
while maintaining separate focus and specialism that the two organisations need to deliver for patients
and services users and their families. To ensure that this focus can be maintained, we will put in
place appropriate deputy arrangements at both Trusts.

Congratulations to Zephan in his new role and we look forward to continuing to work to drive strategic
and digital developments across the two Trusts.

1.3 New Inpatient Care Operating Model

A range of events have been scheduled between September and November for colleagues to find out
more about our new model for acute inpatient mental health care and what it means for our patients.
The events will be led by senior leaders, professional leads and lived experience ambassadors who
have designed the new model. Members of the Board will also be in attendance at each event. The
events will be an opportunity for staff to find out more and understand how the model will enhance
care for our patients and improve the way we work together and with our patients, their families and
our partners.

The new therapeutic model sets out how we will look after the people who need hospital treatment
and ensure they receive the assessments and care they need every day to help them become well
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enough to return home with any support they need for their ongoing recovery. We are one of the first
Trusts in the country to introduce an inpatient care model of this kind, and we have worked hard to
bring together learning from the past and the latest national and international recommendations for
best practice to create a robust and effective approach to deliver consistently high standards of care.

This clinical operating model is part of our Time to Care programme which has redesigned how we
deliver mental health inpatient services to free up more clinical time to spend on direct patient care.
This includes our new staffing model, which will expand the capacity and range of skills in our multi-
disciplinary teams. Recruitment is currently underway for 336 clinical and non-clinical posts and these
new roles will enable us to increase the therapeutic activities we currently offer patients.

1.4 MSE Briefing Session for Local MPs

| recently attended a briefing session for local MPs with colleagues from MSEFT and MSE ICB. The
session provided an opportunity to meet with our local MPs, many of whom are newly elected, and
provided an update on Trust wide activities within their constituencies. | look forward to continuing to
work with our local MPs in the future.

1.5 National Chief Executive’s Event

| recently attended an NHS England national Chief Executive’s event, which included hearing from
NHS Chief Executive Amanda Pritchard and The Rt Hon West Streeting MP, Secretary of State for
Health and Social Care where we heard early feedback about the Darzi report (now published) and
the work ongoing for a 10 year plan, whilst also working on the priorities for this year.

1.6 Specialist Perinatal Mental Health Team Shortlisted for Award

Our specialist Perinatal Mental Health Team and partners have been shortlisted for the HSJ Awards
in the Place Based Partnership and Integrated Care category. The service has recently completed
a five year expansion and transformation of its work with health, social care and voluntary and
community partners across Essex, Thurrock and Southend. The multi-disciplinary EPUT team work
collaboratively with maternity hospitals, GPs, Parents 1% and social care partners across Essex to
provide joined up treatment and support for families. The Specialist Perinatal Mental Health service
is one of the largest specialist community perinatal mental health services in the country, and has
worked collaboratively with health and care partners to provide care for more than 2,700 families
this year.

2. UPDATES

2.1 Operations — Alex Green, Executive Chief Operating Officer / Deputy CEO

X Mental health Home Treatment team referrals increased significantly, receiving 355 referrals
against a monthly average of 206

X The average length of stay for adult and older adult inpatient mental health services increased in
August, remaining outside of target. The length of stay marginally increased on Psychiatric
Intensive Care Units (PICU’s), but no concerning trend. Occupancy rates remained outside of
target, but stable. Inappropriate out of area placements increased, with 22 patients placed and
19 repatriated to EPUT services.

X Mental health inpatient follow-ups remained above target at 84%, with assurance that processes
are in place to ensure that patients who are not followed up within timescale are identified and
actions are taken to address contact.

x The number of people accessing NHS Talking Therapies (IAPT) services in North East Essex
continued to remain below target, with some expected seasonal variation and the service in
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2.2

2.3

Castle Point and Rochford also experienced a fall in access rate. All areas consistently deliver
100% of people commencing therapy and moving to recovery within target.

x Children’s Speech and Language Service delivered a marked increase in first to second
appointment wait time performance, reporting 92% against the 95% target.

X The Lighthouse Service has continued to improve waiting times, delivering significant
reductions; the longest wait at the end of August was 23 weeks, with the lowest number of
children waiting since the service transferred to EPUT.

Finance — Trevor Smith, Executive Chief Finance Officer / Deputy CEO

X Income and Expenditure year to date deficit £9.4m, £3.1m off plan due to high levels of patient
demand and acuity within Inpatient Mental Health services leading to overspends in staffing and
out of area placements. A range of measures and actions are being taken across the
organisation and with system colleagues in order to deliver the planned deficit for the year.

x Capital expenditure totals £5m year to date.
x Cash balances total £27.9m.
Nursing and Quality — Ann Sheridan, Executive Nurse

Quiality of Care

Since the implementation of the Quality of Care Strategy four months ago, the focus has been on
building a strong clinical governance system through which all of care units are accountable for
continuously improving the quality of their services and safeguarding high standards of care by
creating a learning environment in which clinical excellence will flourish

Safety, Effectiveness and Experience of care executive oversight and reporting governance
structures are now in place, with Terms of reference and annual work plan complete for each group
to support the clinical governance system with identified priorities. These structures align and
support each of the care unit monthly quality and safety meetings. The outcomes of the executive
oversight meetings report via Executive quality and safety group into the Quality Committee

To date three Quality Senates have taken place with topics ranging from Trauma-informed Care on
the 7 May 2024, Move away from Care Programme Approach on 27 June 2024, to Dementia and
Mild Cognitive Impairment on 30 July 2024. The senate model supports a more co-produced and
clinical involvement in care delivery. The recommendations go into the Effectiveness of Care Group
(chaired by the Executive Medical Director) with agreement to take these through Executive team
Quality and Safety group to agree the approach for the recommendations with assurance to Quality
Committee.

A Business proposal is in development, which aligns to our data strategy ensuring that Quality of
Care has relevant data that enables clinical decision making through analysis, thematic review

and care outcome evaluation. Workshops with Quality priorities leads, Quality SROs and data
performance have taken place to commence scoping with a phased rollout approach to support the
project initiation process.

Patient Safety Partners (PSP)

Since the adoption of Patient Safety Incident Reporting Framework, the Trust has recruited 10
PSP’s with a diverse background knowledge of our mental health and community services. We have
created an induction process with a PSP Handbook; resourced with information that describes the
role and function of this service and the support available to them. The PSP meet monthly as a
team and are supported by the Lessons Team and Safety Division.

They regularly attend the Care Unit Quality and Safety meetings providing insights and feedback
from the site visits they conduct on a monthly basis. The PSP have developed their own ‘Safety
Walkabouts’ where they visit patients and hold interviews to capture their stories and experiences of
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services and illicit any safety concerns from the patient perspective. Their findings form feedback to
clinical and operational leads to identify opportunities for improvement. The PSP model has
attracted regional and national recognition being nominated and shortlisted as finalists at the HSJ
Patient Safety Awards 2024.

The PSP play an important role in the safety improvement plans, supporting PSIRF learning
response methods and are currently undergoing foundation training in Quality Improvement
methodology.

Physical Health

Physical health continues to be a priority for the Trust, with a monthly Physical Health
Steering Group established and Chaired by a Deputy Director of Quality and Safety
alongside a Multi-Disciplinary Team Task and Finish Group under Priority 2 of the Physical
Health Framework. This work is supporting a holistic physical health assessment and
reducing diagnostic overshadowing in our inpatient wards in line with with the NHS England
guidance 2023/24, NICE guidance and NHS Long Term Plan commitment.

People and Culture — Andrew McMenemy, Executive Chief People Officer
National Workforce Report

Resident Doctors

From 18 September 2024 the British Medical Association (BMA) has announced that the term
Junior Doctors will be replaced by the new term Resident Doctors following a survey and vote with
their members which took place earlier this year.

Doctors in training -pay offer

On 17 September 2024, the BMA has announced that its doctors in training members have voted in
favour of the government’s offer. This ends the dispute between the BMA Resident Doctor
Committee and government. The offer has been designed to reform the pay for resident doctors,
and includes measures aimed at improving the experiences of resident doctors in England.

Pay Award
The pay award for agenda for change staff and VSM staff has now been confirmed and are
planned to be provided to staff in October 2024.

Trust Workforce Performance

Staff in Post

The Trust is currently operating at 7% above planned workforce trajectories taking consideration of
substantive, agency and bank workforce. This predominantly due to high levels of bank use mainly
due to high numbers of unqualified nursing vacancies and requirement for enhanced observations.
Unqualified nursing roles account for 62% of bank use in the Trust. Action plans are in place to
reduce vacancy levels across all professional staffing groups and drive improvements in rostering.

Recrui tment

The Trust has a vacancy rate of 15.1% against our target of 12%. Further consideration by
staff group shows a vacancy rate for nursing at 22%, HCAs at 13% and AHPs at 17%. Time
to hire averages out at 82 days from job approval to start date, inclusive of candidate notice
period.

Staff Turnover & Retention

Staff turnover has increased slightly from July where it was 9.3% to 9.5% in August 2024.
This is against a target of 12% and therefore demonstrates stability within the workforce. The
Trust is expecting to start measuring turnover for those in the first 12 months of appointment
where this tends to be higher. The new People Promise Manager role is expected to focus of
hot spot areas including staff groups, care units/departments and specific departments.
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Appraisal Compliance

The appraisal compliance within the Trust is currently at 71%. This is disappointing as the
annual appraisal process demonstrates a supportive opportunity for all staff and enhances
the supportive and compassionate culture we strive to have embedded. The team alongside
HR Business Partners will work with local areas to enhance compliance and demonstrate the
benefits of the staff appraisal process. The target date for all appraisals being complete was
set as October 2024.

Mandatory Training compliance

The current compliance rate is 84.1% which demonstrates a flat line trajectory looking at the last 3
months. The reports for the organisation and Care units don’t yet highlight the specific detail
associated with staff group and subject matter to provide areas of risk. Therefore our priority is to
improve overall compliance while understanding some specific risk areas based on compliance
rates.

Staff Engagement

The national staff survey will be launched from the 1 October 2024 and this provides an opportunity
to engage with all of our staff to seek their views regarding their experience working at EPUT. As
senior leaders it's important to encourage participation and reassuring that the survey is anonymous
and that we want to listen to the views of our staff to give us a better opportunity to make
improvements.
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BOARD OF DIRECTORS

SUMMARY REPORT

Report Title:

PART 1

Quiality & Per formance Scorecard

2 October 2024

Executive Lead:

Paul Scott, Chief Executive Officer

Report Author(s):

Janette Leonard, Director of ITT

Report discussed previously at:

Finance and Performance Committee
Clinical Governance & Quality Committee

Level of Assurance:

Level 1

| Level 2 | 9 [Level3

Risk Assessment of Report

Summary of risks highlighted in this report All inadequate and requiring improvement indicators

Which of the Strategic risk(s) does this report | SR1 Safety 9

relates to: SR2 People (workforce) 9
SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity 9
SR5 Lampard Inquiry
SR6 Cyber Attack
SR7 Capital 9
SR8 Use of Resources 9
SR9 Digital & Data Strategy

Does this report mitigate the Strategic risk(s)? No

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:

Strategic risks are underpinned by a Strategy

and are longer-term

If Yes, describe the risk to EPUT’s organisational | N/A

objectives and highlight if this is an escalation

from another EPUT risk register.

Describe what measures will you use to monitor | N/A

mitigation of the risk

Are you requesting approval of financial / other | No

resources within the paper?

If Yes, confirm that you have had sign off from | Area Who When

the relevant functions (e.g. Finance, Estates | Executive

etc.) and the Executive Director with SRO | Director

function accountability. Finance
Estates
Other

This report provides the Board of Directors with:

key operational performance metrics.

Board meeting.

X The Board of Directors report present a high level summary of
performance against quality priorities, safer staffing levels, and NHSI

The report is provided to the Board of Directors to draw attention to the
key issues that are being considered by the standing committees of
the Board. The content has been considered by those committees and
it is not the intention that further in depth scrutiny is required at the

Purpose of the Report

Approval
Discussion
Information

The Board of Directors is asked to:
1 Note the contents of the report

Recommendations /Action Required

2 Request any further information or action
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Full Report
The full Power Bl EPUT Quality & Performance Board Report can be found HERE.

Summary of Key Issues

This report to Board provides an interactive and detailed summary of performance across the Trust. It
incorporates items from the NHS System Oversight Framework, Safer Staffing, and CQC. Each Key
Performance Indicator (KPI) can be selected and viewed alongside trend analysis and informative
narrative.

Mental Health Inpatient Capacity -

The average length of stay for adult patients has reported consecutive increases over the last 3 months,
with August reporting an average of 101 days against a target of <35. When monitoring this performance
with assessment units included; we see an average length of stay positon of 74 days. There were 117
discharges (44 from assessment units), 36 of whom were long stays (60+ days).

Older adult average length of stay increased in the month to 137 days, however still remains outside the
target of 74. There were 27 discharges, 16 of whom were long stays.

PICU average length of stay has increased slightly back to outside of target in August at 56 days, this is
against a target of <50 days. There were 6 discharges, 3 of which were long stays, whilst August is
reporting marginally outside of target, the variation of the average length of stay month to month is
consistently marginal and shows no concerning trend.

Adult and Older Adult bed occupancy rates continue to be higher than their respective targets with little to
no variation over past 3 months, whilst PICU occupancy remains comfortably within target. In August,
adult occupancy maintained the 97% reported since June (target <93%) which is comparable with year to
date performance.

Older adult occupancy also remains stable at 90%, against a target of <86. PICU occupancy increased to
64%, however this is within the 88% target whilst they continue to work with reduced beds.

Rates of patients who are clinically ready for discharge remains within target for PICU, Older Adult and
Specialist Wards. However Adult wards have seen an increase, reporting outside of the target since April,
with August at 7% against the target of 5%, before April the Adult wards typically reported 2% for the
previous 12 months, and these past 5 months are the first time reporting outside for the past 2yrs.
Although subtle, there has been a small increase in the number of females awaiting discharge over the
last 3 months, while the overall numbers waiting discharge on Adults wards is showing a reduction over
the same period.

Inappropriate Out of Area Placements —

At the end of August there were 56 patients in an out of area bed, which is a third consecutive month of
increase from a position of 37 in May. 22 patients were newly placed in an OOA bed during the month,
which is representative of the average over the past 2yrs.

Efforts were made to repatriate and a total of 19 clients were successfully brought back to EPUT wards.

The Operational and Flow Teams continue to work to operating plan targets, however the August target of
14 patients in an OOA bed was not met. Work to reduce and eliminate the need for people to be placed
outside of Essex is ongoing. The improving flow programme of work within EPUT is focused on ensuring
inpatient assessment & treatment is offered where there is a clear purpose to admission with therapeutic
benefit that can only be offered within hospital. Quality improvement work to the daily safer staffing,
demand and capacity call has taken place, ensuring a renewed focus on exploring opportunities to return
people place out of area into Essex.

MH Inpatients Follow Ups —

72 hour follow ups reduced in August to 84% from a high of 94% in July, however this remains above
target (80%). There were 16 discharges not followed up within 72 hrs, of these; 4 were identified as out of
area, 1 did not respond to attempts to contact, 1 had been sent to prison. 9 were breaches that were
followed up within 7 days, 1 was followed up on day 8.
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The patient who did not respond is of no fixed abode and has no GP currently. A phone call was attempted
and a care co-ordinator did attend a home address without any answer to either. Patient had an
assessment on 25th August with an outpatient appointment also made for 16th September.

Whilst 7 day follow ups has been superseded by 72hrs, we continue to represent its performance in the
report. In August, the 7 day follow up performance reduced from 95%, to 93% (target 95%). There were 7
discharges not followed up within 7 days in August.

These indicators can now be monitored by the Operational Productivity team via a Power Bl Report, this
report is refreshed several times a day & has an interactive narrative function where breach reasons can
be recorded.

NHS Talkin g Therapies (IAPT) —

North East Essex access rates continue to be the most challenged area, and witnessed a marked
reduction to 446 patients accessing treatment in August, against a 844 target. This is attributed to
seasonal variation.

The number of patients accessing treatment in Castle Point and Rochford reported below the target of 300
at 258 in August for the first time since December-22. Southend achieved the target of 367 reporting 368
in August. Performance against all areas continues to be monitored regularly through the Integrated
Performance Report, The Accountability Frameworks, and Commissioner reporting.

Across other Talking Therapies KPlIs; all areas consistently meet 100% for clients beginning treatment
both within 6 weeks and 18 weeks. The percentage of clients moving to recovery also maintains consistent
target attainment.

Temporary Staffing —

The Trusts performance for agency staffing continues to maintain the reducing trend of shifts being
booked through agency, the number of agency shifts booked in August halved the number that was
booked 12 months ago. Bank usage continues to operate at above planned levels.

The continued realisation of quality and operational benefits of the Time to Care project are key to help
reducing temporary staffing and is the area of focused work being carried out by the HR Business
Partners. In addition, regular discussions and monitoring of this performance takes place within the
Accountability Frameworks.

Sickness Absence -

August has reported a reduction for the first time in four months (to 5.6%). Although marginal, the overall
absence rate continues to exceed the benchmark of <5%.

Nationally, EPUT is reporting slightly higher than the England average however the most reported reason
for absence across all areas remains to be anxiety/stress/depression/other psychiatric illness.

The care units with the highest sickness rates in August were; Specialist at 6.8%, North at 6.2%, with both
Inpatient and Urgent Care and West at 6% each.

Trust Income & Expenditure

M5 results are YTD deficit of £9.4m, £3.1m adverse variance to plan due to high levels of patient demand
and acuity within Inpatient Mental Health services leading to overspends in staffing and out of area
placements. . The 'in month' deficit was £1.1m being a £1.6m improvement on the previous month
including reductions in agency workforce costs and, with the exception of Inpatient services and
associated medical costs all Care units are delivering within financial plans.

Efficiency Programmes

In order to deliver the 24/25 financial plan, the Trust has to deliver £28.6m of efficiencies equivalent to
5.2% of operating spend. The Month 5 YTD position is delivery of £6.1m. Mobilisation of the Time To Care
project is supporting delivery of further reductions in temporary workforce costs with mitigating actions
including, establishment, vacancy and non-pay controls.

Temporary Staffing
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Temporary staffing spend YTD is £29.6m (£25.5m in Month 5). Overall temporary staffing costs reduced
with agency expenditure reduced and a slight increase in bank expenditure. Temporary staffing usage
continues to be an area of focus including enhanced controls and monitoring and continued deployment of
the Time to Care project.

Capital Expenditure
YTD capital expenditure totals £5m.

Cash Balance
Cash balance as at end of M5 is £27.9m

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services 9
SO2: We will enable each other to be the best that we can 9
S0O3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care 9
2: We learn 9
3: We empower 9

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:

Impact on CQC Regulation Standards, = Commissioning Contracts, new Trust Annual Plan 9
& Objectives
Data quality issues 9
Involvement of Service Users/ Healthwatch
Communication and consultation with stakeholders  required
Service impact/health improvement g  ains 9
Financial i mplications :
Capital £
Revenue £
Non Recurrent £
Governance implications 9
Impact on patient safety/quality 9
Impact on equality and diversity 9
Equality Impact Assessment (EIA) Completed | ¥YES/NO | If YES, EIA Score
ALOS | Average Length Of Stay FRT First Response Team
AWoL | Absent without Leave FTE Full Time Equivalent
CCG Clinical Commissioning Group IAPT Improw_ng Access to Psychological
Therapies
CHS Community Health Services MHSDS | Mental Health Services Data Set
CPA Care Programme Approach NHSI NHS improvement
CcQcC Care Quality Commission oBD Occupied Bed days
CRHT Crisis Resolution Home Treatment oT outturn
Team
EPUT Quality & Performance Board Report HERE.
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Executive Lead
Paul Scott
Chief Executive Officer
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BOARD OF DIRECTORS

SUMMARY REPORT

Report Title:

PART 1

Committee Chairs Report

2 October 2024

Committee Lead : Chairs of Board of Director Standing Committees
Report Author(s): Chairs of Board of Director Standing Committees
Report discussed previously at: N/A

Level of Assurance: Level 1 | | Level 2 | 3 |Level3 |

Risk Assessment of Report ‘

Summary of risks highlighted in this report N/A

Which of the Strategic risk(s) does this report | SR1 Safety 3

relates to: SR2 People (workforce) 3
SR3 Finance and Resources Infrastructure 3
SR4 Demand/ Capacity 3
SR5 Lampard Inquiry 3
SR6 Cyber Attack 3
SR7 Capital 3
SR8 Use of Resources 3
SR9 Digital and Data Strategy 3

Does this report mitigate the Strategic risk(s)? N/A

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register?

If Yes, describe the risk to EPUT’s organisational | N/A

objectives and highlight if this is an escalation

from another EPUT risk register.

Describe what measures will you use to monitor | N/A

mitigation of the risk

Are you requesting approval of financial / other | No

resources within the paper?

If Yes, confirm that you have had sign off from | Area Who When

the relevant functions (e.g. Finance, Estates | Executive

etc.) and the Executive Director with SRO | Director

function accountability. Finance
Estates
Other

Purpose of the Report
This report provides a summary of key assurance and issues identified by the
Board Standing Committees.

Approval

Discussion

Information 3

Recommendations /Action Required

Summary of Key Points

X Assurance — any key assurances to be provided to the Board.

The Board of Directors is asked to note the report and assurance provided.

The Board of Directors regularly delegates authority to the standing committees of the Board in line with the
Trust’'s Governance arrangements (SoRD, SFIs etc).

Standing Committees present regular reports to the Board of Directors, providing assurance on the key
items discussed and progress made to resolve any identified issues.

For each Board meeting, Chairs of standing committees will provide details of meetings held and report:
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x Information — any issues previously identified which have now been resolved, including lessons learned.
x Alert — any issues / hotspots for escalation to the Board.
X Action — any issues where the Standing Committee is requesting action from the Board.

The attached report provides updates in relation to the following Standing Committees:
1. Finance & Performance Committee (Loy Lobo)

2. People, Equality & Culture Committee (Diane Leacock)
3. Quality Committee (Dr Mateen Jiwani)

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care 3
2: We learn 3
3: We empower 3

W Www

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan & 3
Objectives

Data quality issues

Involvement of Service Users/ Healthwatch 3

Communication and consultation with stakeholders  required

Service impact/health improvement g ains

Financial i mplications : n/a

Governance implications 3
3
3

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

Acronyms /Terms Used in the R eport

Supporting Reports and/or Appendices
Committee Chairs Report

Executive/ Non -Executive Lead / Committee Lead:

Chairs of Board of Director Standing Committees.
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Committee Chairs Report

Board of Directors Part 1

2 Octobel024



1. INTRODUCTION

Purpose of the report

The Board of Directors regularly delegates authority to standing committees of the Board in line with the Trust’s governance arr angements (SoRD,
SFls, etc.)
Standing committees present regular reports to the Board of Directors, providing assurance on the key items discussed and any progress made to

resolve any identified issues.

For each Board meeting, the Chairs of standing committees will provide details of meetings held and report:
 Assurance - Any key assurances to be provided to the Board
* Information — Any issues previously identified which have now been resolved, including the identification of lessons learned
* Alerts - Any issues / hotspots for escalation to the Board

* Action - Any issues where the standing committee is requesting action from the Board
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2. FINANCE & PERFORMANCE COMMIT |

Chair of the Committee: Loy Lobo, Non-Executive Director

Assurance

Committee meeting held:

Thursday 19 September 2024

Information

Performance Report

¢ The Committee received assurance on the Trust’'s performance during August 2024.

« Areas of performance discussed included: Children’s Speech & Language; Mental Health
Inpatient Capacity; Out of Area Placements; Mental Health Inpatient Follow Ups; NHS Talking
Therapies (IAPT); Home Treatment Referrals; Lighthouse Paediatrics.

¢ Significant improvements have been achieved by the Lighthouse service to reduce patient
waiting times. Waitlist for Children’s Speech and Language also reduced following successful
recruitment, but cover for future planned leave is currently being sought.

Financial Report Month 5 (SR8 and SR7)

¢ The Committee received an update on the Trust’'s Revenue, Capital and Cash position.

« Corporate teams are working closely to achieve the required targets by the end of the financial
year.

« NHS Pay Awards have been agreed, and will be actioned in the coming months.

Capital Planning & Programme Group Recommendation (SR3)
« The Committee approved proposed expenditure for environmental upgrades on Finchingfield,
Galleywood, Hennage, Peter Bruff, Ardleigh and Gosfield Wards.

Draft Estates Strategy (SR3)
« The Committee gave their approval for the Draft Estates Strategy to be presented to the Board
of Directors for signoff. This will be presented in a separate Agenda item.

BAF Risk Deep Dive — Demand and Capacity (SR4)

« The presentation also provided an update on Time to Care, highlighting the progress made
with recruitment, and escalations around the required numbers of registered professionals
sitting outside the model for PICU. Roadshows to clinical sites were scheduled to commence
from 25 September 2024 to support the new operating model.

* BAF SR6 noted that all actions are now complete and review of risk score (assessment to be
undertaken).

Alert

Action

No Alerts for the Board.

BAF Risk Deep Dive — Demand and Capacity (SR4)

« The Committee received a Deep Dive presentation on Demand and Capacity with a focus on
Patient Flow. The presentation included: system flow and why it is a priority; how the system is
maturing; current demand levels; out of area challenges, increased senior clinical engagement;
reporting benefits; reasons for delayed discharges; length of stay and its effect on capacity, and
occupancy.

« The Committee discussed the need to strengthen medical consultant resources to increase
discharge flow and reducing out-of-area placements.

« Action for Quality Committee — to review systems and process of oversight of safety for those

patients awaiting an inpatient bed in this period of increased and sustained demand. |
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3. PEOPLE, EQUALITY & CULTURE COM

Chair of the Committee: Diane Leacock, Non-Executive Director

Assurance

Committee meeting held: Monday 2 September 2024

Freedom to Speak Up
» Bullying and inappropriate behaviour cases have reduced, whilst worker safety cases have
increased. Funding has been allocated to increase resource for the service.

Time to Care
* 143 WTE roles had been approved through the Establishment Control Panel. Implementation of
the Inpatient & Urgent Care Operating Model underway.

Workforce Plan

« Bank usage and vacancy rates are currently above planned levels, however it is anticipated
that Time to Care will help to increase permanent staffing and reduce temporary workforce.

» Sickness is above the KPI at 6% against a target of 5.3%, but is now reducing.

« All off framework staff usage ceased from 1 July 2024, in line with national guidance.

« Overall mandatory and essential training compliance are above target.

« There has been a downturn in appraisal and supervision performance, but this is expected to
improve following the autumn appraisal window.

Education Strategy

« Apprenticeship utilisation as at the end of June 2024 was 32.51%. The team is investigating
how this can be improved in future. Management development and succession planning are
currently being reviewed. The People Strategy will be reviewed by the end of 2024.

Employee Relations Case Management

e The Committee received an update on employee relation formal procedure activity.

e The Trust's Disciplinary (Conduct) Policy and the Dignity Respect and Grievance Policy and
has been reviewed and updated. A Conduct Concerns Panel will be established to deal with
matters which could be considered a breach of the Trust’s disciplinary rules.

Management of Change Annual Assurance Report 2023/24
» 14 programmes were implemented, and 153 staff had been consulted with, during this period.

Board Assurance Framework

» Risk SR2 has been broken down into three risks for improved focus relating to Organisational
Development, Retention and Workforce Sustainability had been developed.

» Corporate risks is being developed.
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Information

Action

Student Experience
* An Anglia Ruskin University student provided the Committee with an account of their recent
work placement at Basildon Urgent Care unit, noting that their experience has been positive.

Chief People Officer Emergent and Topical Issues
» The Staff Survey was launched in September 2024, and the target was to achieve a 50%
response. A new Workforce Efficiency Group has been established.

Workforce Efficiencies Programme

» The governance structure has been revised, including the introduction of a new Workforce
Efficiencies Group to be chaired by the Executive Director of People & Culture. PWC have been
working with the Trust on an ‘investigate and intervene’ exercise.

Stakeholder Engagement
» The Trust has been working with Anglia Ruskin University to develop a stakeholder engagement
strategic framework and operational group- with a planned future item for Board consideration.

National Staff Survey 2024

» The Staff Survey was launched in September 2024, and the target is to achieve a 50%
response rate. A range of promotional materials have been produced to encourage
participation. Information on actions taken as a result of previous surveys will be publicised. The
Senior Leadership Group have been provided with support in their role of driving awareness and
encouraging staff to participate.

People Promise Exemplar Programme

» The Trust has been added to Cohort 2 of this 12-month national programme funded by NHSE,
which supports organisations in valuing and retaining employees, and improving staff
experience. A Retention Strategy will be produced. In order to maximise the opportunity within
the limited timescale available, the Trust will be focussing on three main projects: Flexible
working improvements; On-boarding; and Retaining staff in hard to recruit roles.

The FTSU Toolkit to be discussed at Board Seminar in September.

Annual Organisational Audit of Appraisal & Revalidation

« Committee members received a report providing assurance that the Trust is compliant
with the Medical Professional (Responsible Officers) Regulation 2010 (as amended in
2013) Act.

¢ The report recommended that the Trust is compliant, and Committee members endorsed
this recommendation to the Board.

Workforce Equality Standards & Actions

« The Committee received assurance on the Trust’'s performance relating to the Workforce
Disability Equality Standard (WDES) and Workforce Race Equality Standard (WRES).

« Improvements to the provision of adequate reasonable adjustments consistently across
the Trust is currently a priority.

» Reports of bullying and harassment against BME staff by patients is currently higher than
the national average, and the team is working on plans to correct these behaviours.

Alert

No Alerts for the Board.
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4. QUALITY COMMITTEE

Chair of the Committee:
Assurance

Dr Mateen Jiwani, Non-Executive Director

Committee meeting held:

Thursday 12 September 2024
Information

Quality Performance Report

¢ Learning around restraint and seclusion incidents was shared with the Committee.
» Collaborative work on suicide prevention has taken place.

* There has been a small increase in falls reported.

Safeguarding Thematic Report
¢ The Committee received a thematic review of the Trust's Multi-Agency Public Protection
Arrangements (MAPPA) and Multi-Agency Risk Assessment (MARAC) arrangements.

Infection Prevention & Control Report
« The Committee received assurance that the Trust's infection prevention and control was in line
with national guidance during April-June 2024.

Patient & Service User Experience Report

< A summary of patient and service user experience activity during April-June 2024 was
presented to the Committee.

» Poor communication was identified as the greatest cause of complaints during the period.

Physical Health Annual Work Plan & Progress Report

e The Committee received an update on the programme of work to improve the physical health
of the Trust's service users.

Emergency Preparedness, Resilience & Response Core Standards Self  -Assessment

2024/25

e The Trustis meeting all the standards with the exception of one being partially compliant
related to all Gold On call staff having attended training. The Committee were assured that
would be resolved with training sessions now being available regionally.

e The next steps is for Trust's Emergency Preparedness, Resilience & Response Core
Standards Self-Assessment to be presented to NHSE's Emergency Preparedness Team for
critical feedback.

Emergent Issues

» Action is being taken to resolve concerns reported to the CQC relating to care at The Lakes.

« There has been increasing internal and external pressure to improve flow through our inpatient
units with an a focus on enabling those patients assessed as ready for discharge of patients as
soon as possible. However, patient safety remains the Trust’s first priority.

Patient Story

* The Committee received an account of a patient’'s experience as an inpatient at the Trust.

* There was discussion around allocating staff of a specific gender on request; providing holistic
care; and provision of guidance for staff on interacting with patients on a personal level in addition
to providing medical care.

Trust Response to the Greater Manchester Mental Health Report

« A proposed programme of work in response to the key findings of the Greater Manchester Mental
Health Report was presented to the Committee for information. Assurance reports and updates will
be provided to the Committee as work progresses.

Research & Innovation Strategy Delivery Update

e The Committee received an update on delivery of the Trust’'s Research and Innovation Strategies
since their launch in January 2024.

» Significant progress has been made with Research, including recruitment to key posts;
commencement of work with two multi-national pharmaceutical companies to run commercial
treatment trials; and commencement of a six-month Lived Experience Advisory Panel pilot.

* The Innovation Strategy is still in its early stages, and Committee members welcome a further
discussion about the Trust's ambitions, innovation and potential commercial plans.

Quality Impact Assessments (QIA) Procedure
e The Committee approved an updated QIA Procedure to support the Quality of Care Programme.
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Action

CQC Assurance Report

« The CQC improvement plan continues with good progress, and an internal check and
challenge exercise underway prior to submission to the Evidence Assurance Group for
approval. The Committee received an update on the 12 items off track. The Board will
receive the usual report as a substantive item on the agenda

Mental Health Act Annual Report 2023/24

¢ The Committee received assurance that the Trust had been compliant with the Health Act
1983 and Mental Capacity Act 2005 during the 2023/24 financial year. The annual report
to be presented to Board as an substantive item for approval.

« A deep dive into mental health inequalities will be presented at a future meeting.

. Safeguarding Annual Report 2023/24

» The Committee received assurance relating to the Trust's care for vulnerable children,
young people and adults during 2023/24, and approved presentation of the report to the
Board of Directors. The annual report to be presented to Board as an substantive item for
approval.

Health, Safety, Security & VAPR Annual Report

» The Committee received assurance that the Trust had been 100% compliant with the
Health & Safety at Work Act 1974 and Management of Health & Safety at Work
Regulations 1999 during the 2023/24 financial year. The annual report to be presented to
Board as an substantive item for approval.

Alert

No Alerts for the Board.
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT PART 1 2 October 2024

Report Title: CQC Assurance Report

Executive/ Non -Executive Lead / Ann Sheridan, Executive Chief Nurse

Committee Lead:

Report Author(s): Comfort Sithole, Head of Compliance and Emergency
Planning.

Report discussed previously at: Quality Committee and Executive Operational Committee

Level of Assurance: Level 1 | | Level 2 | 3 |Level3 |

Risk Assessment of Report

Summary of risks highlighted in this report Maintaining ongoing compliance with CQC
registration requirements

Which of the Strategic risk(s) does this report | SR1 Safety 3
relates to: SR2 People (workforce) 3
SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity 3

SR5 Lampard Inquiry
SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources 3

SR9 Digital and Data Strategy 3
Does this report mitigate the Strategic | ¥es/ No

risk(s)?
Are you recommending a new risk for the | ¥es/ No
EPUT Strategic or Corporate Risk Register?
Note: Strategic risks are underpinned by a
Strategy and are longer-term

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

Are you requesting approval of financial /| ¥es/No
other resources within the paper?
If Yes, confirm that you have had sign off | Area Who When
from the relevant functions (e.g. Finance, | Executive
Estates etc.) and the Executive Director with | Director

SRO function accountability. Finance
Estates
Other
Purpose of the Report
This report provides the Board of Directors with: Approval
o _ Discussion 3
1. An update on CQC related activities that are being undertaken Information 3

within the Trust.

2. An update and escalations as required on progress made
against the Trust CQC improvement plan.

Page 1 of 6
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3. Internal Assurance against the CQC Quality Statements

4. Details of CQC guidance/updates that have been received since
the previous reporting in July 2024

Recommendations/Action Required

The Board of Directors is asked to:

1. Receive and note the contents of the report for assurance of oversight of progress against
the CQC improvement plan.

Summary of Key Points

x EPUT continues to be fully registered with the Care Quality Commission.

X The Trust continues to focus on the implementation of the CQC improvement plan. Good
progress continues to be made with the implementation of actions with 87% of actions
reported completed by action owners and 27% having been agreed for closure through the
Evidence Assurance Group.

X The Trust awaits the CQC inspection report of our Forensic / Secure Services at Brockfield
House in March 2024.

X The pilot of the new joint quality visits framework continues with early feedback being
positive.

x There were no CQC enquiries raised during this reporting period.

Relationship to Trust Strategic Objectives
SO1: We will deliver safe, high quality integrated care services

S0O3: We will work together with our partners to make our services better
S0O4: We will help our communities to thrive

Which of the Trust Values are Being  Delivered

1: We care
2: We learn
3: We empower

3
S0O2: We will enable each other to be the best that we can 3
3
3

W W w

Corporate Impact Assessment or Board Statements for Trust: Assurance(s)

against:
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust 3
Annual Plan & Objectives

Data quality issues
Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required 3
Service impact/health improvement gains 3
Page 2 of 6
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Financial implications:
Capital £
Revenue £
Non Recurrent £

Governance implications
Impact on patient safety/quality
Impact on equality and diversity

W w

Equality Impact Assessment (EIA) ¥ES/NO | If YES, EIA Score
Completed

Acronyms/Terms Used in the Report

CcQcC Care Quality Commission EPUT | Essex Partnership University Trust
ICB Integrated Care Board EAG | Evidence Assurance Group

Supporting Reports and/or Appendices

CQC Assurance Report
Appendix 1 - CQC Improvement Plan Update September 24

Executive/ Non -Executive Lead / Committee Lead:

Ann Sheridan
Executive Chief Nurse

Page 3 of 6
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| ESSEX PARTNERSHIP UNIVERSITY NHS FOUNDATION TRUST |

\ CQC Assurance Report \

\ 1.  Purpose of the report \

This report provides the Board of Directors with:
X An update on CQC related activities that are being undertaken within the Trust.
X An update and escalations as required on progress made against the Trust CQC action plan.
X Internal assurance of CQC Quality Statements.

x Details of CQC guidance / updates that have been received since the previous reporting in
August 2024.

\ 2.  CQC Registration Requirements

2.1. Registration

EPUT continues to be fully registered with the Care Quality Commission.

\ 3. CQC Inspections and Improvement Plans

3.1. Unannounced CQC Inspection Forensic/ Secure Services

The CQC report following the unannounced inspection of our Forensic / Secure Services at
Brockfield House in March 2024, is awaited.

3.2. CQC Improvement Plan
The Trust has continued to focus on implementation of the CQC improvement plan.
As at 11 September 2024:
X 68 (87%) of the Must do / Should do actions have been reported as completed by action
(C);v;/gszg.s. Of these, 21 (27%) have been closed following review at the Evidence Assurance

X 334 sub-actions complete

X 12 sub-actions past timescale (Nb. Associated with 8 overall actions status) weekly
monitoring is in place.

The EAG meeting held on the 23 September 2024 was chaired by the MSE ICB Deputy Director
of Nursing with EPUT operational and corporate staff in attendance.

89 Assurance Metrics / Measures have been identified to help demonstrate that actions being
taken in the CQC improvement plan will have sustained impact. As at 14 August 2024, 40% of
these indicators have been developed and taken forward.

Page 4 of 6
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3.3. CQC Enquiries

There were no CQC enquiries raised during this reporting period.

\ 4. Annual Programme 2024- 25

4.1. CQC Assurance Programme

The Compliance Team have continued to take forward the development of the CQC Assurance
Framework, with adaption of our internal processes due to change in the CQC approach under
the new Single Assessment Framework and its supporting quality statements (replacing the
Key Lines of Enquiry).

The pilot of the new joint quality visits framework continues with early feedback being positive.
A full review is to be undertaken in October 2024 prior to any further amendments to the
process.

4.2 Internal Assurance
The Trust annual compliance team assurance Vvisit programme to promote and monitor

adherence to the CQC quality statements for 2024-25 continues. In the period, the Compliance
Team focused on the following Core Services:

x Community Health Inpatients

X Nursing Homes

x Children’s Community Health Services
Following each visit, feedback was provided for each core service capturing the good
practice and any areas for improvement. This is shared with the Service and Care Unit
Leadership for review and implementation of change. These in turn are monitored through the

Accountability Framework meetings.

Note: The recommendations are based on limited assurance testing gained through the internal
Compliance Team reviews and applied across the service for shared learning and checks.

\ 5.  CQC Guidance / Updates \

5.1 Observing and Improving Culture in mental health inpatient services

As part of the CQC'’s public commitment to respond to the closed cultures identified in
some mental health inpatient settings, they are piloting a framework for Observing and
Improving Culture at a small number of assessments in mental health services between
August and December 2024.

The purpose of the framework, which was developed through extensive external
engagement with clinicians, partners, providers and people with lived experience, is to
support the identification of closed cultures through observing and speaking with people.

This work will be carried out as part of the wider CQC assessment in each service and by
trained staff with a background in mental health inspection. The CQC will report on the
findings within each service report as well as more broadly after completion of the
programme.

Page 5 of 6
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5.2 Review into the operational effectiveness of the Care Quality Commission: interim
report

Dr Penelope Dash was asked to carry out a review of the Care Quality Commission (CQC) in
May 2024. Over the last 2 months she spoke to around 170 senior managers, caregivers and
clinicians working in the health and care sector, along with over 40 senior managers and
national professional advisors at CQC.

All shared considerable concerns about the functioning of the organisation, with a high degree
of consistency in the comments made. At the same time all recognise the need for a strong,
credible and effective regulator of health and social care services.

The interim report provides a high-level summary of the emerging findings in order to inform
thinking around changes needed to start the process of improving CQC.

A more detailed report will be published in autumn 2024. There is an urgent need for a rapid
turnaround of CQC - a process that has already started with the appointment of an interim
chief executive in June 2024.

Review into the operational effectiveness of the Care Quality Commission: interim report -
GOV.UK (www.gov.uk)

6.0 Recommendation

The Board of Directors is asked to:
1. Receive and note the contents of the report

2. Note the assurance on progress against the improvement plan

Report Prepared by:

Comfort Sithole
Head of Compliance and Emergency Planning

On behalf of

Ann Sheridan
Executive Chief Nurse

Page 6 of 6
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Introduction —

Level of AssuranceLevel 1

The purpose of this report is to provide an update on implementation and assurance

status against the trust CQC action plan.
Key Messages
The CQC action plan has been developed in line with new trust process which

focused on engagement, sustainability and ownership of actions developed. There are currently 78 ‘must do’ / ‘should do’ actions being taken forward (Note:
combination of some actions into one), with 348 sub-actions (as at 11 September 2024)
Work has been undertaken to bring together core CQC and other related plans into associated with CQC activity.

one document to ensure consistency of delivery, avoidance of duplication and
consistent assurance routes. This includes:

Initial S29 plan (Willow and Galleywood Wards — Oct ‘22) Overview as of the 11 September 2024:

Intra-inspection feedback of acute wards for adults and PICU (Nov ‘22) * 68 (87%) of the Must do / Should do actions have been completed.

Internal report for 2 Adult Acute Wards (Jan "23) « 21 (27%) have been closed following review at CQC Leads Meeting and Evidence

. Assurance Group.
CQC report Acute Wards for Adults and PICU (published Apr ‘23) P

e 334 sub-actions complete

CQC report Core Services and Well Led (published July 23)

CQC report Rawreth Court (published Nov ‘23) 12 sub- actions past timescale as at 11 September 2024  (Nb. Associated with 8 overall
actions status) weekly monitoring is in place.

The CQC Action Leads meeting continues to hold action owners to account for delivery.
{ U ] { ” J| D % STRATEGIC The meeting is chaired by the Senior Director of Corporate Governance and attended by

1 OBJECTIVES [ [I J [ ” J | D % Executive Chief Nurse.
We will deliver safe, high quality n VA L U E S

integrated care services.

We will enable each other to be We CARE
the best that we can.

We LEARN

We will work together with our
partners to make our services better.

We EMPOWER

We will help our communities thrive.
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Action Progress Update

Summary of implementation status

78 Must do / Should do actions and 348 Sub-Actions identified as at 11 September 2024

21 (27%) have been closed following review at CQC Leads Meeting and Evidence Assurance Group (EAG).

68 (87%) of the Must do / Should do actions have been completed. (next step is for the evidence to be presented to the CQC Leads Meeting and EAG)

334 sub-actions complete

12 sub-actions past timescale as at 11 September 2024 (Nb. Associated with 8 overall actions) weekly monitoring is in place.

Must do / Should do Action Progress

Complete

On Track

Slippage

= Closed - EAG Sign Off

0

0_|o0
02

Sub Action Progress

247

Off track

= Off track, recovery plan

= Off track, no recovery plan
On Track
Complete

= Closed following EAG

= Awaiting update

= Closed, unable to take forward
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Summary of activities and highlights

Summary of key activities completed in the last month:

e M3 (Trust side) — Enhancement of Shared Care Record went live.

M6 (Adult Acute & PICU) — New CCTV software passed cyber security processes and progressing plans, noting that this is to achieve the added benefit of being able
to access footage remotely.

Actions Closed
4 Actions closed by EAG in the reporting period (21 closed in total)

47 must do/should do actions complete and ready for closure. These are being prepared to be taken through the evidence assurance processes with our ICB Colleagues
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Summary of activities and highlights

Key Slippages (12 Sub-actions are past timescale)

(M3.4.1, M3.5.1 and S19.2 impacted by the Paris upgrade delay)

Must do / Should do Action

M3: The trust must ensure they
improve the quality of their data, the
effectiveness of their systems and the
accuracy of the assurance they
receive about the quality of care being
delivered.

M5: The trust must ensure that they
have a robust and timely plan for the
implementation of a consistent patient
record in line with their current
strategic aim. (4/11 actions complete /
2 on track)

S19 The trust should ensure that care
plans are easy to use and understand.
(2/3 actions complete)

Sub-Action past timescale

M3.4.1 Complete Paris upgrade
which will include waiting list
management

M3.5.1 Enhancement of the Shared
Care Record (SCR)

S19.2 New smart care plan to be
launched later this year late

Q3 (key principles of SMART,
Simple and uncluttered, short and to
the point, includes primary outcome
measure and secondary outcome
measure)

Current Position

Supplier (Civica) is actively supporting the trust for the
upgrade of Paris following setbacks in the testing of the
new version. Upgrade to undergo Dry Run and short
spell of UAT.

ICS Programme re-baselined project go live date 8th July
technology go-live and 12 July service go-live. Testing
continues. Data validation and UAT dates to be moved
out post sign-off of technical testing.

Shared care record went live 27/08/24 although reserved
some time to meet actual commitment /requirement to be
met.

Care plan signed off at Project Board. System now being
aligned with new care plan

Recovery Plan

Once achieve resolution of issue
identified at testing, to repeat the
upgrade — plan is for the end of
October ‘24.

Weekly touchpoint to review.

Orion health/ Cerner (Suppliers)
negotiations for resolution to share
care record access between ICS’s
Impacted by the Paris upgrade delay.

Weekly touchpoint to review

Continue training in preparation for go
live

Impacted by the Paris upgrade delay.

Weekly touchpoint to review

Lead

Jan
Leonard

Jan
Leonard

Tendai
Ruwona
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Summary of activities and highlights

Key Slippages (12 Sub-actions are past timescale)

Must do / Should do Action

M6: M1 (April 2023) and M6 (May 2023)

The trust must ensure that systems and
processes are in place to assess, monitor and
ensure staff follow the trusts’ policies and
procedures for the recording and reporting of
incidents

M8: The trust must ensure that staff do not fall

asleep when undertaking patient observations.

(Regulation 12 (2).

Sub-Action past timescale

M6.5 Identify solution to current
technical barriers which prevent
wide access to closed-circuit
television (CCTV) to enable use for
training / learning

M8.6 Address Sleeping on duty
action plan following further review

Current Position

Work continues for remote access can be
uploaded to current ward IT equipment. New
software identified and has passed cyber
security processes. Note: This is to achieve
the added benefit of being able to access
footage remotely.

Full review of action plan undertaken with
new actions being taken forward following a
successful QI pilot of changes to duration of
observations (to 30 minute cycles between
8pm — 6am) on Cherrydown Ward.

Agreed to keep action open and as a
consequence of our agreed approach to any
extension beyond the originally stated date
this is now included within the ‘off track’ list.

The Trust continues to have in place robust
HR procedures for any staff member found to
be sleeping on duty.

Recovery Plan Lead

New software identified and passed Tendai

as Cyber Compliant. Ruwona

Weekly touchpoint to review

transition of implementation

Angela Wade (Director of Nursing) is Angela
Wade

now the lead for progressing new
actions.

Weekly touchpoint to review
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Summary of activities and highlights

Key Slippages (12 Sub-actions are past timescale)

Must do / Should do Action

Sub-Action past timescale

M32: The trust must ensure that all patients have fully M32.1 Change care plans to
completed discharge plans and that there are systems prompt clinicians to set discharge

and processes in place to secure timely discharge for
patients using the recovery and wellbeing part of the
service as part of their recovery.

S22 The trust should ensure all wards follow its

governance systems and processes to maintain patient available on safety dashboards to

safety, in particular for clinical equipment monitoring,
assessment and management of patient risk, and
medicines management

(2/3 actions complete)

date

M32.2 Create clear identification
for cases where there are factors
that limits the patients from being
discharged and extends length of
time on caseload

M32.3 Benchmark workforce
establishment to understand
resourcing and availability to
complete discharge

M32.4 Training needed to identify
when and how to have goal
setting and discharge
conversations and also the
tactical preparation for discharge
planning. Connect this in with the
work already on the safety
improvement planning work.

S22.3 Tendable data to be made

ease accessibility of data.

Current Position

Work continues to embed discharge and
transfer planning.

Care Unit Director to worked with teams
to ensure discharge plans are clearly
articulated and for the people who
remain with the services for extended
period legitimately (such as Depot
injections, S117 after care, CTO etc) this
is clearly documented within the record.

Questions added to care note audit to
test these are in place moving forward.
Due to the small numbers of patient
records the audit cycle has been
extended to end December ‘24 to be
able to evidence sustainability of the
actions taken.

Explored how to use automation and
funding. Contract reviewed and
expanded.

Technical ability to achieve the action
has been confirmed through proof of

concept, validation and sign off of the
information to be mapped in progress.

Recovery Plan CQC Lead

Initial Audit results collated and Lynnbritt Gale

presented.

A further audit cycle to be undertaken

in November ‘24

Timescale: December 2024

To complete the validation and sign Rebecca
Pulford

off of data to be mapped.

Weekly touchpoint to review
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Summary of activities and highlights

Must do / Should do Action Sub-Action past timescale Current Position Recovery Plan CQC Lead
S9: The trust should ensure that vacancy rates are S$9.4 Reduction in vacancy rates  \/acancy rates have been analysed Next steps on our recovery are to Cindy Weaver
reduced so that teams are adequately staffed. (3/4 between Month 8 22/23 (49.96 wte) and  analyse recruitment pipeline to
actions complete) Month 3 24/25 (57.90 wte) and whilst address remaining vacancies.

vacancy rates have increased, budgeted

establishment has increased from 174.02  Monthly touchpoint to review
wte to 195.41 wte and staff in post has

increased from 124.06 wte to 137.51 wte

(improvement of 13.45 wte).

RC10: Queries — Nursing Home admission criteria RC10.3: To review home Review underway. Requires wider Ann Sheridan (Executive Nurse) is in Tendai
admission criteria discussion with ICB partners discussions with ICB colleagues. Ruwona

Touchpoint end September 24
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Next steps

» Continued focus on delivery of action plan

* CQC Leads with support from Compliance Team to build evidence assurance presentations for completed actions to undertake internal check and challenge and
submission to the Evidence Assurance Group with ICBs

»  Further development and reporting of Metrics report to ensure monitoring the impact changes are making

* Ongoing implementation of the practice assurance toolkit for wards/services to provide assurance of delivery and change at local level
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

SUMMARY REPORT BOARD OF DIRECTORS 2 October 2024
PART 1

Report Title: Workforce Equality Standard s and Actions (2024 — 25)

Executive/ Non -Executive Lead / Andrew McMenemy, Executive Chief People Officer

Committee Lead :

Report Author(s): Lorraine Hammond-Di Rosa - Director of Employee
Experience
Gary Brisco - Equality Advisor

Report discussed previously at: N/A

Level of Assurance: Level 1 | 3 |Level?2 | | Level 3 |

Risk Assessment of Report ‘

Summary of risks highlighted in this report
Which of the Strategic risk(s) does this report | SR1 Safety
relates to: SR2 People (workforce) 3
SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)? No

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy and
are longer-term

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

Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from the | Area Who When
relevant functions (e.g. Finance, Estates etc.) | Executive
and the Executive Director with SRO function | Director
accountability. Einance

Estates
Other

Purpose of the Report

This report provides Board of Directors with a summary of key headlines and Approval 3
shares information associated to our obligations for the Workforce Race Equality | Discussion
Standard (WRES) and Workforce Disability Equality Standard (WDES) action Information
plans,

Page 1 of 9

Workforce Equality Standards (2024 —  25)

Overall page 72 of 427



ESSEX PARTNERSHIP UNIVERSITY NHS FT

The report also details activity within the Action Plans for WRES and WDES
2024/25 with the intention to be published on 31% October 2024.

Recommendations/Action Required
The Board of Directors are asked to:
X Note the updates and actions in the report.
x Approve the proposed action plans for publication on 31 October 2024.

Summary of Key Points
Implementation of the Workforce Race Equality Standard (WRES) and the Workforce Disability Equality
Standard (WDEYS) is a requirement for NHS Commissioners and NHS healthcare providers through the
NHS Standard Contract.

In 2024 EPUT demonstrated improvements in six out of the nine WRES indicators and nine out of the
ten WDES Metrics. Whilst improvements have been made over the past year, there is still need for improve
the experiences of minority staff within the trust as there is a disparity to their counterparts in both the
WRES and WDES.

Relationship to Trust Strategic Objectives
SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can 3
S0O3: We will work together with our partners to make our services better
SO4: We will help our communities to thrive 3

Which of the Trust Values are Being Delivered

1: We care 3
2: We learn 3
3: We empower 3

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 3
Service impact/health improvement gains
Financial implications:

Capital £
Revenue £
Non Recurrent £

Governance implications
Impact on patient safety/quality
Impact on equality and diversity 3
Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score
Acronyms/Terms Used in the Report

WRES | Workforce Race Equality Standard WDES Workforce Disability Equality Standard
BME Black, Asian and Minority Ethnicity EMREN | Ethnic Minority and Race Equality Network
EIC Equality and Inclusion Committee PECC People, Equality and Culture Committee
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Supporting Reports and/or Appendices \

Workforce Equality Standards (2024-25) Report

Appendix A — WRES Action Plan 2024-25

Appendix B — WDES Action Plan 2024-25

Appendix C — WRES Action Plan 2023-24 (Summary of Progress)
Appendix D — WDES Action Plan 2023-24 (Summary of Progress)

Further Reading:

Workforce Race Equality Standard Report (2024)
Workforce Disability Equality Standard Report (2024)
Executive/ Non -Executive Lead / Committee Lead:

Andrew McMenemy
Executive Chief People Officer
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WORKFORCE EQUALITY STANDARDS (2024 - 25)

| 1 PURPOSE AND INTRODUCTION \

Implementation of the Workforce Race Equality Standard (WRES) and the Workforce Disability
Equality Standard (WDES) is a requirement for NHS Commissioners and NHS healthcare providers
through the NHS Standard Contract.

The purpose of this report is to provide analysis and progress on the WRES indicators and WDES
metrics, as well as identifying disparities and providing recommendations on how to advance the
equality agenda. Data was taken directly from the most recent staff survey results (2023) and
workforce data (2024).

The WRES and WDES are important tools in gauging the experience of Black, Asian and Minority
Ethnicity (BME) staff and Disabled staff in comparison to the wider Trust, measuring factors such as
discriminatory behaviour, likelihood of being appointed from shortlisting and career progression.

This data was presented to key stakeholders in our staff networks and wider Trust, with actions
developed to improve the metrics (WDES) and indicators (WRES) that have declined or continue to
show inequality. This report lists our improvements from the previous year as well as setting new
actions for 2024-25 for approval.

2 PERFORMANCE AND PRIORITIES

In 2024, EPUT saw improvements in six out of the nine WRES indicators and nine out of the
ten WDES Metrics, a full breakdown and analysis of these are available in the WRES and WDES
reports for 2024.

Appendix C and D show current progress and impact on each of these previous action plans
developed in October 2023. Key highlights (with the corresponding indicator / metric alongside them)
include:

X A higher percentage of staff declaring themselves as having a disability in the Trust in
comparison to previous years (via ESR). (WDES 1)

X A reduction in the percentage of disabled staff saying that they have felt pressure from their
manager to come to work. Now lower than the national average. (WDES 6)

X An increase in disabled staff saying that their employer has made adequate adjustments to
enable them to carry out their work. Higher than the national average. (WDES 8)

x Improvements in the likelihood of BME staff accessing non-mandatory training and career
progression. (WRES 2)

x Reduction in BME staff members reporting bullying, harassment and abuse from colleagues,
which was lower than the national average and near-equal to the experiences of white
counterparts. (WRES 6)

There is still need for improvement in the following areas:

x Declaration of disability and long-term conditions for all staff, in particular those undergoing
formal capability assessments, as many staff are recorded as “unknown”. (WDES 3)

X Reports of bullying, harassment and abuse against disabled staff members from both patients
and colleagues remain higher than their non-disabled counterparts. (WDES 4)

x The relative likelihood of BME staff appointed from shortlisting decreased, as more white staff
were appointed from shortlisting during this period. (WRES 2)
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X A disproportionate amount of BME staff entered the formal disciplinary process during this
period, being nearly twice as likely in comparison to their white counterparts. (WRES 3)

X Reports of harassment, bullying and abuse against BME staff members from patients,
relatives or the public is higher than the national average, the results of our previous WRES
and the experience of their white counterparts. (WRES 5)

X Reports from staff of discrimination from their manager or other colleagues is still twice as high
for BME staff members in comparison to white counterparts. (WRES 8)

These were identified as priorities for improvement following presentations to the Ethnic Minority and
Race Equality (EMREN) and Disability and Mental Health Networks. New actions have been
developed (Appendix A and B ) for 2024 — 25 to improve in these areas.

|5 ACTION REQUIRED \

The Trust has developed Action Plans for both WRES/WDES (Appendix A and B ) designed to reduce
disparities and provide recommendations on how to advance the agenda for race and disability
equality. Activity will be monitored on a monthly basis with key leads reporting to the Equality and
Inclusion Committee.

The Trust has set out recommendations on the support required from its leadership teams to improve
the experiences for BME and disabled staff within the Trust.

X Hold leaders accountable: EDI is everyone’s responsibility. Holding leaders accountable for
ensuring they have SMART EDI objectives within their appraisals, ensuring that EDI is a
regular conversation in 121 supervision and team meetings, which helps leaders, recognise
their role in creating inclusive culture.

X Supporting staff networks and events: As Executive Sponsors, attend network meetings
and events 75% of the year to support the network Chairs, proactively encouraging members
of their teams, in particular senior leadership team, to engage and join networks events
supporting staff sharing their lived experiences with challenges at work.

X Zero tolerance approach to violence and discrimination: Encourage the use of zero-
tolerance letters and behaviour contracts to patients, carers and families who are violent or
abusive to our staff. Senior leaders should also be held accountable for reducing discriminatory
behaviour within their care units with support from key stakeholders within the trust.

X Increase communication and awareness: Proactively increase communication and
awareness around the behaviours framework and tools for senior leaders within team
meetings and other opportunities when they arise.

X Cultural awareness and safety: = Champion resources within the organisation to promote
inclusive behaviours, improve psychological safety and better support minority staff. E.g.
understanding their role in providing reasonable adjustments to their teams, as well as
identifying appropriate support for staff who are repeat victims of discriminatory, bullying,
harassment or abusive behaviours at work.

X Policies and procedures: Ensure that Senior Leadership Teams are regularly reminded of
Code of Conduct and Dignity and Respect policies, practices and procedures and regularly
cascading to the team.

X Supporting staff: Attending ‘hot spot’ areas where high levels of discriminatory incidents
occur to engage and listen to the lived experiences of staff.

These are in line with the objectives set for Board members under the NHS EDI Improvement Plan
High Impact Action 1 (Appendix E ) and our People and Education Strateqy.
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|6 NEXT STEPS |

The Board of Directors are asked to:
X Note the updates and actions in the report
X Approve the proposed action plans for publication on 31 October 2024

Report prepared by:
Gary Brisco | Equality Advisor

Lorraine Hammond- Di Rosa | Director of Employee Experience

On behalf of:
Andrew McMenemy | Executive Chief People Officer
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APPENDIX A - WORKFORCE RACE EQUALITY STANDARD ACTION PLAN 2024 — 25

WRES indicators -1, 2, 3,5, 6, 8

People Promise Themes — We are Compassionate and Inclusive, We are Safe and Healthy

NHS EDI High Impact Actions —-1,2,4,6
Priority Area Actions Lead Target / Measures
- . : Associat .
QEISORI_:_\IJSMﬁm'(I; FROM X IC(;)ntlr_]ue to |m|ple;ne+nt ag(?] pr(_)nmote Inclusion Ambassador (IA) Program to support Sisrgzltzre WRES Indicator 1: Increase
nterview panels (8a+). (Ongoing) Resourcing of BME Staff % in WRES

Improve likelihood of BME staff
being appointed from shortlisting
relative to their white counterparts.

X

Develop additional resources (guidance documents, post interview survey) for IA’s to
be part of the full interview process (as well as protected time from substantive role.)
(January 2025)

Increase number of IA’s by 25% - Recruitment team to work with EMREN Network,

Marketing and
Comms Leads

2025

WRES Indicator 2: Relative
Likelihood at 1,

marketing and communications to develop a recruitment campaign. (August 2025) Equality Parity between BME staff
Advisor and White counterparts
FORMAL DISCIPLINARY x Continue to implement “Fair and Just Culture” in EPUT and adopt an informal Equality
PROCESS resolution approach where possible. (Ongoing) Advisor
Reduce number of BME Staff x Hold cultural awareness sessions as well as targeting areas with high rates cultural Empl WRES Indicator 3: Relative
Members undergoing the Formal challenges for staff. (Ongoing) Rnglgggﬁse Likelihood at 1, Parity
Disciplinary procedure. x Triangulate reports (including ER, F2SU, DATIX and HRBP reports) to identify areas between BME staff and
for action and improvement. (April 2025) Director of White counterparts
Employee
Experience
BULLYING AND HARASSMENT x Take learning from EPUT Pilot Programme to develop interventions for wider use in
FROM SERVICE USERS EPUT teams across the Trust. (Ongoing)
Reduce reports of bullying and X Progress actions related to the Sexual safety charter (in line with NHS England
harassment from patients, carers timeline). (October 2024)
and members of the public from x Co-ordinate support visits to ‘hot spot’ areas to engage with staff as a result of
BME Staff. repeat violent/racial and discriminatory abuse from staff/patients/carers or families Director of
(including Here for You, VAPR, Employee Experience, HRBP’s and Senior Leaders) Employee
(September 2024). Experience WRES Indicator 5
x Develop a new communication campaign to reduce abuse from patients/ visitors OD Team Below 30% for BME Staff on
(Winter 2024) WRES 2025
x Holding regular ‘big conversations’ with senior leaders and safe spaces for staff Equality
networks (Winter 2024) Advisor

Hold regular engagement and feedback sessions on HR processes (October 2024)
To implement a concerns panel to check and challenge whether referrals need to
enter formal processes (October 2024)

Launch the new Equality Impact Assessment (EIA) digital form and guidance and
improve competency around the process (October 2024)

Page 7 of 9
EPUT Workfo rce Disability Equality Standard 2024

Overall page 78 of 427



ESSEX PARTNERSHIP UNIVERSITY NHS FT

WRES indicators -1, 2, 3,5, 6, 8

People Promise Themes — We are Compassionate and Inclusive, We are Safe and Healthy
NHS EDI High Impact Actions —-1,2,4,6

Priority Area Actions Lead Target / Measures
DISCRIMINATORY BEHAVIOUR x Continue to implement and promote the Behavioural Framework in EPUT. Director WRES Indicator 6
Reduce reports of discriminatory (Ongoing). Employee Below 20% for BME Staff on
behaviour from managers, team x Develop bespoke Cultural Awareness and Safety for areas identified as having high Experience WIOQES 2025
leaders or other colleagues from levels of discriminatory behaviour (April 2025).

BME Staff. X Introduce a diversity dashboard to look at representation across different staff OD Team WRES Indicator 8
g(r)ozlgs and to consider intersections such as ethnicity and gender together (April Equality Below 10% for BME Staff on
Advisor WRES 2025
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APPENDIX B - WORKFORCE DISABILITY EQUALITY STANDARD (ACTION PLAN 2024 — 25)

WDES Metrics — 1, 4a, 4aii, 4aiii, 4b, 6, 8

People Promise Themes - We are Compassionate and Inclusive, We are Safe and Healthy, We are a Team

High Impact Actions -1, 4, 6,

Priority Area Action Lead Target / Measures
DECLARATION OF DISABILITIES Celebrate and promote national awareness campaigns and key dates for disability and Comms WDES Metric 1: Increase of
Improve declaration of disability long term conditions via Trust Comms Channels (Ongoing). Team up to 5% in overall staff
and long-term conditions for all staff Review Intranet resources to provide online information on Access to Work, declaration of disability via
in EPUT, in particular those Reasonable Adjustments and Invisible Disabilities to support staff. (December 2024). OD Team ESR.
undergoing formal capability Develop standalone sessions with all networks to promote awareness of different _
assessments to ensure they are forms of disability and neurodiversity (intersectional approach) (April 2025) Equality WDES Metric 3:
tracked. Advisor Relative Likelihood at 1
BULLYING AND HARASSMENT Take learning from violence and discrimination pilot to develop interventions for wider Director WDES Metric 4ai : Below
FROM SERVICE USERS use in EPUT teams across the Trust. (February 2025). Employee 20% for Disabled Staff on
Reduce disabled staff reports of Targeted visits to “hot spot” areas by both support teams (Here for You, VAPR, Experience WDES 2025
bullying and harassment from Employee Experience, HRBP’s) and Senior Leaders to show support and drive VAPR Lead
patients, carers and members of improvements. (Ongoing) WDES Metric 4b: Above
the public. Develop resources for staff to challenge discriminatory requests from patients and Employee 65% for Disabled Staff on

carers - additions to policies and guidance for staff. (August 2025) Relations WDES 2025
Lead
Equality
Advisor
BULLYING AND HARASSMENT Create guidance for all line managers to ensure they are aware of the legal WDES Metric 4aiii : Below
FROM STAFF requirements to provide reasonable adjustments and the process for delivering them. 20% for Disabled Staff on
Reduce disabled staff reports of (April 2025) WDES 2025
bullying, pressure and harassment Survey staff members following implementation of reasonable adjustments to gather
from colleagues and managers and feedback and identify potential areas of difficulty as part of the process via online WDES Metric 6:
ensure managers are providing survey in reasonable adjustments passport. (April 2025) OD Team | Above 20% for Disabled Staff
appropriate support and reasonable Investigate a central budget or support resource for reasonable adjustments on WDES 2025
adjustments to employees. (September 2025) Equality .
Ensure managers and teams from “hot spot” areas undertake disability awareness, Advisor WDES Metric 8:

and neurodiversity training (see above) in response to reports of discriminatory
behaviour. (Ongoing)

Triangulate sickness absence records with a focus on disability as an indicator of
efficacy of flexible working. (August 2025)

Above 85% for Disabled Staff
on WDES 2025
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WORKFORCE RACE EQUALITY STANDARD ACTION PLAN
Summary of 2023 - 2024 Progress (WRES data in colour, taken from 2024 WRES Report)

LINKED WRES
OBJECTIVE 2023 - 24 ACTION PLAN PROGRESS AND WRES 2024 DATA INDICATOR(S)
and HIA(S)
Implement a plan to Year-on-year improvement in BME . WRES Indicator 1: 2.8% (247) Increase in BME Staff, Higher than NHS Average Indicator 1

widen recruitment
opportunities within
local communities
and to be measured
in terms of
representative from
people from a BME
background, this
should include career
pathways into the
NHS such as
apprenticeship
programmes and
graduate
management training
schemes.

Increase
representation of
colleagues with an
ethnic minority
background at all
levels.

Improved data
monitoring of diversity
within EPUT. As well
as representation
across senior Trust
pay-bands.

representation leading to parity.

Year-on- year improvement in
representation of senior leadership (Band
8a and above).

Working in partnership with the Integrated
Care System (ICS) to focus on equality and
inclusive practices for colleagues from a
BME background.

Increase the pool of Inclusion
Ambassadors to ensure that shortlists and
panels are diverse and include members
who are representatives of groups currently
under-represented at that level within an
organisation. Ensure there is an
independent member of every interview
panel who understands these issues and is
able to challenge other panel members.

Conduct regular stakeholder sessions to
review the recruitment process, to ensure
the interview questions are reflective of the
Trusts values and behaviours framework
(Values Based Questions). Review the
wording and images of all job adverts to
ensure it includes positive messaging on
anti-racism and the Trust's commitment to
race equality.

. WRES Indicator 2: Additional +6 staff at Band 8+ in EPUT

o0 Increase in BME Board Members and Executive Board Members in EPUT.

Sharing of good practice and collaboration in ICS Anti-Racism strategies and programs.
x EPUT has encouraged our workforce to be part of Herts and West Essex Inclusive
Career Development Program.
x Reciprocal Mentoring provided by HWE ICS in collaboration with EPUT
x De-Bias Toolkit developed in collaboration with HWE ICS and used as part of EPUT
Interview process.

Inclusion Ambassador Program currently in development in EPUT, further work required to
establish a formal cohort accessible for all interview panels above 8a. This is currently taking
place with the Equality Advisor and Recruitment Team and expected to launch before October
31.

Ongoing link between recruitment team and EMREN stakeholders still in development.

x  New job description and person specification template to promote inclusive
recruitment.

X Value Based Questions asked of staff reflect the Trust Behavioural Framework

x  De-Bias Toolkit integrated into recruitment process to help mitigate bias and promote
inclusive behaviours on interview panels.

x  WRES Indicator 2: Higher amount of BME Staff shortlisted in comparison to previous
WRES

X  WRES Indicator 2: Lower amount of BME staff appointed from shortlisting. In
comparison to previous WRES

X WRES Indicator 2: Increase in Relative likelihood of white staff being appointed in
comparison to previous WRES

Percentage of staff in
each of the AfC Bands
1-9 and VSM (including

Executive Board
members) compared
with the percentage of
staff in the overall
workforce.

Indicator 2

Relative likelihood of
white staff being
appointed from
shortlisting compared
to BME staff.

Indicator 9

Percentage difference
between the
organisations’ Board
Executive membership
and its overall
workforce.

High Impact Action 2
Embed fair and
inclusive recruitment
processes and talent
management strategies
that target under-
representation and lack
of diversity.
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LINKED WRES

OBJECTIVE 2023 - 24 ACTION PLAN PROGRESS AND WRES 2024 DATA INDICATOR(S)
and HIA(S)
Embed the ‘fair and Role model a culture of listening and Introduction of EPUT Behavioural Framework highlights Inclusive anti-racist stance of the Indicator 3

just culture’.

Develop staff toolkit
for conversations
about race / staff
affected by racial
discrimination.

Provide cultural
intelligence training to
build awareness, to
build a better
understanding of
diversity, bias, how to
challenge
discrimination and
micro aggressions.

respect across the organisation. Seek
opportunities to gather different people
together and draw out diverse opinions.

Provide resources, tools and training to
staff to enable an effective reporting
process for bullying, harassment and
abuse.

Employee Relation leads and HRBPs are
aligned to their care groups to ensure a
consistent approach to conflict, employee
relation cases to reduce any bhias.

Reduction of staff entering formal capability
process in comparison to their white
counterparts.

Ensure that cultural awareness training
sessions are available for staff, to raise
awareness and to provide resources to
increase staff confidence when working in
a diverse workforce.

Trust and the importance of this in Trust culture. Toolkit developed in collaboration with EPUT
staff across the Trust.

Introduction of EPUT Pilot Program in July 2024 to introduce interventions designed to enable
effective reporting, support and intervention for staff experiencing bullying, harassment or
abuse. Currently taking place across five EPUT wards.
x F2SU Lead regularly attends EMREN
x Employee Experience Managers and HRBPs support EPUT staff in reporting bullying,
harassment and abuse.
x No Space for Abuse Campaign in EPUT promotes an anti-racist Trust with zero
tolerance for discriminatory behaviour.

HRBP’s and Employee Experience Managers currently aligned to EPUT Care Groups.

Implementation of a 'fair and just culture' to ensure best practice in supporting staff experience.

. WRES Indicator 3 : 61% increase in staff entering formal disciplinary process (13 to 34)

X Increase in relative likelihood in comparison to white staff.

MDP training now contains cultural awareness training as standard for EPUT managers,

x Updated EDI Staff Induction and Toolkit cover the importance of Culture and Cultural
Awareness in the workplace.

x Active Bystander Approach to discriminatory behaviour in EPUT. Encouraging staff to
challenge discrimination.

x Additional learning tools and resources, videos and reading lists available to staff
covering key concepts in race equality and allyship.

x Cultural awareness resources being developed with EMREN and Faith and Spirituality
Network for delivery in mid 2024.

Additional information:

x WRES Indicator 5: 1% increase in Staff Survey Score, Higher than National Average.

X WRES Indicator 6: 4.2% Reduction in Staff Survey Score, Lower than National Average.
X WRES Indicator 8: 1.2% Reduction in Staff Survey Score, Lower than National Average.

Relative likelihood of
BME staff entering the
formal disciplinary
process compared to
white staff.

Indicator 5

Percentage of BME
staff experiencing
harassment, bullying or
abuse from patients,
relatives or the public in
last twelve months.

Indicator 6

Percentage of BME
staff experiencing
harassment, bullying or
abuse from staff in last
twelve months.

Indicator 8

Percentage of BME
staff experiencing
discrimination at work
from manager / team
leader or other
colleagues in last 12
months.

High Impact Action 6

Create an environment
that eliminates the
conditions in which
bullying, discrimination,
harassment and
physical violence at
work occur.
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LINKED WRES

OBJECTIVE 2023 - 24 ACTION PLAN PROGRESS AND WRES 2024 DATA INDICATOR(S)
and HIA(S)
Embed a fair and Create a comprehensive on-boarding . On-Boarding in place for international and domestic recruited BME staff. Indicator 4

inclusive recruitment
and talent
management
process.

Take positive action
on recruitment and
career progression
ensuring that staff
from BME
communities are
being nominated for
career development.

process, which is monitored utilising data
captured from various sources including
staff survey, cohort feedback and exit
interviews.

Ensure effective appraisals provide
developmental feedback regarding
performance and progression.

Gather data on patterns of appraisal
ratings and interview feedback collected
against protective characteristics and other
categories.

Managers to emphasise the importance of
development opportunities such as
experience in performing different roles,
acting up, secondments, involvement in
project teams and shadowing.

Enhance the exit interview process,
ensuring data is collected on protected
characteristics.

Develop and embed a mentoring
“partnerships” for senior BME staff.

o EPUT International candidates receive a welcome pack, the content includes guidance
relating to Visa UK employment requirements, accommodation, registrations for Banks,
GP, Dentists and information relating to the Trust and locations.

Appraisal process includes PEN plan to identify high performers in the organisation for career
progression and development.

Initial reporting on career progression and development submitted to PECC in October 2023
following WRES Action Plan.
X August 2024 data: shows 15% of “Very High Performers” are BME staff.
X August 2024 data: shows BME Staff make up 26% of all staff accessing non-mandatory
training and CPD in the Trust.
X August 2024 data: 45 BME graduates from our RISE Program, 166 in Management
Development and 92 in Leadership Development.

EPUT managers are encouraged to discuss stretch goals, secondments and other
opportunities as part of staff appraisals, as well as identifying what additional training or
support would be beneficial to the employee’s career development. These programmes are
monitored and reported within the PEN.
X The OD team are planning to do another BME career lounge in November 2024.
x BME staff members encouraged to participate in the RISE program by OD Team and
Trust messaging, the OD have delivered sessions on the RISE programme regarding
development

Exit interview involves conversation with leaver to identify reasons for leaving, but at present
this is conducted by managers and protected characteristic data is not available. Retention
currently awaiting access to Laserfiche to interrogate data and themes.

EPUT takes part in HWE Reciprocal Mentoring program with support from the ICS, but at
present, this program does not have mentoring partnerships. Mentoring and support is
provided to RISE attendees as part of their professional development.

Additional information:

X WRES Indicator 4: Relative Likelihood of White Staff accessing NMD and CPD close to
1 (Parity)

X 178% increase in BME staff accessing CPD and non-mandatory training from previous
year (From 146 to 406)

X WRES Indicator 7:0.6% increase in Staff Survey Score, Higher than National Average.

Relative likelihood of
white staff accessing
non-mandatory training
and career progression
and development
(CPD) in comparison to
BME staff.

Indicator 7

Percentage of BME
staff believing that the
Trust provides equal
opportunities for career
progression or
promotion.

High Impact Action 5
Implement a
comprehensive
induction, on boarding
and development
programme for
internationally recruited
staff.
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WORKFORCE DISABILITY EQUALITY STANDARD ACTION PLAN
Summary of 2023 - 2024 Progress (WDES data in colour, taken from 2024 WDES Report)

LINKED WDES

OBJECTIVE 2023-24 ACTION PLAN PROGRESS AND WDES DATA METRIC(S) and HIA(S)
Implement a . Year-on-year improvement in WDES Metric 1: Increase of 1% to 7.56% of workforce (104 staff members) Metric 1
plan to widen disability representation leading x Higher than national average benchmark (4.9%) Percentage of disabled staff

recruitment
opportunities
within local
communities
and to be
measured in
terms of social
mobility, which
include career
pathways into
the NHS such
as
apprenticeship
programmes
and graduate
management
training
schemes.

Increase
visibility and
awareness for
colleagues with
a long-term
condition or
disability.

to parity.

. Year-on- year improvement in

representation of senior
leadership (Band 8C and
above).

Increase declarations of disability
by 10% within the organisation
through increased
communications and a targeted
campaign

. Working in partnership with the

ICS to focus on equality and
inclusive practices for those with
disabilities and long-term
conditions.

. Developing Disability Inclusion

Ambassadors to ensure that
shortlists and panels are diverse
and especially includes members
who are representatives of
groups currently under-
represented at that level within
an organisation. (Band 8a and
above)

. Provide a psychologically safe

environment for staff to feel
confident in identifying with a
long term health condition or
disability

X Overall increase from 404 to 518 staff members

Two additional staff members with disabilities and long-term conditions in Band 8c+ in comparison
to previous year.

WDES Metric 10 : Smaller percentage different between EPUT Board voting membership and
organisations overall workforce. More representation at senior levels.

EDI Portlet provided by ESR as well as regular messaging through staff EDI induction and Intranet,
ESR target of additional 10% not reached, but improvements in WDES Metric 1

EPUT recognised as Disability Confident Leader, and this good practice has been shared with the
ICS as well as examples of our Reasonable Adjustments passport and offer for adjustments when
someone first joins the organisation.

Inclusion Ambassador Program currently in development in EPUT, further work required to establish

a formal cohort accessible for all interview panels above 8a. This is currently taking place with the

Equality Advisor and Recruitment Team.

X WDES Metric 2: Improvement in relative likelihood of non-disabled staff being appointed from
shortlisting in comparison to disabled staff.

EPUT is working in partnership with FSTU Guardian, D&MH Staff Network as well as Employee

Experience Managers and HRBPS. Staff have multiple options to provide feedback when speaking

up and seeking guidance for disability and long-term conditions.

X Support also available via line managers (who are now trained to better support staff with
disabilities and long-term conditions), EDI Hub and dedicated intranet resources for staff feeling
pressured to come into work or with concerns about reasonable adjustments / access to work.

in National NHS pay-bands
compared with the
percentage of staff in the
overall workforce

Metric 2

Relative likelihood of non-
disabled staff compared to
disabled staff being
appointed from shortlisting
across all posts

Metric 10

Percentage difference
between the organisation’s
Board voting membership
and its organisation’s overall
workforce

High Impact Action 2

Embed fair and inclusive
recruitment processes and
talent management
strategies that target under-
representation and lack of
diversity.

Workforce Equality Standards (2024 —  25)
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LINKED WDES

OBJECTIVE |  2023-24 ACTION PLAN PROGRESS AND WDES DATA METRIC(S) and HIA(S)
Embed the ‘fair Role model a culture of listening Implementation of a 'fair and just culture' to ensure best practice in supporting staff experience. Metric 3

and just and respect across the x Staff Disability and Mental Health Network meeting on a Bi-Monthly basis to encourage staff to Relative likelihood of
culture’. organisation. Seek opportunities share feedback.

to gather different people
together and draw out diverse
opinions.

Provide resources, tools and

training to staff to enable an

effective reporting process for
bullying, harassment and abuse.

Employee relation leads are
responsible for their care groups
to ensure a consistent approach
to employee relation cases and
reduce any bias, build awareness
for reasonable adjustments.

Reduction of staff entering formal
capability process by 5% in
comparison to their non-disabled
counterparts.

Making disability training
sessions available for all staff, to
raise awareness and provide
resources.

x EDI function in contact with Freedom to Speak Up function to gather feedback and respond to
staff concerns.

X Introduction of EPUT Behavioural Framework highlights Inclusive stance of the Trust and the
importance of this in Trust culture.

x Toolkit developed in collaboration with EPUT staff across the Trust.

x Improved Equality and Inclusion guidance for supporting staff with disabilities as part of CP24
Equality and Inclusion.

No Space for Abuse campaign in EPUT promotes active bystander approach to challenging
discrimination; this is reflected in our management training and all staff induction. Additional
resources available via EDI Training Hub.

Employee Experience Team works in conjunction with HRBP's to provide guidance and support.
awareness building for reasonable adjustments, working in conjunction with Equality Advisor and
accessing the D&MH Network for lived experience guidance.

. WDES Metric 3: Relative likelihood ratio is at zero, with only two staff members with disabilities

entering formal capability processes in comparison to zero staff members without disabilities. Lower
than national average (2.17).
x  Figure below 5%, additional review of data collected by employee relations team in these
instances required to ensure this is representative of the Trust. To be delivered in 2024-25
action plan.

MDP core training for EPUT Managers contains guidance on reasonable adjustments, and
resources, tutorial videos and guidance available for managers and employees completing a
reasonable adjustments passport. Also part of Trust mandatory induction to raise awareness and
increase staff confidence.

WDES Metric 4a: Significant improvements in reports of bullying, harassment and abuse against

staff with disabilities from:

x  Patients/service users, their relatives or other members of the public (reduction from previous
year, lower than national average benchmark)

X  Managers (reduction from previous year)

X  Other colleagues (reduction from previous year)

WDES Metric 4b: Increase in reports of staff raising incidents of bullying, harassment and abuse:
X Significant improvements for both disabled and non-disabled staff.

disabled staff compared to
non-disabled staff entering
the formal capability process,
as measured by entry into
the formal capability
procedure.

Metric 4

a) Percentage of disabled
staff compared to non-
disabled staff experiencing
harassment, bullying or
abuse from:

|. Patients/Service users,
their relatives or other
members of the public

ii. Managers
iii. Other colleagues

b) Percentage of disabled
staff compared to non-
disabled staff saying that the
last time they experienced
harassment, bullying or
abuse at work, they or a
colleague reported it.

High impact action 6:

Create an environment that
eliminates the conditions in
which bullying,
discrimination, harassment
and physical violence at
work occur.

Workforce Equality Standards (2024 —  25)
Page 5 of 7

Overall page 85 of 427



LINKED WDES

OBJECTIVE 2023-24 ACTION PLAN PROGRESS AND WDES DATA METRIC(S) and HIA(S)
Take positive Provide managers with support MDP core training for EPUT Managers contains guidance on reasonable adjustments, and Metric 5

action on for having effective appraisals resources, tutorial videos and guidance available for managers and employees completing a Percentage of disabled staff
recruitment, and providing developmental reasonable adjustments passport. Also part of Trust mandatory induction to raise awareness and compared to non-disabled
career feedback from performance and increase staff confidence requesting adjustments. staff believing that the Trust
progression interviews. ovides equal opportunitie
and staff Data collected by Organisational Development Team, managers and employees encouraged to ]E)Orr \élareSér g?ogreggionuo: 1es
recognition, Gather data on patterns of share feedback of experiences when applying for reasonable adjustments to share examples of

ensuring staff
are aware of

opportunities

available.

appraisal rating and interview
feedback.

Implementing a comprehensive
data and evaluation process, to
develop a talent management
programme

Managers to emphasise the
importance of development
opportunities such as experience
in performing different roles,
acting up, secondments,
involvement in project teams and
shadowing.

Improve exit interview process,
revise questionnaire and collate
data on protected characteristics.

good / bad practice.

Organisational Development team provides tools for appraisals of staff to identify “High Performers”
and reports on this cohort. High Performers as part of EPUT’s “PEN Plan” are then encouraged to
undertake stretch goals, secondments or other career development opportunities.

All candidates as part of their appraisal are offered the chance to discuss progression and
development in their careers, as well as non-mandatory training opportunities provided in and
outside of the Trust (for example, the management development program or Edward Jenner
courses). During this appraisal, staff are also able to request a review of their reasonable
adjustments passport as part of the appraisal process.

Exit interview involves conversation with leaver to identify reasons for leaving, but at present this is
conducted by managers and protected characteristic data is not available. Retention currently
awaiting access to Laserfiche to interrogate data and themes.

WDES Metric 5:

Improvement in percentage of disabled staff believing that the Trust provides equal opportunities for
career progression or promotion.

x  Increase of 4.5% (higher than national average benchmark).

WDES Metric 7:

Improvement in percentage of disabled staff saying that they are satisfied with the extent to which
their organisation values their work.

x  Increase of 4.9% (higher than national average benchmark).

WDES Metric 10:
Significant improvement between EPUT's board voting membership and overall workforce,
improved representation (6.7 / 7.6%)

promotion.

Metric 7

Percentage of disabled staff
compared to non-disabled
staff saying that they are
satisfied with the extent to
which their organisation
values their work.

Metric 10

Percentage difference
between the organisation’s
Board voting membership
and its organisation’s overall
workforce, disaggregated:

* By voting membership of
the Board.

* By Executive membership
of the Board.

High impact action 2

Embed fair and inclusive
recruitment processes and
talent management
strategies that target under-
representation and lack of
diversity.

Workforce Equality Standards (2024 —  25)
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OBJECTIVE

2023-24 ACTION PLAN

PROGRESS AND WDES DATA

LINKED WDES
METRIC(S) and HIA(S)

Embed a
psychological
safe
environment
for staff to
express
themselves
without fear of
negative
consequences.

Employee Relations team,
Disability and Mental Health
Network to monitor reported
incidences when staff felt
pressured to come into work.

. The Trust will monitor staff

requests for reasonable
adjustments and ensure they are
implemented effectively.

. Embed a Health and Wellbeing

team to hold awareness and drop
in sessions, which offer staff
support and resources.

Whilst summaries of incidents are not provided to the Disability and Mental Health Network by the
Employee Relations Team, lived experience is collected via feedback from attendees sharing their
own lived experiences. This feedback is also shared with the Employee Relations Team.

WDES Metric 6:

Reduction in percentage of disabled saying that they have felt pressure from their manager to come
to work.

X  Lower than national average benchmark

A request was raised by the D&MH Network for the consideration of a centralised reasonable

adjustments budget, function and facilitator in the Trust to ensure consistency and to provide

guidance to teams.

X Whilst this was not achievable during this period, we as a Trust can provide guidance to teams
to promote best practice in requesting and granting reasonable adjustments.

X At present, the employee’s supervisor supports the implementation of reasonable adjustments
and Access to Work requests, but this data is not shared with the employee relations team or
D&MH Network

WDES Metric 8:

Increase in percentage of disabled staff saying that their employer has made adequate
adjustment(s) to enable them to carry out their work.

X  2.5% increase from previous year

X Higher than national average benchmark

A member of The Employee Experience Team acting as EPUT’s Wellbeing lead attended the EPUT
Disability and Mental Health Network sessions throughout this period to gain feedback, and helped
to develop a linked Neurodiversity group as part of this work. The Employee Experience Team, as
well as supporting health and wellbeing within our workforce have provided this function.

WDES Metric 9:

Improvement in Staff Engagement score for disabled staff in comparison to previous year.
x  Similar to Staff Engagement score for non-disabled staff (6.9 dis, 7.3 non-dis).

X Both higher than national average benchmark

Metric 6

Percentage of disabled staff
compared to non-disabled
staff saying that they have
felt pressure from their
manager to come to work,
despite not feeling well
enough to perform their
duties.

Metric 8

Percentage of disabled staff
saying that their employer
has made adequate
adjustment(s) to enable them
to carry out their work.

Metric 9

The staff engagement score
for disabled staff, compared
to non-disabled staff.

High impact action 4:
Develop and implement an
improvement plan to address
health inequalities within the
workforce.

Workforce Equality Standards (2024 —  25)
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

2 October 2024

PART 1

Report T itle:

Board Assurance Framework Report

Executive / Non-Executive Lead:

Denver Greenhalgh,
Senior Director Corporate Governance

Report Author(s):

Denver Greenhalgh,
Senior Director Corporate Governance

Report discussed previously at:

Executive Team

Level of Assurance:

Level 1 \

3 [Level2 | | Level 3 |

Risk Assessment of Report
Summary of risks highlighted in this report

+mandatory section

All high-level risks included in the Strategic and
Corporate Risk Registers.

Which of the Strategic risk(s) does this report

SR1 Safety

relates to:

SR2 People (workforce)

SR3 Finance and Resources Infrastructure

SR4 Demand/ Capacity

SR5 Statutory Public Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data

WWWwwwwww

Does this report mitigate the Strategic risk(s)?

No

Are you recommending a new risk for the EPUT
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

No

,/ <HV GHVFULEH WKH ULVN W
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

designed to moderate the risk.

operational risks (corporate risk register) and progress against actions

Approval

Purpose of the Report

This report provides a high-level summary of the strategic risks and high-level

Discussion

Information

Recommendations /Action Required

The Board of Directors is asked to:

1 Note the contents of the report

3 Request any further information or action

2 Note the reduction in risk scores for CRR96 zLoggists

Page 1 of 3
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ESSEX PARTNERSHIP UNIVERSITY NHS FT |

Summary of Key Issues

This report provides a high-level summary of the strategic risks and high-level operational risks (corporate
risk register) and progress against actions designed to moderate the risk.

These risks have significant programmes of work underpinning them with longer term actions to both
reduce the likelihood and consequence of risks and to have in place mitigations should these risks be
realised.

The Board is asked to note:
X Section 1 *Board Assurance Framework dashboard providing an oversight.

Note there are a number of risks being reassessed following significant actions being achieved and
following Executive review these will be reported through the Board assurance committees for
oversight.

SR2 People thas been removed from the reporting period and following approval by the Executive
and socialisation with the People Equality and Culture Committee the three new risks will be
included in the report going forward. These being SR10 +Organisational Development; SR11 +
Staff Retention; and SR12 Workforce Sustainability.

X Section 2 xRisks that have changed in risk score

CRR96 Loggists - Trained loggists continue to increase (21 in place which is assessed to meet the
threshold for delivery of a 24/7 response following declaration of an incident. The trained loggists
within the Corporate Governance Team are available to cover out of hours if required). The action
is now closed and risk assessment reviewed for closure. We will continue a programme of Loggist
training as both a refresher and to continue to bolster our numbers. The risk is now considered to
have been diminished and will be monitored as BAU through the EPRR programme

X Section 3 xStrategic Risk Register at a glance for each individual risk with updates against each
action being taken to increase risk controls provided by each Executive Responsible Officer

X Section 4 xCorporate Risk Register at a glance for each individual risk with updates against each
action being taken to increase risk controls provided by each Responsible Officer

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

S0O3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

WWwWww

1: We care 3
2: We learn 3
3: We empower 3

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan 3
& Objectives

Data quality issues

Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required
Service impact/health improvement gains

Page 2 of 3
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

Financial implications:
Capital £
Revenue £
Non Recurrent £

Governance implications 3
Impact on patient safety/quality
Impact on equality and diversity
Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score

Acronyms /Terms Used in the R eport

IG Information Governance BSOG | Board Safety Oversight Group
DSPT Data Security Protection Toolkit TSG Transformation Steering Group
DR/ Disaster Recovery / Business CcQcC Care Quality Committee

BCP Continuity Plan
ESOG | Executive Safety Oversight Group

Supporting Reports/ Appendices /or further r  eading
x Board Assurance Framework Dashboard
x Strategic Risk Register
X Corporate Risk Register

- ' }
j,(:,(m \_330\

Denver Greenhalgh
Senior Director of Corporate Governance
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Risk Register at a Glance

Existing
Risks

Change
in Rating

Closed

% Risks with
Controls

% Risks with

Actions
Assurance

Overdue

Risk Reviewed by
Risk Owner

Identified Identified

100% 100% 4 8

Risk Movement
(last 3 months)
Closed

National challenge for recruitment
and retention

Key Progress

Risk is in process of being replaced by 3 new risks. These are to be reviewed by the
Executive Team and then presented at the People Equality and Culture Committee (30
October '24).

R10 - Organisational Development

R11 - Staff Retention

R12 - Workforce Sustainability

These will feature in the next BAF report to the Board in December '24.

20 20 pedo

Government led public inquiry in to
Mental Health services in Essex

Governance has been established to oversee the Trust response (Lampard Oversight
Committee chaired by NED.

6 actions have been achieved in the reporting period with the agreement with HPFT now in
place for the support of families. Protocols in place to support staff (current and former).
Engagement meetings have been and continue to held with staff groups across the Trust.
The first phase of the Lampard Inquiry is due to sit in September '24.

Review of risk score in progress as a consequence of actions being achieved and
confidence in ability to respond to Rule 9 Activity .

Need to ensure sufficient capital for
essential works and transformation
programmes in order to maintain
and modernise

Continuing to horizon scan to maximise opportunities both regional and national to source
capital investment. Electronic Patient Record Full Business Case approved by Board and
approved by NHSE.

The need to effectively and
efficiently manage its use of
resources in order to meet its
financial control total targets and its
statutory financial duty

Continue to focus on financial management and efficiency at AF meetings. New actions (7-
11) to address recommendations from the Investigate and Intervention Programme activity.

8 Pending 3 0 1-SR2 =
Risk Score Risk Score Risk Score On Risk Register . 2,
Increase Decrease No Change >12 months
a
0 0 8 8 [
ID SO Title Lead Impact CRS
SR2 2 People MR Closed
SR5 1 Lampard Inquiry NL Regulatory 5x4=20
Reputation
SR7 All Capital TS Safety, 5x4=20
Experience,
Regulatory,
Service Delivery,
Reputation
SR8 All Use of Resources TS Safety, 5x4=20
Compliance,
Service Delivery,
Experience,
Reputation
SR4 All Demand and Capacity| AG |Safety, Experience,| 5x4=20
Regulatory,
Service Delivery,
Reputation
SR1 1 Safety AS [Safety, Experience,| 5x3=15
Regulatory,
Service Delivery,
Reputation

Long-term plan. White Paper.
Transformation and innovation.
National increase in demand. Need
for expert areas and centres of
excellence. Need for inpatient
clinical model linked to community.
Socioeconomic context & impact.
Links to health inequalities.

The New Operating Model has been approved by the Board and implementation of the plan
will begin in September' 24. This will be achieved in a phased approach to ensure
embedding (including training programmes) by the end of March '25.

Rising demand for services;
Government MH Recovery Action
Plan; Covid-19; Challenges in
CAMHS & complexities; Systemic
workforce issues in the NHS

Quality of Care Strategy and associated governance are now in place.

Delivery of the Patient Safety Incident Response Plan 2023-25 and the Safety Improvement
Plans continues.

Further work added to this action to enhance some aspects of Datix system to improved
reporting functionality of the incident management module within the care units. We have
established the process and care units are making good progress in reviewing incidents on
Datix. Ongoing until Jan 25 with touch point reviews. Note RAG rated amber as action
extended.

This risk is being re-assessed following the transition to the Quality of Care Strategy and
associated governance.

Overall page 95 of 427




All

Infrastructure

TS

Impact

Safety, Experience,
Regulatory,
Service Delivery,
Reputation

5x3=15

SR6

All

Cyber Attack

T

Safety, Experience,
Regulatory,
Service Delivery,
Reputation

5x3=15

Risk Movement
(last 3 months)

Context

Capacity and adaptability of support
service infrastructure including
Estates & Facilities, Finance,
Procurement & Business
Development/ Contracting to support
frontline services.

Key Progress

Draft Estates Strategy socialised via Finance & Performance Committee September 2024.
Strategy to be presented to Board meeting for approval October 24.

Trust have evaluated and submitted the ERIC return for 2023-24 in August 2024. Data to be
published in December 2024

Premises Assurance Model data to be submitted September 2024.

The risk of cyber-attacks on public
services by hackers or hostile
agencies. Vulnerabilities to systems
and infrastructure.

All of the high-risk security remediation activities identified by the penetration test within
EPUTSs control have been completed.

There are outstanding medium and low risk actions identified by the pen test that are
tracked on the local cyber risk/action log and are progress reported as part of the routine
cyber assurance report to F&P.

All actions to mitigate the risk to its target score of 12 have been completed. A
reassessment is being undertaken to assess if target score has been met.

SR9

Digital and Data
Strategy

T

Safety, Experience,
Regulatory,
Service Delivery,
Reputation

5x3=15

The risk of not being a digitally and
data enabled. Resulting in poor
and/or limited implementation of
systems and technologies, with
reduced quality and safety of care
and lack of data intelligence to
inform change / transformation.

The Digital transformation plan is undergoing further review to ensure it reflects the Trust

efficency targets and prioritises areas of greatest need for lifetime of the strategy.

Target operating model approved May '24 with implementation commencing July ‘24 and
will be fully implemented by the end of the 2024/25 year. Action timeline amended to align
with the programme of work.

New service desk management system is progressing.
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Risk Register at a Glance

% Risks with % Risks with Extended
Closed Controls Assurance Actions
Identified Identified

Existing Change
Risks in Rating

Risk Reviewed by
Risk Owner

Risk Score Risk Score Risk Score On Risk Register
Increase Decrease No Change >12 months

Risk Movement
(last 3 months)
Engagement & Safety 20 L1 -1 I (CQC found observation learning not |Safewards interventions seek to reduce rates of behaviours that threaten patient safety or the safety of
Supportive Regulatory embedded others (violence, suicide, self-harm, absconding etc.) and seeks to minimise harmful outcomes (e.g. PRN
Observation medication, special observations, seclusion, etc.)
Baseline planned to be complete over next quarter of safe wards implementation. Learning events are
scheduled in diaries with all inpatients teams to review safewards implementation and will support skills
and knowledge of Safe Wards interventions (linking with international lead for safewards who has agreed
to support our continued implementation). Programme of work being tracked via Reducing Restrictive
Practice Group and reporting to the Safety of Care Group (chaired by the Executive Chief Nurse).
Risk assessment re-visited given the majority of actions now complete and assessing the evidence to
support a reduction based on likelihood reducing.

Impact Context Key Progress

CRR98 Pharmacy Resource FB Safety Continuous state of business Recruitment campaign remains ongoing and continuing to see recruitment with clear pipeline running
continuity plan throughout 2024. 24.3 current vacancies (including the 9 WTE Time to Care provision) To note due to
our successes over the past two years and the demand for pharmacists and technicians being high we
have experienced leavers to promotions or posts closer to home for the individuals. Hence the

recruitment campaign will continue on an ongoing basis.

4x4=16

CRR11 Suicide MK Safety Implementation of suicide prevention [STORM (Effective self-harm and suicide prevention) now in place.

Prevention strategy Next steps following approval of theSuicide Prevention Framework is to work with our Lived Experience
Ambassadors and our communities to take forward actions. Oversight of this programme of work is

e through the new Effectiveness of Care Group chaired by the Executive Medical Director.

CRR45 Mandatory MR Safety Training frequencies extended over | Transition complete back to annual update, current TASI compliance is 91%

Training Regulatory Covid-19 pandemic leaving need for |Progress with new starters to complete suite of mandatory training, including additional training added,
Ix3=12 recovery compulsory booking and communications strategy.

All bank staff compulsory booked to attend by the end of May '24. Any 'did not attends' will be picked up
in arranged training prior to target date of Sept '24. 1071 (59%) trained for TASI (Bank)

CRR77 Medical AS Safety > 15 Number of missing medical devices [Medical Devices Training Policy and Medical Devices Policy have been reviewed and are now

Devices Financial compared to Trust inventory operational across the clinical services.
Service Delivery Continure to explore working in partnership with MSEFT for the provision for quality assurance
Ax4=16 programme. In process of procuring new devices to support the programme. Delay in obtaining costings
from MSEFT - now expected October ‘24 (extended timelines as a consequence).
Tender for medical devices management contract is complete - now progressing through contract award
through F&P Committee and Board.

CRR81 Ligature AGITS Safety Patient safety incidents Ligature policy including new environmental standards and inspection SOP has been updated with new
Regulatory process and following consultation has been approved.New audit tool development and in use.
Reputation New capture to distnguish actions which are maintenance requirements has been put in place.

Roll out of new training programme commenced in May 2024 (face to face sessions)
$GGLWLRQDO WUDLQLQJ GDWHV EHLQJ DGGHG WR FRQWLQXH G
to close at point when majoirty if staff have been trained.

'ULOOV HVWDEOLVKHG LQ DOO LQSDWLHQW DUHDV IURP 6HSW{
2/0 SURYLVLRQ UHYLHZ EHLQJ ILQDOLVHG WR ODXQFK 6HSWT{

5x3=15
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Addressing
Inequalities

MR

Impact

Experience

4x3=12

CRR93

Continuous
Learning

FB

Safety
Regulatory

5x315

[REOE
(last 3 months)

Context

Staff Experience

Key Progress

'"HVLJIJQLQJ D 2' DQG (QJDJHPHQW 6WUDWHJ\ ZKFK ZLOO LQFOXG
embed the sexual safety charter across the Trust and adopt a zero tolerance approach to unwanted and
poor behaviours from staff.

A pilot on 5 inpatient wards focussed on reducing racial abuse and violence from our patients to staff.
Evalution and learning from the pilot will form part of a the culture strategy to roll out to the rest of the
Trust. (January '25)

HSE and CQC findings highlighting
learning not fully embedded across all
Trust services

All actions are complete and the risk reviewed has been completed and the Director of Safety is due to
meet with Executive Leads for Quality of Care to confirm the Trust direction.

CRR96

Loggists

NL

Regulatory

4x1=4

Closed

Major incident management

Trained loggists continue to increased (21 in place which is assessed to meet the threshold for delivery
of a 24/7 response following declaration of an incident. The trained loggists within the Corporate
Governance Team are available to cover out of hours if required). The action is now closed and risk
assessment being reviewed for closure. We will continue a programme of Loggist training as both a
refresher and to continue to bolster our numbers.

Assessed the impact of the new loggists on the risk score and confirmed 24/7 access to loggist should
this be needed - risk is now considered to have been diminished and will be monitored as BAU through
the EPRR porgramme
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Strategic Risk Register
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SR1- Safety (At a Glance)

Risk Description : If EPUT does not invest in safety or effectively learn lessons from the past, then we Likelihood based on : Incidence of incidents, non-compliance with standards (clinical audit outcomes)
may not meet our safety ambitions, resulting in a possibility of experiencing avoidable harm, loss of and regulatory sanctions imposed historically.
confidence and not meeting regulatory requirements. Consequence based on : Avoidable harm incident impact and extent of regulatory actions.

Current Risk Score Target Score Note: Action 5 previously removed as integral part of action 1. Previous reported completed actions 2,3,4 and 6 and have
C5xL3=15 C5xL2=10 been removed from the report.
This risk is being re-assessed following the transition to the Quality of Care Strategy and associated governance.

Executive Responsible Office: Interim Chief Nurse

) . ) Is A
Board Committee: BSOG and Quality Committee TS A S

Level 1 Level 2 Level 3
(Management) (Oversight) (Independent)
PSIRF Yrl early adopter review

Key Controls

Patient Safety Incident Management Team

Team Established (note vacancies and some team Patient Safety First Safety Always - Leadership

members undertaking skills development). Pillar Report end of Yr. 2
EPUT Lessons Team Team Established Patient Safety First Safety Always - Leadership
Pillar Report end of Yr. 2
Learning Collaborative Partnership Forum - live
Quality and Safety Champions Network Network - live
Information sharing communication strategy (lessons learned) Lessons identified Newsletter

Induction Videos
Mandatory Training (name)

Capital Investment Delivery of essential safety improvements CQC CAMHS inspection report (safety
improvements)
Patient Incident Response Plan Incident Response Plan - live and being used Refreshed Incident Response Plan (2023-25)- Refreshed Incident Response Plan (2023-25)-
approved and published on the Website approved by ICB
Culture of Learning Programme Safety of Care Group (Chaired by Executive Chief
Nurse)
Patient Safety Dashboard Safety Dashboard - live
(Note: additional development see actions)

Actions (to modify risks) By When By Who Gap Update

1 Deliver the Patient Safety Incident Response Plan Mar '25 MA Control The Patient Safety Incident Response Plan (PSIRP) 2023-25 has been approved and is live

on EPUT website. The undertaking of thematic analysis of the key areas to inform Safety
Improvement Plans is in progress. With a Safety Improvement Plan Oversight Group has been
established and reporting monthly into the Safety of Care Group chaired by the Executive
Nurse to oversee their development and programmes of work.

7 Ensure good governance controls for monitoring to Extended NJ Assurance PSIRF Oversight Groups established. Further work added to this action to enhance some
progress towards action closures and achievement Jan '25 aspects of Datix system to improved reporting functionality of the incident management
of additional controls module within the care units. We have established the process and care units are making

good progress in reviewing incidents on Datix. Ongoing until Jan 25 with touch point reviews.
Note RAG rated amber as action extended.
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SR3- Finance and Resources Infrastructure (At a Glance)

Risk Description : If EPUT does not adapt its infrastructure to support service delivery then it may not
have the right estate and facilities to deliver safe, high quality care resulting in not attaining our safety,
quality and compliance ambitions.

Current Risk Score
C5x L3 =15

Initial Risk Score
Chx L3 =15

Executive Responsible Office: Executive Chief Finance &
Resources Director
Board Committee: F&P and Audit Committee

Key Controls
EPUT Strategy

Likelihood based on : The possibility of not having the right estate and facilities to deliver safe high
quality care

Consequence based on : The potential failure to meet our safety, quality and compliance ambitions

Target Score
C5xL2=10

Note: Previous reported completed actions 1, 3, 4 and have been removed from the report.
Note: Re-assessment of risk on completion of Estates Strategy.

Note: New actions 5 and 6 associated with assurance through ERIC and Premises Assurance Model assessments.

Level 1
(Management)
EPUT Strategy (approved Jan '23)

Controls Assurance

Level 2
(Oversight)
Board Report (3 per year)

Level 3
(Independent)

Operational Target Operating Model

Care Unit Leadership in place
Procurement Team restructured to align with TOM

Accountability Framework

Estates and Facilities, Contracting and Business
Development, Finance Teams

Established
Support services

PMO support in place reporting to ESOG
Restructure fully recruited to

IA Estates & Facilities Performance
(Moderate/Moderate Opinion)

Range of corporate, finance policies

Policy Register and procedures in place

Accountability Framework

PMO, Capital Programme, E-expenses system,

Capital Steering Group

Capital Planning Group

Audit Programme and ISO

Audit Committee

Premises Assurance

Operational meetings for PFls

Premises Assurance Model in place with
assessment

6-Facet Survey

Review of core premises through Estates Strategy
Steering Group

6-Facet Survey

Business Continuity Plans

Business continuity plan in place

Estates and Facilities Compliance Group

Actions (to modify risks) By When Gap Update

Develop Estates Strategy & Development Plan (as Extended Roadmap Phase 1 - current status complete. Internal delivery and steering groups in place. External
informed by the 6-facet survey) November 24 support in place. Draft socialised via Finance & Performance Committee September 2024.

2 Strategy to be presented to Board meeting for approval October 24, extended action to

November 24. RAG rated green as extension agreed by Board of Directors.

Review ERIC data submission against Peer groups Jan-25 MM Control Trust have evaluated and submitted the ERIC return for 2023-24 in August 2024. Data to be
and determine efficiencies published in December 2024

5
Develop action plan for Premises Assurance Model Dec-24 MM Control PAM data to be submitted September 2024.
(PAM) outstanding tasks

6
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SR4- Demand and Capacity (At a Glance)
Risk Description : If we do not effectively address demands, then our resources may be over stretched, Likelihood based on : Mismanagement of patient care and length of the effects (both inpatient and
resulting in an inability to deliver high quality safe care, transform, innovate and meet our partnership community)

ambitions. Consequence based on : Length of stay, occupancy, our of area placements etc.

Current Risk Score Target Score Note: Previous reported completed actions 1, 2, 3, 4, 4.1,4.2,4.3, 4.4, 4.5, 4.8 and 5 have been removed from the report.
C5xL3=15 C5xL3=15

Executive Responsible Office: Executive Chief Operating
Officer Controls Assurance
Board Committee: BSOG and F&P

Level 1 Level 2 Level 3
(Management) (Oversight) (Independent)
Operational staff (including skilled flexible workforce via Trust Establishment and Fill Rate Performance Reporting
Bank) Discharge Co-ordinator Teams Director of Operational Performance Accountability Framework Meetings

Agency Framework in place
New roles: Activity Coordinators
Clinical Flow Lead (TTC) and CD Flow

Key Controls

Care Unit Leadership Establishment

Integrated Director posts
Target Operating Model / Accountability Framework / Flow and Dedicated discharge coordinators Accountability Framework Meetings
Capacity Policy. MAST roll out / Safety First Safety Always CPA Review performance Safety First Safety Always Yr2 Report to Board
Strategy UEC in place (Mar '23)
MH UEC Project, MSE Connect Programme. Partnerships, Flow and Capacity Project Purposeful admission steering group Provider Collaborative(s)
Mutual Aid MH Urgent Care Emergency Department opened Monthly inpatient quality and safety group MH Collaborative

20 March 23 Whole Essex system flow and capacity group

Service Dashboards / Daily SitReps/ Performance Reporting Updated OPEL framework Performance and Quality Report to Accountability System oversight and assurance groups

Essex wide daily sit reps Meetings and F&PC

Joint inpatient and community review meets Safety KPI dashboard live and accessible

EDD and CRFD reporting in ward review template
on EPR, with daily reports providing status

Business Continuity Plans EPRR planning
Business Continuity Plan in place
Care Unit Strategies / Operational Plan 2023/24 Developed including out of area plan Performance Reporting
Published alongside EPUT Strategy
One year touch points and monitoring through
accountability
Pan Essex System Flow and Capacity Group Established System Escalation in place
Review of bed modelling (supported by KPMG)
Bed Stock 157 North Adult beds; 44 North Older Adult beds;

89 South Adult beds; 66 South Older Adult beds; 24
Contracted appropriate O0AP beds
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Actions (to modify risks)

By When

8 model

4.6 |Reducing variations across wards LW Control The New Operating Model has been approved by the Board and implementation of the plan
will begin in September' 24. This will be achieved in a phased approach to ensure embedding
(including training programmes) by the end of March '25. (see new action below)
6 New Action: Demand and Capacity module to be Oct '24 JL Control Demand and capacity module is complete and in proof of concept phase
procured and fully implement BURFXUHPHQW XQGHUZD\ WR OLFHQFH SURGXFW IRU XVH
Next steps following procurement will be to bring into live
Conclude new risk share arrangement for Out of Discussions are ongoing with ICB colleagues to review and renew the risk share
7 Area bed capacity with ICB leads. Oct 24 AG Control arrangements across our three systems.
New Action: Implementation of new operating Mar-25 SB Control New action to implement the new Operational Model for Inpatient Services.
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SR5 - Lampard Inquiry (At a Glance)
Risk Description : If EPUT is not open and transparent, with the correct governance arrangements in
place then it will not serve the Inquiry effectively or embed learning from past failings resulting in

undermining our Safety First, Safety Always Strategy

Current Risk Score
C4 x L4 =16

Executive Responsible Office: Executive Director Major
Projects
Board Committee: Audit Committee

Key Controls

Project Team
Support from external consultants with experience of inquires.

Likelihood based on : the possibility that the Trust cannot effectively meet the requests of the Inquiry nor embed
earning, resulting in damage to its reputation and potentially poor CQC ratings
Consequence based on : National media coverage, parliamentary coverage and a total loss of public confidence

Target Score
C4xL3=12

Note: Previous reported complete actions 1, 2 and 4 have been removed from the Board report.
Note: Review of risk score in progress as a consequence of actions being achieved and confidence in ability to respond to Rule 9 Activity

Controls Assurance

Level 3
(Independent)

Level 2
(Oversight)
EOC and Board oversight

Level 1
(Management)
Establishment
Expanded to meet increased ask

Internal methodology for working with inquiry In place In place and used for reporting As above
Project Group Oversight

Inquiry Terms of Reference In draft

MOU and Information Sharing Protocol

Learning Log Log in place Reporting ET / Audit Committee and Auditors

Exchange portal in place to safely transfer information to the
inquiry

Data protection impact assessment Reporting in place

Learning from Deep Dives

Deep dive into sample of deaths in scope over 20
year period
Deep dive in 13 prevention of future death notices

Audit on Learning from Independent Inquiry

Assurance checks completed and presented to ET -
approved ongoing assurance through Care Unit
Accountability Frameworks

IA - opinion moderate for design and effectiveness

Inquiry Team (Resource with skills and capacity to meet the
needs of EPUT response to the Inquiry).

Executive SRO (Nigel Leonard) Trust Board of Directors Internal audit
Project Director
Browne Jacobson

Essex Chambers

Financial Resource (To meet the needs of the EPUT
response to the Inquiry)

Finance reports, approved by Finance and Performance
Committee, Audit Committee and Board

External audit of provision for the Inquiry.
Financial Allocation, budget held by Project X udit of provisi quiry.

Director

Inquiry Response Governance

Inquiry Team Chaired by SRO Internal audit.
Inquiry Project Team
Multi-Disciplinary Working Group
Project Plan
Schedule of work agreed with Legal Advisors /
Counsel

Lampard Inquiry Oversight Committee (Board Committee)
Trust Board of Directors
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Learning Log (this is learning noted by the Project Team
during searches not in relation to themes from specific
incidents. Historic learning of past events within the Inquiry is
led by the Quality Committee)

Inquiry Project Team
Multi-Disciplinary Working Group

Executive Operational Sub Committee

Internal audit.

Support for staff

Resources from GW.
Project Working Group

Lampard Inquiry Oversight Committee (Board Committee)
Trust Board of Directors

Internal audit.

Support for families

Report from HPT to Project Working Group

Lampard Inquiry Oversight Committee (Board Committee)
Trust Board of Directors

Internal audit.

Communications Plan

Actions (to modify risks)
3 EPUT should assure itself that its information
processes and systems are fit for purpose, and
controls around data input and records
management to be reviewed across the Trust to
minimise risks associated with information
recording and management going forward.

5 New Action: Track the use of historical learning
themes through the Quality Senate and the
outcomes.

6 New Action: Management Development
Programme module in place

7 New Action: Support re-secured for families

8 New Action: Protocols in place for support for
current and former staff

9 New Action: Schedule meetings for Care Units and
Wards in place

10 New Action: Completion of the initial work schedule
agreed with legal team and Counsel

Multi-disciplinary Project Working Group

Multi-disciplinary Communications Group

By When

Mar 25

Lampard Inquiry Oversight Committee, BOD

Update

Control / Assurance

standards.

Internal audit.

Update: Forms part of the Records Management Accreditation process which was achieved in
June 2023 for Mobius. SystmOne, EMIS, Theseus, IAPTUS and Excelicare all are all working in
line with the required standards. Extra resources are being secured to ensure Paris meets the

Records management for the areas identified is part of the Care Units Accountability Frameworks.
Transfer of historic records to Restore completed and cataloguing of records being finalise

Assurance Quality Senate is due to operational from April '24 in line with the launch of the Quality of Care
Strategy.
GW None First session taking place on 25 April 2025. Completed.

GB

Contract not in place

Agreement with HPFT in place and contract signed.

GwW

Ensuring compliance with |Protocols in place.

GDPR DPIA approved and signed off.
GW None Schedule in place and attending Care Unit meetings and completing staff engagement visits.
GWI/GB None Initial work schedule completed.
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11 New Action: Review Data Sept 24 GWI/GB $ £+ 1RQH B-E Working progressing in all areas.
A -Extraction of data from incidents resulting in B- Gaps in Board papers
SI/PSIRF investigations. Ongoing for Rule 9 identified.
B - Review of board and committee papers from Requests Committee papers being
2000 to 2023. looked at.
C - None
C - Cataloguing of information and running patient D - Some reports cannot
searches be located for the period.
D - Learning themes from SI/PSIRF reports, E - Some reports cannot be
including PFDs, to establish what action has been located for the period.
taken and what may be outstanding F- Further extension to 11 |F - This is a final date and if missed the Trust may face a S21 notice. Mitigated by increasing the
E - Review of thematic reviews July number of staff trained and available to roster to over 90.
F - Completion of Rule9(1) request
12 New Action: Info system procured and in place Nov-24 GB/AW Awaiting decision from the |Procurement discussions underway.

Lampard Inquiry on the
system to be used for
disclosure

Budget identified.
DPIA being completed
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SR6- Cyber Security (At a Glance)

Risk Description : If we experience a cyber-attack, then we may encounter system failures and

Likelihood based on : Prevalence of cyber alerts that are relevant to EPUT systems.

downtime, resulting in a failure to achieve our safety ambitions, compliance, and consequential financial

and reputational damage.

Current Risk Score
C5xL3=15

Executive Responsible Office: Executive Director Strategy
Transformation and Digital
Board Committee: F&P Committee

Key Controls

Scanning systems for assessing vulnerabilities, both internal
and through NHS Digital and NHS mail

Consequence based on : assessed impact and length of downtime of our systems

Target Score
C4xL3=12

Note: Previous reported completed actions 1, 2, 3 and 4 have been removed from the report.
Note: All actions to mitigate the risk to its target score of 12 have been completed. A reassessment is being undertaken to
assess if target score has been met.

Level 1
(Management)

Reporting into IGSSC with exception reporting to

Controls Assurance

Level 2
(Oversight)

Digital Strategy Group

Level 3
(Independent)

Cyber Team in place

Substantive post holder (Aug '23)

IGSSC

NHS Digital Data Security Protection Toolkit (DSPT)
Cyber Essentials Accreditation

Range of policies and frameworks in place

Virtual and site audits
&RPSOLDQFH ZLWK PDQGDWR
Assurance Framework

,*66& %'2 LQWHUQDO DXGLW
Moderate Confidence level Medium

As above
MSE ICS IG & Cyber Levelling Up Project (annual)
BDO Audit actions completed

Investment in prioritisation of projects to ensure support for
operating systems and licenses

Prioritisation of digital capital allocation

&33* + ZLWK SULRULW\ GHFLYV

IG & Cyber risk log

5LVN ZRUNLQJ JURXS UHSRUWL
and tracking actions from audits and assessments

IGSSC and Digital Strategy Group

DSPT Internal Audit June 2024 provide Substantial
assurance opinion.

Business Continuity Plans and National Cyber Team
processes

Business Continuity and Disaster Plan in place

Successfully managed Cyber incident

Annual Testing as part of DSPT NHS Digital Data
Security Centre, Penetration Testing, Cyber
Essentials+

CareCert notifications from NHS Digital

Monitored and acted upon within 24 hours of their
announcement

Reported to IGSSC

NHS Digital

Cyber Essentials Accreditation

Certification achieved

Monitor controls through IGSSC

Accreditation certified

MSE ICS DSPT & Cyber Maturity Baseline

Actions (to modify risks)

Systems that are running unsupported software
identified by the latest penetration test and internal
cyber audit require upgrade or replacement.

Completed

By When

Control

Audit Committee

Update

EPUTSs control have been completed.

assurance report to F&P.

All of the high-risk security remediation activities identified by the penetration test within

There are outstanding medium and low risk actions identified by the pen test that are tracked
on the local cyber risk/action log and are progress reported as part of the routine cyber

DSPT Internal Audit June 2024 provide Substantial
assurance opinion.
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SR7- Capital (At a Glance)

Risk Description : If EPUT does not have sufficient capital resource, e.g. digital and EPR, then we will

be unable to undertake essential works or capital dependent transformation programmes, resulting in

non achievement of some of our strategic and safety ambitions.

Executive Responsible Office: Executive Chief Finance &
Resources Director
Board Committee: F&P

Key Controls

Finance Team (Response to new resource bids and financial
control oversight)

Likelihood based on : Percentage of capital programme unable to deliver / deferred

Consequence based on : What not delivered and the impact on the strategic plans.

Target Score Note: Previous reported completed action 2 has been removed from the report.
C5xL3=15

Level 1
(Management)
Team in place

Decision making group in place and making
recommendations to ET, FPC and BOD

Controls Assurance

Level 3
(Independent)

Level 2
(Oversight)

Purchasing / tendering policies

Policy Register

Internal Audit

Estates & Digital Team (Response to new resource bids)

Team in place

Capital money allocation 2023/24

Capital Project Group forecasting

Capital Resource reporting to Finance &

Performance Committee

Horizon scanning for investment / new resource opportunities

£0.4m resources secured 2024/25 YTD

Capital Resource reporting to Finance &

Performance Committee

ICS representation re: financial allocations and
MH/Community Services

EPR convergence business case developed with
additional capital resources identified

ECFO or Deputy Attendance at ICS Meetings;
CEO or Deputy membership of ICB;

Prioritised capital plan to maximise the use of available
capital resources

Capital Plan 2024/25 in place

EPR Programme

Progress published June 23 outlining programme
structure and governance principles and timelines

EPR Joint Oversight Committee

Convergence and Delivery Board

FBC approved NHSE
EPR Programme Board

EPR FBC approved by Board

Actions (to modify risks) By When By Who Gap Update
Horizon scan to maximize opportunities both Ongoing JD Control Currently over committed the programme which is planned to be covered by system
1 regional and national to source capital investment resources. We have been successful to date in securing an additional 0.4 million pounds
following mental health applications.
Track key strategic investments i.e. EPR to be Mar 25 JD Control Electronic Patient Record Full Business Case approved by Board and approved by NHSE.
3 monitored for impact on Capital Programme
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SR8- Use of Resources (At a Glance)

Risk Description : If EPUT (as part of MSE ICS) does not effectively and efficiently manage its use of Likelihood based on : Likelihood based on: EPUT financial risk and opportunities profile

resources, then it may not meet its financial controls total, Resulting in potential failure to sustain and

improve services Consequence based on : Consequence based on: assessed impact on long financial model for EPUT
and the System

Target Score Note: Previous reported completed action 1,3,4, and 5 has been removed from the report.
C5x L3 =15

Executive Responsible Office: Executive Chief Finance &
Resources Director Controls Assurance
Board Committee: F&P

Kev Controls Level 1 Level 2 Level 3

y (Management) (Oversight) (Independent)
Finance Team (Response to new resource bids and financial Team Establishment Use of Resources Assessment Use of Resources NHSE Assessment
control oversight)
Standing Financial Instructions Standing Financial Instructions in place Financial Management KPIs ,$ .H\ )LQDQFLDO 6\VWHPV = %
Scheme of reservation and delegation Scheme of Delegation in place Accountability Audit Committee 6HS ¢ 6XEVWDQWLDO RSLQL
Accountability Framework Framework in place F&PC 2023). Reasonable opinion Core Financial

Accountability Framework Assurance (excluding payroll)(2023/24)
Estates & Digital Team (Response to new resource bids) Team in place
Deliver efficiency savings and targets 23/24 Finance Report
Finance reporting Finance Reports EA of Accounts NOF3 Rating
AF Reports
Budget setting To complete mid year financial review. Key risk and Accountability framework reporting; Finance Annual VFM through external auditors identified no
opportunities assessments performed reporting to F&PC; National HFMA Checklist Audit significant weaknesses

Operational Plan 2024/25
Forecast Outturn and risk/ opportunities assessments 24/25

Actions (to modify risks) By When By Who Gap Update
Deliver Financial Efficiency Target 31 Mar ‘25 TS Control Action rolled forward for 2024/25. £28.6m (5.2%) by 31 March 2025 - schemes identified but
with high risk of full delivery. Deficit is £9.4m to date. £3.1m off track . The investigation report
2 from PWC identifies gaps in the efficiency programme of all organisations.
New Action - Deliver Financial plan for 24/25 Mar '25 TS Control Continued enhanced controls, efficiency and productivity improvement and
6 transformation/restructure activities.
Investigate & Intervention Programme Activity: Mar '25 AM Control New actions as part of the Investigate & Intervention Programme.
7 Rostering and scheduling with Total Mobile and
Health Trust Europe.
Investigate & Intervention Programme Activity: Mar '25 TS Control New actions as part of the Investigate & Intervention Programme.
8 Estates commercials review i.e. leases, PFI,
PropCo and Valuation options.
Investigate & Intervention Programme Activity: Mar '25 AG Control New actions as part of the Investigate & Intervention Programme.
Out of Area Placements (scope provided to PwC At the end of August 24 there were 56 patients in an out of area bed, which is a third
9 and Regional Colleagues) consecutive month of increase from a position of 37 in May '24. Work to reduce and eliminate

the need for people to be placed outside of Essex is ongoing.
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Investigate & Intervention Programme Activity: Mar '25 TS Control New actions as part of the Investigate & Intervention Programme.
10 VAT advice relating to a single contract (details

provided to PwC)

Investigate & Intervention Programme Activity: Mar '25 DG Control New actions as part of the Investigate & Intervention Programme.
11 Property Top-Up Insurance (details provided to

PwC).
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SR9- Digital and Data Strategy (At a Glance)

Risk Description : If we do not have the required capability and expert knowledge to deliver the digital and Likelihood based on : The likelihood of conditions that place constraints on the ambitions of both the
data strategy, then the trust may fail to achieve strategic ambitions, specifically: embedding a digital digital and data strategy, e.g. capability, resource availability and transformation programme prioritisation
mindset and culture, which may result in limitations in our ability to procure and implement the appropriate
technology to support the integration of care closer to where our service users live, and support staff to
carry out their duties effectively; Threaten the development of our patient facing technologies to support
our service users, families and carers; and stall our capability and agility to use data to inform both direct
care and insight driven decision making.

Consequence based on : The inability to realise the wider organisations strategic ambitions as well as
the inability to maintain regulatory and compliance data security and cyber assurance.

Initial Risk Score Current Risk Score Target Score Note: Previously reported complete action 2,3, 6,7 and 8 have been removed from the report.
C5x 3L =15 C5x L3 =15 C5x L2 =10

Executive Responsible Office: Executive Director of Strategy,
Transformation and Digital Controls Assurance
Board Committee: F&P

Key Controls Level 1 Level 2 Level 3
((EQELTEINE)] (Oversight) (Independent)
Resources
IT/Digital team Resource and skill set is appropriate and Education and training in specific technology Digital strategy resource management (RAID Log)
sustainable Target operating model - modernise digital services
Clinical Digital leadership are engaged with dedicated leads CCIO/CNIO oversight

responsibilities defined.

Strategies & Policies

Information Governance policies and controls are in place to Information governance controls processes Information Governance Steering Sub-Committee Data Security and Protection toolkit assessment
provide secure and appropriately governed processes and reporting and assurance (Standards Met)

procedures

Data quality is of a standard that assures national standards. Data quality group reporting and assurance Internal Audit National data quality framework

'637 3VWDQGDUGY PHW™ FDQ EH DFKLH| Internal Audit DSPT submission and Cyber assurance framework
Investment

Capital allocation to digital and data initiatives secured Approved Digital capital plan CDEL allocation from system for 23/24 schemes

External funding is obtained for schemes that are supported by

national envelopes Cost modelling of the digital strategy programme | Digital, data and technology group assurance report

Innovation

CIO discover opportunities from national forums and | Innovation strategy governance - Strategy Steering
partners (incl. Academic) Group

Academic partnerships promote innovation CIO engagement with academic partners on digital

innovation opportunities

Actions (to modify risks) By When By Who Gap Update

The space and governance exists to support innovation

1 Digital Transformation programme Plan Extension JL Road Map The Digital transformation plan is undergoing further review to ensure it reflects the Trust
Sept 24 efficiency targets and prioritises areas of greatest need for lifetime of the strategy.
4 Digital target operating model implementation Mar ‘25 AW Control Target operating model approved May 24 with implementation commencing July ‘24 and will

be fully implemented by the end of the 2024/25 year. Action timeline amended to align with the
programme of work.
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SR9 (Continued)

Actions (to modify risks)

Implementation of the new service desk Extended Control Capital bid approved at CPPG, procurement complete, development of the system for EPUT's
management system. Nov '24 needs underway, delay in timescales to agree design and configuration with revised launch
timescale of beginning of Nov '24.
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Corporate Risk Register
August2024




CRR94 - Observation and Engagement

Risk Description : If EPUT does not manage supportive observation and engagement then patients may not receive the prescribed levels resulting in undermining our Quality of Care Strategy.

Executive Responsible Office: Executive Nurse

Director Lead: Director of Nursing and IPC

Leads: Deputy Directors of Quality & Safety (Inpatients and
Specialist Services)

Board Committee: Quality Committee

Key Controls

Observation and Engagement Policy

Target Score
C5xL2=10

Note 1: Previous reported completed actions 1-11 have been removed from the report.
Note 2: Risk assessment re-visited given the majority of actions now complete and assessing the evidence to support a

reduction based on likelihood reducing.

Level 1
(Management)
Policy in place
Personalised Engagement Boards

Controls Assurance

Level 2
(Oversight)

Level 3
(Independent)

Weekly Ward Huddles

AD's undertaking 15 leadership steps
Local oversight of roster quality checks

Electronic observations recording tool

e-observations in wards (with exception of 7 wards)

Tendable Audits (quality control)

Audit results reviewed at weekly huddles

Observation and Engagement e-learning and training videos

Engagement resources

Purchased equipment e.g. games / newspapers
etc.
Garden Protocol (with spots checks)

Deep dive into unexpected deaths in inpatient services or
within 3 months of inpatient admission between 2000 - 2022

Analysis of 1500 unique recommendations with
identification of 31 themes. Validation with
stakeholders. Mapping exercise and assurance
report to ET Apr '23

Ward Improvements

Actions (to modify risks)

12 Thematic review into incidents across all units

13 Monitor Safe Wards Interventions

Planning supported by patients
Grab Therapy Resources available

LJ Assurance Review completed and linked to work programme of the Reducing Restrictive Practice
Group and the Ligature Risk Reduction Group,
Extended LJ Assurance Baseline planned to be complete over next quarter of safe wards implementation. Learning

Dec '24

events are scheduled in diaries with all inpatients teams to review safewards
implementation and will support skills and knowledge of Safe Wards interventions (linking
with international lead for safewards who has agreed to support our continued
implementation). Programme of work being tracked via Reducing Restrictive Practice Group
and reporting to the Safety of Care Group (chaired by the Executive Chief Nurse).
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CRR11 - Suicide Prevention

Risk Description : 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.

Initial Risk Score Current Risk Score
C4x 4L = 16 C4xL3=12

Executive Responsible Office: Executive Medical Director
Director Lead: Dr Nuruz Zaman Deputy Medical Director
Leads: Glenn Westrop, Deputy Director of Quality and Safety
Board Committee: Quality Committee

Key Controls

Observation and Engagement Policy

Target Score Note: CRR34 Suicide Prevention Training has been amalgamated into this risk as part of delivery of overall Suicide
C4xL2=8 Prevention Framework, with CRR34 being closed on the risk register (this action was closed at the August Board meeting and
has been removed from the report.
Note: Previous reported completed actions 1, 2, 3 and 4 have removed from the report for CRR11.

Level 1
(Management)
Policy in place
Personalised Engagement Boards

Controls Assurance

Level 2 Level 3
(Oversight) (Independent)

Electronic observations recording tool

In trial phase

Wad level oversight

Tendale Audit results reviewed at weekly huddles

Patient led safety huddles (Basildon)

Observation and Engagement e-learning and training videos

STORM training

Engagement resources

Actions (to modify risks)

5 Review approach to ligature risk management
training (through the introduction of effective self-
harm and suicide prevention training).

6 Implementation of the Suicide Prevention
Framework (as aligned to the Quality of Care
Strategy

Purchased equipment e.g. games / newspapers

etc.
Garden Protocol (with spots checks)

GW

Control

STORM (Effective self-harm and suicide prevention) now in place.

Dec '26 GW

Control

Director.

Next steps following approval of the framework (action 1) is to work with our Lived Experience
Ambassadors and our communities to take forward actions. Oversight of this programme of
work is through the new Effectiveness of Care Group chaired by the Executive Medical
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CRR45: Mandatory Training

Risk Description : If EPUT does not achieve mandatory training policy requirements then patient and staff safety may be compromised resulting in additional scrutiny by regulators and not meeting the IG Toolkit
requirements

Current Risk Score Target Score Note: Previously reported completed actions 1, 2 and 3 have been removed from the report.
C4xL3=12 C4xL2=8

Executive Responsible Office: Executive Director People and
Culture

Director Lead: Paul Taylor

Board Committee: PECC

Controls Assurance

Level 1 Level 2 Level 3

Key Controls (Management) (Oversight) (Independent)

Training Team (VWDEOLVKHG = FXUUHQW U 12 month TASI accreditation from BILD
TASI trainers increased
Induction and Training Policy Policy and Procedure in Place
Training Tracker Management Check Accountability. F&PC and PECC, SMT and TB
Training Recovery Plan Team switching staff incrementally to an amber Training venues BILD
rating giving 3 months to complete training Executive team approval to incremental approach
Recovery plan on TASI to annual updates
Task and Finish Group
Communications strategy
Executive team oversight on STORM training
update and compliance
Flexible workers Equal priority on mandatory training
Training Venues Training room identified at The Lodge
Actions (to modify risks) By When By Who Gap Update
4 New Action: Monitor transition of TASI training back Mar '25 PT Assurance Monitoring through Accountability Framework meetings.

to yearly update arrangements and that all new Transition complete back to annual update, current TASI compliance is 91%

starters have successfully completed the full suite Progress with new starters to complete suite of mandatory training, including additional

of mandatory training. training added, compulsory booking and communications strategy.

5 Provide TASI training to bank who have joined Sept '24 PT Control All bank staff compulsory booked to attend by the end of May '24. Any 'did not attends' will be
EPUT temporary workforce. picked up in arranged training prior to target date of Sept '24. 1071 (59%) trained for TASI
(Bank)
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CRR71: Medical Devices

Risk Description : If EPUT does not fund resources and the deep dive to address the clinical rationale/ pathway for medical devices, then unsafe, non-serviced, non-calibrated and inappropriate devices remain in use,
resulting in a failure to achieve our safety first, safety always strategy, and reputational damage
Initial Risk Score Current Risk Score Target Score Note: Previous reported completed actions 1,2, and 6-8 have been removed from the report.
C4xL4=16 C4xL4=16 C4xL2=8 Note: A reassessment of the risk is underway to assess the impact of the improved asset register function and service records
with potential to reduce the risk score.

Executive Responsible Office: Executive Nurse
Director Lead: Angela Wade Controls Assurance
Board Committee: Quality Committee

Level 1 Level 2 Level 3

Key Controls (Management) (Oversight) (Independent)

Corporate Nursing Team and Datix Team including Head of Established
Deteriorating Patient and Clinical Governance. Nominated Central Alert System person
MDSO in post with dedication administrative
support
Medical Devices Group Established Overseen by Physical Health Sub-Committee
Ergea contract for device maintenance Medical Devices Group oversight of Monthly KP!I
Report
Procurement process in place eQUIP Asset Register 7THQGDEOH DXGLWYV = PHGLF| Internal Audit Report 2021/22 (Moderate / Limited
Medical Devices Policy management Assurance)
Incident Reporting In place
Business Continuity Plans Ergea BCP
Actions (to modify risks)
la Implement the solutions from the outcomes of the Extended NA Control Management actions concluding. Remaining action associated with actions detailed below.
deep dive See timelines below
4 Medical Device Management training ensuring staff NA Control Responsibilities of staff groups on training will be stated in new Medical Devices Training
know that they have a responsibility to ensure Policy (CLP88) approved and now operational.
pieces of kit are calibrated
5 Introduce point of care testing quality assurance Extended NA Control Exploring working in partnership with MSEFT for the provision for quality assurance
process to avoid use of equipment that is not Dec 24 programme. In process of procuring new devices to support the programme. Delay in
calibrated or serviced obtaining costings from MSEFT - now expected October '24 (extended timelines as a
consequence).
9 Tender contract for medical devices programme. Sept '24 NA Control Tender for contract complete - now progressing through contract award through F&P
Committee and Board.

10 To enhance the Medical Devices Policy with detail AB Control CLP17 Medical Devices Policy has been reviewed and approved and now operational.
of risk assessment for equipment marked as 'end of

life' to support continued use in a clinical area.
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Actions (to modify risks) By When Update

11 To deliver management actions from the IA of Jan '25 NA Control Management actions being progressed and on track.
medical devices management at ward / service
level (2023/24)
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CRR8L1.: Ligature

Risk Description : If EPUT does not continue to implement a reducing ligature risk programme of works (environmental and therapeutic) that is responsive to ever changing learning, then there is a likelihood that serious
incidents may occur, resulting in failure to deliver our safety first, safety always ambitions

Current Risk Score
C4xL3=12

Initial Risk Score
CaxL4=16

Executive Responsible Office: Executive Director Operations
Director Lead: Nicola Jones / Moriam Adekunle
Board Committee: Quality Committee

Key Controls

Estates Ligature/ Patient Safety Co-ordinator
H&S Team and Compliance Team

LRRG / EERG

Ligature Project Group

Target Score
C4xL2=8

Level 1
(Management)
Teams established
LRRG in place

Controls Assurance

Level 2
(Oversight)
LRRG reports
Escalations via Accountability framework

Note: Previous reported completed actions 1 - 6 have been removed from the report.

Level 3
(Independent)
BDO Audit November 2022 (Patient Safety) Design:
Substantial; Effectiveness: Moderate

Ligature Policy and Procedure including environmental
Standards

Ligature wallet audits / ligature inspections. Policy
review and approval March 2023

Annual Report

BDO Audit November 2022 (Patient Safety) Design:
Substantial; Effectiveness: Moderate

Ligature Training (target 85%) and Tidal training

TIDAL training. OLM prevention of suicide by
OLJDWXUH WUDLQLQJ + $XJIXVW

Reporting to LRRG

Trend Analysis

Benchmark 42 per 1000 bed days. EPUT Trend
DQDO\VLV $SULO + ODUFK
slightly above benchmark. Ligature analysis 2022-
23 Report

Reporting to LRRG and BSOG

Reduced ligature environment

Range of innovations in place including DTAs and
Oxevision. Estates safety/ligature annual

Annual ligature inspection for all MH wards

Learning from incidents and safety alerts via Lessons Team/
ECOL/ 5 key messages

Enhanced learning within annual reporting utilising
deep dive data

Actions completed from the CQC Brief Guide

Local Area Ligature Network and Awareness and ownership of
ligature reduction work

Network Established

Support for staff

Actions (to modify risks)

Implement new environmental standards with new
way of recording maintenance breaches only on 3i

6XSSRUW SDFNDJH GHYHORSHG|
by Nursing in Charge/ Ward Manager/ Matron/
Service Manager/ Clinical Lead/ Consultant (or
other member of Senior Medical Team)

Control

+HUH IRU <RX £ VLIQSRVWLQJ
Input from Psychological Services

3DWLHQW 6DIHW\ 7HDP IDFLOLV

form of after action review for staff support

and in use.

place.

Ligature policy including new environmental standards and inspection SOP has been updated
with new process and following consultation has been approved. New audit tool development

New capture to distinguish actions which are maintenance requirements has been put in
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Roll out new ligature training

Extended
Mar '25

Project Group

Control

Roll out of new training programme commenced in May 2024 (face to face sessions)
$GGLWLRQDO WUDLQLQJ GDWHYV EHLQJ DGGHG WR FRQWL
extended to close at point when majority if staff have been trained.

'ULOOV HVWDEOLVKHG LQ DOO LQSDWLHQW DUHDV IURP 4
2/0 SURYLVLRQ UHYLHZ EHLQJ ILQDOLVHG WR ODXQFK 6H
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CRR92: Addressing Inequalities

Risk Description : If EPUT does not address inequalities then it will not embed, recognise and celebrate equality and diversity resulting in a failure to meet our People Plan ambitions

Current Risk Score Target Score Note: Previous reported completed actions 1, 2, 3 and 6 have been removed from the Board report.
C4xL3=12 C3xL2=6

Executive Responsible Office: Executive Director People and Culture
Director Lead: Lorraine Hammond Controls Assurance
Board Committee: PECC

Level 1 Level 2 Level 3
(Management) (Oversight) (Independent)
Established and 6 Employee

Experience Managers in post.
Working with VAPR and safety teams

Equality and Inclusion Policies Policy and Procedures in place Governance - Equality & Inclusion Sub-Committee and HIA4: Addressing Inequalities Staff Survey Results
reporting to PECC ,QFUHDVH RI IRU 30\ RUJDQLYV
DFWLRQ RQ KHDOWK DQG ZHOO E
'HFUHDVH RI IRU 3+RZ RIWHQ
EXUQW RXW EHFDXVH RI \RXU ZRU
'HFUHDVH RI IRU 3,Q WKH ODV
experienced musculoskeletal problems (MSK) as a result
Rl ZRUN DFWLYLWLHV"" 6WDI
'"HFUHDVH RI IRU 3'XULQJ WKH
\RX IHOW XQZHOO DV D UHVXOW R
Survey Q11c)
'"HFUHDVH RI IRU 3,Q WKH ODVW
ever come to work despite not feeling well enough to
perform your duties? (Staff Survey Q11d)

Key Controls

Employee Experience Team including Director

Range of equality networks and staff engagement methods Networks Established
Executive Sponsors
Training (inc. RISE Programme) Workshops on micro-incivilities completed RISE (3 cohorts completed with positive staff feedback)

RISE Programme in place
HIA2: Evaluation RISE
28.95% of participants achieved their goals completely,
89.47% of participants reported that the programme had
a significant personal impact
27% have been promoted

WRES and WDES / Gender Pay Gap WRES and WDES plans in place HIA3: For Pay Gap below the national average of 14.9%
Executive Sponsorship of plans and has shown improvement from 2017 to 2023
EDI Culture Ongoing programme in place to Nov 24 HAI6: Eliminate Violence, Bullying and Harrassment
Supporting staff affected by discriminatory behaviour, Staff Survey:
abuse and bullying '"HFUHDVH RI IRU 3,Q WKH ODV

times have you personally experienced harassment,
EXOO\LQJ RU DEXVH DW ZRUN IURR
Q14b)

Decrease of 2.07% for In the last 12 months how many
times have you personally experienced harassment,
bullying or abuse at work from other colleagues? (Staff
Survey Q14c)

32Q ZKDW JURXQGV KDYH \RX

Behaviours Framework Behaviour Framework in place
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EDI Framework RAG system Framework developed

Actions (to modify risks)

4 Improve the environment of psychological and Mar '25 LH Control '"HVLIJQLQJ D 2' DQG (QJDJHPHQW 6WUDWHJI\ ZKLFK ZLOO |
physical safety for staff. Address racial abuse and continue to embed the sexual safety charter across the Trust and adopt a zero tolerance
sexual safety at EPUT. approach to unwanted and poor behaviours from staff.

A pilot on 5 inpatient wards focussed on reducing racial abuse and violence from our patients
to staff. Evaluation and learning from the pilot will form part of a the culture strategy to roll out
to the rest of the Trust. (January '25)

5 Implement the EDI framework as part of NHS Extended Dec ‘25 LH Control Executive EDI objectives have been set and agreed through Remuneration and Nominations
England EDI plan (including new Leadership To align with NHS Committee. The Leadership Behaviour Toolkit continues to be socialised and will be further
Behaviour Toolkit) England EDI strengthened through the OD and Engagement Strategy. With a plan to include a targeted

Improvement Plan approach for leaders and a timeline with monthly activity to engage all staff around behaviours

including discrimination, code of conduct, policies, and behaviours in meetings
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CRR93: Continuous Learning

Risk Description : If EPUT does not continuously learn, improve and deliver service changes, then patient safety incidents will occur and vital learning lost resulting in failure to achieve our safety strategy ambitions and

maintain or improve CQC rating.
Initial Risk Score
C5xL3=15

Executive Responsible Office: Executive Nurse
Director Lead: Moriam Adekunle
Board Committee: Quality Committee

Key Controls

Patient Safety Incident Management Team (PSIM)

Current Risk Score Target Score
C5xL3=15 C5xL2=10

Level 1
((YELEGENER)]
Established (some vacancies)
Deputy Director in post

Controls Assurance

Level 2
(Oversight)
Governance Structure in place
Training in place

Note: Previous reported completed actions1,- 6 have been removed from the report.
Note: This risk is currently static ant 15, note next steps below.

Level 3
(Independent)

Quality and Safety Champions Network

84 People registered (June '23)

Learning Collaborative Partnership and Learning Oversight
Committee

Forums in place

ESOG and QC Reporting

Pan Essex CQRG

Adverse Incident Policy incl. PSIRF SOP and People and
Culture Policies

Policy and Procedures in place

Culture of Learning Project

Culture of Learning Programme live

ESOG and QC reporting IA - Learning from the Independent Inquiry (Mar '23)

Design Moderate and Effectiveness Moderate

Themes allocation to clinical / assurance / transformation
groups

Learning information sharing

Communications Plan
Lesson Newsletter
Internal Safety Alerts
Champions Network

HSE (2021) CQC (2021, 2022) findings

Patient Safety Dashboard

Actions (to modify risks)

7 Assessment of the current Risk

Dashboard Live (Feb '23)
Triage and early warning tool
Power Bl

By When

August 24 MA Assurance

Update

Risk reviewed has been completed and the Dire
for Quality of Care to confirm the Trust direction.

ctor of Safety is due to meet with Executive Leads
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CRR96: Loggists

Risk Description : If EPUT is unable to increase the number of trained loggists and increase hours available for 24/7 then there may not be sufficient loggists available to log a major incident resulting in poor decision / action audit trail in the event
of a major incident.

Initial Risk Score Current Risk Score Target Score Note: Previous reported completed actions 1-2 have been removed from the report.
C4xL4=16 C4xLl=4 C4xL1=4 Note: Assessed the impact of the new loggists on the risk score and confirmed 24/7 access to loggist should this be needed -
risk is now considered to have been diminished and will be monitored as BAU through the EPRR programme.

Executive Responsible Office: Executive Director Major

Projects

Director Lead: Nicola Jones , Director of Risk and Compliance Controls Assurance
Leads: Amanda Webb

Board Committee: Quality Committee

Kev Controls Level 1 Level 2 Level 3
y (Management) (Oversight) (Independent)
Pool of trained loggists, including EPRR Team and Executive All EPRR incidents have been logged to date Command structure EPRR Core Standards Return and EPRR Annual
Directors PAs Report 2022/23 notes number of EPRR events in

2022/23 and that appropriate response was stood
up successfully.

Loggist Training Available from NHS EoE and from in-house
provision
Major Incident Policy Major Incident Policy in place

Actions (to modify risks)

3 Deliver Loggist training as per training needs NJ Control Trained loggists continue to increased (21 in place which is assessed to meet the threshold for
analysis for new entrants on the Loggist register delivery of a 24/7 response following declaration of an incident. The trained loggists within the
Corporate Governance Team are available to cover out of hours if required). The action is now
closed and risk assessment being reviewed for closure. We will continue a programme of
Loggist training as both a refresher and to continue to bolster our numbers.
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CRR98: Pharmacy Resource

Risk Description : If EPUT is unable to fill new and pre-existing positions within Pharmacy Services, then it may not be able to deliver a comprehensive Pharmacy Service to Trust patients, resulting in delayed treatment,
poor clinical outcomes and possible patient harm.

Initial Risk Score Current Risk Score Target Score Note: Following a review of business continuity plan as a consequence of new starters in February ‘24 , the likelihood score
CaxL4=16 C4xL3=12 C4axL2=8 driving the change from a 4 (likely) to a 3 (possible) with a revised risk score of 12.

Executive Responsible Office: Executive Nurse
Director Lead: Tendayi Musundire

Leads: Tendayi Musundire

Board Committee: Quality Committee

Controls Assurance

Level 1 Level 2 Level 3
(Management) (Oversight) (Independent)
Vacancy Factor high Executive Team - provided additional funding for Collaboration with HEE and HElIs to develop a

New posts to support new registrants pharmacy resources. sustainable pipeline of staff
CQC (July 2023) Must Do Action

Key Controls

Pharmacy Team

Use of band and agency staff Support from ICB secondment of pharmacist part-
time

Support from Patient Experience Team

Rolling recruitment programme £300k additional substantive staffing agreed - Performance reporting
implementation in progress to fill posts
Business Continuity Plan Using Datix Dashboard for pharmacy related
incidents and monitored by pharmacy
Actions (to modify risks) By When By Who Gap Update
1 Continue with recruitment campaign Ongoing HS Control Recruitment campaign remains ongoing and continuing to see recruitment with clear pipeline

running throughout 2024. 24.3 current vacancies (including the 9 WTE Time to Care
provision) To note due to our successes over the past two years and the demand for
pharmacists and technicians being high we have experienced leavers to promotions or posts
closer to home for the individuals. Hence the recruitment campaign will continue on an
ongoing basis.
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Risk Movement and Milestones

Strategic Risk Movement  xtwo year period ( July 22 +Aug 24)

T Initial Jul Aug | Sep | Oct | Nov | Dec | Jan | Feb | Mar | Apr | May | Jun | July | Au | Sept | Oct | Nov | Dec | Jan | Feb | Mar | Apr | May | Jun | July | Aug

Score | 22 22 22 22 22 22 23 23 23 23 23 23 23 23 | 23 | 23 | 23 | 23 | 24 | 24 | 24 | 24 | 24 | 24 | 24 | 24
SR1 Safety 20 < < < < < < < < < < < < 15 < < < < < < < @ @ = = 1<5 15 1<5

20
SR2 People 20 < < < < C C
SR3 Infrastructure < < < < < < < < < < < < < < < < < < < < < < < < 1<5 1<5 1<5
SR4 Demand 20 < < 15 15
< <
SR5 Inquiry 20 < < < < < < < l<6 1<6
15
SR6 Cyber 12 < < < < < < < 15 5
<

SR7 Capital < 20 20
< <
SR8 Resources 15 New < < < < 2<0 1<5
SR9 Digital 20 15 15
< <
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Risk Movement and Milestones

Corporate Risk Movement and Milestones

+two year period ( July 22 £Aug 24)

Initial Jul Aug Sep  Oct Nov Dec Jan Feb = Mar Apr May  Jun Jul July Aug Sept Oct Nov Dec Jan Feb Mar  Apr May  Jun July Aug
Score 22 22 22 22 22 22 23 23 23 23 23 23 23 23 23 23 23 23 23 24 24 24 24 24 24 24 24

12

16 < < < < < < < < < < < - < < < < < < < < < < < < < < < <
15

9 < < < < < < < < < < < - < < < < < < < < close

16

12 < < < < < < < < < < < P < < < < < < < < < ; < < 12< < < <
16

16 < < < < < < < < < < < P < < < < < < < < < < < < < < < <
16

12 < < < < < < < < < < P < < < < < < < < < ; < < 12< < < <
12

< < < < < < < < < < - < < < < < < < < 12< < < < 12< < < <
15

< < < < < < < < < < - < < < < < < < < < < < < < < < <
20

< < < < < 2 < < < < < < < <

15 < < <
New < < < < < < < <
: < < < < < 4 4
16
New < < < < < P < < < < < : < < < < : < < < Close
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS 2 October 2024

SUMMARY REPORT

PART 1
Report Title: Health & Safety and VAPR Annual Report
Executive/ Non -Executive Lead / Denver Greenhalgh, Senior Director of Corporate Governance
Committee Lead: and Affairs
Trevor Smith, Executive Chief Finance Officer
Report Author(s): Adam Mack, Head of Corporate Health & Safety and

Violence, Abuse, Prevention Reduction (VAPR).

Nicola Jones, Director of Risk and Compliance

Report discussed previously at: Quality Committee September 2024

Level of Assurance: Level 1 | | Level 2 | 3 | Level3 |

Risk Assessment of Report

Summary of risks highlighted in this report
Which of the Strategic risk(s) does this report SR1 Safety 3
relates to: SR2 People (workforce) 3
SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)? No

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register?
Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director

function accountability. Einance
Estates
Other
Purpose of the Report
The purpose of this report is to present the Annual Health, Safety and Approval 3
Security Report 2023-24. It is a requirement to produce an annual H&S report | Discussion
which is presented to the Trust Board of Directors. Information

Recommendations/Action Required

The Board of Directors is asked to:

1. Receive and approve the report noting the prior review and recommendation to the Board from the
Quality Committee.

Summary of Key Points

The annual report provides an update on the activity of the Health, Safety and Security team from 1 April
2023 — 31 March 2024 and provides assurance that there are satisfactory arrangements in place for
managing Health, Safety and Security across the organisation.

Prior to its submission to the Board, this report was presented and discussed at the Quality Committee.

Page 1 of 2
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ESSEX PARTNERSHIP UNIVERSITY NHS FT |

Relationship to Trust Strategic Objectives

SO1: We will deliver safe, high quality integrated care services

SO2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
SO4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care 3
2: We learn 3
3: We empower 3

WwWwww

Corporate Impact Assessment or Board Statements for Trust: Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan & 3
Objectives

Data quality issues

Involvement of Service Users/Healthwatch

Communication and consultation with stakeholders required
Service impact/health improvement gains

Financial implications:

Governance implications 3
Impact on patient safety/quality 3
Impact on equality and diversity
Equality Impact Assessment (EIA) Completed | ¥ES/NO | If YES, EIA Score
LRRG Ligature Risk Reduction Group CAS Central Alerting System
HSE Health and Safety Executive NHSE&I | NHS England and Improvement
LWD Lone Worker Device BWC Body Worn Camera
GWPRA | General Workplace Risk Assessment | DSE Display Screen Equipment
V&A Violence and Aggression CCG Clinical Commissioning Group
H&S Health and Safety CQcC Care Quality Commission
RIDDOR | Reporting of Injuries, Diseases and
Dangerous Occurrences Regulations

Supporting Reports and/or Appendices
Health & Safety and VAPR Annual Report 2023-24

Executive/ Non -Executive Lead / Committee Lead:

e

Denver Greenhalgh
Senior Director of Corporate Governance and Affairs

Trevor Smith, Executive Chief Finance  Officer
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CORPORATE HEALTH & SAFETY AND VAPR ANNUAL REPORT 2023/2024

1.0 SUMMARY

This ‘Health & Safety and VAPR Annual Report’ covers the period 01 April 2023 to 31
Marc h 2024. The purpose of this report is to provide assurance on compliance with
legislation and policies within the Trust. It provides an update on all health and safety
activity in 2023/24 with details of any changes to policy and procedures. A forward
plan for the Health & Safety and Violence Abuse Prevention and Reduction (VAPR)
team for 2024/25 is included. The report provides assurance that there are
satisfactory arrangements in place for the management of health, safety and security
risks across EPUT.

2.0INTRODUCTION

Health and Safety is a key priority for the Trust as any implications on staff health,
safety or wellbeing has a direct impact on the ability to deliver high quality and
compassionate patient  care.

EPUT adopts the Plan, Do, Check, Act approac h (PDCA) which is an iterative four step
management method to validate, control and achieve continuous improvement of

processes. This is pivotal to the management of health and safety within the

workplace, as outlined in the guidance issued by the Health & Safety Executive (HSE),
known as the HSG65 model.

Plan

At the planning stage of self -assessment against the Standards and Policies. Develop
our aims, strategies and policies to work towards or sustain compliance of the
standards and, general considerations to be made where the Trust currently are and,

where we would want to be in line with legislation and guidance

Do

Once the planning stage of the cycle has been completed, the Trust will move on to
the second ‘Do’ stage. This stage concerns ensuring robust and transparent processes
and practices for sharing and communicating risks along with their mitigation controls.

Check
The check stage is when EPUT considers how successful any implemented
interventions have been, which can be audited via a strengths, weaknesses,

opportunities, threats (SWOT) methodology.

Act

There is a requirement for providers to reflect and appraise their overall performance.
This stage is concerned with testing and measuring performance against the overall
Health & Safety Policy and Procedures and the VAPR Strategy and Policy.

This report outlines key developments and work that has been undertaken during the

reporting period and reflects the Trust’'s adherence to its Health & Safety Policy
Statement and Board of Dire ctors Statement of Intent which, requires those
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responsible for health and safety within Trust premises and whilst undertaking Trust
activities to:

* Comply with and implement health and safety legislation and arrangements
 Implement healt hand safety arrangements

» Comply with monitoring and reporting mechanisms appropriate to internal and
external key stakeholders and statutory bodies

» Develop partnership working and to ensure health and safety arrangements are
maintained for  all

The repo rt further provides an overview of the key developments and the work
undertaken to reflect NHS England Violence, Abuse, Prevention and Reduction (VAPR)
Standards (August 2022).

The report provides an opportunity to consider work planned, and the objectives for
the year ahead.

The Trust's Statement and Policy on Health and Safety (RMO01) reviewed in year
demonstrates a clear organisational structure for the management of health and
safety. It demonstrates how the Board of Directors discharges its s tatutory obligations
and ensures the identification of control measures to suitably reduce health, safety,
security and ligature risks so far as is reasonably practicable and as required by the:
» Health and Safety at Work Act 1974
* Management of Health and Safety at Work Regulations 1992

» Workplace (Health, Safety and Welfare) Regulations 1992

3.0 OVERVIEW

Overview of Legal Compliance
The table below outlines the main health & safety legislation and identifies the

reactive and proactive work that the Trust has carried out in both health & safety and
VAPR.
Legislation Description of Actions/Compliance
Health & Safety at Work Act X Health & Safety Policy  published.
1974 x Violence & Abuse, Prevention and Reduction

Policy published.

x Competent persons in place to guide and
provide advice. 4

X Health, Safety & Security Committee (HSSC)
meet monthly, including bi -monthly H&S and
VAPR reporting.
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Legislation

Description of Actions/Compliance

Management of Health &
Safety at Work Regulations
1999

Health & Safety and VAPR annual report.
General Work Place Risk Assessment (GWPRA)
training for staff (delivered bi-monthly).

Intranet online training material.

Display Screen Equipment
Regulations 1992

DSE self -assessment tool available online,
including occupational health referral process.

Reporting of Injuries,
Diseases and Dangerous
Occurrences Regulations
1995 (RIDDOR)

Suspected RIDDOR incidents are investigated
and if found to meet the threshold, reported to
the HSE.

Findings are shared  with management of the
respective reporting  teams.

RS

Health & Safety Information
for Employees Regulations
(Amendment) 2009, Health &
Safety Consultation with
Employees Regulations 1996
and Safety Representatives
and Safety Committees
Regulations 1977 and Fire
Safety Act 2001

Terms of reference have been reviewed for the
Health, Safety and Security Committee.

Health & Safety Policy has been updated.
Health, Safety and Security Committee meetings
are attended by Managers and Trust Competent
Persons.

Reports on Audits, Action Plan progress, KPls
and Risk Register.

H&S advice and guidance is displayed in
wards/offices where appropriate (including H&S
poster).

H&S Trade union representatives in place.
Fire Safety Officerin  post.

-

Control of Substances
Hazardous to Health 2002,
Electricity at Work
Regulations 1989, Workplace
(Health Safety & Welfare)
Regulations 1992, Provision
and Use of Work Equipment
Regulations 1998, Lifting
Operations and Lifting
Equipment Regulations 1998,
The Control of Noise at Work
Regulations 2005, Control of
Asbestos Regulations 2012
and Personal Protective
Equipment at Work
Regulations 1992

X Regulations are monitored and required
changes are delivered and managed through
the Health, Safety and Security Committee
specialist groups.

X Subject matter experts are in place to
provide advice and guidance on specialist

matters.

X Premises assurance compliance reviews
undertaken on an annual basis by estates
team.

X Health and Safety advisors involved with
subject matter groups to monitor and advise
where appropriate.

Health & Safety and VAPR Objectives

Objectives for the Corporate H&S and VAPR team are set annually in partnership with
the Health Safety and Security Committee. The objectives for 2023/24 were focused
on the following key work streams:
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Objective

What was achieved

1 | To ensure, as far as reasonably
practicable that EPUT is
compliant with all relevant H&S
legislation.

See legal compliance table above.

2 | To review and update the Health
& Safety policy (RMO01).

The Health & Safety policy RMO1
(version 7) was updated and
published across the Trust on the 18
March 2024. There were no
amendments or changes required.

3 | To create the Violence Abuse
Prevention and Reduction policy
(CPG84).

Version 1 of the Violence Abuse
Prevention and Reduction policy
(CPGB84) was published across the
Trust in August 2023. This policy will
replaces the previous Trust Security
policy (RM09).

4 | To undertake a comprehensive
Health & Safety and Ligature
audit program across the Trust,
to ensure safe working
environments for both staff and
patients.

45 annual (12 -month) ligature
inspections, 45 bi  -annual (6 month)
ligature inspections and 108 health &
safety inspections have taken place
between in the peri  od. The total
number of sites requiring ligature
audits is 45 and for the period the
total number of sites requiring health
& safety audits was 108, therefore the
program was 100% complete.

5 | Review of the Trust
environmental ligature inspection
policy and tool.

Updates were made to the existing
tool, to ensure clear distinction
between general maintenance and
breaches and to further enhance
environment standards. This process
monitored as part of continuous
improvement via the monthly Ligature
Risk Reduction Group (LRRG).

6 | Improving the method for
monitoring compliance with the
General Workplace Risk

Assessments (GWPRA) process.

A comprehensive central General
Workplace Risk Assessments
(GWPRA) register was created,
identifying which departments have
risk assessments and when these are
due for renewal.

7 | Retender the lone worker device
contract and enhancing
processes for the return of
devices no longer in use.

The existing contract was renewed
for 12 months. Recall of existing
devices not in use continues, enabling

better distribution in required areas.
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staff and managers on the
General Workplace Risk
Assessments (GWPRA) process,
as part of the Management
Development Program (MDP).

department within the Trust offers a
Management Development Program
(MDP), which provides training to
managers of the correct process for
undergoing a General Workplace Risk
Assessments (GWPRA). This is
delivered by members of the
H&S/VAPR team and is undertaken on
a pre -scheduled basis.

Objective What was achieved
8 | Provide more readily available As a consequence of staff capacity
information and advice via (vacancies) not been achievable.
redesigned intranet pages. There is existing data and information
available online, including established
routes for staff to seek H&S or VAPR
advice if required. Updating the
intranet page will be an objective for
2024/2025.
9 | Implementation of  and work The Violence, Prevention, Reduction
towards, continued delivery Strategy (VPRS) was developed in
against the Violence, Prevention, 2021 by NHS England and every Trust
Reduction Strategy (VPRS). IS required to achieve continued
compliance with this standard. EPUT
have implemented this standard and
continue to work towards achieving d
full adherence. . As of April 2024 the
Trust have achieved 60.7% with work
ongoing.
10 | Make effective changes to the This action forms part of the Violence,
DATIX system for more Prevention and Reduction Strategy
comprehensive reporting or (VPRS). As a consequence of staff
VAPR related incidents, in order capacity (absence) not achieved and
to better quantify data obtained will be an objective for 2024/2025.
to identify patterns or trends.
11 | Continue to support staff The H&S/VAPR team continues to
engaged in violent or abusive provide liaison support for staff
incidents within the work place, between the Trust and law
including the facilitating the enforcement organisations. Working
creation and distribution of Trust closely with Police forces to tackle any .
warning letters. issues or concerns staff may have.
Including creating and distrusting =
Trust warning letters, which are sent
to patients or other  persons who have
engaged staff in either violent or
abuse related incidents.
12 | Continue to provide training to The learning and development
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4.0GOVERNANCE

Core Elements of Managing Health and Safety

Day -to - day management of health and safety is undertaken by the Health &
Safety/VAPR team, in cooperation with care unit, locality managers and all staff
according to their level of responsibility. Effective risk management is completed,
monitored and reviewed by the team, to understand what is currently being done to
resolve issues and if any changes are required.

The Trust Health Safety and Security Committee (HSSC) has responsibility for
developing and monitoring effective systems and processes, which include the
following:

X

Maintain and improve the quality (safety, experience and effectiveness) of Trust
services.

Ensure the Trust remains compliant with all regulatory or legislative

requirements. Including the Trust’s constitution, policies and procedures.
Identify, manage and escalate risks and issues.

Provide assurance that systems are in place internally and ex ternally to manage
risks.

Ensure governance structures of the Trust are appropriate and effective.

Co-ordinate the implementation and management of health, safety and security
and non- clinical risk management across the Trust. The Committee has wide
representation from both operational, support services, as well as receiving
assurance and escalation from the local level Health and Safety/Quality sub-
groups where required.

EPUT has a legal duty to have suitable arrangements in place, in which to manage
health and safety.

This is process is undertaken via the following:

X

X

The Trust's Directorate of Risk and Compliance who provides Leadership and
management

A trained/skilled workforce which is available via the Health & Safety/VAPR
Team, consisting of subject matter experts who possess the appropriate
training and qualifications, in accordance with their role.

Fostering a safety culture, which provides a safe and secure working
environment. Employees are involved in health and safety and security
devel opments through staff representation at the Health Safety & Security
Committee (HSSC), which drives Trust policy and procedure.

Relationships built by the Health & Safety and VAPR Team including thorough

Overall page 138 of 427



CORPORATE HEALTH & SAFETY AND VAPR ANNUAL REPORT 2023/2024

H&S inspections, Ligature inspect ions and General Workplace Risk Assessments
(GWPRA), which are underpinned by the Trust risk profile which is managed
through the Risk Management Assurance Framework.

The Trust's Statement and Policy on Health and Safety (RM01) demonstrates a clear
structure for the management of Health and Safety and how the Board of Directors
fulfils its statutory obligations to ensure that the identification of control measures to
suitably reduce health, safety, security and ligature risks so far as is reasonably
practi cable is in place as required.

Examples of the legislation include:

. Health and Safety at Work Act 1974

. Workplace (Health, Safety, and Welfare) Regulations 1992

. Management of Health and Safety at Work Regulations 1999

. Provision of Use of Work Equipment Regulations 1998

. Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995
. Manual Handling Operations Regulations 1992

. Personal Protective Equipment at Work Regulations 1992

. Health & Safety (Display Screen Equipment) Regulations 1992

Competent Health & Safety Advice:
EPUT is required to fulfil statutory Health & Safety requirements including but not
limited to the Health & Safety at Work Act 1974. As an illustration:

x Section 7 of the Management of Health & Safety at Work Regulations 1 999,
requires the Trust to have access to competent health and safety advice. This
ensures the identification of control measures are in place not only to identify
potential issues, but also to suitably reduce health, safety, security and ligature
risks so far as is reasonably practicable. This is achieved via suitable trained
members of the Health & Safety/VAPR team, who (as part of their role) ensure
that there is a continuous access to competent health and safety advice
throughout the  year.

The Health S afety and Security Committee co -ordinates the implementation and
management of health, safety and security and non- clinical risk management across
EPUT, which has wide representation from both operational and support services with

a representative invited from each area. It receives assurance on health, safety and

security at a local level from the Health and Safety/Quality sub -groups and oversees
improvement plans.

As illustrated in the Health and Safety at Work Act 1974 (HASWA 74), it is the
responsibili ty of every employee within an organisation to take reasonable care for the
health and safety or themselves and others within that place of work.

The H&S/VAPR team leads the management of health and safety. However, all staff
within the Trust remain respo nsible for fostering a safe working culture by way of
maintaining safe working and professional standards; adhering to policies and risk
assessments, engaging with the Trust regarding safety matters, ensuring the

completion of mandatory training (as requir ed within their role), working to a level of
competency and following safe systems of work.
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There is a clear structure for the prevention and reduction of violence and abuse

against Trust staff, via Multi -Agency Resolution meetings, The H ealth Safety and
Security Committee and External Risk Management Board, Integrated Care Board and
Quality Committees and External Essex Crisis Concordat.

Health & Safety (H&S) / Violence Abuse Prevention &
Reduction (VAPR) Team

The Health & Safety VAPR Team are part of the wider Risk and Compliance
Directorate. The team is responsible for providing expert advice and guidance, as well
as being responsible for overseeing Health, Safety and Security requirements.

Due to staffing vacancies, the business continuity plan was enacted, as at March
2024, a recruitment program is underway with a view to enable the team to return to

business as usual within 3 months.
Head of
H&S/VAPH
Ligature Ce
Ordinator
| | | | | | |
H&S/VAPHER H&S/VAPHEE H&S/VAPHEE H&S/VAPHEE H&S/VAPHEE H&S/VAPHEE H&S/VAPR
Advisor Advisor Advisor Advisor Advisor Admin Admin

During 2023/24, members of the team have supported/assisted on projects with the
Estates and Facilities Team, Ligature Risk Reduction Group members, Patient Safety
Advisor and the Capital Projects team to ensure a safe and therapeutic environment,

which is safe for patients and staff.

The team structure is as follows:

The Team continues to maintain professional development and training, for example:

» Therapeutic and Safe Interventions De -escalation (TASI) training completed for
all H&S/VAPR Advisors.

* Intranet pages maintained with existing information and guidance for all staff.
Plans to update and redesign this resource is a priority for 2024/25.

* Restructure d the team to align and support care units and a new Head of
Health and Safety/VAPR recruited and commenced in post.

* Arobust system in place for ensuring H&S inspections are undertaken for each
of our premises every 24 months (or sooner, if required).

» A robust system in place for delivering both 6 and 12 monthly ligature
assessments.

10
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Supported the completion of General Workplace Risk Assessments with
additional training delivered via the Management Development Program (MDP).

Continue to support the use of Body Worn Cameras within clinical
environments, to help deter instances of violence and aggression towards staff.

Ensuring that new staff within the H&S/VAPR team complete the NEBOSH
General Certificate in Occupational Health & Safety. Those staff who remain in
advisor posts either have completed or are in the process or completing this
qualification at the time of this report. Recruitment for vacancies that move in

to 2024/2025 will include individuals who possess required qualificat ions for
their role.
Mental Health First Aider Instructor course

Level 7 — Violence Prevention Reduction Public Health

VPR Level 3 Strategic  Specialists

H&S Policies and Procedures

As outlined above, the Trust's Health and Safety Policy and Statement (RM01) sets
out the structure for managing Health and Safety and how the Board of Directors
discharges its statutory obligations.

To achieve the Management of Health and Safety at Work Regulations (1999) to
control health and safety risks, EPUT has the fo llowing in place required to meet the
legal requirements:

X

Health and Safety  Policy.

General Workplace Risk Assessment and a Risk Management Assurance
Framework as the documents outlining processes for the assessment of the

risks to employees, contractors , Service users, partners, and any other people
who could be affected by activities. These include the requirements to record

the significant findings in writing and provides templates for ‘suitable and
sufficient’ risk assessments. Including arrangements for the effective planning,
organisation, control, monitoring and review of the preventive and protective
measures that come from risk assessment.

A Health and Safety Team providing competent health and safety advice.

General Workplace Risk Assessments a nd risk registers providing employees
with information about the risks in the workplace and how they are protected.

Instruction and training during the induction process for new employees, in how
to recognise risks and implement measures to mitigate these hazards.

Supervision Policy and Procedure, which ensures there is adequate and

11
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appropriate supervision in place.

» Local Quality and Safety Groups providing a focus for consulting with
employees about their risks at work and current preventive and protective
measures.

Ward to Board

The Trust Health Safety and Security reporting has continued through the governance
structure as outlined in Fig 1 below. The Trust Risk Management Framework is used to
escalate risks when appropriate:

Trust Board of Directors Boand Asserance
Framework
Quality Committee Strategic/quporate Risk
Register
Health, Safety and : .
Local Quality and Safety Directorate/Local Risk
Committee Register

5.0 CONTINUOUS LEARNING

Risk Management System

The Risk Management system (DATIX) continues to develop to enhance its
functionality. EPUT uses DATIX for a range of functions including incident reporting,
alerts issued through the Department of Health Central Alerts System (CAS), ligature
actions and Claims, Complaints and PALs.

The DATIX dashboard module continues to be utilised by both clinical and support
staff providing real time access to information and reports to assist in the monitoring
of spec ific types of incidents or areas of concern on a self -service basis.

In January 2024, the National Reporting and Learning System (NRLS) was replaced
with the new Learning from Patient Safety Events system (LFPSE). Incidents that are
reported as affecting  patients are automatically uploaded to LFPSE at the time of
submission prior to any management sign off or review, as opposed to the manual
upload previously required for the NRLS after review/sign off. The DATIX system was
upgraded to facilitate this change and staff communications in preparation for the
launch date, which occurred on the 15 January 2024. Further to this, the training

12
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package has been updated to include this new reporting process.

The LFPSE go live in 2022 was delayed, due to national interfacing software issues
that required rectifying. The Trust launched live with the new system on 15 January
2024.

Health and Safety Incidents
H&S and Security related incidents are reported via the DATIX system, with oversight
by the Trust Health, Safety and Security Committee.

The H&S and VAPR Team reviews all H&S and VAPR incidents to ensure appropriate
actions are taken and identify any lessons learnt. There were 575 health and safety
related incidents reported in 2023/24 (an increas e of 21% when compared to
2022/23).

The increase is seen mainly in the categories marked as ‘unspecified’, which accounts
for 232 incidents. These incidents were not reviewed for re -coding within the 2023/24
period. However, this piece of work will be und ertaken as part of the 2024/25 period.

It is understood that the incorrect categorization has occurred at the initial stages of
completing the DATIX report, by the original user. The reason for this is believed to be

due to users either not searching for the required category correctly, or clicking on the
wrong option by mistake. Both of which are believed to be due to human error.

A review was carried out of the category choice * unspecified’ and was found not to
be required, as there were suitable alternatives that should be used in its place.
Therefore, in January 2024, this option was removed from the available choices, thus

eliminating further miss - categorization of DATIX incidents.

The 232 incidents that were categorized as ‘unspecified’ are in the process of being
reviewed and re -allocated correctly.

The tables below details health and safety incident data and trends and themes during
the financial year;

13
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Health & Safetylncidentsby month
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Needle and Sharp Related Injuries
There were a reported 55 incidents of needle and sharp related injuries across the

Trust within the reporting period. This compares to 63 incidents reported during
2022/23.

Under the Health and Safety (Sharp Instruments in Healthcare) Regulations 2013 , all
organisations are required by law to ensure that the risks from sharp injuries are
adequately assessed and appropriate control measures are in place.

Needle and sharp injuries are monitored by the Trust Infection Prevention and Control
Team and support provided to staff via Occupational Health. It continues to be the
responsibility of all staff to report any blood or bodily fluid contamination injuries to
the occupational health provider immediately, using the specialist helpline. This
service is available 24hrs a day, 7 days a week.

Measures to avoid occupational exposure to blood borne viruses including prevention
of sharps injuries must include; the safe handling and disposal of sharps. This includes
the provision of medical devices that incorporate sharps protection where there are
clear indications that they will provide safe systems of working for staff. This is a
requirement of the ‘Code of Practi ce on the prevention & control of infections’ and
‘Sharps Instruments in Healthcare Regulations 2013'.

In the event of a sharps related injury, a DATIX report is required and an investigator

will be assigned (clinical manager) to undertake an investigatio n into the incident to
obtain a clear understanding of the circumstances, what led to this incident and any

changes that be required as part of future learning. A review of any existing General

Work Place Risk Assessment (GWPRA) is be undertaken by the inv estigator to ensure
that any mitigation factors have been followed in accordance with the assessment. If

it has and the incident has still occurred they will offer support by the H&S/VAPR team

to help identify why this has occurred and include further miti gating factors to prevent
future incidents. If the process has not been followed, then a review of the actions

taken by the injured party (including their reasoning as to why they took those

actions) will be reviewed by the department undertaking the inves tigation.

The H&S/VAPR team report sharps related injuries to the Health, Safety and Security
Committee (HSSC), who have oversight of the incident and discuss any actions taken

by the respective departments involved within that forum, to ensure that suitable
actions are being taken in line with legislative requirements.

14
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Needle & Sharp Injury Incidents by Care Unit 202
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Moving and Handling Injuries

There were 702 incidents relating to moving and handling within the reporting period,
compared to 2245 during 2022/23, which is an overall reduction of moving and
handling incidents by 68.7%

The majority of overall incidents that have occurred in 2023/24, have been within
‘inpatient and urgent care’ settings (45.9%) and ‘specialist services’ settings (46.4%),
which accounts for 92.3% of all the moving and handling incidents during 2023/24.
This decrease is in part due to incidents involving restraint previously being copied by
the DATIX team under the Moving & Handling category, to reflect the patient safety
aspect for NRLS (National Reporting Learning System) reporting purposes. This
proces s was discontinued during 2023/24 following the transition to LFPSE (Learning
from Patient Safety Events) which accounts for the significant reduction in incidents
year on yeatr.

The data reflects that the majority of patient restraint related incidents oc cur within a
clincial inpatient setting, which is supported by Therapeutic and Safe Interventions
De-escalation (TASID) training, which provides front line clinical staff with suitable

and sufficient training to deal with volatile patients safely.

Moving & Handling Incidentsy Care Unit 2023/2

350 322 326

300

250

200

150

100

0 — | —
Inpatientand  Specialist Community Community Community Corporate/
UrgentCare Services  Delivery Mid Delivery North Delivery West Busirlgsis
and South Esse: Esse:
Essex
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Control of Substances Hazardous to Health (COSHH)

As per the Control of Substances Hazardous to Health Regulations 2002, both
employers and employees have a responsibility manage the health risks associated
with the handling of hazardous substances within the work place.

During 2023/24, there were 4 COSHH Management related incidents within the
reporting period. This compares to 18 incidents recorded during 2022/23, which i sa
decrease of 77.7%.

The findings of COSHH management related incidents are reported to the Health,
Safety and Security Committee (HSSC). The 4 incidents reported during 2023/24 have
all related to hazardous chemical related materials being left unattended; however,
none of these have resulted in a patient or member of staff receiving any related
injuries. The outcomes have resulted in further staff training to resolve the issues.

COSHH Management Incidents by Care Unit 20:

3
2
2
1 1
1 I I
0
Specialist Servic Community DeliveryVestEssex Corporate / Businedsdnits
Safety Alerts

The DATIX team reviews Safety Alerts issued via the Central Alerting System (CAS)
and creates an internal alert on the DATIX Safety Alert module. The Trust has
nominated Central Alert System Liaison Officer (CASLO), whose role is to review and
respond to the alert via the DATIX system, advising if relevant to any Trust services
or if any action is required.

This process include s input from specialist leads, such as Pharmacy and the Medical
Devices Safety Officer (MDSO) where appropriate.

Alerts relevant to EPUT are cascaded for action across the Trust and responses
provided as required via DATIX within specified timescales. These are added to the
Trust intranet page for all staff to review as required.

Once the actions are complete or the alert is assessed as not being relevant to EPUT
services, the alert will be signed off as complete on the CAS online portal by the
CASLO. Where assessed appropriate alerts are added to the Trust Risk Register.

The Trust responded to all relevant alerts issued during 2023/24.

16
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Below is the list of alerts received in the period.

Reference Alert Title Originated By Issue Date Status Response

NatPSA/2024 | Shortage of salbutamol . .

JOO3/DHSC_ | 2.5mg/2.5ml and 5mg/2.5ml ga‘;’ga' Patient Safety Alert-| - »g/0515024 | Issued Action Completed

MVA nebuliser liquid unitose vials.

NatPSA/2024| Shortage of GI-B receptor National Patient Safety Alert - .

J001/DHSC | agonists (GL2 RA) update. | DHSC 03/01/2024 | Issued Action Completed
Potential for inappropriate

NatPSA/2023| dosing of insulin when National Patient Safety Alert - .

/016/DHSC | switching insulin degludec | DHSC 08/12/2023 | Issued Action Completed
(Tresiba) products.
Potential contamination of - .

NatPSA/2023 somecarbomercontaining National Patient Safety Alert - 07/12/2023 | Issued Action Completed

/015/UKHSA - UKHSA
lubricating eye products.
Shortage of methylphenidate

NatPSA/2023| prolongedrelease capsules NationalPatient Safety Alert - .

/011/DHSC and tablets, lisdexamfetamine| DHSC 27109/2023 | Issued Action Completed
capsules.
Medical beds, trolleys, bed

NatPSA/2023| rails, bed grab handles and National Patient Safety Alert - .

/010/MHRA lateral turning devices: risk of | MHRA 31/08/2023 | Issued ActionCompleted
death.

NatPSA/2023 Potent synthetic opioids National Patient Safety Alert

J0O9/OHID implicated in heroin overdoses| Office for Health Improvement| 26/07/2023 | Issued Action Completed
and deaths. and Disparities

NatPSA/2023| Shortage ofSLP1 receptor National Patient Safety Alert .

J008/DHSC agonists. DHSC 18/07/2023 | Issued Action Completed
Potential risk of underdosing . .

%%?/3?4@%23 with calcium gluconate in l\N/Iaglgzal Patient Safety Alert - 27/06/2023 | Issued Action Completed
severe hyperkalaemia.

NatPSA/2023| Shortage of pyridostigmine National Patient Safety Alert .

J006/DHSC 60mg tablets. DHSC 24/05/2023 | Issued Action Completed
Recall of Emerade 500 . .

NatPSA/2023| 1o 0rams and Emerade 300 National Patient Safety Alert-| /0615003 | |ssyed Action Completed

/004/MHRA . L MHRA
micrograms autdnjectors.
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6.0 ENHANCING ENVIRONMENTS

The Health & Safety team have supported the Capital Projects programme through the
provision of expert advice and support with refurbishment and improvement works
within EPUT ensuring health and safety is at the forefront of any works including:

. Refurbishment of Woodlea  Clinic

. Oxygen Cylinder relocation at the Lakes
. Refurbishment of Hadleigh Unit

. Refurbishment of  Brockfield

/.0CULTURE

The Trust has continued to deliver a programme of H&S/VAPR training including:

* Management Development Programme — General Workplace Risk Assessment
Module

» Live learning sessions for General Workplace Risk Assessments

e Body Worn Camera training and ad -hoc support

* Fitfor work (Mandatory)

"
2 p

[y

Wl

¥
N i s‘\
| i
| ™ | A
| ]

The Management Development Programme has continued throughout the reporting
period with 617 staff enrolled in the programme. During this reporting period, the
H&S/VAPR team delivered 11 sessions to train managers in ‘how’ to undertake a
General Work Place Risk Assessment (GWPRA).

As part of the Trust culture of learning the H&S Team have continued to collaborate

with the Compliance Team by visiting all MH inpatient wards 6 months post- annual
ligature inspection to provide coaching on ligature management and awareness; this

is evidential to empowering staff to manage their ligature risks and share learning and

good practice.

The H&S/VAPR team have continued to engage with staff holding 320 drop in clinics

and regul ar attendance for supporting with Body Worn Cameras, Lone Worker Devices
and to support with violence and aggression incidents.

18
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8.0 INNOVATION

The Trust has reviewed its progress against the Violence Prevention Reduction
Standards (VPRS), which consists of 56 key performance indicators (KPI's), of which
the Trust fully meets 33 indicators. This review included the development of a
comprehensive plan outlining the requirements of all 56 indicators, detailing what

work has been undertaken and next steps.

The use of body worn cameras has continued within ward settings, capturing visual
and audible recording of any criminal activity, which may be used as evidence for
external criminal investigations where required.

At the end of the 2023/24 p eriod, the H&S/VAPR team reviewed the Environmental
Ligature Policy and working tool, making improvements, which have included adding a
fluidity to the renewal date of any inspections, to provide a contingency to avoid

missing rigid deadlines. In 2024/25, the working tool will be translated into an
automated reporting tool online for ligature inspections, using the audit software

called Tenable.

In 2023/24, the two teams were restructured to develop all individuals to be dual
trained in both H&S and VAPR (  in line with the organisational change policy). This
provided for clearer business partnering with the care units and offered greater access
to support and advice. For 2024/25, the service is transitioning to this new structure
with staff being support through appropriate training programmes and mentoring.

9.0 CORE ACTIVITIES

Ligature Inspections

The Trust has a Ligature Risk Reduction Group (LRRG) in place, which has an
overview of the ligature work streams and requirements; the Group meets on a

monthly basis and is a sub- committee of the HSSC. Membership includes the Chief
Operating Officer and Deputy CEO (Chair), Director of Mental Health (Deputy Chair),
Director of Compliance & Risk, Estates representatives, the Ligature coordinator and
Senior Leads f rom Clinical Services.

The Trust also has an Estates Group that have an agreed risk stratification and
prioritisation program to ensure that projects are achieved. These Groups work
collaboratively and have supported the following implementation programs:

. Ligature risk assessment and management policy and procedure.
. Ligature awareness eLearning program.

. Risk Stratification.

. Related ligature safety alert(s) compliance.

LRRG make recommendations for patient safety work and agree standards in line with
policy.
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The Health and Safety Team hold the responsibility for facilitation of the annual

environmental ligature inspection program covering all Mental Health inpatient wards.

A multidisciplinary team made up of H&S Advisor, Estates and the ward manager or

Charge Nurse undertake each Ligature Risk Assessment. The purpose of having this

approach is to ensure that all factors are considered, not only from the H&S

perspective, but also from an Estates point of view. This is to ensure that any

potential issues that fall outside of the ligature process can be rectified. For example,

fire or water safety issues, electrical faults, gas risks, ventilation issues etc., to ensure

that they are in line with measures outlined within the Health Technica | Memorandum
(HTM).

Additional considerations include any discovery of asbestos related materials, correct
working practices of sub  -contractors whilst at the site, as well as the safety of the
patients during this work.

As part of the ligature inspections, the teams experience some of the more
challenging behavior of patients towards staff and the negative effects it can have on
staff morale. In these circumstances, advice is given regarding next potential steps
from a VAPR perspective, as well the benefits of occupational health referrals.

An outcome report is shared with all parties for agreement and includes action
identification, monitored to completion by the Ligature Risk Reduction Group (LRRG).
Closing of actions within set timescales has been an area of focus in 2023/24 with
joint work between the Health and Safety and Estates teams to improve process.

In addition to annual visits a program of follow- up support visits (6 months after
inspection) have been undertaken. The support visit is led by a senior clinical lead and
focuses on both clinical and non- clinical ligature risks.

There have been 46 full annual ligature inspections completed between 1 April 2023
and 31 March 2024 with all relevant six monthly reviews completed in line with the
inspection schedule program.

The Trust continues to regularly review and develop agreed risk reduced
environmental standards based on both internal and national learning, including
national Safety Alerts. The standards inform the Ligature Risk Assessm ent
Inspections, investment and patient safety improvement program and are overseen
by the Ligature Risk Reduction Group.

In addition to the above, the Trusts ligature risk assessment tool has been reviewed in
year with improvements and recommendations approved by both HSSC and LRRG. 38
sixed -ligature points were identified through the risk assessment process in the
reporting period and proactively managed.

General Workplace Risk Assessments (GWPRA)

All services are asked to undertake a General Workplace Risk Assessment (GWRA),
which is updated regularly or as new risks are identified. The Health & Safety/VAPR

Team continues to support staff with the completion of their GWRA and these have

been included in an exemplar Risk Assessment document.
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Health and Safety Inspections

The procedure and process for conducting Health and Safety is included in the Health
and Safety Policy. Health and Safety inspections are conducted every 24 months;
there is no longer a tiered system as there is no legislative timeframe/requirement for
H&S inspections to be conducted every 12 months and the H&S team has authority to
enter any premise without restriction.

The team have completed 108 Health and Safety inspections between 01 April 2023
and 31 March 2024completing all the required inspections during this period, in line
with Trust policy.

VAPR Clinics / Visits

The Violence and Abuse Prevention and Reduction Team (VAPR) implemented an
increased program of visits with a commitment to engage with staff from both
inpatient and community teams and ensure awareness of the support the team offer.

The team completed 320 visits across the Trust to offer support and guidance to staff
in the event that they are a victim of violence and aggression, with these clinics being
supported by Essex Police and our TASI training team.

Violence Prevention Reduction Standard (VPRS)

NHS England’s Violence Prevention & Reduction Standard (VPRS) were introduced in
January 2021. The Trust has continued to work towards achieving these standards
fully.

The standard is made up of 56 key performance indicators (KPI's), of which the Trust
meets 33 indicators. As of April 2024, the Trusts overall achievement sits at 58.9%.
Plans are in place to achieve 90% within 2024 by achieving the following:

x Approval of a revised VAPR  Strategy

x Developing incident -reporting capture through Datix to reflect types of incidents
related to VPRS.

Within the Essex Partnership University Trust, the ‘board level (director)’ designated
to manage the Violence Prevention & Reduction work stream is identified as: The
Executive Chief Finance and Resource Officer).

The following is a breakdown of the Trust’'s achievement within each of the individual
areas:

There are 14 areas within the ‘PLAN’ There are 11 areas within the “DO’
section of the standards, of which the section of the standards, of which the
Trust has achieved in 10 Trust has achieved in 7
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There are 12 areas within the “CHECK’ There are 19 areas within the ‘ACT
section of the standards, of which the section of the standards, of which the
Trust has achieved in 4 Trust has achieved in 12

Body Worn Cameras

Body worn cameras (BWCs) are used in mental health wards, Health Based Place of

Safety suites (HBPoS), mental health liaison teams, and the Mental Health Urgent Care
Department. As of the end of 2023/24, a total of 252 BWC's are in use, compared with
the 214 the previous  year.

During the period there have been 2758 DATIX incidents with related BWC footage
saved, compared to 1321 incidents from the previous 2022/23 year.

DATIX shows the types of incidents that staff utilized BWC'’s for varies, however the
highest use for the cameras relate to incidents of self-harm, physical assault, anti-social
behavior, clinical care, abscond, damage to property and racial abuse.

Body Worn Camera’s used by staff in situational conflicts, continue to enhance
preventative measures and support any potential criminal actions that can be
pursued.

Lone W orker Devices

The VAPR team currently maintain the lone worker device management. Devices are

allocated to individual staff members in the community, staff members who have been

subjected to threats or those who have a raised risk to their personal safety . To date
the Trust have 1750 registered devices, which is an increase on the last reporting period
(1688).

The Trust commenced a contract with the current LWD provider in 2019 for a 1000
devices for a period of three years. The contract being extended for a further two years
due to a successful joint working partnership. In September 2022, an additional number
of devices were purchased which would run concurrently with the other contract. The

LWD contract expires on the 30 June 2024, this was renewed wi th the existing vendor
for 12 months. During which time the Trust will explore what alternative solutions are
available and it is meets the needs of the organisation.

During the reporting period, there have been 3 emergency ‘red alert’ calls. The
red alerts were as detailed below:

x On 6 January 2024, whereby a staff member was escorting patient on
leave who became aggressive and absconded, police contacted and
dispatched to ward.

X On the 31 January 2024, whereby a staff member activated device for
self-harm incident on arrival at patients home, ambulance called who
advised contact with police due to self -harm with knife. Police contacted
and established no threat or danger to staff member. Arrangements made
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with the family to attend to take patient to hospital due to ETA for
ambulance.

X On the 14 February 2024, whereby a staff member requested police
assistance due to a missing patient. Police attended.

None of the above incidents resulted in harm.

During the reporting period, the number of devices not in use has increased with
new reporting established to ensure Care Units are aware of how many devices

they have allocated not in use. All devices no longer required are returned to
the VAPR Team for reallocated.

Assaults on Staff

The VAPR Team monitor incidents of assaults on staff and seek to support staff

following such incidents. The Health Safety and Security Committee has oversight of
this activity.

The graphs below gives figures for physical assault data, both for injury and non-

injury incidents, over the last 6 years. The graph shows the reported spike in non-

injury assaults in the last reporting year. The causes for this relate to various impact
factors, ho wever the ‘non -injury’ data also includes the following figures of verbal and

racial abuse towards staff from patients:
x 1539 reports of verbal abuse towards staff
X 384 reports of racial abuse towards staff

PHYSICAL ASSAULT DATA
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The graph below details the number of warning letters (previously known as zero
tolerance letters) over the last 5 years. There are three types of letter issued: first
warning, second warning and a behavioral agreement.

It is believed that the increased figures since 2020/21 are due to the promotion of the
letters as an  option to hold people to account for violence and abuse against staff.

The warning letters are requested by the ward/team affected following submitting a

DATIX incident report. The above figures show that a larger amount of first warning

letters are issued than any other, which could give an indication that the letters do serve
a purpose in supporting our staff and holding the persons responsible to account.

The chart below shows the number of warning letters/behavioral contracts issued in
2023/24.

Issued warning letters
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Police Engagement

The VAPR team have been liaising with various departments within Essex Police over
the period. Excellent working relationships are being forged with the local single
points of contact within the North, Mid, West and South of Essex. Steps are being
made to work with Bedfordshire Police to undertake the same work in the area. Each
of these areas have a dedicated Inspector and Police Constable to advise and assist
EPUT with police matters/investigations.

The VAPR team chair monthly meetings for EPUT and Essex Police Management to
discuss concerns of issues raised on a local level to problem solve, identify, and mitigate
risks at a lower more immediate level.

In addition, present at the local meetings is a representative from the Police control
room, this is to allow police or EPUT staff to raise any concerns about emergency or

non -emergency calls in regards to EPUT sites.

At the beginning of 2023, Essex Police have committed officers to a newly formed
mental health strategic department. The purpose of this team is to
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x Bridge the gap between the Police and partner agencies regarding mental health
Policies and procedures in order to ensure they are collaborative and fit for
purpose.

x They aim to assist in highlighting and identifying high harm and high- risk
individuals in order to ensure that all partner agencies and relevant stakeholders
have a working plan in place in order to identify, monitor and prevent/reduce
risk.

X They assist with training regarding mental health matters to ensure officers, staff
and ourselves are kept up to date with the latest updates in law, policy and
notable news events that may highlight learning points for us all in ongoing
development.

X They research and identify best practice from other Police Forces and NHS Trusts
around the UK to learn, share and implement in order to continually enhance our
service delivery.

x They collate data regarding Section 136/135 detentions before forwarding to the
Home Office as part of the required reporting process for National Statistics

purposes.
X They reduce the volume and time spent on s136 detentions, through diversion,
data tracking and escal  ation to improve the service to those in crisis.

X They collate data on behalf of the Coroner regarding sudden deaths reported as
suspected suicides to identify trends, areas of concern and learning to aid in
prevention purposes and to share with our partners.

X They aim to reduce the level of violence within health care settings through the
nationally recognised Operation Cavell, through training, communication and dip
sampling of investigations.

x Improve information sharing between agencies.
x Understand the victim and suspect experience for those suffering mental health
through the criminal justice system.

X ldentify projects to research and implement ensuring we are providing best
practice and a professional service from Essex Police to service users, partners
and relevant stakeholders.

10.0 RIDDOR

The legislative requirement to report any injuries, diseases or dangerous occurrences
that meet the reporting criteria, is set under The Reporting of Injuries, Diseases
and Dangerous Occurrences Regulations 1995 (RIDDOR).

This process ensures that the Trust remains legally compliant by reporting any
incident that falls within the parameters of the RIDDOR framework to the Health and
Safety Executive (HSE). Reportable incidents can involve both patients and/or staff,
depending on the circumstances.

If an incident is believed to be reportable under the RIDDOR criteria, the current

process requires that a DATIX incident be created outlining the circumstances of what
took place, including why this is believed to meet the RIDDOR criteria. Once this is
achieved, the H&S/VAPR team will undertake an investigation to confirm if this meets

the RIDDOR criteria. If it does, then they will report this directly to the Health Safety
Executive (HSE) and update the DATIX report wi th the required reference number.
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During this reporting period, there have been 40 reported incidents that have met the

RIDDOR criteria; each of these has been reported to the HSE. A breakdown of these

incidents are listed in the table below.

11.0 INDEPENDENT ASSURANCE

EPUT recognises the requirement for the effective management of health and safety

and part of the effective management is assessing if we are doing what is required, to

maintain and manage legislative compliance.

The T rust's internal auditors, carry out annual internal audits to test policy compliance

at ward level, this tests adherence to policies at service level. The Audit Committee

monitors recommendations and follow up actions.

Glossary of Terms

VAPR Violence, Ab use, Prevention and Reduction

SWOT Strengths, Weaknesses, Opportunities and Threats

PDCA Plan, Do, Check, Act process

BWC Body Worn Camera

PICU Psychiatric Intensive Care Unit

GDPR General Data Protection Regulation

LWD Lone Worker Device

RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences
Regulation

WRES Workforce Race Equality Standard

WDES Workforce Disability Equality Standard
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BOARD OF DIRECTORS

SUMMARY REPORT

Report T itle:

PART 1 2 October 2024

Safeguarding Annual Report 2023-2024

Executive / Non-Executive Lead /
Committee Lead :

Ann Sheridan, Executive Nurse

Report Author(s):

Tendayi Musundire, Deputy Director of Nursing for
Safeguarding & MHA

Report discussed previously at:

MHA & Safeguarding Sub-Committee, Safety of Care Group
and Quality Committee

Level of Assurance:

Level 1

\ | Level 2 |3 |Level3 |

Risk Assessment of Report
Summary of risks highlighted in this report

Note: within year CRR99 featured in the Corporate Risk
Register within the Board Assurance Framework.

Which of the Strategic risk(s) does this report
relates to:

SR1 Safety

SR2 People (workforce)

SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)?

Yes

Are you recommending a new risk for the EPUT
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

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

Are you requesting approval of financial / other
resources within the paper?

No

If Yes, confirm that you have had sign off from
the relevant functions (e.g. Finance, Estates
etc.) and the Executive Director with SRO
function accountability.

This report provides the Board of Directors with

partner agencies and professionals and outlines

The Board of Directors is asked to:

Purpose of the Report

of children, young people and adults is considered to be core business and is
a shared responsibility with the need for effective joint working between

service is performing and promoting best practice.
Recommendations /Action Required

1. Note the contents of the report, the improvements made during 2023/24 and the quality
improvement priority areas for implementation during 2024/25.

2. Approve the report and agree publication.

Area Who When
Executive
Director
Finance
Estates

Other

assurance that safeguarding | Approval
Discussion

Information

3
3

how the Safeguarding

Page 1 of 3
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Summary of Key Points

x 2023/24 has seen a continuation of the strengthening and improvement of the arrangements in
place within the Trust to safeguard our most vulnerable patients.

x Safeguarding training meets the national standards as identified in the Intercollegiate
Guidance 2019 (children) and the RCN Intercollegiate Guidance 2018 (Adults).

X The report provides a breakdown of activity by the safeguarding team during 2023/2024.

Relationship to Trust Strategic ~ Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
S0O4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

WWww

1: We care 3
2: We learn 3
3: We empower 3

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:
Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan 3
& Objectives

Data quality issues

Involvement of Service Users/ Healthwatch

Communication and consultation with stakeholders  required
Service impact/health improvementg ains 3
Financial i mplications :

Capital £
Revenue £
Non Recurrent £
Governance implications 3
Impact on patient safety/quality 3
Impact on equality and diversity 3
Equality Impact Assessment (EIA) Completed | YESINO | If YES, EIA Score
MARAC | Multi-Agency Risk Assessment ICB Integrated Care Board
Conferences
MAPPA | Multi-Agency Public Protection SuU Service User
Arrangements
MHA Mental Health Act MDT Multi-Disciplinary Team
LADO Local Authority Designated Officer SAR Safeguarding Adult Review
SAB Safeguarding Adults Board DHR Domestic Homicide Review
CMHT Community Mental Health Team LAC Looked After Children
RHA Review Health Assessments MCA Mental Capacity Act
DolLs Deprivation of Liberty Safeguards LPS Liberty Protection Safeguards
DA Domestic Abuse CSPR | Child Safeguarding Practice Review
EHCP Education, Health Care Plan HEF Health Executive Forum
ICS Integrated Care System MACE | Missing and Child Exploitation in Essex
SEND Special Educational Needs SET Southend, Essex and Thurrock
Page 2 of 3
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SETDAB

Southend, Essex and Thurrock
Domestic Abuse Board

STP

Sustainability and Transformation Plan

Supporting Reports and/or Appendices

Attached report

Ann Sheridan
Executive Nurse

Executive/ Non -Executive Lead / Committee Lead: |
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7KLV UHSRUW LV DQ RSSRUWXQLW\ WR UHIOHFW RQ RXU VDIHJXDUGLQJ ZRUN RYHU WKH ODV\
DKHDG WR WKH SULRULWLHY ZH KDYH VHW RXUVHOYHV IRU WKH FRPLQJ \HDU

6DIHIXDUGLQJ FKLOGUHQ DQG DGXOWV LV DW WKH KHDUW RI HYHU\ VHUYLFH ZH SURYLGH =+ F
FRPPLWWHG WR WKH VDIHJXDUGLQJ DJHQGD DQG VWULYH FRQWLQXRXVO\ WR HQVXUH SHRSO
IURP KDUP 6DIHJXDUGLQJ LV HYHU\RQHYVY UHVSRQVLELOLW\ DQG LW LV YLWDO WKDW ZH FRQ
DGYLFH DQG WUDLQLQJ WR FROOHDJXHV ZRUNLQJ DFURVV DOO DUHDV RI WKH RUJDQLVDWLR
LQIRUPDWLRQ EHWZHHQ WKH 6DIHIXDUGLQJ DQG FOLQLFDO WHDPV SURYLGLQJ VSHFLDOLVW

'XULQJ WKH \HDU ZH KHOG RXU ILUVW HYHU VDIHJXDUGLQJ FRQIHUHQFH DWWHQGHG E\ RYH!I
1+6 (QJODQG DQG ORFDO DQG UHJLRQDO SDUWQHUV $W WKH FRQIHUHQFH ZH ODXQFKHG RX!
OLQH KDYLQJ UHFHQWO\ EHFRPH D VLJQDWRU\ RI WKH QHZ 1+6 6H[XDO 6DIHW\ &KDUWHU DV
SDWLHQW VDIHW\ 2WKHU LQQRYDWLRQV GXULQJ WKH \HDU LQFOXGHG RXU QHZ GRPHVWLF DE
FRPPLWPHQW WR EUHDNLQJ WKH F\FOH Rl GRPHVWLF DEXVH UHFRJQLVHG E\ WKH FRXQW\ZLG
3DUWQHUVKLS ZRUNLQJ FRQWLQXHV WR EH LQFUHGLEO\ YDOXDEOH WKH LPSRUWDQFH RI ZR
KHOS NHHS SHRSOH VDIH FDQQRW EH HPSKDVLVHG HQRXJK

/IRRNLQJ DKHDG WR WKH FRPLQJ \HDU VDIHW\ UHPDLQV RXU DEVROXWH SULRULW\ DQG VDIHJ
SURYLGH VDIH KLJK TXDOLW\ FDUH %\ GHOLYHULQJ DQG PDLQWDLQLQJ WKH KLIJKHVW SRVVL
HYHU\RQH ZKR QHHGV RXU KHOS , KRSH WKH LQIRUPDWLRQ LQFOXGHG LQ WKLV UHSRUW GHF
ZLWKLQ WKH 6DIHIJIXDUGLQJ WHDP DQG DFURVV WKH 7UXVW WR GR MXVW WKDW
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7KH WHDP KDV DGRSWHG D 3:KROH )DPLO\" SKLORVRSK\ DQG DUH SURYLGL
VDIHIXDUGLQJ SURYLVLRQ ZKLFK LV IDFLOLWDWHG E\ MRLQW PHH.WLQJV

DV S5HILVWHL
R F4B-0_:RUN
QJ DGGLV

7KH WHDP FRQVLVWY RI D YDULHW\ RI SURIHVVLRQDO
*HQHUDO DQG OHQWDO +HDOWK 1XUVHV +HDOWK 9L
OLGZLYHY DQG DQ 2FFXSDWLRQDO 7KHUDSLVW DOO
HI[ISHUWLVH WR WKH VHUYLFH

Ix F
158
R| ZKRP

/KH QWHJUDWHG DGXOWY DQG FKLOGUHQYV VDIHJ ( : UD\
V\VWHP EHWZHHQ WKH KRXUV RI ORQGD\ WR U
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601 HI XDLAQ) 6HYMEH3DWZ D,

7KH GLDJUDP EHORZ GHPRQVWUDWHY WKH UHSRUWLQJ SDWKZD\ IRU WKF

7KH 7 UKDV LREXVWMHSRUAQD A WHP V 1Q S@FH Z KIFK HQVXUHV VIKH 7 UMARRDUG DQG DWRFLDWAG
FRP P LMMHV DUH XSGDWG LHI X@UWD RQ VDIHI XDUGEQJ SHURW DQFH VWHQG DODOMWY DQG TXDAN IWXHV

7KH 7 UG DIHI XDUGELQ) 6 HUYLEH SURYLGHV UHI X@U UHSRUN |RUVKH / RFDO
SXWRUW , QWAJ LDVAG &DUH JIRXS ,&% DQG 1+6 ( QI @QG
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OAMCHWBXSSRW

7TKH %XVLQHVV 6XSSRUW 6DIHIJXDUGLQJ 7HDP SURYLGH VHFUHWDULDO DQG DGPLQLVWUDWLY
DGPLQLVWHU WKH p'XW\ /LQHY D VLQJOH SRLQW RI DFFHVV QXPEHU HPDLO ZKLFK IHHGV LC
ZRUNIORZ RI HQTXLUHVY DV WR ZKHWKHU WKH DGXOW FKLOG LV RSHQ WR RXU VHFRQGDU\ OH:

6RFLDO :RUNHL 3ROLFH 6RFLDO &DUH 7H /$ %XVLQHVV 6XSSR

JROORZLQJ WULDJH IURP WKH GXW\ FOLQLFLDQ %XVLQHVV 6XSSRUW DGPLQLVWHU WKH VDIH
IXUWKHU DFWLRQ RU SURJUHVVLRQ DUH UHTXLUHG WR EH FRPPXQLFDWHG %XVLQHVYV 6XSSFK
SURYLVLRQ RI PDQGDWRU\ LQIRUPDO DQG JURXS VDIHIJXDUGLQJ VXSHUYLVLRQ IRU SUDFWLYV

7KH $GPLQLVWUDWRUY DOVR VXSSRUW WKH FKLOG GHDWK UHYLHZ SURFHVV E\ QRWLI\LQJ VI
QRWLILFDWLRQ ZLWKLQ (VVH[ LQ WKH RUJDQLVDWLRQ VR WKDW WKH\ FDQ LGHQWLI\ WKH UF
FKLOGTV FDUH

%XVLQHVYV 6 XSSRUW UHFHLYH GLVVHPLQDWH DQG PDQDJH WKH 6DIHIXDUGLQJ &KLOGUHQ LC
UHTXHVWHG IURP

'RPHVWLF DEXVH QRYV &KLOG SURWHFWLRQ OLQXW &KLOGUHQTV 6RFI /1$'2
IDWLRQDO &ULPH (VVH[ 3ROLFH SUHYHQW (QTXL 0$5%&
6DIHIXDUGLQJ DGXOW 5H 'RPHVWLF +RPLFLGH 5HYL

7KH 7THDP SURGXFH D PRQWKO\ 6DIHIXDUGLQJ QHZVOHWWHU FRYHULQJ FOLQLFDO WRSLFV L
DGPLQLVWUDWH WKH 6DIHIXDUGLQJ &KDPSLRQV HYHQWYV

%XVLQHVV VXSSRUW KDV EHHQ XQGHU UHYLHZ DQG UHVWUXFWXUH WR HQVXUH WKDW DGPLQ
GHOLYHULQJ RQ VDIHJXDUGLQJ SULRULWLHY DQG WKLV LV H[SHFWHG WR EH LQ SODFH IURP
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EXSHVMRQ

7TKHUH DUH D YDULHW\ RI PRGHOV XVHG ZLWKLQ (387 IRU VDIHIJXDUGLQJ VXSHUYLVLRQ WKH

SRVW FDVH FRQIHUHQFH VXSHUYLVLRQ 7KH VDIHIJIXDUGLQJ FOLQLFDO VSHFLDOLVWYV ZLWKI
VXSHUYLVLRQ DFURVV WKH 7UXVW 7KH\ UHFHLYH VXSHUYLVLRQ LQWHUQDOO\ IURP WKH QDP
WKH QDPHG VDIHIJXDUGLQJ FKLOGUHQYVY QXUVH UHFHLYH WKHLU VXSHUYLVLRQ H[WHUQDOO\
GHVLIQDWH SURIHVVLRQDOV

6 XSHUYLVLRQ HQDEOHV ERWK WKH VXSHUYLUMRUO DG WKHXWVXSHUNRDMHY VERHOKDWDHHIXDUGLC
KDYH RFFXUUHG 7KH SURFHVV RI VDIHIXDUGLQJ VXSHUYLVLRQ LV ERWK HGXFDWLYH DQG VX
H[SORUH WKHLU IHHOLQJVY DERXW WKH ZRUN DQG WKH IDPLSOAR I6WD LI RZLOOZKRH M GEREX BYHQG IV
FDVHV DQG ZLOO EBUQRVFIVIHW/ DRI KROH )DPLO\Y RUJDQLVDWLRQ ZH RIIHU IRUPDO VXSHUYI
&KLOGUHQTY 6HUYLFHV 7KH IUHTXHQF\ RI VXSHUYLVLRQ LV PDSSHG WR WKH UROHV WKDW V
FRYHUV VDIHIXDUGLQJ FRQFHUQV LQ UHJDUG WR ERWK FKLOGUHQ DQG DGXOWYV VDIHJIJXDUGL

&KLOGUHQYY 6HUYLFHYVY DUH H[SHFWHGOGOWR/VRIHIXDUIGKLR IDVXSHUYLVLRQ IUDPHZRUN ZKLFK L°
FRPSOLDQFH $GXOW 6HUYLFHV DFFHVV VXSHUYLVLRQ VHVVLRQV WKURXJK WKHLU OLQN VDII
FRQFHUQVY DV UHTXLUHG LI GXW\ DGYLFH LV QRW FRQVLGHUHG VXIILFLHQW WR PHHW WKH Q
ZLWK PRVW RI WKH VXSHUYLVLRQ FRQWDFW WDNLQJ SODFH YLD OLFURVRIW 7HDPV RU IDFH V
VHWWLQJ

7KH 6DIHIXDUGLQJ 7HDP DOVR RIITHU MRLQW VXSHUYLVLRQ ZKHUH SUDFWLWLRQHUV DFURVYV
DFWLYHO\ HQFRXUDJHG LQ WKH 7UXVW WR VXSSRUW WKH EXLOGLQJ RI NQRZOHGJH DQG VNL
"KROH )DPIERWK DGXOW DQG FKLOGUHQ FRQFHUQV FDQ EH FRQVLGHUHG DQG D SODQ DJUH

%HQHI LW RI 6 XSHUYLVLRQ

7KH EHQHILWYV RI VXSHUYLVLRQ DUH ZHOO GRFXPHQWHG DQG WKH PRGHO DGRSWHG E\ WKH
e« ODQDJHPHQW HQVXULQJ FRPSHWHQW DQG DFFRXQWDEOH SHUIRUPDQFH SUDFWLFH

e (QJDJHPHQW PHGLDWLRQ HQJDJLQJ WKH LQGLYLGXDO ZLWK WKH RUJDQLVDWLRQ

e« ' HYHORSPHQW FRQWLQXLQJ SURIHVVLRQDO GHYHORSPHQW

e« 6XSSRUW VXSSRUWLYH UHVWRUDWLYH IXQFWLRQ
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'QLWLDO LQYROYHPHQW TXH

1 XP EHURI TXHUHV

$YHWDIH QR SHUGD\

0 RO RQ P RQW FKDQIH

%XVLQHVV VXSSRUW UHFHLYH DQ DYHUDJH RI .QRZQ WR VHUYLFH TXHULHV SHU GD\ IURP E

1R NQRZQ WR (387 VHUYLFHV TXHULHV E\ PRQWK
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" XW6\ VP -

7KH VHUYLFH KDV D VDIHI XDUGIQJ GXW W\ WP RSHUDWQJ EHVE HHQ VIKH KRXU/ RI 0 RQGD\ vaHQDs\YLg;chg
VR)UGD\ 7KH GXW W\ WHMP KDV SWRYHG LQYDXXDE®! SWRYIGIQ] D UHI GIPVIYH VSDFH VR GLVFXW

DQG FOUI\ DGX®RU FKIGUHQ VDIHI XDUGELQJ FRQFHLDV DQG VR SLRYIGH VXSSRUMR

SWDPARQHYY RQ QH VWSV 6 DIHI XDUGIQJ VSHFLD@AW SLRYLGH DGYLFH VR RSHUDVIRQDOWDP V/

LQ FDVHV Z KHUH VIKH VDIHI XDUGEIQJ. VKUHVKR@ KDV QRWEHHQ P HW EXWRSHUDMRQDOWDP V

WHTXLWLH J XIGDQFH RQ IRW DUG DPMRQV VR P DQRIH HP HUI LQJ UVNV

7KH VHUYIFH RSHWDWV D MQJ & SRIQWRI DFFHW |RU D@VDIHI XDUGEIQJ P DWALY  Z KIFK KDV WAMHDP @OHG SWIRFHWHV
DQG VXSSRUV WP HO DFFHW VR VSHFIDOWWDIHI XDUGELQJ VXSSRUN

&RUH GXW 1 XQPVIRQV DWH

KHUH D SHUVRQ LV RSHQ WR (387 WULDJH WKH FRQFHUQ DQG FRQILUP LI LW PHHWYV
DQ $OHUW VKDULQJ WKH UHOHYDQW LQIRUPDWLRQ ZLWK WKH WHDP V VXSSRUWLQJ
$VVLVW SUDFWLWLRQHUV WR GHFLGH ZKHWKHU D VDIHIXDUGLQJ FKLOGUHQ UHIHUUDAC
&DUH

SURYLGH DGYLFH DQG VXSSRUW WR FOLQLFDO VWDII UHJDUGLQJ HVFDODWLRQ RI D VI
BURYLGH DGYLFH WR 7UXVW VWDII DQG DJUHH D SODQ IRU DQ\ VDIHIJXDUGLQJ FRQFHU
7R GLVFXVV H[SORUH LVVXHV WKDW PD\ EH SUHYHQWLQJ VWDII IURP UDLVLQJ D VDIHJ
VDIHIJIXDUGLQJ HQTXLU\

5HYLHZ FRPSOHWHG OHQWDO &DSDFLW\ $VVHVVPHQW IRUPV DQG GLVFXVV DQ\ LVVXH
'HDO ZLWK FRPSOH[ VDIHIJIXDUGLQJ FKLOG DGXOW LVVXHV IURP ERWK ORFDO DXWKRU
SURYLGLQJ UHOHYDQW LQIRUPDWLRQ DERXW VSHFLILF LQGLYLGXDOV IRU 0XOWL $JHQ
$IJHQF\ 3IXEOLF BURWHFWLRQ $UUDQJHPHQWY 0$33% SURFHVVHV DV UHTXHVWHG
6XSSRUWLQJ OHDUQLQJ E\ SURYLGLQJ D UHIOHFWLYH VSDFH ZKHUH SUDFWLWLRQHUV
WR ZK\ WKH LVVXH PD\ RU PD\ QRW SUHVHQW DV D VDIHIXDUGLQJ FRQFHUQ DQG LGH(
SURYLGH D SRLQW RI FRQWDFW IRU DGYLFH WR SDUWQHU DIJHQFLHV 3URPRWLQJ PXO
WHDPV ZLWKLQ RWKHU DIJHQFLHVY WR VXSSRUW WKLV DSSURDFK
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TKHP HVIURP ' XW6\ VWMP

6 DIHI XDUEIQJ DRFWYIW WHP DIQV KWK Z IMK D VRVORI FDQ@ LHSRUMG LQ

( 387 VHUYIFHV KDYH EHHQ DGYIVHG Rl 6 HQTXLUHV DQG 6

HOTXLUHV | RUFKLEGEHQ DQG \ RXQJ SHRS®! XQGHUVKH FDWH RI ( 38 7 VHUYLFH
XVHU/ GXUQJ WKH WHSRUAQ) SHURG

7KLY KLI K@ KW VIKH QHHG | RU SLDPVIMRQHUY VR DGRSWD : KR®! ) DP L® $ SSLRDFK
Z KHQ Z RINIQJ Z VK IDP L@HV VR GH HVFDDWA SRWQUWDOKDLP  DQG VXSSRUN
SRVIMIYH RXVFRP HV |RUFKL@GUHQ DQG \ RXQJ SHRS®!

. H\ W(HP HV LHSRUMG WKLRXJIK GXW

&RQFHUQ IRU ULVN WDNLQJ EHKDYLRXU ZKHUH WKH VHUYLFH XVHU KDV FDSDFLW\ XV
EHKDYLRXU

$GYLFH RQ KLVWRULFDO VH[XDO SK\VLFDO DEXVH FDVHV ZKHUH YLFWLP GRHV QRW ZL
(VFDODWLRQ LQ FDVHV ZKHUH VWDII DUH FRQFHUQHG DW WKH RXWFRPH RI D UHIHUUD
FKLOG DGXOW UHPDLQV KLJK UHTXLULQJ VSHFLDOLVW DGYLFH DQG VXSSRUW WR FKD
,QFUHDVHG FDVH GLVFXVVLRQV IRU SHRSOH ZKR KDYH FRPRUELGLWLHYV RU GXDO GLD

(VFDODWLRQ LQ VHOlI QHJOHFW FDVHVY ZKHUH WKHUH LV FDSDFLW\ DQG SDWLHQW LV (
,QFUHDVHG FRQWDFW IURP VWDII ZKR DUH H[SHULHQFLQJ GRPHVWLF DEXVH
ODQDIJHPHQW RI SHUSHWUDWRUV RI GRPHVWLF DEXVH

6 XSSRUW ZLWK SURJUHVVLRQ RI RQJRLQJ HQTXLULHV ZKHUH WKH OHDG LQYHVWLJDWH
SURJUHVVY WKH FDVH WR FRQFOXVLRQ
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055%&

(WH[ 0 $5%$& P HHIQJ

(WH[ 0$5$& (WH[ 0 $5%& RSHQ VR (387
$SUO 0 DUFK $SUO 0 DUFK DWHQGHG HSRUNVSLRYLGHG
$SUOD 0 DUFK
2 SHQ

1RW. QRZQ

WHWH Z HUH VHUYLEHV XVHU/ RSHQ VR (387 ZKR ZHWH NQRZQ VR 0 $5$&
FRP SDUHG \R 10

WKHWH Z DV D GHFUHDVH LQ FQQIEDOWIDP V SWRYIGIQJ D LHSRUARU DWMQGLQJ WWH 0 $5$& P HHWQJ IRU
VHUYLEHV XVHWY/ Z KR Z HUH RSHQ VR ( 38 7 DWWMKH WP H Rl VIKH P HHMQJ  FRP SDUHG \R
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0$33%

0$33% (387 F@QLFDOWIDP

0$33$ , QUDOLHTXHVW | RU 0 $33$ RSHQ VR (387 FDVHV
LOIRUP DVIRQ VKDUQJ KHDLG DWHQGDQFH UHSRUNSURYLGHG
$SUO 0 DUFK $SUO 0 DUFK $SUO 0 DUFK
2 SHQ

&DWAIRU
1RW. QRZQ

'XULQJ * WKH 6DIHIXDUGLQJ 7HDP UHFHLYHG 0$33% ,QLWLDO 5HTXHVWYV IRU ,Ql

UHFHLYHG LQ 4
&RPSDULQJ GDWD EHWZHHQ 4 DQG WKHUH ZDV DQ LQFUHDVH RI

JRU WKH 0$33%$ PHHWLQJVY WKDW ZHUH KHOG RI RITHQGHUV ZHUH NQRZQ WR (3¢
WKH WLPH RI WKH PHHWLQJ )RU WKRVH WKDW ZHUH RSHQ ZHUH UHJLVWHUHG DV D &

,Q 4 + WKHUH ZDV D LQFUHDVH LQ FOLQLFDO WHDPV DWWHQGLQJ WKH 0$33% P
(387 DW WKH WLPH Rl WKH PHHWLQJ FRPSDUHG WR WKH VDPH WLPH SHULRG LQ
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.H\ 6DIHIXDUGLQJ )DFWYV

7KH GDVID FROVMOXHV VR VKRZ VKH QXP EHURI SUDPVMRQHU
VXSHUYIVIRQV 6Vl DUH SRUMIYHO® HQIDJLQJ Z MK 6 DIHI XDUGEQJ
6 XSHUYIVIRQ LQ DGKHUHQFH Z MK , QUALFR@L LDVIA J XLGHIOHV

7KH QXP EHURI P DQGDVRU VDIHI XDUGEIQJ VXSHUYIMRQV KDV UHGXFHG
IRERZ 1QJ ViKH WDQMIHURI &KI@HQV <RXQJ 3HRS®I DQG ) DP LaHV
3XEQE + HDOK 6 HUYLFHV VR 6 RXVWMHQG &IW &RXQFLO

WHQHILWY RI 6 XSHUYLVLRQ

7KH EHQHILWY RI VXSHUYLVLRQ DUH ZHOO GRFXPHQWHG DQG WKH PR(
FRYHUV WKH IRXU DUHDV EHORZ

ODQDJHPHQW HQVXULQJ FRPSHWHQW DQG DFFRXQWDEOH SHUIRUPD
(QJDJHPHQW PHGLDWLRQ HQJDJLQJ WKH LQGLYLGXDO ZLWK WKH RU
'HYHORSPHQW FRQWLQXLQJ SURIHVVLRQDO GHYHORSPHQW
6XSSRUW VXSSRUWLYH UHVWRUDWLYH IXQFWLRQ

O
N
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3DHGIDWAF / IDIVRQ + HDOK 9 IMVRRU

6 RXVK ( DWABHUQDVIDO

6 SHFIDOMG FKRRO1 XU/MH

3DHGDWIF / IDIVRQ + HDOK 9 IMVRRU




SURYHQWV

$ UHSUHVHQWDWLYH IURP (387 6DIHIXDUGLQJ WHDP DWWHQGY PRQWKO\ SUHYHQW &KDQQ'
6RXWKHQG DQG 7KXUURFN ,Q WRWDO VHUYLFH XVHUV NQRZQ WR (387 ZHUH SUHVHQWH

7KH 6DIHJXDUGLQJ 3UHYHQW OHDG UHVSRQGV WR TXHULHV IURP WKH 3UHYHQW 3ROLFH L
SUHSDUDWLRQ IRU &KDQQHO 3DQHOV

6DIHIXDUGLQJ 3UHYHQW OHDG DQG DGPLQLVWUDWLRQ WHDP ZLOO HQVXUH WKDW DQ\ NQF
WHDPV WR LQIRUP UREXVW ULVN DVVHVVPHQW

6DIHIXDUGLQJ 7HDP 'XW\ FOLQLFLDQ RU 3UHYHQW /HDG ZLOO WULDJH DOO 3UHYHQW UHIH
WKH 3UHYHQW SROLFH WHDP LI DSSURSULDWH

,Q 4 ((WUHPH 5LJKW ZLQJ UHIHUUDOV ZHUH WKH PRVW VXLWDEOH IRU SURJUHVVLRQ

JRU WKHUH KDV EHHQ ILYH (387 SBUHYHQW UHIHUUDOV 7KHUH KDV EHHQ D GHFOLQH L
(GXFDWLRQ UHPDLQ WKH KLJKHVW UHIHUUHU

7KH ,QWHUQHW KDV EHFRPH LQFUHDVLQJO\ SURPLQHQW LQ UDGLFDOLVDWLRQ SDWKZD\V L
(QJODQG DQG :DOHV

OHQWDO KHDOWK LVVXHV 1HXURGLYHUJHQFH DQG SHUVRQDOLW\ GLVRUGHU GLIILFXOWLE
GLIILFXOWLHY KDYH EHHQ UHFRUGHG LQ D 6WXG\ SXEOLVKHG E\ WKH +0 BULVRQ DQG 3URE
RI GLVRUGHUV IRU WKRVH ZKR KDYH SULPDULO\ EHHQ UDGLFDOLVHG RQOLQH

$00 (387 6WDII ZLOO QHHG WR FRPSOHWH +0 *RYHUQPHQW 3UHYHQW 'XW\ 7UDLQLQJ ORG X
UHIHUUDOV
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RP VW $EXVH

7TKH 7UXVW LV FRPPLWWHG LQ VXSSRUWLQJ HPSOR\HHV ZKR DUH H[SHULHQFLQJ GRPHVWLF
ZHOOEHLQJ VXSSRUWLQJ WKHP WR UHPDLQ SURGXFWLYH DQG HIILFLHQW DW ZRUN ,Q UH
(PSOR\HH ([ SHULHQFH 7HDP DQG 6DIHIJXDUGLQJ 7THDP KDYH GHYHORSHG D VWDII VXSSRUW
VXSSRUW ERWK LQWHUQDOO\ DQG HIWHUQDOO\ YLD D QXPEHU RI VSHFLDOLVW RUJDQLVDW
7KH VWDIlI VXSSRUW SDWKZzZD\ LV LQIRUPHG E\ WKH '"RPHVWLF $EXVH 7TRRONLW ZKLFK KDV E
O9HVWD D VSHFLDOLVW GRPHVWLF DEXVH FRQVXOWDQF\ 7KLV WRRONLW DLPV WR FUHDWH
GHPRQVWUDWHY WKH VXSSRUW DQ\ HPSOR\HH FDQ DFFHVV LI WKH\ DUH H[SHULHQFLQJ LW
'RPHVWLF DEXVH LV D FRPSOH[ LVVXH WKDW UHTXLUHV HIIHFWLYH SDUWQHUVKLS ZRUNLQ.
DW WKH WLPH WKDW WKH\ QHHG LW 7KH 6DIHJXDUGLQJ 6HUYLFH LQ SDUWQHUVKLS ZLWK
IXQGHG E\ 6WDQGLQJ 7TRIHWKHU $JDLQVW 'RPHVWLF $EXVH 67%$'$ ZKLFK SURYLGHV D OHC
IURP 1H[W &KDSWHU WR VXSSRUW VWDII DQG VHUYLFH XVHUV DFURVV WKH 1RUWK DQG OL
VXSSRUW OHDUQLQJ DQG XQGHUVWDQGLQJ RI GRPHVWLF DEXVH ZLWKLQ WKH RUJDQLVDWI
DEXVH VHUYLFHV IRU VHUYLFH XVHUV WKHLU IDPLOLHVY DQG VWDII ,Q 4 1H[W &KDSWHU

UHSUHVHQWLQJ D LQFUHDVH RQ WKH VDPH TXDUWHU ODVW \HDU ZKLFK FRXOG EH DWW
GXH WR WKH SURMHFW

,Q FROODERUDWLRQ ZLWK $OSKD 9HVWD WKH 6DIHIJXDUGLQJ 7THDP KDV RYHU WKH SDVW \
DZDUHQHVYV WUDLQLQJ DQG /LQH PDQDJHUV WUDLQLQJ WR LQFUHDVH DZDUHQHVYVY ZKHQ V>
H[SHULHQFLQJ GRPHVWLF DEXVH 6LQFH -XQH VWDIlI PHPEHUV KDYH DFFHVVHG WKL
IRU WKH UHPDLQGHU RI WKH \HDU ,Q TXDUWHU RYHU SUDFWLWLRQHU KDYH DWWHQG
&RHUFLYH FRQWURO GHOLYHUHG MRLQWO\ ZLWK SDUWQHU DJHQFLHYV
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&KDIBIQI HV DOG, QURYDARDY
&KDIQIHY

3RRU UHSUHVHQWDWLRQ DW OHQWDO +HDOWK $FW DQG 6DIHIJXDUGLQJ 6XE &RPPLWWHH LP
EHLQJ TXRUDWH ZKLFK FRPSURPLVHV WKH GHOLYHU\ RI VDIHIXDUGLQJ DUUDQJHPHQWYV 7
PHPEHUV RI WKH 6XE &RPPLWWHH KLJKOLJKWLQJ WKH LPSRUWDQFH RI DWWHQGLQJ WKH ¢
WKH DWWHQGDQFH LPSURYHG

,QFUHDVH LQ ERWK OHYHOV RI FRPSOH[LW\ DQG VDIHJXDUGLQJ DFWLYLW\ UHTXLULQJ VSH
RSHUDWLRQDO WHDPV WR VXSSRUW WLPHO\ UREXVW DQG ULJRURXV VDIHIJXDUGLQJ HQTXI
UHFUXLWHG D FOLQLFDO SUDFWLWLRQHU IRU VDIHIXDUGLQJ ZKLFK ZDV HVVHQWLDO LQ VX
RXU SUHVHQFH LQ RSHUDWLRQDO WHDPV DQG DUH RIITHULQJ VDIHIXDUGLQJ FOLQLFV DQG

S5SDLVLQJ DZDUHQHVYV ZLWKLQ WKH RUJDQLVDWLRQ UHJDUGLQJ WKH DSSOLFDWLRQ RI WKH
EHVSRNH WUDLQLQJ VHVVLRQV RQ WKH OHQWDO &DSDFLW\ $FW 7KH OHQWDO &DSDFL!
6DIHIXDUGLQJ 1HZVOHWWHU

SHVSRQGLQJ DQG EHLQJ LQYROYHG ZLWK D KLJK YROXPH RI '"RPHVWLF +RPLFLGH 5HYLHZV
$GXOW 5HYLHZYVY DQG &KLOG 3UDFWLFH 5HYLHZY DFURVV WKH 6(7 $UHD 7KH 6DIHIJXDUGLQ.
ZRUNLQJ FROODERUDWLYHO\ ZLWK RSHUDWLRQDO WHDPV ZLWK UHJDUGV.WR (387 LQYRO.X
‘H DUH VKDULQJ UHVSRQVLELOLW\ LQ UHJDUGY WR LQYROYHPHQW DQG UHYLHZV

$Q LQFUHDVH LQ ERWK WKH QRQ DWWHQGDQFH RU SURYLVLRQ RI D UHSRUW WR XSGDWH W
LQIRUP ULVN PDQDJHPHQW VDIHW\ SODQQLQJ ZKHQ D SDWLHQW ZKR LV RSHQ WR (387 LV
GLVFXVVHG +RZHYHU WKHUH KDV EHHQ D VLIJQLILFDQW LQFUHDVHRI LQ UHSUHVHQWD
0$33% (387 KDYH GHOLYHUHG DZDUHQHVYV VHVVLRQV ZLWK UHJDUGV WR/0$5%& DQG 0$33%

LQYROYHPHQW 2XU 0$5%$& 0$33%$ FR RUGLQDWRU DOVR GHOLYHUV EHVSRNH VHVVLRQV WR

WHDPV
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&KDIBQI HV DG, QCRYDARYY
QQRYDARQY DQGSFKLHYHP HQN

e« &RQWLQXH WR ZRUN $0OSKD 9HVWD D VSHFLDOLVW GRPHVWLF DEXVH FRQVXOWDQF\ D UH’
7RRONLW 7UDLQLQJ IRU IURQWOLQH PDQDJHUV LQ VXSSRUWLQJ VWDII ZKR DUH H[SHULHQ
DQGEQ WRWDO PDQDJHUV DQG DGYLVRUV IURP +5 (PSOR\HH ([SHULHQFH DQG WKH 6DIHJ
GHVLJQHG WR SURYLGH DQ DZDUHQHVV Rl GRPHVWLF DEXVH DQG WR DVVLVW PDQDJHUV L
H[SHULHQFLQJ '$ WKURXJK ULVN DVVHVVPHQW ZRUNSODFH DGDSWDWLRQ DQG DFFHVV WR

e« &RPPHQFHPHQW Rl WKH OHQWDO +HDOWK 'RPHVWLF $EXVH 3UDFWLWLRQHU 3LORW LQ SDL
DQG 1RUWK (VVH[ (DUO\ GDWD DOUHDG\ VKRZV DQ LQFUHDVH LQ WKH QXPEHU RI (387 VHU
DFFHVV VSHFLDOLVW GRPHVWLF DEXVH VHUYLFHYV LQ -DQXDU\ WR DV RI HQG RI )HEU
VKRUW WHUP LQWHUYHQWLRQV WR VHUYLFH XVHUV DQG D SURJUDPPH RI WUDLQLQJ WR F(

e SHVWUXFWXUH RI EXVLQHVV VXSSRUW IXQFWLRQV WR LPSURYH HIILFLHQF\ DQG HIIHFWLYF

e 6XFFHVVIXO UHFUXLWPHQW WR DOO YDFDQW SRVWV

e 7KH WHDP KDYH ZRUNHG ZLWK WKH WUDQVIRUPDWLRQ WHDP WR VXSSRUW EHVW SUDFWLF]
LQWHJUDWLRQ RI VDIHJXDUGLQJ SURFHVVHYV LQWR WKH SDWLHQW UHFRUG ZLWK WKH LQF
(OHFWURQLF 3DWLHQW 5HFRUGV + 3DULYV

e« 5SHYLHZ RI DOO FKLOGUHQYV DQG DGXOWYV VDIHIJXDUGLQJ SROLFLHY DQG SURFHGXUHV

e« '"HOLYHU\ RI D SURJUDPPH RI VDIHIJXDUGLQJ FKDPSLRQV HYHQWYV RQ NH\ WKHPHYV

e« &RQWULEXWLRQ WR WKH (&2/ OHDUQLQJ PDWWHUV HYHQWYV DQG QHZVOHWWHU

e« '"HOLYHU\ RI EHVSRNH WUDLQLQJ SDFNDJHV LQ UHVSRQVH WR RSHUDWLRQDO WHDPV WUDR!

e 6XFFHVVIXO GLVDJJUHJDWLRQ RI GHOHJDWHG VDIHIJXDUGLQJ UHVSRQVLELOLW)\ Y9




)RZ DUG3@Q5HIHZ

(387 KDVHQIDIHG 1Q WH IRGRZ IQJ SDURHU/KLS DXGIW

o 0 XOU$JIHQR 7D HWAG $XGIWE ( WH|

e 0XGQU$IHOR &DVH $XGW

e &% 6DIHIXDUEQI $XGW

o -RIOAMDWXLDQFH YIVIW Z IVIK A WHP - BIDGHUY 1 LR 6 DIHI XDUGEIQU 3 DUADHU/KLSY

&RP SGMRQ Rl VKH 6 DIHI XDUGLQJ $XGIW
3WRIWDP P HIRU VR SLRYLGH DWXIDQFH RQ
WH TXD@NV R VDIHIXDUWEIQJ SWDPWFH Z IMKLQ VIKH

RU DQIVDVMRQ DQG VR LQIRWPP VHUYLFH P SLRYHP HQY

7KH 1 DP HG 3RIHWIRQDOIRU4 XDON DQG * RYHUQDQFH KDV Z RINHG NRIOWD Z MK VKH 0 +$
7HDP VR VXSSRUMHSRUAQJ DQG JRYHUQDQFH SLIRFHWHV VKLY Z RIN IV RQIRIQI $ LHYLHZ Rl
FXUHQWUHVRXUFH DARFDVMRQ |RUERVK WWDP V VR VXSSRUADQG FRP S®P HOWMBWVRY
SURFHWHV LV DOR RQJ RIQJ

, QWAJLDARQ Rl 0 +$ DQG 6 DIHI XDUGEIQJ ) XQPURQV

7KLV Z DV FRP SGMAG DQG Z DV VXENHPWWR SHHUUHYLHZ SURFHW Z VK D VXFFHWW XOLDWI LEDARQ
E\ ViKH / RFDO6 DI HJ XDUGLQJ 3DUQHUVKLS %RDUEV 8 QGHUWH &KIGLHQ $ FW DQG WKH
5HYIHZ DQG VXEP DMMRQ Rl WH 6 HPURQ ( GXFDVRQ $ FW (387 LV LHTXILHG VR XQGHWINH DQ DXGIWRI W WIVXVRU
UHVSROVIELMAHV UHI DUBLQJ VIKH VDIHI XDUGIQJ RI FKIABUHQ DQG ViKH SURP RURQ Rl VIKHLU Z HODWH
Z WKIQ WMH FRP P XQW DV GHVFUEHG Z MKIQ VHPMRQ V' RI VKH &KITHHQ $FW

7KH' RP HWIE $EXVH 7WDIQIQJ ) WDP HZ RWN VR VXSSRUMERVK FOQIFDOWDP V DQG QH

P DQDJ HUV/ LQ WHLU SUDFWFH VR VXSSRUMMHUYLFH XVHUY DQG WD Z KR P D\ EH H SHUHQFLQU
GRP HWIE DEXVH KDV EHHQ GHQYHUHG WURXJ K RXWMKH \ HDU 7R GDWM WDII P HP EHW/
' RP HWIF $ EXVH KDYH DWHIQGHG VKLY WDLQIQJ

7KH 7KWV 1Q SDUHUKILS Z VK 1 H WE.KDSWAU DUH GHQYHUQJ D 0 HQVIDO+ HDOM ' RP HWAF
$ EXVH 3WDPWARQHU SIBWZ WKIQ 1 ( DQG 0 IG ( WH[ VR VXSSRUMMUYLEH XVHUY H SHUHQFLQJ
' RP HWIF $ EXVH
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. KR®!) DP 1O

7KLV SIHFH Rl ZRWIN IV RQ JRIQJ  7KH WDP LV UHSUHVHQWAG DWMKH 6 ( 7 : KR®1 ) DP 1O
$SSWRDFK : RWNLQJ * LRXS VR IGHQW\ NH\ SUQFLS®N DQG LHVRXUFHV VR VXSSRUMEHVW
SWFWFH : KR®!) DP I® KDV DOR EHHQ D VKHP H SUHVHOWG VR ViKH 7 UMW HDULQJ
&RAERWDWYH 3DUAHUKLS

7KH 7UKCWZ LGP SGP HQMKH QHZ / LEEHUN
3LRWIPURQ 6 DIHIXDUGY /36 HIIHPWYHO Z K
VX | LFLHQWUHVRXUFLQD VR VXSSRUMW

P SGP HQIMRQ

7KL WHP DIQV RQ KRG IRMRZ 1QJ WKH SXETFDWRQ RI VKH GWHUILRP ' HSDUR HQWRI + HDOK
RQ W R ' HFHP EHU WIMQJ D GHD\ 1Q VKH [P SGIP HOMMRQ RI /36 7KLV LHP DIQV
RQ KRG XQWOI XUKHU J RYHWOP HOAMGLLHRRQ LV LHFHLYHG

$@ Q VIKH 6 DIHJ XDUBLQJ VHUYLEH VR WH QHZ
6 XWBLODELDW DQG 7 WDQVIRLP DMRQ 3@QV 673
DQG , QAT LDWAG &DUH 6\ \WHP V ,&6 A WWP V/
DQG SURFHWHV

: HKDYH DPYHO HQJIDJIHG 1Q VKH SWRYIGHU FR@ERWWYH IRUWKH 0 LG DQG 6 RXW ( WH , &6
7KH + HDOK ( [ HFXVYH ) RIKP Z DV LHI XOUWD XSGDWAG RI VKH DFVRQV Rl VKH SLRY1GHU
FRADERWDWYH

,P SOP HQDMRQ Rl WH 7 UXVW 6 DI HI XDUGLQJ
6 WDV LF ) LDP HZ RN

7KH $ QQXDO5 HSRUASWRYLGHV HYLGHQFH VKDWGHP ROWADWAV GHOQYHU Rl VKH RENHRWYHV LQ VWKH
VWADVWAJ LF 1\WDP HZ RUN

&UHDVIRQ Rl / RRNHG $ IVMUEKIEUHQ / $& \WDP
(387 GDVKERDUG VR HQDE®! VHUYLFH DQDOWY R
OF SRSXOMRQ FRKRUV

7KLV SIHFH Rl Z RWIN Z DV LOMD@ KDOMG EXWKDV QRZ EHHQ UHDARFDWG Z IMKLQ VIKH
3HURW DQFH 7HDP DQG LV EHIQJ SWRIUHWHG VR FRP SGMRQ

' HYH®RSP HQAWDQG [P SGIP HQMRQ Rl RXVFRP HV
Rl / $& 6HUYIFH Y%XVIQHW &DVH XQGHUWINHQ

VXENHRWR DI UHHP HQWDQG FRQADRWYDUDVRQ

7KLV 1V XQGHU GHYH®RSP HQWZ VK ViKH FUHDWRQ Rl QHZ NRE GHVFUSMRQV DQG D WHYIHZ R
FXUHQMMDP V DBRQIVIGH ViKH LHFUKIVP HOWRI DGGIMIRQDOUHVRXUFH DV D LHVX@VRI ViKH LOFUHDVH
1Q IXQGEQJ

7KH IUMRENHPYH RQ VKH EXVIQHW FDVH DGGIMRQ VR ViKH VXFFHW FUVAUD 1V IRUVIKH , &% VR
SWRYIGH D FRQAWDPWYDUDWRQ DQG WKH DSSURSUDW [ LQDQFLDOUHVRXUFH VR P SBIP HQWWKH

DJ WHHG EXVIQHW FDVH
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3DMTHIKIS: RINQ]

7KH 7UXVW LV DFWLYHO\ UHSUHVHQWHG RQ DOO WKH /RFDO $XWKRULW\ 6DIHIXDUGLQJ &KLO
'LUHFWRUV DQG WKH "HSXW\ 'LUHFWRU IRU 6DIHIJXDUGLQJ ZLWKLQ WKH DUHDV ZKHUH WKH 7
LPSRUWDQW SDUW RI GHYHORSLQJ DQG LQIOXHQFLQJ VHUYLFHV IRU 7UXVW VHUYLFH XVHUYV
RQ WKH VDIHIXDUGLQJ DIJHQGD DQG ZRUNLQJ UHODWLRQVKLSV ZLWK RWKHU DJHQFLHV 7KH
WKH 6DIHIXDUGLQJ 3SDUWQHUV RI WKH ZRUN (387 LV LQYROYHG LQ 7KH 3DUWQHUV VHHN KH(
VWUDWHJLHVY SURWRFROV ZKLFK LQFOXGH DVSHFWYV RI PHQWDO KHDOWK HWF

2QH /RFDO $XWKRULW\ KDV FR FRPPLVVLRQHG ZLWK WKH ,&% DQG WKH (387 6DIHIXDUGLQJ &
&KLOGUHQ <RXQJ 3HRSOH DQG )DPLOLHV 3XEOLF +HDOWK 6HUYLFHV 5HSRUWY DQG DXGLW
SDUWQHUVKLSYVY OLQXWHV RI WKHVH 3IDUWQHUVKLS PHHWLQJY DUH URXWLQHO\ SODFHG RQ V
SUHVHQWHG E\ WKH (387 UHSUHVHQWDWLYH (DFK 6DIHIJXDUGLQJ 3DUWQHUVKLS KDV D QXPE
(IHFEXWLYH )RUXP /HDUQLQJ DQG 'HYHORSPHQW 3HUIRUPDQFH $XGLW 4XDOLW\ DQG $VVXU

7KHVH DUH DWWHQGHG E\ PHPEHUV RI (387 6DIHIXDUGLQJ 7HDP ZKR DFWLYHO\ SDUWLFLSDW
RI WKH LQGLYLGXDO 6DIHIXDUGLQJ SDUWQHUVKLSV
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&RP P XQFDARQ/




&RP P XQFDWRQ/




&RP P XQFDWRQY

$ GBKD 9 HWD &RP P XQMWW $ GYRFDWA 6 FKHP H

(387 6 DIHIXDUWEQI DLH SWIRXG VR DQORXQFH W(DWZ H KDYH EHHQ SUHVHQWAG D FHUMLFDW Rl LHFRJ QMRQ VR LHFRI QIVH RXUFRP P WP HOWVR
394 HDNIQJ WH &\ FBI Rl ' RP HWIF $ EXVH

7KH $ KD 9HWD &RP P XQW $ GYRFDWM 6 FKHP H LV IXQGHG E\ VMH 3RTFH ) WH DQG &UP H &RP P MMRQHUIRU(WH[ , W SXIBRWH LV R WHFRJ QivH
WRWH (WH (P S®& HYW/ DQG 2 W DQWYDVMRQV VK\DWKDYH GHP ROWDWAG VMKHLWU FRQUWOXHG FRP P W HQMQ WIMQJ DZ DUIHQHW DQG EXL@IQ]
XQGHUIWRQAEQJ RI GRP HWAF DEXVH Z IWKIQ VKHIUFRP P XQW , WY WKLRXJ K VKLV VFKHP H V\DWMKH ( 38 7 6 DIHI XDUWGIQJ 7HDP  DQG WKHUHIRWH ( 38 7

KDV EHHQ WHFRJ QIVHG DV DQ ( P S®\ HU 2 U DQWVDWRQ VMDWKDV GHP RQWADWG VKH [P SRUBQMR®! DQ ( P S HUDQG : RWINS@FH KDV LQ | EUHDNLQJ
WH R F®I Rl GRP HWAF DEXWH

6 LQFH VIKH VFKHP H Z DV IX@® O@XQFKHG LQ $SUO EXVIQHWHV DQG RU DQLYDMRQV VKLRXJ KRXWWH FRXQW KDYH DPAYHO® HQJDJHG Z WK RXU
VHUYLFHV VR SLRYIGH VKHLUMI | Z VK DZ DUHQHW SWRIWDP V WDIQIQJ VMWIRQV DQG SRIF\  SLRFHGXWH DQG J XIGDQFH GHYH®RSP HQW 7KHVH YDOXDE®!
SDUADHU/KLSV FREIPAYHO FRQWIEXWM VIRZ DUEV RXU YIMRQ DQG P MMRQ Rl HQIDILQ) HGXFDMQJ DQG HP SRZ HUQJ FRP P XQMHV DQG Z RUINIRUFHV
0DQ Rl RXU&RP P XQW $GYRFDWV DOR SLRYIGH XV Z MK WWHIURQIRIQJ YDOXXDE®I WP H H[ SHUAVH DQG WNL@ Z KIFK Z H DUH P P HQVHO J DWAIXO
IRU

2 XU&RP P XQW $GYRFDWAV DIH DZ DUGHG D FHUM LFDVWM DQG WMH XVH Rl VW(H &RP P XQW $ GYRFDWA EDGIH DV D A P EROVDWUHSIHVHQW DQ
(P S® HURU2 U DQWDWRQ WDWY LQYHWMG LQ VXSSRUAQJ VKHLU SHRS®A

7KH IR@RZ 1QJ HYHQW Z HIH KH® LQ 6 HSVWMP EHU
¢ ' RP HWAF $ EXVH “DMF $Z DUIHOQHW DWMQGHG E\ WDl P HP EHW

+ /1QH 0 DQDIHW 7WDIQIQ) 6 XSSRUAQJ 6VIDII ([ SHUHQFIQ) ' RP HWIE $SEXVH DWMQGHGE\  WIII P HP EHW/
¢ 7KHIP SDPWRI ' RP HWIE $EXVH RQ &KIGIHQ DQG <RXQJ SHRS®! DWMQGHGE\ RYHU W1 P HP EHW/

7KH IR@RZ 1QJ HYHQW Z HWH KH 1Q 2 RREHU
¢ ' RP HWIF $EXVH ¥%DVIF $Z DUHOQHW DWMIQGHG E\ Wil P HP EHUW/

7KH IRCRZ QI HYHQW Z HUH KHG 1Q 0 DUFK
« ' RP HWIF $EXVH %DMF $Z DUHQHW DQG 6 VIII 7 RROIW DWMQGHG E\ DIl P HP EHU/

« ,P SDPWRI ' RP HWIF $ EXVH RQ &KIGBUHQ DQG \ RXQJ SHRS®! WDIQIQI  DWHQGHG E\ DI DWMQGHG
e ' RP HWIF $EXVH/ IOH 0 DQDJHUWDIQIQ) DWMQGHGE\ W1 DWMQGHG




&RP P XQFDARY/

6H[XDO 6DIHW\ &RQIHUHQFH
7KH 7UXVW KHOG LWV ILUVW 6H[XDO 6DIHW\ &RQIHUHQFH RQ WKH WK )HEUXDU\
DWWHQGHG E\' GHOHJDWHV IURP (387 1+6( ,&% DQG SDUWQHU DIJHQFLHV

7KH HYHQW ZDV ZHOO UHFHLYHG ZLWK NH\ QRWH VSHDNHUV VSHFLDOLVLQJ LQ VH[XDO

WUDXPD DQG OLYHG H[SHULHQFH $W WKH FRQIHUHQFH WKH 7UXVW ODXQFKHG LWV
VH[XDO VDIHW\ UHSRUWLQJ IORZFKDUW DQG SKRQH OLQH

7KH HYHQW IROORZV WKH 7UXVW EHFRPLQJ D VLIQDWRU\ RI WKH QHZ 1+6 6H[XDO
6DIHW\ &KDUWHU DV SDUW RI RXU RQJRLQJ FRPPLWPHQW WR VWDII DQG SDWLHQW
VDIHW\ 3UHVHQWHUV LQFOXGHG 7THQGD\L OXVXQGLUH 'LUHFWRU RI 6DIHIJXDUGLQJ
ZKR VSRNH DERXW WKH ZRUN RI WKH 7UXVWYV 6H[XDO 6DIHW\ &RPPLWWHH DQG =RH
/IRGULFN D SV\FKRWKHUDSLVW ZLWK PRUH WKDQ \HDUV H[SHULHQFH LQ
SURYLGLQJ FRXQVHOOLQJ DQG SV\FKRWKHUDS\ WR SHRSOH ZKR KDYH H[SHULHQFHG
UDSH RU VH[XDO DVVDXOW 7KH\ ZHUH MRLQHG E\ .DWH /RUULPHU 'HSXW\ +HDG RI
4XDOLW\ 7TUDQVIRUPDWLRQ DW 1+6 (QJODQG ZKR VKDUHG OHDUQLQJ IURP OLYHG
H[SHULHQFH DQG WKH QDWLRQDO VH[XDO VDIHW\ FROODERUDWLYH

6 LOFH VKH XOQFK RI Vl(H VH[ XDO6 DIHW , QUDOHWSDJIH Z H KDYH KDG WH |R@RZ 1Y
YIHZ V

) HEUXDU 9IHZ V
0 DUFK 9IHZ V
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601 HI XDUAQ) $GXOBHHZV




" RP W +RP IHEHS5 HFMHZ YV

'RPHVWLF +RPLFLGH 5HYLHZ '+5 LV D PXOWLDJHQF\ UHYLHZ LQWR WKH FLUFXPVWDQFHV DU
DEXVH 7KH SXUSRVH LV WR HVWDEOLVK ZKDW FDQ EH OHDUQHG IURP WKH GHDWK UHJDUGLC
RUJDQLVDWLRQV ZRUN LQGLYLGXDOO\ bQG WRJHWKHU WR VDIHIJXDUG YLFWLPV

'XULQJ WKH RUJDQLVDWLRQ KDV FRQWULEXWHG WR '+59V ILYH RI ZKLFK KDYH EHHQ F
WKHVH UHYLHZVY WKUHH KDYH DOVR EHHQ MRLQW 6DIHIJXDUGLQJ $GXOWV 5HYLHZV

7TKH 7UXVW KDV EHHQ FRQWULEXWHG WR WZR '"+5pV WKDW KDYH EHHQ SXEOLVKHG GXULQJ W

c HWHRET
e U.LPPLY -RLQW '+5 6$5

H\ 7KHPHV
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/HDLQQ) 1URP &KICBHQVEDIHI XDLAQ)
3WDPNEHSHHZ

.H\ 7TKHPHYV
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"H 7KHPHVIURP : IGHY HDLQQ

7KH 6DIHIXDUGLQJ 7HDP DV D PHPEHU RI WKH /HDUQLQJ &ROODERUDWLYH 3DUWQHUVKLS SUI
HI[SHUWLVH WR VXSSRUW WKH 7UXVWIV &XOWXUH RI /HDUQLQJ LQ WKH LGHQWLILFDWLRQ RI
VDIHIXDUGLQJ LQYHVWLIDWLRQV DQG UHYLHZV

7KH 6DIHIXDUGLQJ 7THDP KDV FRQWULEXWHG WR WKH /HDUQLQJ ODWWHUYV ORQWKO\ (YHQW R
ILYH NH\ PHVVDJHVY DQG /HVVRQV ,GHQWLILHG 1HZVOHWWHU
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H 7KHPHVIURP : IGHY HDLQQ)




| RRNHGS WLIBKITRUHO

e 7KH /RRNHG $IWHU &KLOGUHQTY 6HUYLFH /$& DGKHUH WR WKH SURYLVLRQ RI VHUYLFH G
SURPRWLQJ WKH +HDOWK DQG :HOO %HLQJ RI /RRNHG $IWHU &KLOGUHQ ") (

e 7KH VHUYLFH RIIHU LV WR DGGUHVV WKH KHDOWK QHHGV RI DOO /RRNHG $IWHU &KLOGUHOC
ORFDOLW\ UHJDUGOHVV RI ZKLFK DXWKRULW\ SODFHG WKHP WKHUH $GGLWLRQDOO\ WKF
PROQLWRULQJ WKH KHDOWK QHHGV RI DOO FKLOGUHQ DQG \RXQJ SHRSOH ZKR DUH ORRNHG
HOVHZKHUH LQ WKH FRXQWU\

e 7KH (387 /$& 6HUYLFH SURYLGHV VXSSRUW WR IURQW OLQH VWDII ZRUNLQJ ZLWK WKH /$&
\RXQJ SHRSOH ZKR DUH RYHU WKH DJH RI VLIWHHQ 7KLV DDWVR QRWOIX®G HG XRR QYL @ OS8O K
XQLYHUVDO VHUYLFHVY SUDFWLWLRQHUV FDULQJ IRU WKHP

e 7KH VHUYLFH UDLVHYVY DZDUHQHVYV RI WKH QHHGV RI /$& E\ SURYLGLQJ XS WR GDWH DFFH\
RQ KHDOWK UHODWHG WRSLFV WR ERWK (387 VWDII DQG )RVWHU &DUHUV 3URYLVLRQ RI H
GHYHORSPHQW RI SUDFWLWLRQHUYYVY FOLQLFDO VNLOOV LQ XQGHUWDNLQJ UREXVW 5HYLH.:
UHYLHZ RI WKH KHDOWK DQG GHYHORSPHQWDO QHHGV RI WKH FKLOG RU \RXQJ SHUVRQ

e 7KH /$& 7THDP FRQWLQXH WR ZRUN LQ SDUWQHUVKLS ZLWK VWDWXWRU\ DJHQFLHV WR SURI
GXW\ RI WKH &RUSRUDWH 3DUHQWLQJ 5SHVSRQVLELOLWLHYV PHKH W$W RIDWK M V& RXUR/UHNYWH B
*URXS DQG WKH OXOWL $JHQF\ 2SHUDWLRQDEHQRKSSAM.DXLQY KDUEWHIHRJ WR LPSURYH WKH F
ZKR DUH *ORRNHG DIWHU" LQ IRVWHU FDUH DQG UHVLGHQWLDO KRPHV DV ZHOO DV UHYLF
IRU &DUH /HDYHUV DV WKH\ PRYH WR LQGHSHQGHQW OLYLQJ

e 7TKH VWDWXWRU\ IUDPHZRUNV WKDW VXSSRUW TXDOLW\ DQG DVVXUDQFH ZLWKLQ WKH /$&
DWWHQGDQFH DW SURIHVVLRQDO PHHWLQJY DWWHQGDQFH DW WKH (DVW RI (QJODQG /%$&
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| RFDCBLEVMUH Y $&-

7KH FXUUHQW /$& FDVHORDG KHOG E\ ARHWKUVYVRPH/R¥FWR ZBLWFKHLY EURNHQ GRZQ E\ DUHD D

&35 6287+ (1" 8$5( /($9(56

8QGHU \HDUV 8QGHU \HDUV

WR \HDUV R(
DJH FKLOGUHG( DJH FKLOGUHQ(

7KH WRWDO QXPEHU RI FKLOGUHQ LQ FDUH LQ 7KH 8QLWHG NLQJGRP DV RI VW ODUFK LV
ODUFK ,QFUHDVH RI

7KH QXPEHU RI XQDFFRPSDQLHG PLJUDQW FKLOGUHQ LQ WKH 8. UHPDLQV DERYH SUH SDQGH|
WKH QXPEHU LQFUHDVHG WR LQFUHDVH RI RQ ODUFK

BRXUFH FKLOGUHQ ORRNHG DIWHU LQ (QJODQG LQFOXGLQJ DGRSWLRQV
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. R 7KHP HVIURP GRNHGD\WWURKLABH)




| RRNHG S WLISKICRUHO

/$& 7UDLQLQJ -XQH

I ([FHewv [l *RRG

+RZ ZHOO GU&H SDFH DQ¥FWLYLWLHMIBRQHUV ZHY®HDVH UDWH
WKH GD\ FRYGHOLYHU\ Rl WKH FRXUWH OO LQIRUPMEH RYHUDOO
LWV REMHFWERKWVH ZHUMKSSRUWHG WKIQG TXDOLW\ RI WKH
DSSURSULDWBHDUQLQJHQFRXUDJHG WUDLQLQJ
OHDUQLQJ FRXUVH \RX
DWWHQGHG

/$& 7UDLQLQJ -XQH
[ <wv B 1R

, ZRXOG 0\ NQRZOHGJH
UHFRPPHQG RQ WKLV WRSLF
WKH FRXUVH WR EHHQ

D FROOHDJXH HQKDQFHG GXH

WR WKH WUDLQLQJ

7KH QXPEHU RI &/$%

&KLOGUHQ ORRNHG DIWHU LQ (QJODQ
5HSRUWLQJ \HDU + ([SORUH HGXFI
*29 8. H[SORUH HGXFDWLRQ VWDWLYV

/$& 7UDLQLQJ 2FWREHU

0 ((roov [l *RRG

+RZ ZHOO GIZ&H SDFH DQGFWLYLWLHV RHLQHUV ZHWHipyH UDWH WKH
WKH GD\ FRYGHIOLYHU\ Rl WKKH FRXUVKHOO LQIRUPRGHUDOO TXDOLW\
LWV REMHFWIFRKWVH ZHUWXSSRUWHG WKIP QG RI WKH WUDLQLQJ
DSSURSULDWHOHDUQLQJ HQFRXUDJHG FRXUVH \RX
OHDUQLQJ pWWHQGHG

/$& 7TUDLQLQJ 2FWREHU
[ <Hv @ 1R

, ZRXOG 0\ NQRZOHGJH
UHFRPPHQG RQ WKLV WRSLF
WKH FRXUVH WR EHHQ

D FROOHDJXH HQKDQFHG GXH

WR WKH WUDLQLQJ

LQ (QJODQG FRQWLQXH WR ULVH
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. H 6DHIXDAQ) ) DFW
7WDQAQ) XSAWM

6DIHIXDUGLQJ WUDLQLQJ LV PDQGDWRU\ IRU DOO VWDII ZLWKLQ WKH 7UXVW DOO VWDII XQG
DZDUHQHVV RI BUHYHQW 0&%$ DQG 'R/6 GXULQJ WKHLU LQGXFWLRQ /HYHO 0&% DQG 'R/V
LV GHSHQGHQW RQ LQGLYLGXDOYV UROHYVY DQG UHVSRQVLELOLWLHYV

2XU WUDLQLQJ LV LQ OLQH ZLWK 6DIHIJXDUGLQJ $GXOW DQG &KLOGUHQ 3DUWQHUVKLS %RDUC
FKLOGUHQ $VVXUDQFH WKDW WUDLQLQJ KDV EHHQ XQGHUWDNHQ LV SURYLGHG YLD WKH RQ
XQGHUWDNH UHIUHVKHU WUDLQLQJ ,Q DGGLWLRQ WKH VDIHIJXDUGLQJ WHDP DWWHQG UHJXC

&RPSHWHQF\ RI VWDII LV GHPRQVWUDWHG WKURXJK SODQQHG DQG OLYH VXSHUYLVLRQ ,I LW
WKLV ZLOO EH LGHQWLILHG DQG SURYLGHG

7KH 6DIHIXDUGLQJ 7THDP DOVR RIIHUV DGGLWLRQDO WUDLQLQJ WR WHDPV ZKHUH WKHUH DUH
GRFXPHQWDWLRQ RU VDIHIXDUGLQJ SUDFWLFHV 7KH VDIHIXDUGLQJ WUDLQLQJ H[SORUHYV Gl
LQFRUSRUDWLQJ OHVVRQV OHDUQHG DQG NH\ WKHPHV IURP VDIHIJXDUGLQJ DGXOW UHYLHZYV

7KH /$& 7THDP KDYH GHYHORSHG D /HYHO /RRNHG DIWHU &KLOGUHQTV 7UDLQLQJ 7KLV HQVX
LQWR EHVW SUDFWLFH ZKHQ FRPSOHWLQJ 5HYLHZ +HDOWK $VVHVVPHQWY 5+%$V LQ RUGHU W
KHDOWK DQG GHYHORSPHQW RI /RRNHG $IWHU &KLOGUHQ
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6D HIXDLAQ) 7UDQQ) * UDSKV

6DIHIXDUGLQJ $GXOWV /HYHO

6DIHIXDUGLQJ /HYHO

| 7DUJHW TRROLQJ 1R WDLQHG

[ DUJHW TRROLQM 1R WDLQHG

B sFWXBORHQW I HDUJHMUFHQWDJH

B sFWXBORBHQW [ HDUJHMUFHQWDJH

6DIHIXDUGLQJ &KLOGUHQ /HYHO

6DIHIXDUGLQJ /HYHO

[ DUJHW TRROLQM 1R WLQHG

[ DUJHW TRROLQM 1R WDLQHG

B sFWXBORBHQW I HDUJHMUFHQWDJH

B sFWXBORBHQW [ HDUJHMUFHQWDJH
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. H 60HIXDLAQ ) DFW
7ANQQ) ) HHEDAN

37KH WDIQIQJ Z DV SDFNHG IX@RI YHU LOWALHWIQJ LQIRWP DMRQ VIKDW, Z DV QRWDZ DUH Rl 7KH WDIQHUZ DV YHU
DUAEX@W DQG NQRZ ®IGI HDE®! DQG DQVZ HUHG TXHWIRQV 1Q D YHU SIRIMWIRQDOZ D\ 7KH LRRP  VHWAQJ Z DV YHU

JRRG EHFDXVH MSLRYIGHG P H Z MK WMH RSSRUMXQIW VIR KHDU RVKHU SHRS®HV RSIQRQV $ OR @AMMQIQI VR SHRSGBHV
H[ SHUHQFHV DQG FDVHV WMH\ DUH GHDAOQJ Z WK KHSHG P H VIR XQGHUAMDQG VKH VRSLEV EHWHU 7KDQN \ RX VR P XFK IRU

WH J UHDWADIQIQ]

3, LHD@ HOQMWR HG VRGD\ 1V VHWIRQ DQG Z DV LHD@® LQIRWP DWYH , Z RX@ @\H VR DSSUHFLDWA VKH SUHVHQWALY Z KR GIG
WHUNRE YHU QIFHO , IRXQG VKHWFRP P XQIFDMRQ YHU SRZ HUXODQG D VXIVDE®! HQYLLRQP HQWWR BGIDLD P RWH
UHIDUWGEIQJ VDIHIXDUEIQ)  7KH YIGHRV DQG SUHVHQUMRQ Z DV UHD@ XVHI XODV IMDGGUHWHG D@FDWAI RUHV Rl FKIGBUHQ
Z KIFK LQFOXGH FKI@ Z KR 1V QRW HWERWD  7KH JURXS GIVFXWWIRQ Z DV DQRVIKHU SOXV SRIQW IMKHSHG XV VIR VKON
DERXWWIKH VIWDMRQ DQG Z KDWDPVRQ GR Z H QHHG VIR VBNH HVF  7KH H SOQDVIRQ UHJ DUEIQ) VH @Z V DQG G IMDMRQ
@\H P HQVDOFDSDFIW DPWZ DV VRR XVHIXO 2 YHLID® , LHD@® @\NHG VKLY VHWIRQ DQG J IDWAIXOIRU( 387 ZKR JDYH P H
WKLY RSSRUMQIW
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H 60HIXDAQ) ) CFW
6D HIXDLEQ) SKIAHD

J)LIXUH 7TUXVW 6DIHIXDUGLQJ &KLOGUHQ 5SHIHUUDOV 5DLVHG

JLIXUH 1XPEHU RI 6DIHIXDUGLQJ &KLOGUHQ 5HIHUUDOV $SULO WR ODUFK

(387 FRQWLQXHVY WR SURYLGH VSHFLDOLVW ¢
ZLWKLQ (VVH[ (387 DGGLWLRQDOO\ SURYLGF
DGROHVFHQW LQSDWLHQW VHUYLFHV 7RJHW
3HULQDWDO OHQWDO +HDOWK 6HUYLFH DQG
LQSDWLHQW PHQWDO KHDOWK SURYLVLRQ LC
VHUYLFH SUDFWLWLRQHUV ZLWKLQ (387 UHF
VDIHIJXDUGLQJ VXSHUYLVLRQ
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. H 60HIXDUAQ) ) DFW
6D HIXDLEAQ) $GXAV




601 HI XDLAQ) $GXV

SHUVRQ $OOHJHG WR KDYH FDVHG KDUBRMRH RI UHIHUUDO

6 HO (387 0 HQUDO+ HD®IK
1 RWGHWILP LOHG 3RAFH
3DUHU $P EX@QFH 6 HUYLFH

(387 &RP P XQW + HDOK
2 VWHU( 387 6HUYIFH 8 VHU

5 HIGHQWDO&DUH + RP H
$ GXOWBKIT

| RFDO&RXQFLO
([ SDURHU

$FXW  * HQHWDO+ RVSIVIDO
2 \KHU

) DP 1O
(387 6\DII 0 HP EHU

6 XSSRUMG + RXVIQJ
5 HVIGHQUWDOS.DLH 6 VDI |

* 3 6XWHY

3DLHQW




601 HI XDLAQ) $GXV

2WKHU

6 HD 1 HJ GIFW

3K\ VIFDO

3V FKR®J IFDO

) LQDQFIDO

1 HI®FW

" RP HWF $ EXWH

6 H XDO

1RW HWLP IQHG

2 U DQIDVRQDO

' IVFUP LODVRU

0 RGHWD 6 ®YHU

5 DGIFDAQ) DURQ




6D HIXDLAQ) 8RFFOMRO

6DIHIXDUGLQJ SHIHUUDO 2XWFRPH , V WKH YXOQHUDEOH DGXOW VDWLVILHG ZLW
6 XEWDQUDWG <HV
8 QVXEWDQWDWAG 1 RADSSOFDE®! . QRZQ

3DUD 6 XEWDQUDMG 1R

, QFROFOMMYH 1 RW HWLP LOHG

, QYHWAI DARQ &HDVHG DWQGLYLGXDY SLVN /HYHO

5 HTXHWV

5IMN 5 HGXFHG

5IMN 5HP RYHG

51N 5HP DIQV
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601 HIXDLAQ) 3UR MY

7KH 6 DIHIXDUWGEIQJ 6 HUYIFH KDV IGHQWIHG  NH\ TXDOW 1P SLRYHP HQW
WDV IHV VR WIHQJ VKHQ DQG VXSSRUMKH HI THRFYHOQHW RIF VDIHI XDUELQJ]

GHQYHUY DQG I XQPVMRQV Z IWKIQ VKH RU DQLVDWRQ

7KHVHV DUIHWH  NH\ DUHDV VIKDWZ H Z L@EH Z RINIQJ RQ 1Q DUH
e ' RP HWE $EXWH

e 6  (QTXWHV

o &KITGHQ

e /HDWIQJ DQG $Z DIHQHW RI 6 DIHI XDUWGEQI $JHQGD

-- ' _-'

7KHVH SURUMHV Z HUH EDVHG RQ VKH SURUMHY VHWLQ VKH \ HDU HQGLQU AXDOLW\
SURUMHV IGHQAIHG / RFDOVDIHI XDUGIQD SDUHUKISY DUHDV RI GHYHBRSP HQW Y, $VVXUDQ 5)
IGHOWLHG ILRP Z IMKLQ VIKH VHUYLFH DQG GIDLDIQY 1LRP 7 X[ [ VLDDO \ /
DXGLMVRU/ N

\\\
7KLY 1V 1Q @OH Z MK VKH 7 XA XDONV Rl &DUH 6 WDVWAI\ VIR HQVXUH VIKH WKUHH TS ---7

FRP SRQHOW Rl TXD@QN 6DIHW  ( [THFVlYHOHW DQG ( [ SHUHQFH + FR@IFWYHO
XQGHWBIQ KRZ FDWH LV GHW.I QHG DQG GHAYHWHG
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60 HIXDLAQ) SURIMAYV ' RP HANE SEXVH

4 XDQW 3 MQQLQJ 4 XDQW , P SUIRYHP HQW

e (P HULQ WHP HV IGHQMIHG ILRP 6 DI HI XDUGLOJ 4 $) e S5HYIHZ RI FOIQIFDO $ SRAA J XLGDQFH

e 6 GMFRVXIHV VMRXIJK GXW W WHMP DQG) 68 ' RP H $ EXVH e 8QGHUWDNHD WHYIHZ Rl W(H' $ WHSRUAQJ SWRFHW RQ
. it HBIPARQF SDWHQWHFRLGY | RU D@IQMDODWHWP HOW

4 XDAW $ WXUDQFH

&DVHV LHSRUMG VR 6 DIHI XDUGLQJ ' XW / LOH

/ HDUQIQJ ILRP ' RP HWAF + RP LFIGH 5 HYLHZ V
S5HYIHZ Rl FXUHQWSRAFR\ J XIGDQFH

" RP HWIF $EXVH $FW DQG 6 VDWVRU * XIGDQFH

( 11HPIYH XWIVDVMRQ Rl 6\DI1 7RROIMRU' RP HWIE $ EXVH
' $ 7WDIQIQJ 1DP HZ RWN
" HYH®RSP HQWRI D GRP HWIF DEXVH SDJH RQ LOWDQHWZ IVK
| DWAH] IMEXWRQV
o 1H W&KDSWUO +' $3 3LERWR VXSSRUMFFHW
IRUVHUYLFH XVHU/ DQG WIDI I VR VSHFIDDAW $
VHUYLEHV DQG WDIQIQJ | RU SIDPAMRQHLY Z IWKIQ
0 IG DQG 1 RUMK / RFDDAHV
« 6DIHIXDUWEQJ &KDP SIRQV HYHQW 7KHP DWE
VRSLEV LGHQW HG VKLRXJ K GIDUQLQJ
e ' DHP LODMRQ RI NH\ BIDUDIQI VIKLRXJIK ( &2/

e &RP P IMRQQI R ' $6+ WDIQQJ

P4

(387 SDMHQWUHFRUG W\ WHP V VKRX@ VXSSRUMMH
GRFXP HQIMRQ Rl LRXWQH HQTXIL IRU' $ DQG KH
WP HO H WDFVRQ Rl GDVD VR VXSSRUAWHUYLFH
GHOYHU

5 HFRUG NHHSLQJ DXGIW VR LGHQW\ FRP SADQFH VR

1,&( \WDQGDUGY

o -"I

\ e ' RP HWIF DEXVH QRWIFDWRQ IHHG ILRP SRIFH
4XDOLW\
7WDIQQJ &RP SIDQFH DGXAWDQG FKIGHQV IQ @H IRUFKL@GUHQ <3 DQG SUHI QDQWZ RP HQ
Z W VDIH) XDUGEQD WDLQIQJ 1LUDP HZ RIN \ $VVXUDQ Q e /HDWIQJ IRP ' RP HWIF + RP LFIGH SHYIHZ V
0 RQWO® SHURWP DQFH LHSRUN VR 4 XDOV DQG \ /
6DIHW 0 HHVQIV “ 4
%P RQMO® SHURW DQFH LHSRUAQJ VR 0 +$ A
6 DIHI XDUELQ) 6 XE &RP P MMH S 4 XDAW &RQWRO
0 RQWO® SHURWP DQFH LHSRUMR FRP P DMMRQHWY XQGHU S o __,' , QFLHDVHG VDI HJ XDUGLQJ UHI HULDO
6  DIWHHP HQW <+- . Rl WRII * $ FDVHV VKRX@ EH P DQDJHG DV SHU' $
0 RQWO VDIHIXDUGEIQJ SHURWP DQFH LHSRUV VR 4 XDOW 6Dl 7RRO. IW
DQG 6 DIHW 0 HHWQIV . (387 SWDPIMRQHU DWHQGDQFH VR 0 $5$& IRUVHUYIFH
4 XDUMUWD IHSRUMR 6 DIHW RI &DUH * LRXS XVHU/ SUIHVHQWG Z KR DUH RSHQ VR ( 38 7 VHUYIEHV
0 HQWO+ HDAK $FW 6 DIHIXDUGEIQ) 6 XE &RP P L\WHIH « ' RP HWIF DEXVH LHDVMG WDIQIQJ HYHQW SHU DQQXP
. Rl VHUYLEH XVHU/ VR EH DWNHG LRXVQHO 1L
H[ SHUHQFIQJ ' $ DV SHU1,&( * XIGHIQHV DWQMDO
DWHWP HQW

e $@ +5 DPARQ SOQV VR EH FRP SGWG Z IWKIQ VKH 6 ( 7
WP H VFDBIV
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6DHIXDAQ 3URMH 6  (QIXUHV

4 XDAW 3 ®QQLQJ 4 XDAW , P SLRYHP HQW
e (387 XQGHU6HAMRQ  RI WH &DWH $FW KDV e 3RIA DQG SURFHGXWH RQ D SDIHVR VXSSRUNTXLEN
GH®U DWMG LHVSROMELDWN VR XQGHWINH ®IDG 6 6DIHIXDUGLQJ 4 $) DFFHW VR NH\  SRIOW
$GXO\W6 DIHI XDUGELQJ ( QTXIUHY 1RUVHWYLIFH XVHWY RSHQ 6 ( QTXLUHV e $JWHHP HOARI D IP SLIRYHP HOWS@Q Z IMK VKH LOGLYLGXDO

VR WH 0 HQVIDO+ HDOIK 6 HUYLFHV Z IMKLQ ( WH

6 QFH VKH SDQGHP IE VIKHUH KDV EHHQ D WLJ QULFDQW
LOFUHDVH LQ VIKH QXP EHUR! VDIHI XDUGLQJ FROFHUQV
WDIVHG 7KLV KDV SURYIGHG FKDEBIQJ H | RURSHUDWRQDO
WDP V VR XQGHUBNH HQTXLUHV Z IMKIQ VIKH

UHFRP P HQGHG WP HV ILDP HV DV IGHQWIIHG XQGHUWH

FDUH XQW

e SHYIHZ Rl WH FXUHQWFDVHERDG LHSRUMRLP DWDV
SUHVHOWG VR &DLH 8 QW 4 XD@W DQG 6 DIHW
P HHQIV

+ 5HP HGDODPARQ SMQ 1Q SOFH VR DGGLHW KIWRUFDO
RSHQ VDI HI XDUGIQJ HQTXLUHV UHVRXUFHG WILRXJ K EDON

o‘--> - e o
C d ~§

6RXWHQG (WH DQG 7KXURFN 6(7 * XIGDQFH ) SWRYIMRQ

7KH FRP S®[ IW Rl VRP H Rl ViKH FRQFHUQV LHTXLLHV ] e SHYIHZ RI' DW WHSRUAQJ P HFKDQWP VR FDSWH
RSHUDARQDOWDP V VR FRP P MWW QULFDOWDP RXQWRI ! {NCVMILDE®! GHD\ V]

UHVRXUFHV VR DGGUHW VKH LQYHWAI DARQ : &®DUDARFDMRQ SLRFHW IRU( 38 7 VDIHI XDUGIQJ ®IDG
7KH 7 UKDV D FROQVUGHWDE®! QXP EHURI VR EH DJWHHG

VDIHI XDUGEQJ HOTXLUHY VKADWDWH RSHQ RXWIGH RI VKH

LGHQWILHG 6 ( 7 J XIGHIRHV VKIA/KDVEHHQSXV\RQERVK*
WH 7U0WDQG (&& 6 %XGJ HW 3HURWP DQFH DQG

« $QDOMY DQG LHSRUAQU RI LDVRQD®! | RUNK\AALLDE®
GHD\ V IRUVDIHI XDUWEIQJ HQTXIUHV

L W — _”I
L]

/ HDLQIQU UWN LHI MU 7KLY 1V DOR IGHQWLHG DV DQ ‘| 4XDOLW\ 4 XDOW &RQWRO
IMVXH DFLRW WH Z IGHUM WP \ $VVXUDQ Q@ ., QFLHDVHG VDIHJI XDUGLQJ UHIHUDO
\ ’ o $ TXDQUWIMYH DQDOWY VR EH XQGHWINHQ LOVR RSHQ
\ / VDIHI XDUWGELQ) HQTXIUHY SHUFDUH XQIW VR LGHQWI\
4 XDAW $ VWWXWDQFH \\ UHVRXUFH P SCFDVIRQV DQ DARFDWA SLRYIMRQ
o $WXWDQFH ILRP 6 HQIRU/ HDGHW/ VKLRXJK 4 XDON DQG 6 DIHW S . R6  HOTXIUHV FRP SOMAG Z VKIQ P RQVKV Rl
e 0 HHWQIV RQ DFVIRQV VR DGGLHW EDFN®J DQG LHGXFH IXWUH UWN \‘~--- _e LHIHUDOE\ \ HDUHQG
JRIQJ IR DUG <4-- . Rl FDVHV VK\DWKDYH QRWEHHQ FRP SGMWHG Z IVKIQ
* 0 RQKO SHURWP DQFH LHSRUN VR 4 XDOW DQG 6 DIHW 0 HHMQIV WKHG6(7 P RQW VWP HIQH KDYH D MWILDE®! GHD\ |RU
e % P RQM® SHURWP DQFH LHSRUMQ VRO +$  6DIHIXDUGEIQ) 6 XE &RP P WMWH DOQHZ 6  HQTXWHY RSHOHG DIVMUVKH
e 0 ROMKO SHURW DQFH LHSRUMR FRP P IMMRQHW XQGHU6 DJ WIHHP HQW . " DW 5IWN 0 DQDIJHP HQWFRP SGWMG | RUD@6
e 0 ROWO VDIHIXDUGEQI SHURWP DQFH LHSRUV VR 4 XDDNV DQG 6 DIHW 0 HHWQIV 6 DIHI XDUGLQJ HQTXIUHV E\ \ HDUHQG
o 4 XDUMUD WHSRUMR 6DIHW Rl &DUH * LRXS e 4 GDVD VR WHSRUN Rl VDIHI XDUWGELQJ HQTXLUHV
e SHSRUMY R ®DUIQI WIRXJIK (&2/ YID/26& DQG/ &3 GHP RQWAUDWA P DNLQUJ VDI HJ XDUGIQI SHUWRQDO
s &RMERWDMYH SDURHUTXDIW YIMW e 6DIHIXDWGEQI FRP SADQFH DXGW Rl 6VIDI|
o 7KH7UXWHQIDIHV Z MK VW WP VDIHI XDUGELQD DWXIDQFH YIMW [LRP VKKH , &% DQG / RFDO LOWYLHZ HG GHP ROWADW NQRZ BIGIH RI VIKH 6
6 DIHJ XDUGIQJ 3DUAPHU/KLS %RDUGV DQG / RFDOS XVKRUW DV SDUARI 6 $JUHHP HQW VR HQTXIW SWRFHW WP HIDHV ~ GXW VR VDIHJ XDUG DGXQOV
IGHQW\ KRZ VDIHIXDUGEQI LV HP EHGGHG Z IWIQ WH 7 IXMWDQG WHYLHZ VDI HI XDUGIQU DV SHU6( 7 6 DIHI XDUGLQJ DGXOV J XIGDQFH

DWXUWDQFHV 1Q SWDFWFH

Overall page 208 of 427



601 HI XDLAQ) 3URIMHY

4 XDAW 3 MQQLQJ

/ RZ WHIHUDOQXP EHW IRUFKLGIHQ DQG \ RXQJ
SHRS®! | RUHWHU &KL 1Q 1 HHG RU &KL 3IRVFARQ

WHSRUMG GHVSIWM KLJK QXP EHW/ RI DGXOWHUYLFH
XVHW/ LHTXIUQJ VDIHI XDUELQd
7KH RU DQVDVMRQ Z RINV Z WK IDP 1dHV Z KR KDYH

FRP S® QHHGV DQG WHWH LV DQ H SHFVIVMRQ WKDW /

SIDPANRQHYY XWWDVH D KRDME DSSURDFK VR VIKH
DWHWP HOWRI QHHG DQG UWN p
/ HDUQIQJ ILRP 6 DIHIXDUGLQ) $ GX®V &KIT '
' RP HWE + RP LFIGH 5 HYLHZ V I

4 XDAW $ WXWDQFH

\
e 0 RQMO SHURW DQFH LHSRUN VR 4 XDON DQG 6 DIHW \\

0 HHQIV
% P RQO® SHURWP DQFH LHSRUAQJ VR 0 +$
6 XE &RP P IWMH

0 RQWMO SHURW DQFH LHSRUMR FRP P WWMRQHWY XQGHU 6

DI UHHP HQW

0 ROWO VDIHIXDUWEIQJ SHURW DQFH LHSRUNV VR 4 XDA@W DQG

6DIHW 0 HHQIV
%0 RQM® LHSRUMR 6 DIHW Rl &DUH * LRXS

5HSRUAQJ RI GIDWIQI WMLRXJIK (&2/ YID/26& DQG/ &3

%4 $ QQXDO6 HPIRQ
3DUHUKLS

$XGWWR 6 ( 7 6 DIHIXDUWGEQJ

~

6 DIHJ XDUWGLQI

6 DI HJ XDUGLQJ .
4%) &KLABHQ

O‘-$ - & an
Cd R

AXDOLW\
$VVXUDQ

o X, -—'I
[ ]

4 XDQW , P SIRYHP HQW

SKITAHQV6DI HI XDLAQ) |

8 QGHWINH D EHQFK P DUINIQJ H[ HUFVH VR IQIRWP D
FOIDUHUXQGHUAMDQGIQJ Rl FXUHQWSIDRFH DQG
WDLQIQJ QHHGV Z IVKLQ DGXAV VHUYLFHV

S5HYIHZ Rl ViKH' DW WHSRUAQI SURFHW IRU
&KIGUHQV 6 DIHI XDUWEIQI UH HUDY

SHYIHZ Rl VDIHIXDUWGEQI FKIGIHQV/  WDIQIQJ
,QFOVIRQ R : KR®! ) DP L® DSSURDFK LQ ViKH DJ HQGD
IRUVIKH K\ EUG P RGHORI WDIQIQJ GHOYHUHG VR
@FDON WDP V

&RQMEXVRQ VR VIKH 6 ( 7 : KR®! ) DP LO® $SSLRDFK
Z RINLQJ JLRXS VR HQVXUH ( 38 7 HP EHGGHG LQ

W WHP  Z LIGH SLRFHWHV

5 HTXHWWFRP SDUDE®! GDVID [LRP  UHBIYDQWSDUQHU
DJ HQFLHV DQG WIVMAFDOQHLI KERXUY

$Z DUHOHW WDIMQJ VKLRXJK ( &2/

' HYH®RS FRVHUZ RINLQJ LHDMRQWKLS Z VK 6 1QJ G
3RIOWR! $ FFHW &KITBUHQ V 6 RFIDO&DH ( WH

! 4 XDAW &RQWRO

$WWQGDQFH DQG FRP SADQFH Z MK VDI HI XDUGIQJ
P DQGDVMG WDIQIQJ 1LDP HZ RWIN VR EH P RQIVRUHG
DQG VR HQVXUH DQG DERYH DWWMQGDQFH
7WDIQIQ] FRP SADQFH FXUHQWD IGHQWILHG DW
4 XDOVDWYH WHYIHZ Rl XVHUH SHUHQFH Rl WDIQIQJ
VR IGHQW\ NH\ WHP HV VR IQIRLP BIDUQLQ)
3WDPAARQHYY Z RINLQJ Z IMK FKIEBLHQ \ RXQJ SHRS®
DQG VIKHLU I DP LGHV Z LODWHQG TXDUMUD
VDIHI XDUGLQJ 1DFH VR | DFH VXSHUYIMRQ +
FRP STDQFH

FROWEXVRQ HIVKHUE\ DWMQGDQFH RUUHSRUNV
VR , QMDODQG WHYIHZ &K@ SUIRMPMRQ FRQI HUHQFHV
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4 XDAW 3 ®MQQLQJ
(P HULQI VKHP HV IGHQWLHG I LRP

4 XDAW $ VWXIDQFH *
|

\

\

6D HIXDLEQ) 3URIME
[HOQQ $ZDHHW

/ HDUQIQJ ILRP 6 DIHI XDUGEIQJ $GXOV &KL DQG ' RP HWIE

6DIHIXDUGLQ] 4 $) / HDWQLQJ  $Z DUHQHW
6 DIHJ XDUGLQJ $J HQGD

+RP [FIGH WHYLHZ V =" b Pl

6VIVKVRU LHTXLLHP HQW , QWALFREBU LDV * XIGDQFH DQG
6(7

6XSHWIMRQ  FDVHV LHSRUMG VR 6 DIHI XDUGLQJ ' XW

/ lOH /
$Q FKDQIHV IQ WIVXVRU B IMDMRQ DQG / 63 JXIGDQFH 4
, GHQWLFDVRQ Rl HDUD BIDUQIQ) WILRXJI K LOFIGHQFHV ILRP
WH SRIQARI LHFHISWRI D VDIHI XDUGIQJ FRQFHLD |
* LHDVMU FREDERWDWYH Z RINLQJ DQG YIMELON Z RINIQY 10 !
SDUHU/KLS Z VK FDUH XQUW !

0 RQM® SHURWP DQFH LHSRUNV VR 4 XDOW DQG 6 DIHW

0 HHMQIV

% P ROMO® SHURWP DQFH LHSRUAQD VRO +$

6 DIHI XDUGLQU 6 XE &RP P WMH \

0 ROM® SHURWP DOFH LHSRUMR FRP P DMMROHWY XQGHU \\

6  DJWHHP HQW \

4 XDUMUD LHSRUMR 6 DIHW Rl &DUH * LRXS NI
5HSRUAQJ Rl GIDLIQI WURXJIK ( &2/ YID/26& DQG/ &3 ~
&DUH XQW Z LOEH KHGS VR DFFRXQWLQ LHI DGV VIR GAMVHP LODWRQ

IP SOP HQMRQ DQG SOQQQ] Rl HDUD GDUQIQ) 1LRP  LHYLHZ V RUVDIHI XDUGQ)
LOFIGHOFHY P RQRLHG LRXJ K ViKH 4 XDON DQG VDIHW P HHAQIV

6 DIHI XDUGLQU &RP SADOFH $XGW

&RADERIDWYH SDUHUTXDDN YW

7KH 7UCVWHQI DI HY Z K A WHP VDIHI XDUGIQD DWXUDQFH YIMW ILRP VKH , &%

DQG / RFDO6 DI HI XDUGLQU. 3DUADHUVKLS %RDUGY DOG / RFDOB XWRUW DV SDUARI

6 $JUHHP HOW VR LGHQW\ KRZ VDIHIXDUGEQ) LV HP EHGGHG Z WKLQ VIKH 7 UKW
DQG WHYLHZ VDIHI XDUGEIQJ DWXIDQFHV LQ SLDPWFH

AXDOLW\
$VVXUDQ

4 XDAW , P SLRYHP HQW

e $QQXDOWHYIHZ RI 6DIHIXDUEQI SRAIFHV DQG
SURFHGXUHV

+ $QQXDOWHYIHZ RI P DQGDVWHG WDLQIQJ Z IMKIQ DGX®V DQG
FKIGBLHQ /

« 7DUHW DQG WP H ILDP HV DV IGHQWIHG E\ . 3,

o SHYIHZ R & 3*  $SSHQG[  6DIHIXDUEQ]
6 XSHUYIMRQ VR LQFOXGH J XLGDQFH | RUDGX@V

o 6DIHIXDUEQ] W HYHQW GHOYHUHG LQ SDUADHUKLS
Z WK H[ MLUQDODJ HQFLHV VIR VXSSRUMGHQW LHG GIDUQLQU
WHP HV

e ' DAHP IQDURQ Rl NH\ ®DUWQIQJ WILRXJIK (&2/  NH\
P HAWDIHV / HWRQV IGHQAHG QHZ VOMMU  / HDUQLQJ
P DWMU/

e $FFHW R/ VDIHIXDWGEQI WDIQIQ) |RU&TQIFDO
6 DIHI XDUGLQJ 6 SHFLDOAW

« 3WRYMRQRI DK\ EUG P RGHORI WDIQIQJ Z MK D IRFXV
RQ GRFDOVHG GHAYHU LQIRWP HG E\ RFDOW WHP HV

+ 6DIHIXDUBQ) &KDP SIRQV HYHQW GHIYHUHG Z VKIQ

@RFDOAHV E\  &@QIFDO6 DIHI XDUEIQ) 6 SHALDDAW

7\DIQIQJ DQG DZ DUHQHW VR EH P DGH DYDIDE®! 1Q

Gl HHOWP RGHV VR LOFOXGH EHVSRNH VLD WG WDIQLQJ

VR WDP  EIVMA V] H GDUDIQJ  YIGHRV DQG LOWAWYLHZ V VR

VXSSRUAGL I HIHQAMBIDWIQI VW BNV

5 RXVIQH VXSSRUWIMW E\  &@QIFDOG DI HI XDUGLQJ

6 SHFLDOAMWVR FAQIEDOWADP V

,' 4 XDAW &RQWRO

$WMQGDQFH DQG FRP SADQFH Z MK VDIHI XDUGIQJ P DQGDVG
WDIQIQJ [LDP HZ RUIN VR EH P RQIRUHG DQG VR HQVXUH
DQG DERYH DWMQGDQFH

7WDIQIQI FRP SADQFH FXUHQWD LGHQWILHG DW

4 XDOVDWYH WHYIHZ Rl XVHUH[ SHUHQFH R WDIQIQJ VR
IGHQA\ NH VHP HV VR LQIRWPP - BIDUDIQY

$ @SWDPWARQHYY Z RINIQJ Z VK FKIAGUHQ \ RXQJ SHRS®I DQG

VKHWIDP LQHV Z LDWHQG TXDUMUWD VDIHI XDUGELQJ |DFH VR

IDFH VXSHWYIMRQ * FRP SCDQFH

" HQYHU R VDIHIXDUGIQU WL HYHQW LOQ SDURDHUKLS

Z MK H[ WALQDODJ HOFLHV 1Q @OH Z MK HP HUILQJ VIKHP HV DQG

GDUQ] IGHOWIHG ILRP LHYLHZ V SHU\ HDU

01QP XP R VDIHIXDUWGEQJI 1 HZ V WMWY/ SHU\ HDU
DWHIQGDQFH E\ VDI HI XDUGIQU FKDP SLIRQV VR / RFDOW

&KDP SIRQV ( YHQW Overall page 210 of 427
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0(17%/ +($/7+ $&7 $118%/ 5(3257

'"HFLVLRQ ,WHP $6

|5()(5(1&(6 2QO0\ 3')V DUH DWWDF

0+% $QQXDO 5HSRUW SGI

Overall page 212 of 427



ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

Report T itle:

PART 1

Mental Health Act Annual Report 2023/24

2 October 2024

Executive / Non-Executive Lead /
Committee Lead :

Ann Sheridan, Executive Nurse

Report Author(s):

Debbie Radley, Mental Health Act Senior Manager on behalf
of Tendayi Musundire, Deputy Director for Nursing
Safeguarding & MHA

Report discussed previously at:

Safety of Care Group and Quality Committee

Level of Assurance:

Level 1

| 3

| Level 2 \ | Level 3 |

Risk Assessment of Report

Summary of risks highlighted in this report None
Which of the Strategic risk(s) does this report | SR1 Safety 3
relates to: SR2 People (workforce)
SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity
SR5 Lampard Inquiry
SR6 Cyber Attack
SR7 Capital
SR8 Use of Resources
SR9 Digital and Data Strategy
Does this report mitigate the Strategic risk(s)? Yes
Are you recommending a new risk for the EPUT | No
Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term
If Yes, describe the risk to EPUT’s organisational | N/A
objectives and highlight if this is an escalation
from another EPUT risk register.
Describe what measures will you use to monitor | N/A
mitigation of the risk
Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director
function accountability. Finance
Estates
Other

effectively.

Purpose of the Report

This report is designed to provide assurance to the Board of Directors that
risks that may affect the achievement of the organisations’ objectives and
impact on quality are being managed effectively and to provide assurance that
the Group is discharging its terms of reference and delegated responsibilities

Approval
Discussion
Information

3
3

The Board of Directors is asked to:
1. Note the content of the report.

2. Approve the report and publication.

Recommendations /Action Required
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Overall page 213 of 427



ESSEX PARTNERSHIP UNIVERSITY NHS FT ‘

Summary of Key Points

This is the seventh Annual Report prepared on behalf of EPUT’s Mental Health Act & Safeguarding Sub-
Committee. It sets out the framework within which the Committee operates, provides an overview of its
activities in 2023/24 and the outcomes of its deliberations, and looks ahead to developments and challenges
anticipated in 2024/25.

The Mental Health Act & Safeguarding Sub-Committee ensures the organisation is working within the legal
requirements of the Mental Health Act (1983), as amended by the 2007 Act and Mental Capacity Act 2005.

This report reviews the operation of the Mental Health Act for the year 1% April, 2023 to 31 March, 2024.
It will provide an overview of the work undertaken in the administration of the Mental Health Act 1983.

The Mental Health Act Office continues to monitor Mental Health Act activity across the Trust, including
the number and type of detention (i.e. Section 5(4), Section 5(2) etc.) and instances of detained patient’s
absence without leave (AWOL). The Mental Health Act Office also monitors detentions by ethnicity.
Whilst there is some fluctuation in data, it remains consistent with previous years and in the expected
range.

The CQC carried out twenty three Mental Health Act focused inspections during the period April 2023 —
March 2024. Overall, the feedback from the CQC reviews was positive with a small number of points of
learning/themes identified and addressed. Following these inspections, the CQC also commented on a
number of good practices.

The target compliance figure of 85% (this threshold is set out nationally via core skills framework and NHS
England) for Mental Health Act mandatory training, covering both registered and un- registered staff, was
met for the period April 2023 — March 2024.

The Mental Health Act office continues to provide Mental Health Act administration support to several
local acute care partners for patients detained to them under a Service Level Agreement. As part of the
agreement the Mental Health Act office also provides training to our acute care colleagues which helps
ensure those individuals detained under the Act are in receipt of their rights as a detained patient.

Going forwards, work will continue to address and streamline the functions of the Mental Health Act
Administration, ensuring compliance under the Mental Health Act.

The Mental Health Act team remains committed to providing a quality, supportive function to EPUT
clinicians to ensure that those individuals detained under the Act are in receipt of their rights as a
detained patient.

Relationship to Trust Strategic ~ Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
S0O4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

WWww

1: We care 3
2: We learn 3
3: We empower 3

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual Plan 3
& Objectives

Data quality issues
Involvement of Service Users/ Healthwatch

Page 2 of 3
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Communication and consultation with stakeholders

required

Service impact/health improvementg ains

Financial i mplications :

Capital £

Revenue £

Non Recurrent £
Governance implications 3
Impact on patient safety/quality 3

Impact on equality and diversity

Equality Impact Assessment (EIA)

Completed

| YES/NO | If YES, EIA Score

Acronyms /Terms Used in the R eport

MHA Mental Health Act SPC Statistical Process Control
CQC Care Quality Commission NMC Nursing & Midwifery Council
IMHA Independent Mental Health Advocate | MSE Mid & South Essex NHS Foundation Trust
MH Mental Health PAH The Princess Alexandra Hospital
CAMHS | Child and Adolescent Mental Health ESNEFT | East Suffolk and North Essex NHS
Services Foundation Trust, Colchester Hospital
AMHP | Approved Mental Health SLA Service Level Agreement
Professionals
AHM Associate Hospital Manager

Supporting Reports and/or Appendices
Mental Health Act Annual Report 2023/24

Ann Sheridan
Executive Nurse

Executive/ Non -Executive Lead / Committee Lead: |
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FOREWORD

| am delighted to introduce this year’'s Mental
Health Act Administration Annual Report
(2023/24) which sets out our performance in
relation to the Mental Health Act and highlights
our plans and priorities for the coming year.

Providing high quality, safe and compassionate
care remains our priority as we continue on our
journey of transformation and improvement.

Over the last 12 months we have taken great
strides towards achieving our vision ‘to be the
leading health and wellbeing service in the

provision o f mental health and community care.”

Central to this is our new Quality of Care
Framework. Launched earlier this year, it builds
on the improvements already achieved through
our three -year Safety First, Safety Always
strategy and sets out our new guiding principles
for delivering great care and putting people at
the heart of everything we do. The framework is
shaped by what our staff, people with lived
experience and partners have told us quality of
care means to them and focuses on safety,
effectiveness a nd people’s experiences as the
three foundations for delivering consistent and
reliable care.

We are focused on providing the best inpatient
care, building a stable and skilled workforce to
provide that care, and safe and therapeutic
environments in whi  ch to do so. In 2023, we
welcome more than 1,700 permanent new
colleagues and continue to make improvements
to our wards following a £20 million investment.
Widespread changes have been made across
wards to reduce the risk of self -harm and create
the best environment for care and recovery.
Oxevision remote monitoring technology is now

in use across 23 of our inpatient ward.

2023/24 has been a busy year and one in which

we have made great progress in helping people

in mental health crisis get the right care at the
right time. Our Mental Health Urgent Care
Department in Basildon has supported more

than 2,000 people since it opened in spring 2023
and joint response vehicles in partnership with

the East of England Ambulance Service Trust are
reducing admissions  to emergency departments.

All that we have achieved is testament to the
hard work and dedication of our staff and |
would like to take this opportunity to thank
everyone at the Trust as well as our system
partners for their continued support.

#WhatWeDoogetherMatters

Ann Sheridan, Executive Nurse
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EXECUTIVE SUMMARY

This isthe seven Annual Report prepared on
behalf of EPUT’s Mental Health Act &
Safeguarding Sub - Committee. It sets out the
framework within which the Sub Committee
operates, provides an overview of its activities in
202 3/2024 and the outcomes of its

deliberations, and lo  oks ahead to developments
and challenges anticipated in 202 4/2025.

The Board recognises that high standards of
governance throughout the Trust are essential for
the delivery of the identified strategic objectives,
the safety ofits services, the quality of service
user and carer experience, and the long-term
protection of stakeholder interests. Good

governance emanates from the Board but
pervades the entire organisation, being reflected

in its operating practices,  policies and procedures.

The Mental Health Act & Safeguarding Sub -
Committee ensures the organisation is working
within the legal requirements of the Mental
Health Act (1983), as amended by the 2007 Act
and Mental Capacity Act 2005.

This report reviews the operation of the Mental
Health Act for the year 1st April, 202 3 to 31st
March 202 4. It provides an overview of the work
undertaken in the administration of the Mental
Health Act 1983 (as amended by the Mental

Health Act 2007).

The Mental Health Act Office continues to

monitor Mental Health Act activity across the
Trust, including the number and type of

detentions (i.e. Section 5(4), Section 5(2) etc .)
and instances of detained patients’ absen t
without leave. The Mental Health Act Office also
monitors detentions by ethnicity. Whilst there is

some fluctuation in data, it remains consistent

with previous years

The CQC carried out twenty three Mental Health
Act inspections during
31st March 202 4. Overall, the feedback from the
CQC reviews was positive with a small n umber
of points of learning/themes identified and

addres sed.

The Trust's Target Compliance figure of 85% for
Mental Health Act mandatory training, covering

both registered and un  -registered staff, was met
for the period 15t April 2023 — 31t March 2024.

the period 1%t April 2023 -

The Mental Health Act Office continues to

provide Mental Health Act administration support
under a service level agreement to several local
acute care partners. As part of the agreement,

the Mental Health ~ Act Office also provides
training to our acute care colleagues which helps
ensure those individuals detained under the Act

are in receipt of their rights as a detained

patient.

Work will continue going forward in continuing to
address and streamline the functions of the
Mental Health Act Administration, ensuring
complia nce under the Mental Health Act.

The Mental Health Act Team remains committed
to providing a quality, supportive function to
EPUT clinicians to ensure that we work
collectively to ensure that those individuals
detained under the Act are i n receipt of their
rights as a detained patient. The Trust will
continue to support the key functions of the
Associate Hospital Managers in considering
patient’s requests for discharge from detention
under certain sections of the Mental Health Act
in accor dance with section 23 of the Act
including Community Treatment Orders and
review detentions following renewal of such
sections or following the barring by a
Responsible Clinician of an application for
discharge by the patient’s nearest relative.
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EPUT@/ERNANCE

Mental Health Act Team

Within Essex Partnership University NHS Foundation Trust (EPUT), the Executive Nurse is responsible
for the delivery of the Mental Health Act Administration service.

The Mental Health Act Te am is led by the Deputy Director for Safeguarding and Mental Health Act.

The Mental Health Act Team operation an admiration service between 8:30am and 5pm, Monday to
Friday, excluding bank holidays.

Mental Health Act Team Structure

Tendayi Musundire
Deputy Director of Nursing for Safeguarding and MHA

Mental Health Act Senior
Management Support
Lynn Proctor

Mental Health Act Manager
Annemarie Hockney

Mental Health Act Officer

Wendy Cracknell

Mental Health Act
Administrator
Amber Ward

Mental Health Act Senior
Manager
Debbie Radley

Mental Health Act Manager
Kevin Russell

Mental Health Act Officer
Jeanette Gosden

Mental Health Act
Administrator
Samantha Evans

Mental Health Act Assistant
Olivia Cole

Page 6 of 39

Overall page 221 of 427



MENTAL HEALTH ACT ANNUAL REPORT 2023-24

Mental Health Act Administration Service Pathway
The diagram below demonstrates the reporting pathway for the Mental Health Act Administration
Service within the Trust.

Mental Health

All Trust Act Mental Health
Staff Administration Act Business
Team Meeting

Mental Health
Quality and
Committee Safeguarding
Sub Committee

Trust Board

The Trust has robust reporting systems in place which ensures the Trust Board and associated
committees are updated regularly on Mental Health Act activity, trend analysis and quality issues.

Mental Health Act Training in EPUT

Mental Health Act Training is an online training module andis mandatory to both registered and un-
registered staff. Compliance with  training requirements is monitored monthly =~ and where compliance falls
below the target, this is escalated tothe Mental Health Act Business Meeting and Mental Health Act &
Safeguarding Sub Committee. The Trust compliance figure is 85%.

Training needs are highlighted through results from ongoing Mental Health Act Audits, Mental Health ~ Act
Care Quality Commission visits and requests from Ward Managers to addressteam or individual needs.
Where training needs are identified the Mental Healt h Act Office provided bespoke  training either via
Microsoft Teams, or supported one to one telephone discussions.

atal Targe Trained
No %

Mental Health Act All Registered Staff 2140 1974

Mental Health Act All Non  -Registered Staff 1358 1329
Data provided by EPUT Workforce Department
Mental Health Act Training Delivered by Mental Health Act Team
The MHA team have devised a rolling programme of MHA training which can be accessed by all
members of staff within the Trust on a monthly basis. These monthly sessions provide an
opportunity for learning as well as sharing current CQC themes arising from MHA focussed CQC
visits.
The table below identifies the number of st aff trained by group.

EPUT staff 153

EPUT International Nurses 49

Service Level Agreement - Acute Hospital staff 130

Total 332

Data supplied by MHA team

Page 7 of 39

Overall page 222 of 427



MENTAL HEALTH ACT ANNUAL REPORT 2023-24

Mental Health Act Team

Development

As an organisation, EPUT supports development
of its workforce and supports staff to offer the
best possible care to our patients and service
users.

Members of the Mental Health Act Team have
continued to enhance their knowledge of the
Mental Health Act by receiving regular
distributions regarding changes to the Mental
Health Act through Mental Health Law Online,
the Care Quality Commission , The London
Mental Health Network and the Law Society.
This knowledge enhances the skills within the
team and helps to ensure the team can support
clinicians to continue to provide high quality
care within the legal framework of the Act.

In order to continue in supporting the

development of staff within the MHA team two

MHA administrators will be attend ing the online
Mental Health Act administrator courses hosted

by Peter Edwards Law Company. These courses
are specifically developed for MHA
administrators to get together, learn and share
skills using an evidenced based approach to

fulfil statutory and n  on-statutory duties as MHA
administrators on behalf of Hospital Managers.

The senior MHA management team have
recently introduced “focused” MHA training to
members of the MHA team as part of the bi -
monthly MHA team meetings to support their
knowledge and learning. In addition and to
support the development and knowledge of the
band 6 MHA Managers in the team, three
monthly practice development forums are now
arranged with the senior managers in the team
where discussions and views regarding recent
case la w, high court judgements and day to day
anomalies within the MHA administration are
discussed.

Senior Managers in the Mental Health Act Team
regularly review the career pathways of the
team during annual appraisals.
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DETENJNS UNDER THE MENTAL HEALTH AC

2023 -2024

Data S ource

As there are currently two clinical systems

being used for the administration of the Mental
Health Act in the Trust — Mobius in the

Basild on/Rochford/ Thurrock  area and Paris in
the Chelmsford/Colchester/Harlow Area, this
report provides details for both systems, which

are provided by the Trust’s Information and
Performance Team.

People may come into hospital under a

detention order or they may have been
admitted informally then assessed and

detained. It is possible for one person to have
been subject to numerous

detention orders for example; Section 5(4),
Section 5(2), Section 2 and Section 3. It is each
of these individual sections that m ake up the
detention figures.

EPUT Mental Health Act Detention

Activity D  ata

Mental Health  Act Activity (number  of
detentions) is monitored ona monthly basis in
order to identify emerging trends and any
anomalies and presented atthe Mental Health
Act Business Meeting and Mental Health Act &
Safeguarding Sub -Committee. Any anomalies

and emerging trends identified are further
investigated to understand the context and
circumstances; and remedial action taken  as
appropriate.

The below SPC Charts provides an overview of

Mental Health Act Activity. Whilst there is some

fluctuation in the use of some of the detentions it
is consistent with previous years.

Section 5(4)

A Section 5(4) allows  a nurse of the ‘prescribed
class’ to detain an in-patient who is already
receiving treat ment for mental disorder. The
definition of ‘prescribed class’ is any nurse
registered in sub-parts 1 or 2 ofthe register
maintained by the Nursing & Midwifery Council
(NMC) whose entry  on the register indicatesth  at
their field of practice is either mental health  or
learning disability.

A Section 5(4) lasts  forup to six hours or until
the doctor attends to assess the patient to
ascertain if the patient requires further

detention. The use of Section 5(4) whilst
fluctuates remains  low and within single figures.

Fromthe 1 st April 2023 tothe 31 st March 2024
section 5(4) was implemented eight times.
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Data provided by EPUT  Information Department

Section 5(2)

Section 5(2) is a holding section of an informal or voluntary patient on a mental health ward in order for
assessment tobe arranged under the Mental Health Act 1983 The purpose of a Section 5(2) is to prevent

the person from discharging themselves before there is time to arrange an Mental Health Act assessment

for a Section 2 or Section3 . The usage ofa 5(2) can therefore fluctuate from month to month
demonstrated as common variation.

Fromthe 1 st April 2023 to the 31 st March 2024 section 5(2) was imple mented one hundred and sixty
seven times

Data provided by EPUT Information Department
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Section 2

Section 2 allows for the compulsory admission and detention for assessment of someone with a mental
disorder. The mental disorder must be of a nature or degree which warrants the detention of the

person in hospital and  that they ought to be detained in the interests of their own health, safety or

with a view to the protection of other persons. The Section 2 is for detention up to 28 days and cannot
be renewed

Fromthe 1 st April 2023 tothe 31 st March 2024 section 2 was implemented one thousand and eighty two
times.

Data provided by EPUT Information Department
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Section 3

Section 3 allows for a person to be admitted to hospital for treatment if their mental disorder is of a
nature or degree which warrants the detention of the person in hospital and that they ought to be
detained in the interests of their own health, safety or with a view to the protection of other persons.

The Section 3 is for detention for up to six months, this can be renewed if the criteri aisstilmetfor a
further six months and then yearly after that.

Fromthe 1 st April 2023 tothe 31 st March 2024 section 3 was implemented six hundred and thirty seven
times.

Data provided by EPUT Information Department
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PART Il OF THE MENTAL HEALTH ACT — FORENSIC SECTIONS

Section 35

Section 35 is a remand to hospital for assessment for up to 28 days, it can be renewed for a further 28
day period, for up to 12 weeks.

Fromthe 1 st April 2023 to the 31 st March 2024 section 35wa s not used.

Data provided by EPUT Information Department
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Section 36

Section 36 is a remand to hospital for treatment for up to 28 days, it can be renewed for a further 28
day period, for up to 12 weeks.

Fromthe 1 st April 2023 tothe 31 st March 2024 section 36 was not used.

Data provided by EPUT Information Department
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Section 37

Section 37 is a Hospital Order for the admission of an offender to hospital who is suffering from a
mental disorder. Section 37 is for up to six months, renewable at six months and then yearly.

Fromthe 1 st April 2023 to the 31 st March 2024 section 37 was implemented eleven times.

Data provided by EPUT Information Department
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Section 38

Section 38 is an interim hospital order to assess an un -sentenced prisoner and is for up to 12 weeks.

Fromthe 1 st April 2023 tothe 31 s March 2024 section 38 was implemented six times.

Data provided by EPUT Information Department
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Section 47

Section 47 is the transfer of a sentenced prison to hospital who is suffering from a mental disorder. A
Section 47 is  for up to six months, renewable at six months and then yearly.

Fromthe 1 st April 2023 to the 31 st March 2024 section 47 was used five times .

Data provided by EPUT Information Department
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Section 48

Section 48 is the transfer of an un -sentenced prisoner in need of urgent treatment. The section has no
limit of time.

Fromthe 1 st April 2023 to the 31 st March 2024 section 48 was used 4 times

Data provided by EPUT Information Department

Restricted Patients

A restricted patient cannot be discharged by the RC, they can only be granted section 17 leave or
transferred to another hospital or discharged with the permission of the Secretary of State.
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Section 37/41

Section 37/41 is a Hospital Order with restric tions. The Section has no limit of time.

Fromthe 1 St April 2023 to the 31 st March 2024 section 37/41 was used seven times.

Data provided by EPUT Information Department
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Section 47/49

Section 47/49 is the transfer of a sentenced prison to hospital who is suffering from a mental disorder
with restrictions

Fromthe 1 st April 2023 tothe 31 st March 2024 section  47/49 was used three times.

Data provided by EPUT Information Department
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Section 48/49

Section 48/49 is the transfer of an un -sentenced prisoner in need of treatment.

Fromthe 1 St April 2023 tothe 31 s March 2024 section  48/49 was used eleven times.

Data provided by EPUT Information Department
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Absence without Leave
Section 18 of the Mental Health Act authorises the return of a detained patient to hospital who absented
themselves without authorised leave.

A detained patient’s responsible clinician is the only person that can grant section 17 leave of absence.
There are three factors that describe absence without leave (AWOL)
X Absenting themselves from hospital
X Absenting themselves from escorted leave
x Failure to return from section 17 leave at the appointed time
Prior to any agreed episodes of leave this is always discussed with the patient and or carer (where
app ropriate). The granting of leave is always based on current and historic presentations alongside
observed mental state assessments.
A number of measures  have been introduced to try and reduce the number of incidents of AWOLS.
These include improving com  munication between Multi-  disciplinary team members (MDT), in particular
reporting on patient’s presentation or any untoward events . In addition the MDT fully review the risk when
reintroducing leave following suspension, as well as improving staff skills in being able to complete pre

leave risk assessments. Staff are supported in enhancing their learning and knowledge around the
procedure to manage AWOLSs.

Data provided by EPUT Information Department
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National data — Men tal Health Act

statistics — Annual F igures 1St April
2022to 31 st March 2023
Published 25 ™ January 2024

In 2022/23 there were 51,312 recorded
detentions under the Mental Health Act,
however the overall national total will be higher
as not all providers  submitted data and some
submitted incomplete data. Trend comparisons
are also affected by changes in data quality.
For the providers that submitted good quality
detentions data in each of the last six years it is
estimated that there was a decrease in
detentions of 7.7% from last year ( EPUT figures
for 2023/2024 evidence that there has been a
4% decrease in detentions over the last year
against the national picture of 7%).
Comparisons can still be made between groups
of people using populations based rates even
though the rates shown are based on
incomplete data. Known detention rates were
higher for males (83.7 per 100,000 population)
than females (82.9 per 100,000 population).
Amongst adults, detention rates tend to decline
with age. Known detention rates for the 18 to
34 age group (135.9 detentions per 100,000
population) where around 59% higher than
those age 65+ (85.4 per 100,000 population).

National Data — Mental Health Act Statistics
population for the UK.

— Annual Figures. Publi

Detention Rates by E thnicity

Detention rates by lower ethnic

group

A more detailed breakdown of the fi ve broad
ethnicity groupings shows that the detention
rate was highest for those with ‘Any Other Black
Background’, which forms part of the ‘Black or
British’ group. At 715.4 detentions per 100,000
people, this was over eleven times the rate for
the White British group (63.4 detentions per
100,000 people) in 2022  -23. The ‘Any Other
Mixed Background’ had the second highest rate
of detention (288.0 detentions per 100,000
population) followed by the Caribbean group at
222.8 detentions per 100,000 population.

Detention rates by higher ethnic

group

The White ethnic group is the largest in
England, so we would expect this group to have
the greatest number of detentions, even if
there are missing data. But we can compare
detentions for different groups of people (e.g.
by age, gender and ethnicity) by expressing
them as rates per 100,000 population. This is
valid as long as there is no bias caused by the
missing data.

shed January 2024. Standardised detention rate per 100,000
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EPUT Detention Rates by Ethnicity

The table below details the ethnic grouping of detained patients in receipt of

care from EPUT. Although

the data indicates a slight increase in the detentions of black individuals and a slight increase in the
detention of white individuals, the data, as in previous years, remains relatively stable and appears to

be consistent with th

e demographic profile of EPUT’s geographical area

1600

Detentions by Ethnic Grouping

1400

1200

1000

800
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400

200

ASIAN
m2018/19

BLACK
m 2019/20

MIXED
m2020/21

OTHER
m 2021/22

WHITE
m2022/23

NOT STATED
m2023/24

Data provided by EPUT Information Department

SERVICE LEVEL AGREEMENTS WITH
OTHER PROVIDERS

The Trust continues to have in place Service
Level Agreements with Princess Alexandra
Hospital, Harlow, East Suffolk and North Essex
NHS Foundation Trust who are responsible for
services in Colchester General Hospital and Mid
& South Essex NHS Foundation T rust who are
responsible for services in Broomfield Hospital,
Basildon General Hospital and Southend
General Hospital. The Service Level
Agreements provide Mental Health Act
Administration expertise and support with
patients detained to an acute hospital
Mental Health Act.

under the

Two service level agreements are currently in

the process of being renewed for another year

by Princess Alexandra Hospital (PAH) in Harlow
and Mid & South Essex NHS Foundation Trust
(MSE) for hospital in Basildon, Broomfield and
Southend. The service level agreement with

East Suffolk and North Essex NHS Foundation
Trust (ESNEFT) is due for renewal in October

2024.

A vital part of the Service Level Agreement is
the provision of Mental Health Act training to
our acute care col leagues, all of which helps
ensure those individuals detained under the Act
are in receipt of their rights as a detained
patient.
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FEEDBACK
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CARE QUALITY COMMISSION

Care Quality Commission -
Monitoring the Mental Health Act in

2022/2023 Report

The CQC'’s Monitoring the Mental Health Act in
2022/2023 Report was published on the 24th

March 2024. The report is based on the findings
from 860 mon itoring visits  carried out during
2022/2023. This involved speaking with 4515
patients (3410 in private interviews and 1105 in

more informa | situations) and 1200 carers. The
CQC also spoke with advocates and ward staff. In
addition the CQC carried outa s eries of interv
with people who have lived experience of being
detained under the MHA or of caring for someone
who have been detained.

iews

The key points identified by the CQC were:

X  Workforce retention and staffing shortages
remain one of the greatest ch allenges for the
mental health sector, affecting the quality of
care and the safety of both patients and staff

X Longstanding inequalities in mental health
care persist. More work is needed to address
the over- representation of black people
detained under the MHA and to prevent
prolonged detention in hospital for people who
need specialist support.

x Despite additional investment, rising demand
and a lack of community support means that
children and young people face long waits for
mental health support, and a lack of specialist
beds means they continue to be cared for in
inappropriate environments.

X We expect care to be person centered and are
committed to helping services promote
positive cultures. While we have seen
improvements in some areas, there is sti I
significant work to be done to reduce
restrictive practices.

x Itis promising that people, including staff, are
aware of the drivers that can lead to a closed
culture developing. But we are still concerned
that too many abusive and closed cultures
persi st in mental health services.

https://www.cqc.org.uk/publications/monitoring -
mental -health -act/2022 -2023

Care Quality Commission MHA

Focused Visits

The Care Quality Commission (CQC) is required to
monitor the use of the Mental Health Act 1983

(MHA) to provide a safeguard for individual

patients whose rights are restricted under the Act.
They do this by looking across the whole patient
pathway experience froma  dmission to discharge.

The Mental Health Act Office provides a
supportive process for the wards to help co-
ordinate the visit. In the main during the last

year, visits from the CQC have been
unannounced. The Mental Health Act Office
provide support to the ward staff for any
responses that may be required to the CQC,
during or following their visit. To date this has
proved very successful.

CQC Mental Health Act Reviewers undertook the
following:

1. Identify services that require monitoring based
on emerging concerns and their previous
contacts with the service;

The CQC have given formal provider action
statements and monitoring reports detailing the
outcome of the visit indicating any points where
they would expect action to be taken. The Care
Quality Commis sion made the following visits to
the Trust from the 1st April, 2023 to the 31st
March, 2024:

Rainbow Unit
Grangewaters Ward

9t May, 2023
25t July, 2023

16™ August, 2023 Forest Ward
16™ August, 2023 Lagoon Ward
17™ August, 2023 Dune Ward

17™ August , 2023
24" August, 2023
14™ September, 2023
26" September, 2023
28" September, 2023
24™ QOctober, 2023
8™ November, 2023
13" November, 2023
28™ November, 2023

Causeway Ward
Finchingfield Ward
Gosfield Ward
Kitwood Ward
Galleywood Ward
Peter Bruff Ward
Henneage Ward
Ardleigh Ward
Longview Ward

6™ December, 2023 Stort Ward

7™ December, 2023 Chelmer Ward
12™ December, 2023 Byron Court
10™ January, 2024 Cedar Ward
16™ January, 2024 Roding Ward

30" January, 2024 Edward House
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Gloucester Ward
Cherrydown Ward
Christopher Unit

5% March, 2024
13t% March, 2024
19™ March, 2024

Overall the feedback from the CQC reviews was
positive however, a number of themes were
identified. The general themes identified have
been shared both at the Mental Health Act
Business meeting , Safe Care Group and the
Mental Health Act & Safeguarding Sub Committee
and action takent o mitigate against recurrence.
It was pleasing to note that in addition to areas
forimprovementa  number of po sitive general
comments from patients, relatives , carers and
IMHAs were provided to the CQC reviewers during
their visits

Some of the themes identified were as follows: -

x IMHA Services
o Lack of information around the ward
0 Lack of referring detained patient
have no capacity
o Access to IMHA services
X Section 132 Rights
o No evidence of rights being given
o Delay in giving rights
x Capacity to Consent to Treatment
Assessments
0 No evidence in the ward review
electronic form , that capacity to
consent to treatmenth  ad been
assessed

s that

x Food
o Portion sizes too small
x Care plans
0 No evidenc e of patient involvement
0 patients not being given copies of their
care plans
x Consent to Treatment
0 Treatment forms (T2/3 & Sec 62) not
attached to the medication chart

Observations from the CQC:-

The young people knew that the hospital had a
duty to inform patients of their rights as required
by section 132 of the MHA. Their rights were
provided in written form and verbally by staff.
IMHA services were offered to the young people
and request s for an IMHA to visit were made.
(Longview Ward - CAMHS)

Our last visit to Rainbow Ward was on 27
November 2018. Since this visit, we found the
following improvements: Staff provided patients
with a copy of their section 17 leave
authorisation. (Rainbow Unit — Specialist
Service )

In the 3 records we reviewed, it was recorded

that patients had been given information about

their rights under section 132 and staff had noted

the patients’ level of understanding. None of the
patients had understood the infor mation. The
records showed that the information was repeated
monthly. We saw a copy of the easy read

information given to patients. (Byron Court -
Learning Disability Service )

Patients were involved in decisions about their

care and treatment as far as wa s possible given
the acuity of the mental health of some patients,
especially at the time of their admission. The

views of relatives and carers were considered.
(Edward House = — Secure Services)

Information was displayed about a community
hub that provided  information and access to
organisations offering information on benefits,
voluntary work, employment, drug and alcohol
dependency support.  (Cedar Ward — Adult
Acute )

We reviewed all relevant T2 and T3 treatment
certificates which were all present with me
charts. (Cedar Ward — Adult Acute )

dication

Our last visit to Cedar Ward was on 2 August

2021. Since that visit we found the following
improvements. The hospital had a duty to inform
patients of their rights as required by section 132

of the MHA. These ri ghts were provided in a

timely way and recorded regularly. (Cedar Ward
— Adult Acute )

Patients reported that they felt safe on the ward.
(Cedar Ward  — Adult Acute )

Our last visit to Roding Ward was on 28
November 2018. Since that visit we found the

fol lowing improvements. Medications were listed
on medication charts and were authorised on T2
authorisation certificates. Old section 17 leave
forms were struck out when out of date and not in
use any longer.  (Roding Ward  — Elderly
Services )

Our last visi tto Gloucester Ward was on 6 August
2019. Since that visit we found the following
improvements. From the records we found that
medication was authorised a certificate of second
opinion (T3 form). Physical health checks were
recorded and there was evidenc e of carer
involvement and discharge planning found in

records. (Gloucester Ward — Elderly Services )

Staff were trained in safeguarding and understood
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the hospital policy for reporting safeguarding
concerns. Information about safeguarding was
displayed on the noticeboard. ( Grangewaters
Ward - MH Assessment Unit )

There was good evidence that the duties of the
hospital managers were being correctly carried
out, including the processing of applications to the
Mental Health

Tribunal and arranging hospital man
hearings. (Grangewaters Ward
Assessment Unit )

agers’
— MH

Discussion with patients:-

All young people we spoke with felt safe on the

ward. They said that staff were approachable and
they knew who their key nurse was. One young
person said “my key nurse is really good.” Young
people felt they had enough 1 -to-1 time with their

key nurse. If  key nurses were not available, then
other staffgave 1 -to-1time. (Longview Ward -
CAMHS )

One young person said there was not as much to
do at the weekend.  (Longview Ward - CAMHS)

One patient told us they found the ward recovery
focused and that they had seen the improvement
in their wellbeing since being on the ward. Staff
were respectful and approachable. They knew
who their daily named nurse was, and they could
talk and have regu lar 1 -to-1 time with nursing
staff. (Rainbow Mother and Baby Unit -
Specialist Services )

The responsible clinician was approachable and
made time to discuss care and treatment. Their
treatment plan including medication was
explained, including the advanta ges, risks and
side effects.
Specialist Services )

Patients said that staff treated them well. They
said that they could talk to staff and felt heard by
them. (ForestWard — Secure Services )

One patient said that he found it difficult on the
ward at times but that he found the dialectical
behavioral therapy (DBT) and substance misuse
therapy helpful.  (ForestWard — Secure
Services )

None of the patients with whom we spoke said

they liked the food. One patient said that the food
portions on the ward “were tiny”. (Forest Ward

— Secure Services )

Patients with whom we spoke with were happy

( Rainbow Mother and Baby Unit -

with their experience of the ward.

One patient told us the treatment they received

had “helped a lot”. The ward manager was

described as r elaxed. All patients we spoke with
said they felt safe on the ward. (Edward House
— Secure Services )

Patients spoke about what they did with their

time on the ward. One patient spoke highly of the

OT technical instructor and explained that they

went out  of their way to provide extra gym

sessions and that they really cared about the

patients. ( Edward House — Secure Services )

Patients we spoke with were happy with their
experience on the ward. Staff were “absolutely
lovely”. One patient told us “this has been the
best care | have ever had.” (Edward House  —
Secure Services )

One patient explained their admission was “not
good”. In addition, they had experienced a
homophobic attack on the ward from another

patient. However, this incident had been

addressed in atimely way. (Edward House -
Secure Services )

We spoke to 5 patients in private. All patients we

spoke with were happy with the staff support,

“the ward manager goes over and above to help.”

“The staff have kept me alive and really

supported me nott odie.” (Galleywood Ward -
Adult Acute )

Patients we spoke with who were detained

confirmed they had been informed of their rights.
Two patients spoke about appealing their

detentions. Two patients spoke about using the
IMHA for information and support. (Cedar Ward
- Adult Acute )

All of the patients we spoke with felt the staff
were very good. ( Gloucester Ward — Elderly
Services )

Patients we spoke with had not seen an advocate.
One patient said they had not received
information about their legal position and rights
under the MHA or had these explained to them.

( Gloucester Ward — Elderly Services )

Most patients we spoke with told u s that they

were treated with respect and dignity and that

they felt safe on the ward. We observed caring

and supportive interactions between patients and

staff. The patients told us that they were able to

keep in contact with families and friends. They

also said that there were no issues with arranging

visits by their relatives. (Grangewaters Ward -
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MH Assessment Unit )

They said that the atmosphere on the ward was
mostly quiet but could be noisy and busy at
times. (Grangewaters Ward - MH
Assessment Unit )

Patients reported that most staff were “amazing”
and “go that extra mile”. (Peter Bruff —— MH
Assessment Unit )

One patient said the food was good. Another said
the food was “horrendous” with sandwiches every
day and hot food made with potatoes a lot.

(Pet er Bruff — MH Assessment Unit )

Discussion with carers:-

Carers told us that they could not fault the staff

on the ward. They were kind, supportive, and

lovely people. Staff listened and were
accommodating. The team gave them hope about
moving their relat ive forward. (Longview Ward
- CAMHS)

Carers said that “communication is brilliant.”
Carers could ring the ward at any time and
receive a response. (Longview Ward - CAMHS )
Carers were positive about the care and

treatment their relative received. We were told
that staff were helpful, approachable and listened

to them. We heard that staff took time to

understand the individual needs of the patients,

asking carers for advice if they did not understand

a particular behaviour or its meaning. Carers were
invite d to attend ward reviews and discharge

planning meetings, with arrangements made for

them to join remotely if they could not attend in
person. A carer described the staff as “marvelous”

and that “they do a great job”. We heard that, in

their opinion,

Byron Court was better than other similar units

their relatives had been admitted to in the past.

One carer specifically mentioned the responsible
clinician who they described as “very

professional” and “streets ahead” of other

clinicians they had met previousl y. (Byron Court
— Learning Disability Service )

We spoke with one carer of a patient from this
ward. They spoke positively about the staff and
the communication they received. Visiting their
relative had been good. Staff had tried to arrange
visiting at C hristmas time and other important
occasions like the patient’s birthday. This had
meant a lot to the carer and the patient. On
admission the carer had been asked what the
patient’s likes and dislikes were. They had also

been consulted on where the patien t could move
on to. The carer felt the patient was very settled

on the ward and the staff went ‘above and

beyond’ to support their relative. (Edward
House - Secure Services )

Carers told us that “staff are very nice” and “staff
are impressive and lovely.” (Forest Ward  —
Secure Services )

One carer said that the doctors and nurses kept
them regularly updated. One carer spoke about
attending the carers’ forum and that this was
useful. (Forest Ward — Secure Services )

Carers found visiting easy and accessible. Carers
told us that their relatives were happy on the

ward, for example, one said “l am pleased overall
with the care”.  ( Galleywood Ward — Adult
Acute )

Carers told us that staff were welcoming and

friendly. Generally, they were lovely and lis tened.
Carers said staff tried hard and the health care
assistants were very good. (Cedar Ward — Adult

Acute )

The carers we spoke with said that the staff were
lovely. The ward was very good and worked well

for patients. Both carers we spoke with said the y
were very grateful for the service their relative

received from the ward.

Staff were approachable and explained things

well. The matron was also approachable and

happy to discuss issues and share knowledge.

( Gloucester Ward — Elderly Services )

Staff were good and helpful at visiting times. A

slot was booked off the ward for the visit. They

were not kept waiting for visits. (Peter Bruff  —
MH Assessment Unit )

Discussions with the IMHAS
Referrals were made to the IMHA service
regularly and suppor t was provided at ward
rounds and care programme approach meetings.
Private space was always found for the advocate
and they were made to feel welcome. Staff knew
what an IMHA was and what support they
provided. (Longview Ward — CAMHYS)

The IMHA service wa s provided by Rethink. We
heard that they had worked at

Byron Court for the past 8 years. Staff referred all
detained patients to the service and they
supported patients to appeal to the First Tier
Tribunal — Mental Health and the Hospital
Managers. Staff were in regular contact with the
IMHA who was invited to attend the weekly
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reviews and all other meetings. The IMHA met
with any new ward staff to inform them of the
support the IMHA service could offer to patients.
We were told that the MHA administration

was a helpful point of contact for the

IMHA. The IMHA expressed no concerns about the
service.

Rethink also provided the independent mental
capacity advocate (IMCA) service and a general
advocacy service for any informal patients.

(Byron Court  — Learning Disability Service)

team

The IMHA was from the local authority funded by Essex
service Rethink. The IMHA agreed she was able to
perform her role as per the Code of Practice. Private
rooms were found for interviews and communication
around ward round times was good.

A majority of staff knew the IMHA role and what it was
for. Referrals were sent frequently. The IMHA visited the
ward once every two weeks or when a referral was
made. (Edward House - Secure Services)

The IMHA told us that they were able to
their role on the ward. ( Galleywood
Acute)

perform
— Adult

They said that the ward had a routine of patient
reviews that worked well for patients and the
IMHA. Staff knew what the role was and used the
service well. The referral system was embedded.
The | MHA did not provide a drop in or attend
community meetings. They came to the ward
every Monday and Friday for most of the day.

(Cedar Ward — Adult Acute )

The ward was very good at communicating with

the IMHA. They had a good working relationship
with the matron and the interim ward manager
and was made to feel welcome on the ward. The
IMHA was found a private room to meet with
patients. The staff made referrals in a timely way.
The IMHA confirmed referrals for patients who
lacked capacity were made. They a Iso confirmed
they worked in a non-  instructed way with these
patients. (Roding Ward — Elderly Services )

The IMHA from Rethink told us the ward staff

were professional, helpful, and polite.

They were always provided with an alarm. Staff
would brief the IM  HA about any patients with
risks. ( Gloucester Ward — Elderly Services )

EPUT Guidelines for completing CQC

Provider Action Statements

In order to provide staff with robust support in

the completion of a CQC provider action
statements, guidelines were developed in March
2024 which were reflective of the most common
identified themes from CQC MHA focused visits
from 1st April 2023. These guidelines will be
updated on a regular basis by the MHA office to
include any new themes going forward.

Additional one to one support is provided to staff
in regards to the completion of the provider action
statement by the MHA team senior manager
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AUDITS 262024

Audits are undertaken annually , bi -annually and
monthly to monitor EPUT’s compliance with the
Mental Health Act and to ensure that patients

are legally detained and their rights protected

Associate Hospital Manager Audit

The Independent Chair of the Associate Hospit al
Managers, in conjunction with the Mental Health

Act Offic e, undertake two audits a year; a
decision form audit and a full panel audit.

Decision Form Audit

This audit involve s scrutinising a number of
decision forms (12 in total) to ensure that the

form s gave sufficient evidence to justify the
decision to discharge or not, the patients’

detention under the Mental Health Act. The
decision form audit took place during November
2023. The 12 decision forms audite  d were
dated between the periods December 2022 to
January 2024 . In the vast majority of cases,

forms were completed in line with expectations.
The following observations were made at the
conclusion of the Decision Form Audit: -

X There were at least two decision forms that
could be considered exemplars . However
some of the decision forms were lacking in
some evidence not being recorded and/or
conclusions not being drawn with limited
reference to evidence which may have been
gleaned but not recorded.

X Reference to capacity and insight was not
always rep orted in detail and yet these
aspects could sometimes directly affect
compliance with medication and other
treatments.

X Appropriate treatment can cover
medication, occupational therapy and
psychology however reference to sectionl7
leave is often not always referred to as an
important part of the therapeutic
programme.

X Some of the decision forms would have
benefited from a more detailed narrative to
evidence that the criteria for continued
detention had been met.

Full Panel Audit

The purpose of the Full Panel Audit isto reflect
on what has occurred within hearings in order to
learn lessons and improve practice and
procedures within ~ EPUT. The audit team will seek

to ensure that the process of the hearing
complied with  the principles of clinical
governance and that the rights of the patient
were considered and, where appropriate,
protected.

This includes ensuring that reports were received

in a timely fashion and were of an appropriate
standard, that the Associate Hospital Manager
Decision Form from the hearing was clear and
comprehensive and also to discuss and identify
any best practice points for clinicians,
administrators and Associate Hospital Managers

The full panel audit took place on 21 st
November, 2023. The Audit team looked at the
case of a pat ient who was detained on Section

3. The Responsible Clinician  Report, Social
Circumstances Report and the Nursing Report
were reviewed as part of the audit process.

It was evident during this audit that there were
elements of the reports that d id not prov ide
sufficient detail for the AHMs to provide robust

detail in their responses to the questions raised
within the reports. With this in mind the

guidance notes and revised report formats that

were piloted previously will now include the
necessary guidance to report authors to enable
them to provide the relevant evidence.

A reportidentifying  the themes and
recommendations was presented to the Mental
Health Act & Safeguarding Sub- Committee in
January, 202 4. An action plan has been devised
to address the themesidentified by the audit and
developed in conjunction with the Associate
Hospital Manager Chair ~ and Vice Chair. The action
plan was shared at a quarterly Associate Hospital
Manager Meeting in March 2024 to ensure the
dissemination of learning of all the points raised
through the Associate Hospital Manager  audit to
Associate Hospital Manager colleagues as well as
Responsible Clinicians and their colleagues.

Tendable Report

A monthly audit is undertaken at ward level by
ward manager s or nominated person , to ensure
the ward’s individual compliance with the

Mental Health Act. Tendable, the audit tool
designed to assist health and care professionals

to own patient safety and conduct quicker and

more efficient quality audits, is used to facilitate

this audit and has proved effective in helping
monitor compliance.
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Audits are undertaken on a monthly basis, the
results of which are produced and viewed

through an Inspection Summary. The Inspection
Summary is made up of various components
containing previou sly agreed questions that are
required to be asked of individual wards

regarding compliance.

The Mental Health Act  office review the

Inspection Summary each month . Based on
the findings of these audits, specific support
training is offered to the ward an d, where

applicable, individual clinicians.

The results of the Mental Health Act Tendable
audits are a standing agenda item at the Mental
Health Act Bi -Monthly Business Meeting as well
as the Mental Health Act & Safeguarding Sub
Committee. Any emerging th emes and points of
learning are discussed, escalated if necessary

and any remedial action taken, for example,
bespoke training, review of online training and
review of policies and procedures.

Mental Health Act Documentation

Audit

When someone is detained under a section of
the Mental Health Act certain section
documentation is required in regard to the
admission of and continued detention and,
treatment under the Act

The role of the MHA administration team is to
scrutinise documents for accuracy and

com pleteness and to check that they do not
reveal any failure to comply with the procedural
requirements of the Act in respect of
applications for detention.

The MHA office have developed processes and
procedures to aid compliance with the Mental
Health Act, the Mental Health Act Code of
Practice and guidelines issued by the Care
Quality Commission.

The aims of the audit were to provide assurance
that the Trust is compliant with the legal
requirements of the MHA which could lead to
patient safety risks and reputational damage
due to inaccurate completion and retention of
appropriate section papers, as well as provide
assurance that patients detained under the MHA
with the Trust were detained lawfully and being
treated within the parameters of section 58 of
the MHA.

The audit demonstrated that the MHA office
team on the whole operate a good sound
system of MHA administration processes and

procedures. However, it was identified that

there were a few instances of non -compliance
with processes and procedures w hich w ere
addressed through learning and training.

Associate hospital managers

Section 145 of the Mental Health Act gives the
designated Hospital Managers various powers

and duties. Inan NHS  Trust or NHS Foundation
Trust, the Hospital Managers will be the Trust or
Foundation Trust as a body. In practice many
duties within the Act for which Hospital

Managers are responsible will be delegated.

Delegation is authorised within the Mental

Health Act Regulations and in the case of
discharge powers, under  section 23 of the Act.
Many of the functions will usually be delegated

to Mental Health Act  administration  office .
Organisations may delegate the section 23 role
to a group of people referred to as “Associate
Hospital Managers ”. Hospital Managers retain
overa Il responsibility for any delegated duties.
Associate Hospital Managers are lay individuals
who work on a voluntary basis and they receive

a small remuneration for their time

The key function of the Associate Hospital
Managers is to consider patients’ req uests for
discharge from detention under certain sections
of the Mental Health Act in accordance with

section 23 of that Act, (including from

Community Treatment Orders) and reviewing
detention following renewal of such sections or
following the barring by the Responsible

Clinician of an application for discharge by the
patient's nearest  relative.

The Trust currently  has twenty Associate
Hospital Managers who undertake Hospital
Manager hearings , and to ensure that their

Mental Health Act knowledge remains current,
they participate in regular relevant learning
sessions.

Three Associate Hospital Managers resigned
during 2023 /2024 . Reasons for resignations
include work/life balance and other
commitments. The Mental Health Act office, in
conjunction with the Independent Chair and

Vice Chair, regularly review the number of
Associate Hospital Managers to ensure there is
sufficient capacity to facilitate hearings in a
timely manner . Currently the MHA office are in
the process of re  cruiting a number of new AHMs
who are expected to be in post by autumn 2024.

The Associate Hospital Man  agers meet three
times per year to discuss business pertaining to
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their role. Guest speakers are invited to
provide an overview of their specialist area and
expertise in regards to their individual roles
within the organisation which underpins the
knowledge and expertise of the AHMSs.

Associate Hospital Manager Review

of Performance

The M ental Health Act Code of Practice requires
Trusts to complete an  evaluation of satisfactory
performance for each A ssociate Hospital
Manager priorto the renewal of their

agreement. Each Associate Hospital Manager ’'s
two -year agreement includes a number of
elements that they must fulfil to ensure

renewal, of which the per  formance review is a
primary element.  These reviews are used to
determine learning requirements , both specific
to the individual as well as learning in general.

As reported in last year's MHA Annual Report all
AHM reviews were concluded to a satisfactory
standard. A new schedule of reviews has been
devised to meet the conditions of the renewal of
AHM agreements on 1 st November 2024.

The Trust would like to acknowledge the hard
work and commitment of all the past and

current Associate Hospital Managers du ring
202 3/2024 .

Lancashire and South Cumbria

Judg ement

Recently the Trust were informed of a
Judgement that may have had an effect on the
current AHM agreement that the Trust has in
place with the AHMs. The Judgement referred
to an employment Tribunal in the case of
Lancashire and South Cumbria NHS Foundation
Trust and Miss R Moon  where the empl oyment
tribunal found in favour of Miss Moon with
regard to her “worker” status as an AHM in line
with her “honorary” contract. Following this
judgement, along wi  th discussions with senior
manages from the Trust's HR department, they
were confident that the current agreement
which is in place did not constitute the meaning
of an” honorary” contract. A review of the
agreement is currently being undertaken and
will be shared with the Trust’s solicitors,
following which, confirmation of assurance is
expect that the AHMs are not of “worker” status
within the Trust.

Associate Hospital Managers

Meetings and Supportive Learning
The AHMs have met three time s during the la st

year and at the conclusion of each
meeting have received  presentations from : -

x Nicola Greenhalgh, Deputy Chief
Pharmacist, Inpatients, Specialist and
Secure Services

x Debbie Radley, Mental Health Act Senior
Manager, Forensic Sections

x Debbie Payne, Named Professional Quality
and Governance, Safeguarding

Face to Face Hearings

Following the reintroduction of face to face

hearing s by the Mental Health Review T ribunal
and subsequent requests from patient’s legal
representatives , face to fa ce hearings were
reintroduced in October 2023 for Hospital
Manager appeal s and contested renewal
hearings.

Understanding the Role of an AHM

with the Trust’'s Governors

Phil Barlow, Independent AHM Chair will be

making a short presentation to the governors in
May 2024 to provide an overview of the role of

an AHM within the Trust.

Non -Executive Directors

undertaking an AHM Role

Recently an independent report titled Rapid
review into data on mental health inpatient

settings: final report and recommendations was
published on the 28/06/2023.

The purpose of the review was to consider the
way that data and evidence relating to mental
health inpatient settings and pathways was
collected, processed and used to identify risks
early, and mitigate them to protect the safety
of patients.

There were thirteen recommendations in the
report and in recommendation five a number of
points where identified, one of which was that
every board should provide Mental Health Act
training so that at least half their Non - Executive
Directors are trained as Associate Hospital
Managers under the Mental Health Act . These
Non - Executive Directors should participate in
hearings to best understand the clinical care
provided, the challenges, and the views of
patients, families and clinical teams for the

patients . Following the publication, the Trust
facilitated a presentation and training outlining

the details of the review and recommendations

to the Non-Executive Directors.

Derbyshire  health care judgement
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The High Court handed down its judgement in

the Derbyshire Health Care NHS Trust v
Secretary of State for Health and Social and

other (2023) EWHC 3182 (Admin) (the

Derbyshire Judgement)  on the 13 ™ December,
2023.

This case considered certain provisions of the
Mental Health Act  that were not addressed in
the Devonshir e Judgement in regards to the
renewal of a section or the extension of a
community treatment order, in that both the
renewal and the extension process requires
the Responsible Clinician must “examine” the
patient face to  face.

that

As areminder on the 19™ May 2020, the
government issued guidance regarding the
process/ guidance for remote assessments in
light of COVID -19 restrictions. Devon
Partnership NHS Trust subsequently challenged
this.

The challenge was in regards to the phrases
‘personally seen’ and ‘personally examined
sections 11(5) and 12(1) of the Mental Health
Act which require the physical attendance of the
person in question on the patient, prior to an
application being made for detention under
section 2, section 3ors  ection 4, or

guar dians hip under section 7. This meant

it was not sufficient or lawful for a patient to be
seen or examined remotely using video
technology.

in

that

On 22 " January 2021, the Divisional Court
handed down a judgement that briefly stated
that remote assessments were unlawful.
judgement was in relation to assessments for
sections 2 , 3,4and 7 . The judgement did not
mention assessments for renewal purposes
extending a community treatment order ,
however, following a call onthe 26" January
2021 with the  Trust Solicitors , it was confirmed
that this should also include  any renewals of
Mental Health Act  sections, and extensions of
community treatment orders.

This

or

Page 34

In light of the Devonshire Judgement t he
Mental Health Act Team undertook a review

of all those pat ients who had been detained

or had had their section/CTO renewed since
March 2020 (approx. 2000+ records) to
determine whether the required

assessments were remote or face -to -face.

The AMHP should have recorded this on
their report if any of the medical
recommendations or their assessment were
done virtually and the reasons for this.
Where these assessments were undertaken
remotely, the section would be deemed
invalid and the patient would require

reassessment. | nlight of this, thet eam
reviewed those patients who were still
currently detained as priority. Once

identified, all the individual patients were
contacted in writing advising of the
situation.

Following the Derbyshire judgement and the
work previously  undertaken by the MHA team,
as a result of the Devonshire Judgement no
further actions were required.
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INNOVATIOMSNOACHIEVMENTS

MHA Training

To promote continuing knowledge and

understa nding of the MHA a rolling MHA

Training programme has been introduced to

capture staff from all disciplines to enhance
their working knowledge of the MHA. Followi ng
discussions with Matrons it was agreed that the
training will be delivered on the t hird Th ursday
of every month.  The up take on the training has
been fruitful and th e feedback from staff has
been complimentary.

SLA bespoke package

To promote partnership working, a MHA training
package has been devised and tailored to
reflect the needs of the acute hospitals who
have a Service Level Agreement with the Trust.
In the case of one of our acute hospitals
colleagues have had a training package which
has been specifically personalised to meet their
individual needs in regards to “walking through”
th e relevant MHA section papers that they were
unfamiliar with, and making them aware what
must be included in the paperwork and who
should be completing this. It is our intention to
share this package with our other acute
colleagues.

NEDS - AHM Trainingp  ackage
Following an independent report titled Rapid
review into data on mental health inpatient
settings: final report and recommendations
published on the 28/06/2023 (as previously
mentioned earlier in this report)

There were thirteen recommendations in the

report and in recommendation five a number of
points where identified, one of which was that
every board should provide Mental Health Act
training so that at least half their Non - Executive
Drectors are trained as  Associate Hospital
Managers under the Mental Health Act . Asa
result of this recommendation a bespoke

training package was devised by the MHA team
outlining the recommendation and included a
comprehensive overview of the role of the AHM.

MHA Documentat ion Audit

The aims of the audit ~ were to provide assurance
that the Trust is compliant with the legal
requirements of the MHA which could lead to
patient safety risks and reputational damage

due to inaccurate completion and retention of

appropriate section  papers, aswellas to
provide assurance that patients detained under
the MHA with the Trust were detained lawfully
and being treated within the parameters of
section 58 of the MHA. As previously outlined
in this report, this audit was undertaken in the
early part of last year and proved to be
invaluable in regards to addressing inaccuracies
with MHA team procedures and therefore it has
been agreed that this audit will be embedded
into practice.

CQC provider action statement

follow ups for assurance purpos es
In order to provide assurance following the
submission of completed provider action
statements to the CQC, a process has been
introduced where by ward managers are
requested to provide an update for each action
by way of a narrative regarding any

improv ements that have been made,
compliance with the Act/Code of Practice or
completion of any outstanding works as
outlined in the first response. This assurance
report will be requested three months after the
initial submission of the provider action
stateme nt to the CQC.

Challenges

Mobius and Paris Patient Electronic

Records

The MHA team continue to experience
difficulties and  duplication in relation to the
current usage of two patient electronic records
systems which aid compliance for MHA
administration.

Incomplete sets of section papers

being received into the MHA office
Whilst in the main complete sets of section
papers are sent by email to the MHA office from
the wards in a timely manner, however, there
still remains a number of incidences where
incomplete sets are sent and this has caused a
number of issues where by the MHA office have
had to spend valuable time in locating the
missing documentation. The MHA provides
strict deadlines in regards to how section
papers are accepted and processed which the
Trust must comply with. Non -compliance
outside these strict parame  ters, could have,
and on occasions have resulted in patients
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being detained unlawfully under the MHA. To
mitigate these occurrences and to assist the
ward staff in understanding the processes
around section paper documentation, a
Standard Operational Proc  edure for Missing
Section Papers was devised and consulted on
with operational colleagues. Following this
consultation the procedure was ratified by the
Mental Health Act & Safeguarding Sub
Committee and is now embedded into practice.

Late Submission of Tribunal

Reports

There continues to be challenges in encouraging
clinicians to meet the deadlines set by the

Mental Health Tribunal in regards to the
submission of reports for patients who have
appealed to the Mental Health Tribunal. Any
“directions” tha t are received from the Tribunal
for late submissions of reports are now included

in the MHA activity report that is presented to
the Mental Health Act & Safeguarding Sub
Committee on a bi -monthly basis. Following
the introduction of an agreed escalatio n process
to operational senior managers for outstanding
reports, the situation is seen to be improving

with a notable reduction in the number of
“directions” being received.

Amendments required to section
paper to meet the requirements of
section 15 (rec tification of
application and recommendations)

of the MHA

Section 15 allows for rectification of an
application and medical recommendations
within a period of 14 days from the start of the
section. It is accepted that mistakes do happen
when completing sec  tion paper work which
section 15 allows for. The challenge arises in
sending the paperwork to the author for any
necessary amendments as these amendments
require completion within this 14 day window.
There have been occasions when the paperwork
has not b een amended within this window and
unfortunately these sections were deemed to be
unlawful. To mitigate these occurrences a
robust administrative procedure is in place
utilizing the MHA team diary with timely
notifications to remind MHA team staff of the
impending re turn of the section paper work.
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FORWARD PLAN

As in previous years, work will continue to
address and streamline the functions of the
Mental Health Act Administration, ensuring
complianc e under the Mental Health Act for all
patients detained within EPUT

The Menta | Health Act Senior team members
will meet every three months to discuss areas
of practice, anomalies in regards to the MHA,
along with shared learning around the approach
to dealing with complex queries and issues.

In light of the success of the MHA

doc umentation audit this will continue and will
form part of the MHA team work plan,
scheduling the audit to take place twice in any
one year

Delivery of MHA training will continue across

the Trust and to colleagues in the acute sector
which has proved very  successful in the main
and have been enhanced by the introduction of

CONCLUSION

This report provides assurance that the Trust
has robust systems, comprehensive policies and
robust training in place to work within the
parameters of the Mental Health Act 1983

The Mental Health Act Administration team will
continue to support the Associate Hospital
Managers to perform the ir role/duties by
providing robust  learning in relation to the
Mental Health Act and Mental Health Act Code

the MHA training rolling programme, which
provides support to individual staff and teams

Work will continue to improve the content of
the completed provider action statement with
the in troduction of agreed guidelines to help
staff with the completion of these detailed
statements. In addition and following
completed provider action statements to the
CQC, staff will be requested to provide an
update to the initial responses made to the CQ C
three months after the CQC visit to provide
assurance of actions taken to the response
made.

As part of the MHA team objectives for

2024/2025 and to enhance their individual
knowledge of the MHA, protected time has been
allocated to individual team memb ers as part of
their personal objectives to expand their

knowledge of the MHA Code of Practice and the
Mental Health Act Manual (Jones 20 th Edition).

of Practice 2015.

As always, this report acknowledges the

commitment of the  Trust and in particular that

of the Mental Health Act Senior Manager, Mental
Health Act Managers, Mental Health Act

Officers, Mental Health Act Administrators and

Mental Health Act Assistant who work within the

legal framework, which continues to continually
improve the way, that Mental Health Services

are delivered.
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT PART 1 2 October 2024
Report T itle: Trust Response to the Greater Manchester Mental Health
Report
Executive Lead: Ann Sheridan, Executive Nurse
Report Author(s): Ann Sheridan, Executive Nurse
Report discussed previously at: Executive Committee & Quality Committee
Level of Assurance: Level 1 | | Level 2 \ | Level3 |

Risk Assessment of Report ‘

Summary of risks highlighted in this report
Which of the Strategic risk(s) does this report | SR1 Safety 3
relates to: SR2 People (workforce)

SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)? Yes

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

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

Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director

function accountability. Finance

Estates

Other
Purpose of the Report
This report provides the Board of Directors with a framewaork to review the Approval
recommendations received through the Greater Manchester Mental Health Discussion 3
review, and the gap analysis undertaken against the organisation’s strategic Information 3

plans and enabling strategies, to ensure that these will focus on the relevant
learning opportunities. Identified leads will take the detail from the
recommendations forward within existing implementation plan, which will go
through the Trust Board committees and the Trust Board for assurance.

Recommendations /Action Required

The Board of Directors is asked to:
1. Note the contents of the report
2. Request any further information or action

Page 1 of 2
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Summary of Key Points

This report provides the framework for the programme of work to review the Independent Review of
Greater Manchester Mental Health NHS Foundation Trust (published January 2024) following the BBC
broadcast Panorama (September 2022).

Following the report, EPUT using feedback gathered during engagement events including a presentation
by Oliver Shanley to the senior leadership team, alongside feedback gathered from frontline staff and
patients reflected the Trust position against each recommendation.

The Trust has reviewed and appraised its position using its key strategies against each recommendation,
identifying areas for improvements and learning that will be addressed as part of its improvement plan.
The monitoring will be via relevant groups, committees and the Board with external partnership check and
challenge through the ICB Quality Forums.

Relationship to Trust Strategic  Objectives

SO1: We will deliver safe, high quality integrated care services

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

WWww

1: We care 3
2: We learn 3
3: We empower 3

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 g  ains
Financial i mplications :

Capital £
Revenue £
Non Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score

Acronyms /Terms Used in the R eport
GMMH | Greater Manchester Mental Health

Supporting Reports and/or Appendices
Trust Response to the Greater Manchester Mental Health Report

Executive/ Non -Executive Lead / Committee Lead:

Ann Sheridan
Executive Nurse
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B a.C k ro n d This report provides the framework for the programme of work to review the Independent
g U Review of Greater Manchester Mental Health NHS Foundation Trust (published January 2024)
following the BBC Broadcast Panorama (September 2022). Whilst the review focused on the

abuse and poor care of patients at the Edenfield Centre in Prestwich, Greater Manchester it
also offered insights to the governance of the wider organisation.

An Independent Review  commissioned by NHS England and led by Oliver Shanley, a senior
NHS leader with 30 years’ experience in mental health settings, investigated what took place
at Edenfield. The team spoke to over 400 people about the “horror” of what was shown in

the BBC film and found a “striking” level of distress among patients, families, and staff. The
report highlighted a catalogue of failures at the Trust including poor care, poor and
“disconnected” leadership, lack of psychological safety and low staff morale, unsafe nursing
levels, a lack of openness, and poor physical environment
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I ntro d u Ctl O n For EPUT there are some parallels to be drawn with our own experience of the Channel 4
Dispatches Programme (October 2022). Following the report , EPUT using feedback gathered
during engagement events including a presentation by Oliver Shanley to the Senior

Leadership team, alongside feedback gathered from frontline staff and patients, reflects the
Trust position against each recommendation.

The following slides shows the Trust position against each recommendation with the

additional opportunities identified to learn and improve our care delivery. The approach

taken involves reviewing and appraising each strategy that aligns with each recommendation
and adapting the implementation plan to include these areas of improvement that will report
into the relevant sub  -committee of the Board, with oversight from the Quality Committee
and to the Trust Board.

One of the key learning points from the Independent Review was the importance of listening
to service users and their carers. We have been working hard to improve our listening skills
and creating more opportunities for service users and carers to have a voice and to be
directly involved in the work that we do and the decisions we make.

Overall page 260 of 427



Area for Improvemen
Patients, Familieand

Carers:

GMMH had not kept patients,
families and carers at the centre of
their service delivery.

It missed opportunities to hear the
voices of patients, families and
carers when services failed to meet
expectations and, in the case of
Edenfield, care has sometimes been
abusive, unkind and unsafe.

The previous strategies in relation
to engagement with patients,
families and carers have not been
fully effective.

EPUT has appraised its enabling strategy working in partnership with people and communities.

This new Trust Strategic Plan launched in January 2023 with lived experience, service user
involvement, co -production, patient partnership, and peer support highlighted throughout was

co produced with patients, families, carers and key stakeholders. It details the 3 year plan

where the Trust will continue to strengthen partnerships with patients and families as partners in
care.

The EPUT Lived Experience team was formed due to the work underpinned in the previous
Involvement  Strategy 2021- 2023. This is now 190 strong, and growing at rapid rate. It is
formed of people with lived or living experience of community and mental health services, be it
as a patient, service user, or a supporter, parent or carer. Their input is invaluable

we do together.

Since April 2021, EPUT has had a Director of Patient Experience and professional lead for
developing the Trust’s capability for public participation and lived experience. Further to this, the
Patient Experience directorate is now well established, and continuously improving

to everything

The Reward and Recognition Policy is now well established and being utilised to remunerate our
Lived Experience team. Along with this there are supporting systems and processes that have
made getting involved less complicated.

‘I Want Great Care’ launched at EPUT in January 2022, and whilst uptake started slowly, we
have seen a progressive increase in response rates from those on the receiving end of our
services. In addition to this, we are nurturing a network of peer networks to support and

enhance our ability to listen to, and collaborate with, people using our services.
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A f I Gap Analysis Findings:
rea‘ O r m p rove m e nt Despite the development the Trust has experienced in lived experience practice and the Lived

Experience team since 2021, there is a need to develop lived experience practice and the peer

P atl e ntS fam I | I eS an d workforce at a service and care unit level. As per the Culture of Care programme, we need to move
)

towards having more substantive lived experience and peer roles across the organisation.

< are rS . A further development area for the Trust is the presence of formal and intentional lived experience
practice / representation at an Executive team  level.

. All involvement activity that qualifies for reward and recognition is funded centrally and this will be
Recommendation 1 : impacted by financial pressures in the system.

. We need more involvement from people who have recent and contextual experiences of our services
from a diverse range of communities, which means it is vital for us to partner in a meaningful way at

The Trust must ensure that patlent’ a service level. Equality, diversity and inclusivity must underpin our development.

family and carer voices are heard N _ _ _ _
. . . Training generally for our Lived Experience team is challenging. Access, and a clear programme of
at every level of the Orgamsatlon- training development is key. Further, giving our Lived Experience team access to our training
environment is difficult, and requires them being set up on ESR and having an NHS mail account.

The Trust must respond quickly . Whilst the volume of  feedback and opportunities to listen to people who use our services have grown,
when people experience difficulties we still have work to do to close the feedback loop and communicate the changes publicly in response

. . . to feedback as evidence that we are listening and improving.
with the services they receive and

make lived experience voices
central to the design, delivery and
governance of its services.

. Having a clear Carers Strategy that listens, supports, and empowers carers and families to influence
change is a key next step.

Improvement Plan:

Much of the improvement activity is detailed in the Trust's working in partnership with people and
communities 5 year strategy which launched in January 2024, but this area does require organisational
commitment and long term investment. These improvements will be monitored via the Strategy Steering

Group and will report into the Quality Committee of the Board and to the Board.

Executive Lead — Zephan Trent Timescale — 2024 -2027
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The Trust’s Operating  Model is based around six clinical operational delivery units which are led
Area for by multi -disciplinary and multi - professional leadership teams. They are supported and
corporately enabled from corporate business units. This model supports a leadership model that
I m rove m e nt includes clinical and quality leadership roles
p The EPUT Trust Executive commissioned an external review to consider progress in delivering the
L. » new Target Operating Model and the Accountability Framework. A key focus of the review was to
C | I n I Cal Lead e rS h I p seek feedback from the care units on progress, the effectiveness of the enabling corporate

_ - functions and business partnering approach.
The voice of clinicians was _ _ . . .
The review was also asked to consider what organisational development is required to develop

undervalued and weak in GMMH. the sharing of accountabilities across care unit leadership teams and to achieve a broad
The investigation heard this from ownership of the agenda; the thread from services to Board committees through the
. Accountability Framework and Executive team (Ward/Service to Board); a review of the KPIs to
all prOfeSS|0nal groups, and be used in 2024/25; progress against the internal audit report on the Accountability Framework;
especially from direct care nursing and to make recommendations about the future structure of the care units .
staff. It has been further muffled The Trust will shortly agree the recommendations with an implementation plan to be developed
by a more dominant operational that will develop and nurture clinical voice and presence across the organisation.
voice.

The organisation needs to develop
and nurture a strong clinical voice
that is present at every level and

in every forum across the
organisation, so that clinical

guality is at the centre of every
decision made.
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Gap Analysis Findings:

Area for Improvement
o . » Develop clear roles and responsibilities for the Care Unit Leadership team with a
developmental plan.
CI I n ICal Lead e rS h I p * The Patient Safety team need to change their approach, tone and method of communication

in line with the Target Operating Model.
* The breadth of the  Deputy Director of Quality & Safety and Deputy Medical Director roles in
Recommendation 2 MSE should be reviewed. The remit is wider and more complex than in many other care units ,
yet the resource is the same.
* The Medical Management Model needs to change in line with the Target Operating Model.

A strong clinical voice must be «  The new Quality and Safety KPIs should replace the existing KPIs in the Accountability
developed and then heard and Framework once they are approved by the Trust Executive.

. * Ensure that governance functions are adequately resourced to meet the needs of the size of
championed from Board to floor, and the Trust .
in wider System meetings. » Developing systems that proactively scan for safety concerns across all services, using and

triangulating a range of information and intelligence sources: including, but not limited to,
safeguarding referrals, complaints, staff and patient surveys, staffing levels, FTSU cases, and
incidents .

Improvement  Plan:

Accountability  frameworks for each care unit and corporate business will ensure that there is line
of sight to Trust Executive Directors each month for more tactical decisions where KPIs/metrics

are below plan . This work will report into the relevant sub -committees of the Board and to the
Board.

Executive Lead — Alex Green, Chief Operating Officer and  Trevor Smith, Chief Finance Officer -
Timescale — 2024- 2027
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Are afor I m p rove m e nt We want a consistent culture across EPUT where staff are willing to solve problems creatively

with their teams and other directorates and where permission and guidelines are not used as
absolute rules. We want our culture to move towards greater empowerment across the

C u Itu re : organisation so we can all find patient centric solutions.

Since the North Essex Partnership and South Essex Partnership NHS trusts merged over six years
. . . ago, we have continued to develop our culture across EPUT with a single set of values and
The culture of an NHS organisation is behaviours. Where there are differences, and we can learn from each other, we will share best
determined by the Trust Board. practice to enable us all to be the best that we can be. Similarly, across the different systems and
three Integrated Care Boards we work within, we have opportunities for further learning,
The GMMH Board allowed a

_ _ _ partnership approaches and sharing across the different geographical areas of our organisation.
dysfunctional Executive team with a

. Our Staff Surve results show that our colleagues’ experiences at work are significantl
culture that valued operational Y D P g y

improving in many areas. Where people do not behave in line with our values and behaviours, we

performance above clinical quality. will challenge this through our Behaviour Framework , which is part of our Dignity and Respect
The Board did not balance its Policy.

responsibilities to its external Our Speak Up, Listen Up, Follow Up Campaign ~ has been very well received and people are feeling
environment with its responsibilities to more confident about speaking up. Higher Education students at Anglia Ruskin University who

.. ) ) have placements at EPUT,  have reported far improved confidence with speaking up and feeling

its internal quality of services. lthad a their concerns will be addressed (July 2024).

poor p_atle_nt safety culture, ffjmd the We have signed up to the NHS Sexual Safety Charter which will help us to ensure the sexual
investigation heard  consistent reports safety of our staff and patients across all our sites. This has been further supported by

of management behaviours at every mandatory e -learning training on sexual safety and specific in- reach work by EPUT/HEI staff with

; learners to ensure their voice is heard and supported.
level across a number of services that u Irvoice | upp

discouraged and suppressed staff Well -being is at the centre of our culture and our staff are our number one asset — we need to
. . build on our current offer with staff and build psychological safety as our priority. This will include

Sp?akmg up ab_OUt_qua“ty concerns. enhancing our clinical supervision practice arllod 3i/mprovs?ng the cri)t/ical restgrativg aspects of

This had a major impact on the Trust's supervision across the whole Trust.

ability to deliver safe care
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Area for Improvemenfap Analysis Findings:

Culture:

Recommendation 3:

The Board must develop and lead a
culture that places quality of care as
its utmost priority, which is
underpinned by compassionate
leadership from Board to floor.

This culture must ensure that no
staff experience discrimination.

Holding regular organisation-  wide cultural reviews and ensure actions are met.

* Having regular in- person Executive engagement in the community and on wards, and
include in  objectives.

» Continue to embed the Freedom to Speak Up approach, including proactive interventions
that allow staff to come forward sooner.

* Remodel staff recognition to ensure there is consistent, in -person, and senior
acknowledgement of achievements, and recognition that counts towards appraisal and
progression.

» Establish regular drumbeat of staff feedback via procurement of staff engagement platform,
that also supports the annual and quarterly Pulse Staff surveys

» Focus on creating a culture of accountability across the organisations, supporting staff to
meet standards, and communicating the consequences of not doing so, using the Behaviour
Framework as a tool for all staff on expected behaviours.

Improvement Plan:

Workforce improvements and the implementation of the People & Education Strategy is
monitored through the Strategy Steering Group that reports into the Executive team and People,
Equality & Culture Committee and to the Trust Board for assurance.

Accountability frameworks for each care unit and corporate business units will ensure that there
is line of sight to Trust Executive Directors  each month for more tactical decisions where
KPIs/metrics are below plan.

Executive Lead — Andrew McMenemy, Executive Chief People Officer
Timescale - 2024- 2027

Overall page 266 of 427



Area for Improvement

Workforce

GMMH Trust failed to provide an

environment that  supported staff

to provide high -quality care and
maintain their health and
wellbeing.

The national staffing crisis is likely
to remain an ongoing issue for
some years, and this reality must
be factored into the improvements
that the Trust can make in its
workforce planning.

Adaptations will need to be made
to account for this, such as
consideration of the training and
supervision of temporary staff, as
well as permanent staff

The Trust is committed to helping our people be the best they can be, ensuring they have the tools

in place to thrive. The 5  -Year People and Education Strategy provides the foundations from which
we will deliver on that commitment which has been reviewed and appraised. Engagement has

taken place at Board level internally and externally, including the views of our main Higher

Education partners.

We have already achieved a lot in key areas of the People and Culture directorate — vacancy rates
for registered nursing is now at an all -time low at 15% from 26% in July 2022. Our workforce plan

for substantive staffing is on track for 2024/25 and we have successfully recruited over 260

international nurses and Allied Health Professionals in the last three years. Agency staffing has

reduced across inpatient settings by over 60% in 2023/24, but bank use remains above plan in the
first quarter of  2024/25. A Health Care Assistant (HCA) recruitment plan across Autumn 2024 as

well as improved rostering practices, which will reduce our reliance on temporary staffing across

2024/25.

Retention across the Trust has improved with turnover currently at 9.3% (July 2024). Our focus is

on listening to and responding to staff feedback (you said, we did) from staff surveys and to

support enhanced career development and high performing team cultures. EPUT saw improvements
overall across the nine domains of the Staff Survey in 2023 associated with violence and
aggression and racial discrimination against staff. We are also part of the national People Promise
Exemplar Programme which will drive further improvement of staff experience for all.

We actively seek out talent from black and ethnic minority  colleagues through our RISE
Development programme to help us address that black and ethnic minority staff make up over a
quarter of the  workforce, but are mainly represented in the lower pay bands. NHS England rated
EPUT’s Workforce Race Equality Standard Action Plan as outstanding, which shows the Trust is on
the right path. We have implemented High Impact Action 1 from the NHS EDI Improvement Plan

(EDI objectives for the Executive team ), and we now need to ensure that the other actions taken
positively shift the experience of black and ethnic minority staff including embedding the Trust's
Behaviour Framework

Our Staff Survey results show that people are experiencing their immediate managers as being
more supportive and there has been a strong focus on Board and Executive development in the last
year.
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Area for Improvement

Workforce:

Recommendation 4 :

The Trust must work with its

current and future workforce levels
to recognise, adapt to and manage
the safety challenges that a staffing
shortfall may pose, ensuring the
stability of nursing staff.

The Trust must develop a
representative, competent and
culturally sensitive workforce which
IS supported to provide services
that meet the  needs of its

communities.

supported and engaged.

We need to continue developing our leaders to ensure that they are equipped to take an appropriate and
consistent approach to tackling abuse of staff, such as racism and discrimination, leading to staff feeling

Our Staff Survey  results show that we must ensure that the Board, our senior management teams and

the frontline workforce are well

-connected.

Embedding more lived experience within the mental health workforce (e.g. peer support workers, buddy
scheme and lived experience advisors).

While medical vacancies are safely covered with locum doctors, we need to continue to recruit more

substantive medical consultants.

Continue efforts to reduce nursing, HCA and other key vacancies, minimise use of temporary staff
through improved, targeted domestic recruitment and student conversion. This includes the delivery of

the Time to Care programme which will enhance the registered professionals and other key roles across
inpatient and specialist services establishments.

We must ensure that we engage more proactively with our Higher Education Institute partners to provide
the best learning environments for students.

Ensure the clinical learning environment for students, including routes to raising concerns, is improved in

partnership with Higher Education

Improvement  Plan:

Institutes .

Workforce improvements and the implementation of the People & Education Strategy is monitored
through the Strategy Steering Group that reports into the Executive Team and People, Equality & Culture
Committee/Trust  Board for assurance. Accountability
business units will ensure that there is line of sight to Trust
tactical decisions where workforce KPIs/metrics are below

Executive Chief People Officer -

Timescale - 2024 -2027

frameworks for each care unit and corporate
Executive Directors each month for more

plan. Executive

Lead — Andrew McMenemy,
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Area for I m p rove m e ntThe Trust has a hugely complicated estate which ranges from

Workforce:

We know that the quality of the
environment impacts on patients, their
families and the workforce; a

number of the buildings within the
GMMH Trust estate  were no longer fit
for the purpose of providing modern
mental health care. The Trust is
undertaking some rebuilding to

improve their estate. However ,
buildings are not always maintained to

a standard that allows services to be
delivered safely, and issues with the
fabric of buildings are not always
reported, andif reported, not always
maintained in a timely way. Where
safety critical maintenance is not

being undertaken, mitigation should
always be considered to manage risks
that this creates. Ward environments
are not always clean and uncluttered.

whole hospitals to sessional room
use in shared premises. It covers a mixed portfolio of Freehold, PFI, Leasehold with NHSPS,

private Leasehold and Licenced premises. Whilst most of the Freehold premises are utilised for
Trust business, there is a sizable investment portfolio which generates a revenue stream to

support our clinical activities. The reviewed Estates Strategy is now fully consulted on will be
presented to Board in October 2024 and will consider this  recommendation in its

implementation pla n. The Trust has delivered several key programmes over the last number of

years which has enhanced patient and staff experiences.

1. Inpatient modernisation - The removal of dormitory accommodation with the
replacement of single room accommodation providing high quality care facilities.
2. Backlog maintenance — The Trust has maintained its used estate to a level that provides

high quality facilities for patients and staff.

3. Improved the efficiency of its estate — The Trust occupies approx . 150,000 square metres
of accommodation and premises costs account for 10% of total expenditure.

4. Working with  services - Clinical engagement needs to start with a dialogue about the
service and its vision for future development.

5. Work with system partners to co -locate services where  appropriate.

6. Compliance and safety - The Trust currently places considerable importance on
compliance and risk reduction.
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Are a fo r I m p rove m e nt Areas for consideration:

Workforce:

Recommendation 5 :

The Trust needs to have a good
understanding of the quality of its
estate and the impact of this on
the delivery of high  -quality care,
including providing a safe
environment.

It must ensure that essential
maintenance is identified and
carried out in a timely manner and
that the cleanliness of units is
maintained.

 Systems in place that ensure the internal environment is clean, safe and fit for purpose

* Requires the repurposing of estates to ensure staff have  collaboration spaces.

* Bringing new technology to an existing estate to transform  its efficiency.

* Buildings and space should be flexible to support different levels of acuity, function and/or
technology.

* It's important to focus on what matters to both patients and staff and they see making a

difference in the future and adapting estates to suit.
Improvement  Plan:

The governance arrangement will include reporting into the Strategy Steering Group with the
plan including these areas of improvement that will then report into the relevant sub- committee
of the Board and to the Trust Board.

Executive Lead - Trevor Smith, Chief Finance Officer

Timescale — 2024- 2027
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Area of Concern
Governance:

The current (and historical)
governance structure had not been
effective in escalating information

in ways that are sufficiently timely,
clear or useful. The reasons for this
are twofold. Firstly,  the structures
and processes in place  were
unclear , including a poor use of
data and intelligence to understand
the current quality of services.
Secondly, the organisational culture
had inhibited the raising of

concerns at every level. This has
had a significant detrimental impact
on the Trust’s ability to learn and
Improve in its services.

EPUT's core business is to provide care services. The Quality of Care Strategy drives care
quality principles as a foundation for other enabling Trust strategies. The interdependencies of
these strategies will together deliver our Trust strategic vision and support our clinical
governance structure

This strategy has been shaped by listening to a range of important voices. Representatives
bringing their experiences of physical and mental health services begun the strategy

development and their views and wishes then guided the approach taken thereafter. The
strategy was launched in April 2024 and we are in the process of its six month review and
appraisal.

Our vision is to continuously improve patient safety, built on two foundations set out in the NHS
National Patient Safety Strategy: A patient safety culture and a patient safety system

We also will ensure that everyone receives the care they need which is beneficial, evidence
based and effective, provided by teams who are confident, competent and knowledgeable

within a culture of quality care. Our aimis to build  consistency, reliability, equity and driving
improved outcomes for all . This will also include the Quality Senate providing the Trust with a
new process to enable, support and endorse effectiveness through collaborative partnerships.

The key to our success is  to fully understand people’s experience of care in order to improve.
Working in partnership with the people we care for, their loved ones and their supporters. To do
this, we are committed to adopting the 10 principles as set out in the national Statutory
Guidance from NHS England and the Department for Health and Social Care.
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Area of Concern
Governance:

Recommendation 6:

The Trust must ensure that its
governance structure (and the
culture that this is applied within)
supports timely escalation and that
the right information can be used at
the right level, by the right staff.
There must be much greater focus
on the validation and triangulation of
information to ensure that quality
iIssues can be resolved quickly and
learning can take place.

Gap Analysis Findings:

* Ensure quality governance structures are robustly in place, rationalising meetings and
providing assurance and delivery to Quality Committee and Executive team.

* Ensure that governance functions are adequately resourced to meet the needs of the size of
the Trust .

» Develop staff competence training and develop the reset of a quality of care culture though
confidence, competence and leadership.

 Ensure thatthe Governance Framework  supports the necessary information flows and
insights for staff at all levels to manage and improve quality (from Board to floor).

» Developing systems that proactively scan for safety concerns across all services , using and
triangulating a range of information and intelligence sources: including, but not limited to,
safeguarding referrals, complaints, staff and patient surveys, staffing levels, FTSU cases,
and incidents.

« Design a quality management system to enable the systematic planning for, maintaining
and improving quality.

* Ensure financial impact assurance through business planning and budget setting.
Improvement Plan:

The governance arrangement will include reporting into the Clinical Governance Groups and
monthly Executive Oversight meetings with the plan including these areas of improvement that
will then report into the Quality Committee of the Board and to the Trust Board

Executive Leads - Dr Milind Karale, Executive Medical Director.
Zephan Trent, Executive Director of Strategy, Digital & Transformation
Ann Sheridan, Executive Chief Nurse

Timescale — 2024- 2027
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Area for improvement

Edenfield:

Edenfield had not been able to
consistently provide the forensic
services that its patients need and
deserve. At times, services there have
been unsafe, unkind and abusive to
those using them.

Management behaviours have actively
discouraged and suppressed concerns
being raised and there has been long
standing dysfunction in the consultant
group, which has impacted adversely on
relationships and consultants’
leadership .

Adaptations in response to the national

staffing shortages, such as consideration

of the training and supervision of
temporary staff alongside permanent
staff will need to be made with outside
support.

The care unit leadership team at Brockfield House work closely with the collaborative to deliver

best clinical forensic model and practice. They are working on systems that deliver and measure
key aspects of culture with particular emphasis on compassionate, high -quality care and a
positive patient safety culture.

There are systems in place to ensure that the lived experience and expertise of patients and

families are central to the work of the service. The use of data and intelligence is supporting the
leadership team have meaningful oversight of restrictive practices, complaints, concerns,

safeguarding and incidents.

Staff are encouraged to report quality concerns and improvement ideas.

The Safeguarding team is reviewing the use
delivering the intended benefits for patients

of advocacy services to ensure that they are
which includes how leaders value advocacy.

The care unit leadership, together with human resources and corporate nursing, is working with
the care unit to support all staff, including those who are temporary, to work effectively in multi-
professional teams. This  includes consideration of training, supervision, mentoring, coaching,
reflective practice and wellbeing.
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Area fo " m p rove m e nt Gap analysis findings:

Ed e nfl e I d : » Ensure pace of change  on improvements identified with actions being completed in atimely
manner.

.  Ensure transparency and /or clarity of  reporting.
Recommendation 7:

 Governance processes, including consideration of the need for impartiality.
The Trust must ensure that its « Ensure scrutiny of key information.
equivalent services to Edenfield « Issues nottreated in isolation.
provides CompaSSionate’ high - * Rigour in the monitoring of change / impact of actions.

guality care and that all staff,
permanent or temporary, have the
skills, knowledge, and support to

»  Critical that the Trust is able to evidence learning and improvements when things go wrong.

achieve Improvement Plan

this. - .
The governance arrangement for the plan will include reporting through the monthly
Accountability Framework meetings and the Collaborative Steering Group and will then report
into the relevant sub- committee of the Board and to the Trust Board.
Executive Lead - Alex Green, Chief Operating Officer — Timescale: ongoing
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f The Trust’s prioritisation will be focused on what makes the most difference to the quality of care
Area Or for people using services, or the experience of people working in these services . The safe and
sustainable delivery of the plan is fundamental to confidence of stakeholders including patients

Improvement Plan; = s e oo

The governance arrangement will include reporting into the Improvement Plan Steering Group
that has system partner oversight, in addition to a number of sub- committees of the Board and
to the Trust Board . This will ensure that there is the right level of oversight and scrutiny that will

The GMMH improvement plan was support sustainable progress.

large and ambitious but problems
it was trying to solve were not
clearly defined, and actions often
lack appropriate consideration of
how their impact will be

evaluated.
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Area for Im provement Areas to work for the plan:

Plan

Recommendation 8:

The improvement plan against the gap
analysis findings must be developed with
clarity about the problems that need to be
taken to achieve better outcomes. It

needs to be clear on how all actions will

be evaluated so that it can be assured
about whether changes being made are
having the desired impact. The plan will
be prioritised to ensure that actions are
sequenced, build on each other, and
prioritise the quality of care people

receive from EPUT.

This will ensure a balanced approach
between the number of improvements
required and setting out a realistic
timescale for implementing identified
actions with the support of our system
partners.

Articulate clearly the areas the Trust is trying to resolve. This process needs to involve
clinicians and service  users.

» Ensure that impact measures are clearly defined and that the Trust knows how it will
measure them.

 Ensure the plan is prioritised, sequenced, and the initial months of work are described

clearly.

 Make use of data and intelligence to give meaningful
complaints, concerns, safeguarding and incidents.

oversight of restrictive practices,

Improvement Plan:

The governance arrangement will include mirroring a process similar to the Trust CQC

Improvement Plan Group so actions are appropriate and consideration is given on how their
impact will be evaluated. Governance will also include reporting into the Executive team to
understand and monitor progress and will then report into the Quality Committee of the
Board and to the Trust Board.

Executive Leads - Dr Milind Karale, Executive Medical Director.
Zephan Trent, Executive Director of Strategy, Digital & Transformation
Ann Sheridan, Executive Chief Nurse

Timescale — 2024- 2027
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f The Trust’'s Quality Committee receives monthly data on safety metrics with each care unit
Area Or I | I l p rovel I le nt referenced through the Quality Assurance Report. This will include the controls in place to
address any immediate risks.

E I SeWh e re | n th e The Trust has systems in place that identifies safety concerns and initiates sustainable learning
when people die unexpectedly while using their inpatient services . This includes a weekly update
Organisation:

to Executive Directors.
In each area the investigators were _ _ o m _
. . Quiality oversight of specialised commissioned services and 6 weekly (CYP) and 8 weekly (adult
struck again by the commitment of services) site visits are undertaken by Case Managers.

staff and their desire to improve
their services.

The Trust works closely with ICB and Local Authority partners who carry out regular visits and
monthly deep dives on services which offers further independent assurance.

They found evidence of concerns in
all of the services we visited. Some
of these reminded them of the
culture and working practices at
Edenfield, which precipitated the
abuse and poor treatment of
patients which Panorama
uncovered (such as low levels of
staffing and psychological safety).
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Area for Improvement

Elsewhere In the
Organisation:

Recommendation 9:

The investigation identified some
cOommon CONCerns across services
visited atthe GMMH Trust , which
were also prevalent within
Edenfield.

EPUT and the wider system must
consider how they understand
issues identified in these services
(and others) in more detail,
including through the actions
described below.

Gap Analysis Findings:

» The systems to ensure that the lived experience and expertise of patients and families are
central to the work of the service.

* The use of data and intelligence that gives leaders meaningful oversight of restrictive
practices, complaints, concerns, safeguarding and incidents.

» The systems that encourage staff to report quality concerns and improvement ideas.

* A review of advocacy services to ensure that they are delivering the intended benefits for
patients there which includes how leaders value advocacy.

* The systems that support all staff, including those who are temporary, to work effectively in
multi- professional teams. This should include consideration of training, supervision,
mentoring, coaching, reflective practice and wellbeing

Improvement Plan:

The governance arrangement will include reporting into the Clinical Governance Groups for the
guality of care  with the plan including these areas of improvement than reports monthly into the
Executive Oversight group into the Quality Committee and to the Trust Board

Trust Leads — Dr Milind Karale, Executive Medical Director,
Zephan Trent, Executive Director of Strategy, Digital & Transformation

Ann Sheridan, Executive Chief Nurse

Timescale — 2024- 2027
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Areafor Improvement

SystemOversight:

The organisations external to the
Trust that have responsibilities for
regulating, overseeing quality, and
supporting providers did not
identify and respond to the failings
happening within GMMH prior to
BBC Panorama airing. We
consistently heard that the Trust
had a reputation for strong
performance and its ability to
deliver, despite there being signals
of significant quality concerns
across several of the Trust’s
services. The regulator did not
identify some of the key safety
issues in relation to closed cultures
and poor patient care.

The organisations external to the Trust that have responsibilities for regulating, overseeing
quality, and supporting the Trust must be able to identify and respond to the  concerns.

This is happening  within the Trust with regular scrutiny by ICB Quality Forums and Adult and
Children Safeguarding Boards who monitor the Trust performance and its ability to  deliver safe
services by looking for signals of quality concerns across Trust’'s services.

Quiality Oversight of specialised commissioned services and 6 weekly (CYP) and 8 weekly (adult
services) site visits by Case Managers.

The Quality Together forum was established with the ethos of system partnerships so  that quality
assurance is achieved in  collaboration with a shared culture of accountability, working with

system partners and  patients. Some areas of improvement focus have been made ready for

continuous improvement into 2024/25 and has become part of the Quality of Care Strategy.
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Area for Improvement
System Oversight

Recommendation 10:

The organisations with responsibility
for regulation, oversight and
support to GMMH must review their
current systems of quality
assurance. They must also review
how they work together collectively
to identify concerns in a provider at
an early stage to prevent tragedies
like those seen at Edenfield from
reoccurring. Where learning is
identified that applies nationally,
this must be cascaded by the
relevant organisation.

There are a number of areas to be considered by system partners:

For each organisation to review the assurance architecture for the oversight of EPUT and have
the ability to  identify workforce, culture, and quality concerns at an earlier stage.

* The ICBs have developed a level of mental health expertise it has in its oversight of mental
health organisations, ensuring that its staff have the relevant experience and seniority to be
able to identify leading quality concerns in providers.

*  EPUT will continue working with system partners to support partnership working between
external agencies, so that information is shared and understood in a timely way to identify
potential services in distress.

* The system partners continue to support the Trust to ensure that their approach is focused on
enabling the Trust to identify priorities, make the improvements needed, and model, at a
system level, the compassionate leadership that is required to achieve sustainable change

Improvement Plan

The governance arrangement will be via the Quality Together Forum. There have been seven
Quality Together meetings held during 2023/24. Membership includes a range of senior Trust

leaders at Executive and Director Level and senior representation from NHS England and the
Integrated Care  Boards with opportunities for regional and national escalation processes in place.
Governance will also include reporting into the Executive team to understand and monitor

progress and will then  report into the  relevant committee of  the Board and to the Trust Board.

System Leads: ICBs, LA and NHSE Timescale - ongoing
Trust Executive Leads - Dr Milind Karale, Executive Medical Director.
Zephan Trent, Executive Director of Strategy, Digital & Transformation

Ann Sheridan, Executive Chief Nurse
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Area for Improvement

System Oversight:

The Greater Manchester Adult
Secure ( North West ) provider
collaborative was not effectively
fulfilling its quality oversight
responsibilities, and lacks the
necessary clinical input to support
this role.

There appeared to be an overall
lack of clarity about the purpose of
the collaborative and the
subsequent governance structures
required to support the delivery of
this role. GMMH acted as the lead
provider within this collaborative.

NHS England has responsibility to clarify the role of the Adult Secure provider collaborative and
the governance structures needed to oversee this role. The responsibilities of the collaborative

need to be discharged by staff with the right experience and expertise. In light of the concerns

identified in this report in relation to GMMH Adult Forensic services (and wider issues in the
Trust’'s Specialist  services), the role of a provider as lead providers needs to be reviewed by NHS
England.

The Trust has a good relationship with the East of England Provider Collaborative and their Head
of Quality meets regularly with the leadership team, as well as visiting the wards and speaking
with patients and frontline staff. All pathways have now been agreed.
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Area for I m p rove m e nt There are a number of areas that must be considered:

System Oversight:

Recommendation 11:

NHS England must review and clarify
the role of the Adult Secure provider
collaborative and the governance
structures needed to oversee

this role. The responsibilities of the
collaborative need to be discharged by
staff with the right experience and
expertise.

NHS England should develop a
Standard Operating Procedure within
six months to provide clarity around
the thresholds for information sharing
and escalation of concerns (e.g.,
relating to IC(E)TRs, and include

Contract Performance Notices and other

sources) when issued in relation to
patient care.

NHS England must review and clarify the role of the Greater Manchester Adult Secure
(North West ) provider collaborative and the governance structures needed to oversee this
role and therefore the implications for other provider collaborative.

* NHS England should develop a Standard Operating Procedure within six months to provide
clarity around the thresholds for information sharing and escalation of concerns (e.g.,
relating to IC(E)TRs, and include Contract Performance Notices and other sources) when
issued in relation to patient care.

Improvement Plan

The governance arrangement will be via Quality Oversight of specialised commissioned services

and 6 weekly (CYP) and 8 weekly (adult services) site visits by Case Managers. This is in

addition to the Quality Together and other system forums. Membership includes a range of
senior Trust leaders at Executive and Director Level and senior representation from NHS

England and the Integrated Care Boards and Las with  opportunities for regional and national
escalation processes in place . Governance will also include reporting into the Executive team to
understand and monitor progress and will then reportinto the  relevant committee of  the Board
and to the Trust Board.

System and Trust Leads : Collaborative and Specialist Services Leadership Teams in addition to
ICBs, LA and NHSE colleagues

Executive Lead — Alex Green, Chief Operating Officer — Timescale: ongoing
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

SUMMARY REPORT BOARD OF DIRECTORS 2 October 2024
PART 1

Report T itle: Estates Strategy

Executive / Non-Executive Lead / Trevor Smith, Executive Chief Finance Officer

Committee Lead :

Report Author(s): Martin Mizen, Director of Estates

Report discussed previously at: Executive Team

Board Seminar (July) Board Part Two (August)

Level of Assurance: Level 1 | 3 |Level2 \ | Level3 |

Summary of risks highlighted in this report If the Trust does not adapt its infrastructure to support
service delivery then it may not have the right estate and
facilities to deliver safe, high quality care resulting in not
attaining our safety, quality and compliance ambitions.

Which of the Strategic risk(s) does this report | SR1 Safety 3

relates to: SR2 People (workforce) 3
SR3 Finance and Resources Infrastructure 3
SR4 Demand/ Capacity 3
SR5 Lampard Inquiry 3
SR6 Cyber Attack
SR7 Capital 3
SR8 Use of Resources 3
SR9 Digital and Data Strategy 3

Does this report mitigate the Strategic risk(s)? Yes

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:

Strategic risks are underpinned by a Strategy

and are longer-term

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

Are you requesting approval of financial / other | No

resources within the paper?

If Yes, confirm that you have had sign off from | Area Who When

the relevant functions (e.g. Finance, Estates | Executive

etc.) and the Executive Director with SRO | Director

function accountability. Finance
Estates
Other

The Estates Strategy provides a Strategic oversight of our Estate and a Approval 3

framework to assist in the development of our future Estate plans as part of Discussion 3

the annual planning cycle. Information

Recommendations /Action Required

The Board of Directors is asked to:

1. Approve the Estates Strategy.

Page 1 of 3
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Summary of Key Points

The Trust has been developing the EPUT Estates Strategy with significant internal and external
engagement.

The guidance from NHS England and the exemplar template for an Estates Strategy follows the
methodology of

X Where are we now
X Where do we want to be
X How do we get there

Through the engagement and data collection process there is now a far greater understanding of the
Trusts property portfolio. This is reflected in the where are we now section of the document.

An assessment of the Estate has been carried out through the Core, Flex and Tail methodology which
gives an immediate understanding of the quality and strategic location of each of our buildings.

There are 9 key strategic aims included within the Strategy

X Enhance the quality of care provided via modern, safe, fit for purpose environments that
maximise positive experiences (for both patients and staff)

Improve accessibility of services

Drive efficiencies: maximise utilisation of and value from the estate

Enable smart use of our estate via digital enablers and technology

Work with system partners to collaborate and maximise value from our estate
Rationalise and consolidate estate where appropriate

Optimise use of our estate as community assets (support our communities to thrive)
Create a sustainable estate

Support the Trust’s enabling strategies

X X X X X X X X

The Strategy will support and inform the development of the Trust Plans going forward. It will be shared
with the Council of Governors at the Joint Board Seminar in November 2024 and governor views will be
sought on the specific Trust estate plans and priorities going forward within the Annual Planning cycle, in
line with the Council of Governor role in Foundation Trusts.

Regular Estate and Facility updates will continue to be provided through the Finance & Performance
Committee to the Board.

Relationship to Trust Strategic  Objectives
SO1: We will deliver safe, high quality integrated care services

3
S0O2: We will enable each other to be the best that we can 3
SO3: We will work together with our partners to make our services better 3
S04: We will help our communities to thrive 3

Which of the Trust Values are Being Delivered

1: We care 3
2: We learn 3
3: We empower 3

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

Page 2 of 3
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Communication and consultation with stakeholders

required

Service impact/health improvement g  ains

Financial i mplications :

Capital £
Revenue £
Non Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed

¥ES/NO

If YES, EIA Score

Acronyms /Terms Used in the R eport

Supporting Reports and/or Appendices
Draft Estates Strategy

Executive/ Non -Executive Lead / Committee Lead:

Trevor Smith
Executive Chief Finance Officer
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DRAFT | CONFIDENTIAL Estate Strategy 2024

Essex Partnership University NHS Foundation Trust (EPUT) has been on a journey of improvement and we remain committed to

ing li®ward change, to learning, listening and innovating so that we deliver the highest quality and safest care possible
AS\nve m the future, the role of our estate is critical in supporting our vision of being the leading health and wellbei ng
service In the provision of mental health and community care. Our estates strategy therefore serves as a vital blueprint for our
commitment to delivering high quality, accessible and sustainable health care services.

Our estate strategy is a comprehensive forward -thinking plan that sets out how we will develop our estate over the next 10
years, ensuring that it is fit for purpose and aligns with our strategic goals. As we navigate the complexities of modern
healthcare, our estate must not only respond to current needs but also anticipate future challenges.

In developing our strategy, we have engaged widely with stakeholders including patients, staff and system partners. Their
insights and experiences have been fundamental in shaping our strategy and has helped us with our mission in being a leading
health and wellbeing service.

Our strategy also embraces our suite of enabling strategies including digital, quality of care, social impact and working in

partnership with people and communities. We have also embraced the principles of sustainability, recognising our responsibility
to incorporate sustainable development aiming to reduce energy consumption, minimise waste and enhance the overall

environmental performance of our estate.

This strategy is a living document, designed to evolve as we grow and adapt to new challenges. Further work will also be
required to develop site masterplans and delivery plans.

We are excited about the future and the role our estate will play in it. With this strategy as our guide, we are confident th at
EPUT will continue to innovate, adapt and excel in meeting the healthcare needs of our communities. Together, we will build a n
estate that supports our mission to provide outstanding care and improve the health and wellbeing of the people that we serve

paul Scott Trevor Smith Martin Mizen
Chi aqu co i Executive Chief Finance Senior Director, Estates
iet Executive and Resources Officer and Facilities
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Estate Strategy 2024

Version Control
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Draft v1.0
Draft v2.0
Draft v3.0
Draft v4.0
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DRAFT | CONFIDENTIAL Introduction

Contents Roadmap

We have summarised the key sections of our Estate Strategy below, including covering the three main strands within the strate gy of where are we now, where do we
want to be and how do we get there. Key s upporting information to build, develop and evidence our strategy is provided within the referenced appendices.

Funding,
Delivery and
Action Plan

Where are we Where do we How do we get

Introduction now? want to be? there?

f Aims 1 Population insights ¥ Funding Options
t Context T Our estate 1 Delivering the
Vision
t Structure ¥ Key risks and
challenges ¥ Measuring

Success
1 Patient views
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Introduction

Our estate strategy aims to set the direction of travel for our estate development over the next 10
years to ensure that our estate enables our vision, values and strategic objectives, is safe and
compliant, is fully utilised and agile, and meets our quality aspirations. This strategy is linked to

our Trust enabling strategies and estate infrastructure planning within the wider system context in
Hertfordshire and West Essex, Mid and South Essex, Suffolk and North East Essex, and
Bedfordshire, Luton and Milton Keynes.

Our estate strategy has been developed through a series of workshops and stakeholder
engagement to identify current estate risks and issues, and key estate strategy objectives to
inform the development of estate options to support our vision to be the leading health and
wellbeing service in the provision of mental health and community care.

This estate strategy is considered WR EH D pOLYH GRFXPHQWY VXEMHFW WR UHJXODU UHYLHZ WR HQVXUH
DOLJQPHQW ZLWK WKH 7UXVWTV NH\ REMHFWLYHV W LV VWUXFWXUHG XQGHU WKH IROORZLQJ WKUHH NH\ WKHPHV
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Our Service Delivery Locations

EPUT provides community health, mental health, learning disability and social The distribution of our services across the East of England
care services to over 3.2 million people across the East of England in

Bedfordshire, Luton, Essex, Southend, Thurrock and Suffolk. Our services are

delivered by more than 5,500 staff working across more than 150 sites. At any

one time, we care for more than 100,000 people.

We are a key partner in four Integrated Care Systems (ICSs) - Hertfordshire
and West Essex, Mid and South Essex, Suffolk and North East Essex, and
Bedfordshire, Luton and Milton Keynes (providing some specialist services).

We work in partnership with Essex County Council, Thurrock Borough Council,
Southend City Council and local district and borough councils. We also work
closely with other providers of NHS services including GP practices, primary
care networks, acute trusts, mental health and community trusts, voluntary,
community and social enterprise organisation and independent sector providers.

Our place -based and trust wide services are delivered through the following
care units:

T Mid and South Essex Community Services
T North East Essex Community Services

T West Essex Community Services

T Specialist Services

T Urgent Care and Inpatient Services

T Psychological Services

The map illustrates the locations for EPUT properties delivering services within
the six care units. The majority of properties are clustered around the bulk of
the population in South Essex.
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Population and Demographic Impacts

Our population and demographics have a significant
bearing on service provision and estate requirements

Challenges

Our demand continues to increase. Our population is growing at one of the
fastest rates in England, and our ageing population has increasingly
complex health and social care needs. The population of Essex, Southend
and Thurrock is forecast to grow by 2.9% between 2022 and 2027 with
demand for mental health and community services expected to grow at a
faster rate. The population over 65 is forecast to increase by 8.3% between
2022 and 2027, which is an extra 32,000 older adults. This is the largest
relative rise of any age group, increasing the need for physical healthcare
alongside mental health interventions. While forecast population growth
among children and young people is unlikely to drive demand in the same
way, recent national data show a significant increase in mental health
referrals for children and young people

Key Messages

The highest population growth (%) is expected to be in the
northern region of West Essex.

The lowest population growth is expected to be across part of
North Essex and South West Essex.

South Essex is more densely populated when compared to other
areas of Essex.

Essex localities population growth from 2024 to 2037
Atlas)

105,298
+3.8%

222,144
+10.4%

198,722
+8.5%

71,755
+8.4%

139,757
+4.7%
77,478
+1.5%

201,528 96,638
+6.1% +8.1%
199,137
+10.4%

94210 W 200,932
. +7.3%

(Source: SHAPE

169,185
+11.8%
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Impact of bvels of Multiple Deprivation

Multiple deprivation prevalence (Source: SHAPE Atlas) Some of our most deprived areas have limited access to
healthcare facilities

Challenges

Deprivation has increased across our population, leading to significant health
inequalities and disparity in health outcomes within vulnerable groups and often in
the context of multi  -generational need across families. The percentage of Essex
residents living in the most deprived 20% of areas is amongst the highest in the
East of England. EPUT serves an increasingly diverse population, and we need to
continually adapt our services to meet our evolving population needs.

Key Messages

¥ There are a number of areas of mild to moderate deprivation. These areas
are particularly focused in West Essex (towards the Hertfordshire border),
South West Essex and South East Essex, lower Mid Essex and pockets of
eastern areas of North Essex.

o o — Some areas of deprivation have limited access to healthcare facilities,
ple Deprivation . . A
(quintiles ) especially in the eastern region of North Essex.

EPUT healthcare facilities are more densely localised to South Essex, when
compared to the other areas of Essex.

This illustrates that there are areas that experience both significant economic
T amaton Darkest popi and health access deprivation. This may be a particular issue as areas of
o i economic deprivation are likely to have significant health needs.

Graphic shows the number of EPUT healthcare facilities, overlaid on a Deprivation Index. Overall page 298 of@21
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Overview of Our Estate Data

EPUT services are provided from circa 150 properties across Bedfordshire,
Luton, Essex, Southend, Thurrock and Suffolk, with a total size of
127,000sgm. A vast majority of the estate is older than 40 years and circa
34% of properties has poor energy performance which does not support the
7TUXVWIV QHW JHUR DPELWLRQV

Age
Buildings older than 40 years is the measure used in ERIC as an indicator of
the end of the life cycle, i.e. fitness for purpose relating to both condition

(physical condition and statutory compliance) and functional suitability. 51% _

RI(387TV HVWDWH LV RYHU \HDUV ROG 34%ofpropertieshaveanEP £157m

Cost rating of E or below Value of Freehold Estate (BLDG)
The cost to occupy a health facility over its useful life will exceed the original

capital investment by a multiple of 5 -10 depending on its use. The building £8 8]’1 total occupational 800 ktotal income received
costs analysed in this strategy are Rent, Service Charge and Business Rates costs (p.a) (p.a)

only.

. 400/00f Properties are located
Energy Performance (EPC) Rating with partners

EPCs indicate the energy efficiency of a property and include estimated energy
FRVWY DV ZHOO DV D VXPPDU\ RI WKH SURSHUW\TV HQHUJ\ SHUIRUPDQFH 3URSHUWLHYV
WKDW KDYH DQ (3& RI ( RU EHORZ DUH FODVVHG DV upVXEV

RI (3871V SURSHUWLHV KDYH DQ (3& UDWLQJ RI ( RU EH[ Seiiaaths

Partnership Working Majority of properties are freehold

40% of properties are located with partners. Sharing of properties with Just over half of the estate is over 40 years old
partners can help with improving integrated care and patient access, Predominately old estate with poor energy performance

enhancing collaboration and resource sharing. Adoption of partnership working across the estate

*without Epping beds Overall page 299 of @233
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Overview of Our Estate Data

Key Messages

¥ We deliver many services from a large
number of properties. A vast amount of
these properties are under 250sgm,
indicating small scale delivery across a large
geography and number of sites

However, 85% of our total occupational
costs (£8.8m p.a) are derived from 10 key
properties

59% of properties are freehold with the
main properties being Rochford Hospital,
Thurrock Hospital and Linden Centre

Leasehold properties with the highest net occupational costs
£4,000,000.00
£3,500,000.00

£3,000,000.00
£2,500,000.00
£2,000,000.00
£1,500,000.00
£1,000,000.00 -
£500,000.00 - 158sqm 1,391sgqm 1,145sqm
£0.00 _ _ _ _ | _q _q
Epping Forest Unit  St. Margarets Basildon Mental Hertfordshire & Essex Saffron Walden  Leigh Primary Care Warrior House, Central Canvey  Robin Pinto Unit  Latton Bush Centre
Hospital Health Unit CH Hospital CH Centre Taylor Primary Care Centre
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Ove rVi eW Of O u r EState D a-.‘l.'(’a‘rotal Estates & Facilities Cost (£ péj m Energy Costs perin

An estate diagnostic was undertaken to provide a baseline reference for key

estate condition and performance metrics and to identify key challenges and
opportunities offered by the existing estate (source data: 2022/23 Estates
Returns Information Collection (ERIC).

EPUT performance for key metrics compared to national benchmark and peer
group medians is shown opposite (list of peer median organisations provided
within Appendix 1).

Key highlights:

Our cost of estate occupancy (£ per m2) is ~14% lower than our
peers, and ~20% lower than the national benchmark.

We are performing well against the Carter Benchmark of no more
than 35% of non  -clinical space; our performance is similar to
peers, and better than national benchmark.

There is an opportunity to reduce the amount of our

empty/under -utilised estate, which at ¢.3.54% is higher than the
Carter benchmark of 2.5%; empty/underutilised space is similar
to peers but significantly higher than national benchmark at
€.0.9%.

Our energy costs per m2 ~ 44 -46% below our peer median and
national benchmark.

£500 £465 £45
£450 £430 £40 £36.80 £38.20
£400 £370 £35
£200 £30
£250 £25 £20.70
£200 £20
£150 £15
£100 £10
£50 £5
£0 £0
EPUT Peer Median National EPUT Peer Median National
Benchmark Benchmark
Amount of nonclinical space (%) Amount of empty/underutilised
0,
35% 32.05% space (%)
0 27.51% 4% 54%
30% 26.12% 200 3.54% 3.26%
25% 0
3%
20% 3%
15% 2%
10% 2% 0.9%
1%
0% 0%
EPUT Peer Median National EPUT Peer Median National
Benchmark Benchmark
erformance better than national benchmar elow national benchmark (no judgement whether more desirable

. Performance below national benchmark . Above national benchmark (no judgement whether more desirable)

The property data used throughout this report is from the EPUT Master spreadsheet 2024. The data used
in the following graphs have been taken from the Model Health System 2022/2023 so the data, therefore,
reflects slightly differently from the costs and percentages in the main summary

Overall page 301 of @234



DRAFT | CONFIDENTIAL Where Are We Now?

Backlog Maintenance Across Our Estate

Critical Infrastructure Risk represents ~ 1/3 of our total BLM costs

Healthcare estate deteriorates over time and requires investment to ensure that service delivery remains safe and fit for pur pose. A 2023 Six Facet Survey of 49 of
(3877V IUHHKROG DVVHWYVY LQGLFDWHG EDVHG RQ SK\WLFDO FRQGLWLRQ DQG VWDWXW RtbY £R,P68,4B8 D Q.AthileDheavRjwip &f EDFNOR.
%/0 FRVWY DUH FDWHJRULVHG DV yPRGHUDWHY FULWLFDO LQIUDVWUXFWXUH ULVN UHSUHVHQWYV RI WRWDO %/0 FRVWV

Phrase Definition

BLM (Risk Split BLM (Care Units)

Should be addressed through agreed maintenance Critical
Low Risk programmes or included in the later years of the Infrastructure 1263\
estate improvement strategy Risk 7%
represents
Should be addressed by close control and €.32% of £4,109,242 £4,392,949
monitoring; can be effectively managed in the total BLM £7921.029 16% 17%
Moderate medium term so as not to cause undue concern to costs D

0,
Risk statutory enforcement bodies or risk to healthcare 32%

delivery or safety. These items require expenditure

planning for the medium term. £5,431,647

£12,800,726 220
51%

£13,130,572

Require expenditure in the short term but should 52%
Significant be effectively managed as a priority so as not to
Risk cause undue concern to statutory enforcement

bodies or risk to healthcare delivery or safety.

—__ £857,258
3%
= North East Community
Mid & South Essex Community
= Specialist Services

Must be addressed as an urgent priority in order to
prevent catastrophic failure, major disruption to
clinical services or deficiencies in safety liable to
cause serious injury and/or prosecution. m Urgent Care & Inpatients

= West Essex Community

= Low = Moderate = Significant = High

High Risk

Data source: 2023 Six Facet Survey of 49 EPUT freehold assets; *Year 0 (no uplift applied) Overall page 302 of#22
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Backlog Maintenance Across Our Estate

We have critical backlog maintenance at
key inpatient sites Total Backlog (Condition and Statutory) > £500K

The highest BLM costs are associated with the Urgent Site Total Cost £ per m2 Significant Risk
Care & Inpatients Care Unit estate, particularly:

Derwent Centre £5,123,684 £640 10.1%
1. The Linden Centre

2. Basildon University Hospital Basildon University Hospital £2,769,554 £424
3. Oakley Court

The Linden Centre £2,461,874 £595

For each of these facilities, more than 50% of the

total backlog can be attributed as significant risk. C & E Centre £2022,286 £1,085 10.9%
Thurrock Community Hospital £1,706,062 £188 7.0%
The Lakes £1,360,557 £437 30.9%
Landermere Centre £1,054,704 £605 37.6%
Clough Road £728,237 £379 0.0%
Oakley Court £673,484 £482 53.1%
The Glade £638,889 £2,035 20.6%
The Gables £592,988 £1,002 14.0%
Herrick House £566,389 £625 3.9%
Heath Close £555,214 £347 38.6%

Data source: 2023 Six Facet Survey of 49 EPUT freehold assets Overall page 303 Oflﬁ.zg
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Backlog MaintenanceBreakdown

Some statutory compliance issues also exist

o0ss our Care Units estate. While total BLM
ant BLM risk associated with the Statutory

Below is a breakdown of the Physical Condition (PC) and Statutory Compliance (SC) related BLM costs (categorised by risk) acr
costs are driven primarily by the physical condition of Urgent Care & Inpatients Care Unit estate, we also have some signific
Compliance of our estate, particularly within the Mid and South Essex Community Care Unit.

Immediate Backlog (Year @)Physical Condition
(millions)

Immediate Backlog (Year O)Statutory Compliance

West Essex Community
Urgent Care & Inpatients I
Specialist ServiceSlllilll

Mid & South Essex Community

West Essex Community
Urgent Care & Inpatients I
Specialist Services

Mid & South Essex Community

North East Community I

£- £4 £8 £12 £- £20,000 £40,000 £60,000 £80,000 £100,000
i Mid & South .
North East M|dE8;i?(uth Specialist | Urgent Care & West Essex North East Essex Specialist  Urgent Care & West Essex
i i i i Communit . Services Inpatients Communit
Community Community Services Inpatients Community y Community p y
HLow £185,426 £904,999 £205,999 £2,740,494 £37,713 mLow £5,712 £- £- £4,450 £1,862
m Moderate £3,330,131  £3,647,920  £417,056 = £4,513,536 £1,023,442 ® Moderate ~ £34,786 £10,250 £250 £22,434 £26,585
m Significant  £809,071 £607,881 £222953  £5,363,319  £567,661 m Significant ~ £20,473 £78,830 £11,000 £42,910 £21,000
High £- £- £- £- £- High £- £- £- £- £-

North East Community I
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Key Estate Risks and Challenges

Our estate is facing significant risks and challenges and severe limitations on expected future funding. Much of the current estate is not sustainable or viable in the
long term. There are a number of associated estates risks (listed below, not in order of priority) which must be considered when priorit ising future investment to
support high quality service delivery for our patients and staff.

Low investment & CDEL O 1
availability / affordability

Backlog Maintenance 04

Poor Therapeutic

Affordability of creating a
Environments 05

Net Zero estate

PFI Contract Expiry in 2033
(Clifton Lodge and Rawreth Cou@Nd O 6
2038(Brockfield House)

Pace and alignment of ICS 03
estate strategies
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Patient Views of Our Current Estate

Domain Performances
PLACE Report Summary

The Patient Led Assessments of the Care Environment (PLACE) 2023 Report outlines
the following 4 general themes and findings

9 Patient assessors were impressed with the attractiveness and availability of
recreational activities for patients, with many wards having games rooms, gyms and
well kept outdoor spaces.

9 A key area for improvement is accessibility for those with disabilities and for those
with visual impairments in particular.

9 By using colour effectively, we can aid patients orientation around our sites. e.g.
doors and toilet seats are not the same colour as the walls and surrounding systems.

9 On the majority of sites, signs leading to the centre and car parking availability could
be improved to make it easier for people to find our sites

Overall Top Performers Overall Lowest Performers

Brockfield Basildon Thurrock Landermere  Linden Centre  Byron Court
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Strategic ContextOverview

The development of our estate strategy cannot be viewed in isolation. This section considers the most pertinent national, reg ional, and Trust -wide priorities with which our
estate strategy must align to support delivery of our vision and estate strategy objectives.

NHS Long Term Plan - Mental Health

. . . NHS Mental Health Implementation Plan
National Policies and Naylor Review

. Fuller Report
Strategies 'HOLYHULQJ D plHW =HUR 1DWLRQDO +HDOWK 6

NHS Long Term Workforce Plan

: | Hertfordshire and West Essex Estate Infrastructure Estate Strategy
Reglona Suffolk and North East Essex Estate Infrastructure Strategy

Strategies Mid and South Essex Estate Infrastructure Strategy
Bedfordshire, Luton and Milton Keynes Infrastructure Strategy

Quality of Care Strategy
: Green P
EPUT Strategies and Sl

Digital Strategy

Plans Social Impact Strategy
People and Education Strategy
Research Strategy

Overall page 308 of@3{
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Strategic ContextNational

The NHS Long Term Plan

The NHS Long Term Plan committed significant investment in mental health services to support an ambitious transformation prog ram me. It also set out how services
will be integrated, and community -based services will be expanded, to support more people at home. The new learning disability a nd autism standards must also be
implemented by all trusts by 2023/24.

While the population is increasing, there has also been a record number of people that require NHS mental health services and referrals. However, national capital
allocations have largely been prioritised towards acute settings with underinvestment in mental health and community services . This is a particular issue for trusts
aiming to redevelop their estates to improve the quality of care offered to patients, reduce the mental health backlog and im pro ve efficiency. Within this context,

alignment with national, regional and local strategies needs to be considered within the estate strategy.

The priorities for the NHS Mental Health Long Term Plan include:

Ensuring adults and children Ensuring mothers and Improving access for
have access to mental partners are offered mental children and young people
health crisis care at any health support during and through schools and
time post - pregnancy colleges

Ensuring the population
have quicker access to
treatment

Developing hospital and
community services across
the country
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Strategic ContextNational

The government, NHS and other governing bodies have developed overarching strategies and plans to guide the delivery of healt h services across England. Those that
are particularly relevant to EPUT and the development of this Estate Strategy are briefly summarised below.

¥ Sets out plans to make the NHS the best place work and develop a positive, inclusive, individualised,
NHS People Plan leadership culture, with a clear focus on improvement and advancing quality and inclusion.

$ Sets out specific commitments to significantly expand access to psychological therapies, perinatal,

DQG FKLOGUHQ DQG \RXQJ SHRSOHYVY PHQWDO KHDOWK VHUYLFHYVY DQG WUDQ\
delivery, including greater support for evidence based pharmacological treatments.

NHS Mental Health Implementation Plan

fDescribes a new model for a place -based community mental health model, including personalised
condition management, medicines management, individualised recovery, and a more integrated
approach to joined -up care.

Community Mental Health Framework

$The Bill will reform the current Mental Health Act (1983); introducing new requirements to ensure

VHUYLFH XVHUVY YLHZV DQG FKRLFHVY DUH UHVSHFWHG WKDW WKH DFWTV SR
way, that admission supports recovery, and that service users are viewed as individuals.

Draft Mental Health Bill

tPlaces stronger emphasis on the integration of health and care services. It has established ICBs and

ICPs, and requires ICPs to publish Integrated Care Strategies and ICBs to agree Five Year Forward
Health and Care Act 2022 Plans with their partner NHS providers. It sets the triple aim for the NHS of health and wellbeing,
quality of services, and efficiency and sustainability.

Overall page 310 of ¢33
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Strategic ContextNational

The Naylor Review

There is a large disparity and variation across the NHS estate, with nearly 20%

of hospital trust estate predating the formation of the NHS ( 1948 ) and ~ £5bn
in backlog maintenance. The Naylor Review details these issues and presents

17 recommendations and outlines a vision of the future for the NHS.

Recommendations include:

f As a minimum the department of health should provide assurance to STPs
(now ICSs) that any sale receipts from locally owned assets will not be
recovered centrally provided the disposal agrees with ICS plans;

t ICSs should develop affordable estates and infrastructure plans;

f Land vacated by the NHS should be prioritised for the development of
residential homes for NHS staff where there is a need; and

I Substantial investment is needed to deliver service transformation in well
evidenced ICS plans.

This Estate Strategy aligns with the ICS to ensure the recommendations from
the Naylor Review are achieved where possible.

The Fuller Stocktake Report

Primary care faces numerous challenges which include high demand and
inadequate access to urgent care. Built on this, the Fuller Stocktake Report
presents a new vision for integrating primary care, and improving the access,
experience and outcomes for communities. The key main findings and vision
includes:

Building integrated teams Improving same -day

access for urgent care

in every neighbourhood

Creating the national Hard -wiring the system to

support change

environment to support
locally driven change

This vision requires a greater focus on estates data and better infrastructure. This
includes investment, time, capacity and a supportive leadership culture.
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Strategic ContextNational

Carter Report ‘"HOLYHULQJ D pl1HW =HURY 1DWLRQDO +HDOWK 6HU

The Carter Report was developed by Lord Carter, 2016, and details how
efficiencies can be achieved across the NHS, specifically focused on
3XQZDUUDQWHG YDULDWLRQ"

Key findings from the review:

9 Identified £5 billion of unwarranted variation across various functions,
including estates and facilities

9 Identified £700 million of potential savings in procurement

9 Interms of estates and facilities, the following recommendations ensure
that resources are used in a cost - effective manner:

Trusts should operate at or above
the benchmarks agreed by NHS
Improvement for the operational
management of their estates and
facilities functions; with all trusts
having a plan to operate with a
maximum of 35% of non -clinical

floor space and 2.5% of unoccupied
or under -used space

Trusts should rationalise their
corporate and administrative
functions to ensure their costs do

not exceed 6% of their income (or
have plans in place for shared
service consolidation with, or
outsourcing to, other providers)

The NHS aims to deliver the worl GV
first net zero health service,
responsive to health emergencies
brought about by climate change.
Two clear targets have now been
developed:

T For emissions we control directly,
net zero but 2040, with an
ambition to reach an 80%
reduction by 2028 to 2032; and

T For the emissions we can
influence, net zero by 2045, with
an ambition to reach an 80%
reduction by 2036 and 2039.

Upgrading Buildings

LED lighting, HVAC systems,
hot water, insulation

Optimising Usage
Real time monitoring

Onsite Energy Generation

The plan included estates as one of Heat pumps, renewable
the areas where direct intervention resources
can be taken to reduce emissions.

Refer to page 33 for more National Electricity
LQIRUPDWLRQ RQ (3871V *UHH Decarbonisation
meet these targets. !
Converting to 100% renewable
energy

Overall page 312 ofg3%
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Strategic ContextNational

NHS Long Term Workforce Plan

The NHS Long Term Workforce Plan was published on 30 June 2023. It sets out While it is a national plan, it allows for priority decisions to be taken at
how the NHS will address existing and future workforce challenges by recruiting system and local level. There is also a commitment for it to be an iterative
and retaining thousands more staff over a 15 -year period, and working in new UDWKHU WKRBQ gRO@RT ZLWK IXUWKHU YHUVLRQV GHYHORSHG

. . . more regular basis.
ways to improve staff experience and patient care.

The plan aims to increase the total number of NHS staff through an

Commissioned and accepted by the government, it provides a costed plan for unprecedented expansion in recruitment and significant improvement in
how the NHS will develop to meet existing and future demand and challenges, retention, so the NHS keeps more existing staff in post. Routes into the NHS
and support population health and wellbeing. Over £2.4 billion has been will change through the development of apprenticeships and reform of
committed to fund additional education and training places over the next five medical education and training.

ears, on top of existing funding commitments. . . L .
y P g g The plan also aims to deliver productivity improvements through making the

The ol i t the strateaic direct the | i I hort ¢ most effective use of emerging technologies such as artificial intelligence. It
€ plan Sets out the strategic direction over the fong term as well as shor - 1o also signals a shift from reliance on international recruitment to a largely

medium -term actions to be undertaken locally, regionally and nationally. Those domestic recruitment model.
actions fall into three priority areas:

T Train: Substantially growing the number of doctors, nurses, allied health
professionals and support staff. This is underpinned by a £2.4 billion funding
commitment.

T Retain: A renewed focus and major drive on retention, with better
opportunities for career development and improved flexible working options.
This comes alongside reforms to the pension scheme, with an aim to retain
130,000 staff working in the NHS for longer.

T Reform: Working differently and delivering training in new ways. Advances
in technology and treatments will be explored and implemented to help the
NHS modernise and meet future requirements.
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Strategic ContexRegional (Mid and South Essex ICS)

7KH OLG DQG 6RXWK (VVH[ ,&6 (VWDWH 6WUDWHJI\ KLIKOLIJKWYV WKk &% ¥R ELWMIERRQ Wiﬁcﬁél@gHORS
its infrastructure to support the transformation of their services. As part of this

ambition extends to mental health and community services, a primary component of 9 Utili bl d d
EPUT. The EPUT Estate Strategy has been aligned to the ICS future direction for ftf'. IS€ our estate as an enabler to reduce our costs and create
infrastructure (below) and the adjacent core principles. etmciencies

9 Build an integrated and collaborative approach to infrastructure
decision -making

9 Create a strategy that is owned and supported by all system
stakeholders

9 Use data and insight to drive our priorities and decision -making

9 Optimise use of our core estate

9 Have a prioritised approach to infrastructure provision

9 Create efficiencies

9 Integrate sustainability into decision -making and processes

9 Focus on infrastructure which supports prevention and areas of
deprivation

9 Focus on infrastructure which supports prevention and areas of
deprivation

9 Drive infrastructure transformation from our Places
9 Reduce inequalities in health outcomes

9 Be creative and innovative
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Strategic ContexeRegional (Hertfordshire and West
Essex ICS)

The below outlines the key Hertfordshire and West Essex ICB objectives for infrastructure. These are categorised into 3 key ¢ omp onents: population health, quality and
efficiency, and are consistent with the key objectives of our Estate Strategy.

POPULATION HEALTH QUALITY EFFICIENCY

---G E
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Strategic ContexeRegional (Suffolk and North East Esse
ICS)

7KH EHORZ RXWOLQHV WKH NH\ HVYWDWHY REMHFWLYHYV DQG SULRULWLHYV IRU 6XIIRO Np®®>G0O DRVUWRIQ (IDVeWhiRfydadfd4idads 7KH , &9
that allows the delivery of care at the right time, in the right way, in the right place, by the right person T 7KH REMHFWLYHY EHORZ DUH FRQVLVWHC
objectives of our Estate Strategy.

Estate Planning Primary Care Estates Future Systems Developing Centres of Meeting Future Ownership and
Strategies Excellence Demand Management
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Strategic ContextLocal

High interdependency of key enabling Trust strategies and estates

There are strong interdependencies between several of our key enabling strategies and our estates and facilities. Further det ail on these strategies and how they link to
estates and facilities is provided below.

Overall page 317 of 434



DRAFT | CONFIDENTIAL Where Do We Want To Be!

Strategic ContextLocal

Our Quality of Care Strategy Trust Strategic Vision

The Quality of Care Strategy supports the significance of safety, effectiveness
and experience, building on the previous strategies developed by the Trust.

The intention of this strategy is to outline the importance of:

9 Collaboration to ensure that patients and families are included in driving the
quality of care.

Improving the approach to care.

Integrating services with a person -centred and collegiate approach.
Shifting from providing reassurance to assurance.

Ensuring there is constant alignment with national strategies and ICS
priorities.

Quality of Care Strategy

© © O o

As mentioned in the strategy, EPUT will use the 7 NHS guiding principles of
delivering quality care when developing the delivery plan:

Strategic delivery success measures:

Year 1: Establish baseline data

Year 2: Benchmark against ourselves

and incrementally improve on year 1

baseline setting Key Messages = Link to Estates and Facilities

t Year 3: Benchmark against ourselves
and incrementally improve on year 2
baseline setting

1 Qualitative evaluation

t
t

¥ Ensure that the physical environment is conducive to high quality care

T Co-designing in partnership with patients, their families loved ones and
supporters
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Trauma -Informed Care

trauma -informed care and to be a psychologically -informed organisation. This
VSHFLILFDOO\ DOLJQV ZLWK WKH 30DQTVY NH\ VWUDWHJILF REMHFWLYH WR GHOLYHU vDiH KLJK

quality, integrated care services and empowering the service users, families

and carers. Plans for the; Care Unit include: S afety . -
9 Increase continuity of care CO ntl n u Ity

9 Empower service users have a choice in decisions about their care and

recovery goals T ru St

9 Work with families and support networks to involve them in trauma -
Empowerment Choice

Our Strategic Plan 2023 + HPSKDVLVHV WKH 7UXVWY{V PLVVLRQ WR LQWURGXFH

informed approaches
9 Upskill staff in trauma  -informed care approaches

As part of this initiative, EPUT is introducing a Clinical Associate in Psychology
(CAP) role to strengthen their psychological workforce. EPUT are the only NHS
Trust to hold a main provider role for delivering CAPs training

This Infrastructure Estates Strategy is aligned with the principles of trauma -

informed care and provisions need to be made where possible. CO I Iabo rat| O n
Support

Key Message = Link to Estates and Facilities

Enhance the quality of care provided via co -designed modern, safe, fit for
purpose environments that maximise positive experiences for patients

*In partnership with the University of Essex Overall page 319 of 433
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Our Green Plan

The current Green Plan (2021), establishes our carbon footprint and sets out actions
to improve sustainability within the Trust, to ensure we meet all national and local
legislative guidelines. The Green Plan was developed to have measurable targets

According to the World Health Organisation, the direct cost of climate change to
the global healthcare industry is predicted to be between US$2 -4 billion per year
by 2030, with an additional 250,000 deaths per year worldwide.

and the areas of focus align with the 10 assessment areas in the Sustainable
Devyel % S t%AT), a tool for organisations to monitor their
$V VHHQ EHORZ LQ WKH 1+6 ZDV UHVSRQVLEOH IRU R|L?|§esf’§r§\g§ ﬁg?/éﬁp% SURIUHVY TKH OH[W XSGDWH WR (3871

carbon footprint, with 24.9m tonnes of carbon dioxide equivalents (tCO2e). DZD\ IURP WKH 6'$7 XVH DQG DOLJQ PRUH ZLWK WKH pW'HOLYHU

KHDOWK VHUYLFHYT JXLGDQFH 5HVRXUFHV FRQVXPHG E\ WKH 7
2020 NHS Carbon Footprint Plus +24.9 mtCO2e carbon footprint and wider environmental impact. We can reduce the environmental

impact associated with our consumption by either a) reducing our absolute

consumption or b) sourcing sustainable resources.

Key Messages * Link to Estates and Facilities

Asset management and utilities:

¥ Perform energy audits of high -consuming sites to identify energy and
waste saving opportunities

T Develop site -specific energy strategies
Capital projects:

T Putthe correct processes in place such that any major refurbishment or
new development can be implemented with the appropriate consideration
of its environmental credentials

Green space and biodiversity:

T Maximise the opportunity potential of green space and biodiversity across
our estate.

Sustainable use of resources:
I Minimise waste sent to landfill
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Our Green Plan + Estates Integrated Sustainability

Shown below are the key sustainability themes, and associated objectives, that we prioritising within their estate. The KPIs wer e developed working together with the
(387 VXVWDLQDELOLW\ PDQDJHU WR DOLJQ ZLWK WKH 7UXVWT{V IXWXUH JRDOV DQG 1les6at® telisigrs ddm rédixe) dastsvavid mey&@V HIUDWLQJ
the Trust closer to a net zero estate.

Key Theme Net Zero Estates Procurement Adaptation
Objective Net Zero by 2040 Prioritise the best Reduce the Trust Ftorn|1_allste an dap{:)rt(_)ach Improve the
lue and consider t | and 0 climate adaptation collection of waste
an P lifetime cost i io Feduce climaie stream data
by 2045 Impacts el
KPI Carbon emissions Procurements Travel survey data Measures taken to Tonnes of waste

providing 10% net
zero and social value Zero emissions fleet
weighting vehicles

equivalent (COZ2e) improve climate

adaptation

disposed of per

Green Plan delivery waste category
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This timeline below collates all the net zero benchmarks outlined in all the current NHS guidance. Creating a roadmap of targ ets for EPUT to work towards. EPUT must
ensure they are considering these goals to avoid barriers in the future. Ensuring buildings have sufficient infrastructure to accommodate an electric fleet and considering
climate risks and transport connections when considering new sites.

. NHS Estates Carbon
NHS Estates Carbon Delivery Plan Delivery Plan

Incorporate predicted climatic changes Eliminate waste sent to landfill
into estates strategies and Business NHS Net Zero Travel and

o NHS Net Zero Travel and
Continuity Plans

'"HOLYHULQJ D p1lHW =HURY 1DW LR QIDa@sport Strategy Transport Strategy
. Health Service All new ambulances will be Reduce staff commuting emissions by
All buildings to have a heat Green Plan renewal zero -emissions 80%
decarbonisation plan 2026 2030 2039

2032
NHS Net Zero Building '"HOLYHULQJ D plHW =HURY 1DWLRQDO
Standards 2028 Health Service
All major new buildings to achieve NHS E Carbon Deli Pl 80% reduction in emissions we
BREEAM Excellent and all states Carbon Delivery Plan directly control (NHS Carbon
refurbishment projects to achieve Remove all coal and oil ~ -led primary Footprint)
BREEAM Very Good 2025 heating systems
NHS Estates Carbon Delivery NHS Net Zero Travel and
Plan Transport Strategy
Plan deployment of EV Reduce fleet and business travel
infrastructure emissions by 80%
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Our Digital Strategy 3(387 DVSLUHV WR EH D GLJLWI
Vision HOQODEOHG RUJDQLVDWLRQ"
The EPUT Digital Strategic Plan (2023 +2029) is an ambitious plan that sets out how the Trust
will transform the quality and safety of care through creating a digitally capable organisation.
Successful implementation of the plan is dependent on a shift in culture, continuous 3:H ZLOO GHOLYHU WKH 'LJLWD
transformation and prioritised investment. The Digital Strategy outlines the capabilities required Purpose capabilities that are fundamental to the
WR DFKLHYH WKH 7UXVWY{V DLPV DQG SULRULWLHV DFKLHYHPHQW RI WKH 7UXVWT
T Digital Care: replace existing clinical systems with modern technology
t Digital Data:  ensure that data is recorded on a centralised database to ensure consistency Modern, reliable digital clinical and
operational tools to provide safe care

1 Digital Engagement: build digital services, capabilities and communication between services consistently

users, staff and partners
t Digitally Capable Organisation: ensure infrastructure, estate and literacy is able to support Accessible and accurate digital

digital capabilities information and intelligence to support

day to day service delivery and strategic
population health responses

Capabilities: Our service users and staff empowered
t Service delivery evidence through digital capabilities that they feel

and analytics confident in using
1 Population health

Capabilities:

1 Electronic Patient Record

1 Shared Care Records

1 Virtual Wards Digital

Care management analytics Reliable, resilient and sustainable digital
infrastructure

Capabilities: Capabilities: =
t Organisation, clinical and Digitally $ Collaborative technologies Digital Care

leadership capabilities, Capable 1 Service user portal Digital Data

culture, processes, Organisation 1 Online advice and guidance Digital Engagement

operating models and 9 1 E-Learning and digital Digitally Capable Organisation

gitally Cap g
modern (Cloud) literacy

infrastructure
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Our Digital Strategy * link to estates and facilities

Key Messages * Link to Estates and Facilities

There are strong links and dependencies between Estates, Digital and the
People Team. For example, there are often large IT contracts that may impact

the cost of infrastructure plans, and this needs to be considered. T Digital infrastructure - ensure the dlgltal mfrastr_uct_ure is robust to
support the safety and quality of care. This may require investment.

In order to avoid the inefficient use of resources, the teams should work in T One single system : Unified Electronic Patient Record (UEPR) across

constant collaboration + this may include establishing a Change Management mental health and community settings and acute partners in Mid and South

Board that consists of representatives from each team. The intention of this Essex, replacing our current clinical systems by 2026.

%RDUG LV WR UHYLHZ %XVLQHVY &DVHYVY DQG pELJ SLFWXUH
they are aligned and correctly resourced before presentation to the Capital
Projects Group.

Agile working : work closely together in a flexible way across sites and
buildings.

Data -Driven :require data guided by the Data Strategy and with a move
WR 3&0ORXG" EDVHG VROXWLRQV DQG VWRUDJH

Data Driven decisions . effective data to drive estates and facilities.

Digitally empowered patients : aligned with the anchor strategy, there is
an increasing focus for patients to be more involved in their treatment. In

terms of digital, this includes provision of a Service User Portal; online

advice and guidance; and e  -Learning and digital literacy programs.

Operational excellence/smart infrastructure : use technology to drive
productivity, reduce energy consumption, increase patient and staff
satisfaction.

Hospital without walls : increase use of different for service users to
access non -face -to-face services (e.g. virtual consultations, remote
monitoring, virtual wards ).
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Agile Working

Our continued development of agile working principles should consider an evidence -based
approach

NHS organisations are consistently reviewing how to enhance the efficiency and

effectiveness of their clinical and non -clinical space to increase flexibility and resilience.

Working patterns and standards post -pandemic are continuously evolving and this has

accelerated the need for modern, flexible space to support activities +it may be less than

before, and it may be in different locations.

The pandemic amplified several trends in the workplace including the growth of a dispersed

workforce and the proliferation of digital engagement. This is therefore creating an

emerging work environment that promotes agility and growth through a mix of on -site and
remote employees.

We need to therefore consider workforce and working practises within the context of our
estate redevelopment plans. This needs to be driven by an evidence based approach,
reflecting changing working practises and linked to technological advances, and on a site by
site basis. As an example, any potential redevelopment or refiguration of the Lodge will be
pivotal in the adaptation and integration of agile working practises across the Trust.

Key Messages * Link to Estates and Facilities

To support a fit for purpose estate, guided by the strategic analysis of our estate through the Core, Flex and Tail Model we hav e adopted, we must ensure
alignment and integration of our supporting strategies within digital, estate strategy and people and workforce strategies.

The Strategy recognises the importance of a future ready infrastructure and an estate that not only adapts to agile working b ut one that helps to drive
innovation and collaborative working including virtual organisation, shared facilities and flexible workspaces whether in Tru st or partner properties.
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Our Social Impact Strategy

Our Social Impact Strategy acts as the anchor strategy for the Trust and directly supports

the delivery of the strategic objectives in the Strategic Plan. This Strategy particularly sets
out how EPUT will help communities to thrive and how best to support the local population.
In addition, the Strategy aligns with the operating principles of the three Essex ICB Anchor

Programmes and the pan

Focusing on delivering

does not

Invest locally

Key Messages

T Delivery of local estates and facilities apprenticeships
* allow sleeping in buildings

¥ Extension of rough sleeps projects
¥ Use of EPUT estates to house community hubs e.g. foo
¥ Community garden projects on EPUT sites

Collaborate with
local partners

-Essex Programme.

+ Link to Estates and Facilities

Unlock more work
opportunities

Support
communities
through use of
available estate

dbanks

maximum social impact is in direct alignment with caring for our
communities, empowering our colleagues to innovate, and learning what works and what

Reduce carbon
footprint

Position EPUT has a community enabler

- Short -term Priorities - Longer Term Priorities

t

Linking with local schools and
colleges to encourage NHS
careers, especially in most
deprived areas

Local apprenticeship schemes

Staff time allocation for
volunteering in local charities

Collaboration for increased
buying power

Community garden projects on
EPUT sites

Use of EPUT estates to house
community hubs e.g.
foodbanks

Extension of rough sleepers
projects - allow sleeping in
buildings

Offer our wellbeing services to
other local employers

1 Offer our wellbeing services to
other local employers

1 Staff time allocation for
volunteering in local charities or
internally

1 Develop partnership with large
corporates and/or other
community anchors e.g. sports
clubs, to work with local
communities
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Working in partnership with people and communities

Our People and Education Strategy was developed in line with
the NHS Long Term Plan and its particular focus to train,

retain and reform the workforce. The Operating Model extends
across the EPUT Care Units and comprises 6 Operational Care
Units: HR Business Partnering, Employee Relations,

> ! i ) Leadership & Management Education & Learning
Workforce, Education and Leaning, Medical Staffing, ) ) ) ) )
Organisational Development and Recruitment. Each of these Having a diverse and inclusive JURP uZDUG WR ERDUGT Orid BefvdrhigiKdusiity care,
Care Units require adequate, agile and robust infrastructure to _ workforce helps tackle health development  *leaders who can our staff must possess a high
A e inequalities and also helps creat e deal with complexity, risk and level of knowledge combined
support their objectives. The pillars of the People and a culture where everyone is uncertainty and create with excellence practical
Education Strategy include: valued and respected. psychologically safe skills . They must also show
environments for effective kindness and compassion
clinical practice. and respect for patients and
their families.
Key Messages * Link to Estates and Facilities
1 Involving patients and communities in the decision
making process
T Sharing estate with system partners
T Need to implement agile working policy
Culture Workforce
relate to safe care for our a story of how successful we
patients. Civility & respect are at welcoming, developing
will be fully explored within and supporting their working
development. beyond.
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Our Research Strategy

The Research Strategy (2023 +2026) was developed to highlight the importance of
research, the challenges faced by the field and outlines a 3 -year implementation
programme to address these challenges.

Key cha llenges:
T Workforce:  the workforce is often unable to partake in research due to capacity, tools,
space and access availability.

¥ Funding sources: access to NIHR funding can be challenging

¥ Communication: communication needs to be improved to improve research awareness
and knowledge sharing

Key milestones:
¥ Year 1: increase research awareness

¥ Year 2: improve research activity and involvement of EPUT workforce

T Year 3: increase NIHR research and grant fund portfolio, including an increase in
commercial clinical trials

Key Messages * Link to Estates and Facilities

¥ Ensuring access to sufficient and appropriate estate capacity to support the

research vision
T Align research activities with care units and with other provider partners

Visibility &
Awareness

Workforce
Development

Working
Together

Investment

Make research visible in all
DVSHFWV RI WKH 7UXVW
business

Increase awareness of the value

and impact of clinical research

Support the development of and
nurture a sustainable workforce
Empower staff to promote
evidence -based practice

Empower people and staff
together in high quality research
Collaborate to align our research
activities with care units and with
other provider partners

Embed integration of learning
through evidence -based practice.

Grow aspirations to become a
recognised centre of excellence
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Ongoing Collaborative Working Across Our ICS

Our collaborative, partnership working between health and care providers
and local government is key to promoting effective investment decision
making.

We have established specific collaborative arrangements with other providers
of the NHS services in:

¥ Mid and South Essex Community Collaborative
T North East Essex Community Collaborative
T East of England Regional Specialist Mental Health

By continuing to build on this successful collaborative working and delivering
more integrated and coordinated health and wellbeing services we will speed
up care and reduce inequalities across Essex.

Key Messages * Link to Estates

T The 2024/2025 focus is to rationalise MSE community estates and
deliver cost improvements related to estate utilisation

¥ More focus should be put on partnership working to provide safe, high
guality spaces and a flexible estate that responds to net zero targets
T Ensure we are working with Local Authorities to keep up to date and

become more involved in any discussions about new health care
developments or available S106 funding.

Mid and South Essex Community Collaborative

$ SDUWQHUVKLS EHWZHHQ WKUHH RUJDQLVDWLRQV (387 1(/)7 D
work with health and care providers to review how community services can best address

the needs of the local communities. The intention of the MSE Community Collaborative is

to:

9 Improve access and health outcomes across the population, irrespective of where
the service user resides, or which organisation delivers their care

9 Better collaboration and partnership
clinical practices and high  -quality care

between the organisations to deliver best

9 Futureproof community services by delivering services closer to the patients

East of England, NHS Specialist Mental Health, Learning Disability and Autism provider
collaborative

The collaborative have established new ways of working together to create services and

support our patients in a better way that brings together all organisation with the

patient voice at the heart of all we do. The aim is to start to tackle inequalities in care

DQG FUHDWH PRUH VSHFLDOLVHG FDUH FORVHU WR KRPH E\ GH"®
KRPHY W\SH FDUH

Here are EPUT, we are one of the three lead providers that host the commissioning
contract with NHS England for our Provider Collaborative covering adult medium and low
secure services including learning disabilities and autism across the region.
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Our Key Estate Strategy Objectives

The key objectives to inform the estate strategy (summarised below) were identified through relevant strategic policy review and targeted engagement with ICS
stakeholders (listed in Appendix 2). Further detail on the principles underpinning these estate strategy objectives is provid ed in the pages overleaf.
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Our Key Estate Strategy Objectives and Principles

Estate Strategy Objectives

Principles

Enhance the quality of care
provided via modern, safe,
fit for purpose
environments that
maximise positive
experiences (for both
patients and staff)

Improving the physical environment of all our inpatient and community services sites to support therapeutic recovery
The estate should support our objective to provide Trauma Informed Care and a Trauma Informed Environment

Our estate supports our models of care and services that we offer to service users

Address the poor condition of some of our estate (particularly community estate) and ensure sites are fit for purpose
Put patients and families at the heart of what we do and our approach to quality (strengthen the voice of the service
user and their supporters in estate transformation)

T Provide an inpatient services long term development path that identifies future requirement for investment or
replacement

+H +H +H + +H+

Improve accessibility of

Ensure our estate is in the right locations to support patient access, our models of care (e.g. out of hospital care:

services community services based in the community, not on acute hospital sites), and respond to health inequalities.
T Adgility: optimise utilisation of clinical and administrative spaces, supported by digital enablers and technology*
: i Aeiaa: T Transition to culture of 'space usership' not 'space ownership'
Drive efficiencies:  Maximise th t of clinical ithin clinical _ f for clinical K should tak d
T et ol aximise the amount of clinical space within clinical areas (provision of space for clinical work should take precedence

and value from the estate

over non -clinical space)
Reduce the utilisation of premium estate (value for money)
Reduce Estates and Facilities costs

+H +H

Enable smart use of our
estate via digital enablers
and technology

Smart working, smart buildings and departments (e.g. wards)
Alignment with Trust Digital Strategy
Enabling remote care and remote working

+H +H +H

*May include use of basic technology to support agile working, such as noise cancelling headphones in agile working environme nts. Overall page 331 ofg24
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Estate Strategy Objectives Principles

Work with system partners to
collaborate and maximise value
from our estate

Co-locate with system partners where possible*
Use the estate collaboratively to optimise utilisation and efficiency

+H +H

1 Rationalise corporate buildings and office accommodation via implementation of mature agile working policies
(supported by digital enablers and technology) and consolidation of sites

Rationalise and consolidate t Share accommodation with other system partners
estate where appropriate 1 Consolidation of inpatient sites: long term (10 -20 years) reduction in the number of inpatient sites (fewer, larger
sites)

T Rationalisation of community properties where appropriate

Opening up our spaces for the local communities to use

Maximising the use of the estate for the benefit of the local population (e.g. through mixed site use, out of hours
offer to community organisations, offering EV charging to local communities etc)

¥ Co-location of services and partners from VCSE

Optimise use of our estate as
community assets (support
our communities to thrive)

+H +H

Create a sustainable
estate

Reduce our carbon footprint and environmental impact of our services in line with our Green Plan
Ensure the estate supports care models, is fit -for - purpose, lean and minimises our carbon footprint

+H +H

6XSSRUWLQJ WKH 7UXVWY Our estate supports the Trust's Clinical Strategy, Social Impact Strategy, Digital strategy, Green Plan, People and

enabling strategies Education Strategy, Quality of Care Strategy, Commercial Strategy, Innovation Strategy etc

*Provide some guidance on operational issues that may result from colocation of system partners e.g. contractual issues of sp ace payment etc Overall page 332 of #3%
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Summary Vision: Estat&spporting Delivery ddur Strategid’lan

Purpose

We care for people every day. What we do

together  matters.

Values We Care

We Learn

We Empower

We will deliver safe, high quality,

Objective integrated care services

We will enable each other to be the
best we can be

We will work together with our
partners to make our services better

We will support our communities to
thrive

Provide integrated care closer to
home

Achieve world - class outcomes,
with a focus on recovery
Empowering service users,
families, and carers

Embedding a digital mindset &
culture

Priorities

Enhance the
quality of care
provided via
modern and safe
environments that
maximise positive
experiences

Improve
accessibility of
services

t Ensure EPUT is a preferred
employer

T Build capabilities enabling us to
deploy a flexible, multi  -skilled
workforce model

T Develop future leaders and grow
own workforce

T Improve organisational digital
literacy

Build partnerships with services
users, carers, and their families
Drive collaboration and integration
through our partnerships
Continuously improve quality,
experience, access, and outcomes
through collaboration

Better enable local joint working

Our estate strategy key objectives will support delivery of our strategic plan

Drive efficiencies:
maximise
utilisation of and
value from our
estate

Enable smart use
of our estate via
digital enablers

Work with system
partners to
collaborate and
maximise value
from system estate

Rationalise and
consolidate estate
where appropriate

Reduce health inequalities
Engage proactively with our
communities

Reduce our environmental impact
Prevent illness and intervene
earlier

community assets

Optimise use of

our estate as
Create a
(support our sustainable estate
communities to

thrive)

7KH NH\ HVWDWH VWUDWHJ\ REMHFWLYHYV VXSSRUW WKH 7UXVWV HQDEOLQJ VWUDWHJ
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Introduction

To ensure we have an estate that is good quality, fit -for - purpose and aligns with our strategic vision, it is necessary evaluate the EPUT estate and identify opportunities to
generate capital for future investment and relocate services to better locations. The below summarises the process of identif yin g the key areas of opportunity.

Key Areas and SVEIEE it Potential Core, flex and

Preferred

Short List Disposals tail

Options

T Stakeholder ¥  Further evaluation of ¥ The Trust has
engagement workshops the long list of estate identified properties
with key EPUT Care options with key for potential disposals
Unit, Operational, and EPUT stakeholders based on those that
Corporate stakeholders identified a set of are not fit -for -
identified a long list of priority options/ purpose or vacant.
potential estate options areas.

to meet the key estate
strategy objectives.
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Estate Options Development: Long List Summary

Stakeholder engagement workshops with key EPUT Care Unit, Operational, and Corporate stakeholders identified a long list of p ote ntial estate options to meet the key estate
strategy objectives. A summary of the 54 options identified is provided below. Further detail on long list options is provide d in Appendix 3.

North Essex Community Care
Unit
¥ 6 options across 5 buildings

. iI5 hort t
Care Units Across EPUT Estate t1 ﬁ ;gdiug:rt?arm

Urgent Care and Inpatients Care Unit
T 9 options across 3 buildings

1 4 x short term

T 4 x medium/long term

f 1xlongterm

Specialist Services Care Unit
¥ 7 options across 6 buildings
¥ 4 x short term

¥ 1 x short/medium term

¥ 2 x medium term

Psychological Services
T 5 options across 5 buildings

1 1 xshort term West Essex Community
1 1 x short/medium term Care Unit
¥ 3 x medium term ¥ 17 options across 10 Mid and South Essex
buildings Community Care Unit
1 6 x short term T 10 options across 8 buildings
t 2 x short/medium term t 3 x short term
1 3 x medium term 1 5 x medium term
1 2 x medium/long term ¥ 1 x medium/long term
1 4 xlong term ¥ 1xlongterm
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Priority Areagor Option Appraisal and Evaluation

Further evaluation of the long list of estate options with key EPUT stakeholders identified a set of priority options/areas (

against an agreed set of criteria to identify early preferred estate options.

1. Derwent Centre

2. Linden
Centre/Crystal Centre

3. Thurrock Hospital
Site

4. Robin Pinto

5. Landermere Site

Corporate Services
Hub

MSE Community
Estate

Planned Disposals

Examining whether to improve existing facilities or to
align to PAH redevelopment

Looking at future options to improve facilities in the
Linden Centre, and potential redevelopment of the
Crystal Centre

Looking at co -location of services in Thurrock, and
potential redevelopment of the site

Examining options around Robin Pinto  +leased property,

refurbishment or movement to Oakley Court

Future provision of services on the Landermere site, and

the future use of Bernard Ward

What is the estates solution to support the future
corporate services model, and its link to agile working?

Review of leased properties in poor condition, and
potential options for relocation

Options review of owned estate for disposal including
Great Warley, The Glades, Regents Road, Bradd Close,
Mountnessing Road and other investment properties

shown below) to further develop and evaluate

South
West Essex

Overall page 337 of @24



DRAFT | CONFIDENTIAL

How Do We Get There’

EstateOptionEvaluation Criteria and Weightings

Workshop sessions with key EPUT stakeholders identified the following criteria to evaluate clinical and non

indication of preferred options and the required direction of travel.

Clinical options

- Agreed evaluation criteria and weighting

-clinical (administra

tion space) estate options to provide an early

Assessment Criteria

Capital costs

Decant/Enabling/Site costs

Non -financial criteria

Weighting
(%)

30%

Sub -
weighting
(%)

50%

Weighted
(%)

Financial criteria

15%

50%

15%

Patient safety and compliance 30% 21%
Patient and staff experience 20% 14%
Strategic fit 20% 14%
70%
Net Zero 0% 0%
Social value and public wellbeing 10% 7%
Deliverability and timescale 20% 14%
Total / Overall Rating 100% 100%

Administration options

- Agreed evaluation criteria and weighting

Assessment Criteria

Capital costs

Decant/Enabling/Site costs

Facilitate delivery of target agile working

Weighting
(%)

30%

Sub -
weighting
(%)

50%

Weighted
(%)

Financial criteria

15%

50%

15%

Non -financial criteria

iy 10% 7%
vision
Drive efficiencies: maximise utilisation of and 15% 11%
value from our estate 0 °
Staff experience 15% 11%
Consolidation with other Trust teams/ICS
partners 70% 10% %
Strategic fit (including right location for Trust 20% 14%
HQ); support of operational delivery) 0 0
Net Zero 0% 0%
Social value and wellbeing 10% 7%
Deliverability and timescale 20% 14%
Total / Overall Rating 100% 100%
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Summary?Initial Preferred Options

Using the criteria above, a range of options were evaluated for the key areas identified during stakeholder engagement. Green below summarises the preferred
options for each of the 6 opportunity properties. A full evaluation can be found in Appendix 4.

Options

Option 4 +Buy additional
parking from PAH. Relocate
service/produce DCP

Option 5 +New MHU

Derwent Centre Option 1  +Do nothing Option 2+ Do Minimum
(stand alone)

Option 4a +As per 4
but relocate Ruby
Ward to Thorpe Ward
in Basildon MHU

Linden
Centre/Crystal Option 1 + Do nothing Option 2 = Do minimum
Centre

Option 3  +Dispose of Linden
Centre

Option 4 + Relocate Thurrock
Hospital wards to new
mental health / physical
health village

Option 3  *Close admin building.
Relocate Grays Hall services to an
appropriate new build on site

Thurrock

Hospital Option 1 = Do nothing

Robin Pinto Unit Option 1 £ Do nothing exi(igzgnRibi:sii?:)rBfln
Option 2+ Refurbish
Bernard ward to allow
transfer of services from
Reunion House &
Kingswood Centre
(medium term option)

The Lodge Option 1  +Do nothing Option 2+ Do minimum

Landermere Site Option 1  +Do nothing
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Planned Disposals

We have identified 5 priority buildings for disposal as seen below. These buildings have been identified as they are current vac ant properties. The disposal of these
assets will generate a £4,500,000 capital receipt for the Trust.

Bedfordshire Great Warley, Brentwood
The Glades, Bromham

West
Essex

North Essex
Luton

South South East Essex

West Essex Mountnessing Road, Billericay

Bradd Close, South Ockendon

. Mid
Regent Road, Epping Essex
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Core, Flex and Tall

Categorisation of our estate and development
requirements

A safe, modern, well -planned and patient -centred estate
enables delivery of high quality services and adds value for
money.

To ensure we have an estate that is good quality, fit -for -
purpose and aligns with our strategic vision, it is necessary to
categorise our sites into core, flex and tail.

Core +Good quality, fit -for - purpose and future -proof estate
that aligns with national, regional and local strategies.

Flex +Estate that is of an acceptable quality, or provides
unique access to services, but does not fully enable the
strategic ambitions.

Tail £ Poor quality estate that is not fit -for purpose for patient
facing services and should be phased out when alternative
estate is available.

We have evaluated our estate using the following criteria:
T Age

T Size

T Condition

T Functional suitability

¥ EPC

1 Strategic Location

Core, Flex and Tail Evaluation Criteria

importance tthe
services would be difficult
to provide elsewhere

Age < 40 years 40-75 years 75+ years
Size (m 2) > 500 200 - 500 <200
A - As new and can be B(C) - Currently as B, En;oagcejrzzgr:ﬁl:ymminent
expected to perform but will fall below B danaer of breakdown
adequately to its full within five years X - gSu lementary ratin
Condition normal life C - Operational, but PP y 9
. . . added to C or D to
B - Sound, operationally major repair or indicate that it is
safe and exhibits only replacements is currently impossible to improve
minor deterioration needed to bring up to by P
g without replacements
condition B
D - Unacceptable in its
: . present condition
. A = Ve SRS, M C - Not satisfactory, X - Supplementary rating
Functional change needed .
o : . major change needed added to C or D to
Suitability B - Satisfactory, minor indicate that besides a
CIEYR TSR total rebuild or relocation
will suffice
EPC A-B i\-/gra e to below E @ [2slons
Most/very good efficiency 9 . Less/least efficient
average efficiency
A - Critical importance
tﬁiﬁggﬂﬁi;ﬁﬂgg be C - Moderate importance D - Limited importance i
Strategic E _ Significant +the services could be the services could be re -
Location 9 re -located with moderate located to a more

difficulty

suitable location
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Core, Flex and Tall

Categorisation of our estate and development Scoring and Validation Process

requirements
Analysis of Nifes 6

To categorise our estate into core, flex and tail, we have used the used O 1 Facet Survey
the assessment criteria and weightings as per below and the scoring . L

. - Analysis of Condition &
process as summarised opposite. Functional Suitability for

Engagement and surveyed properties

Assessment Criteria Weighted (%) validation with O 5
Estate leads

Review of the

Strategic Location 30% Confirming strategic O 2 Trust property
. location, condition and database
Condition 30% functional suitability Capturing EPC

; uri
0 (where not covered in 6 -
EPC 15% facet surveys) QgreeasT:tslze of
. . L u
Functional Suitability 15%
Size 5%
Age 5%
. Development of Engagement with
o,
UelEeT /ONEIE RETI o Rationalisation Scenarios 04 03 Care Unit Leads
High, medium, low Determine the
rationalisation scenarios importance of the
developed Strategic Location for

each property
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Core, Flex and Talil - ~

Development of core, flex and tail
Low
To further analyse what our future EPUT estate could comprise, we Rationalisation
have developed three indicative scenarios.
All three scenarios look at rationalising our estate in order of the
weakest scoring assets as a result of the Rag rated property analysis. /
\

Each scenario will generate a capital receipt which could be
reinvested into upgrading our retained estate.

The next slide summarises each indicative scenario, outlining details
of what the future standard estate could comprise, but also details of
the potential revenue savings by exiting both non core freehold and
leasehold estate, in addition to the future capital savings made by
disinvestment through removal of backlog maintenance in the
freehold estate.

Moderate

Ind|Cat|Ve Rationalisation
Scenarios

High
Rationalisation

)
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Core, Flex and Tabcenario Summary

Core, Flex and Tail Sites Est. Capital Receipts Generated & Associated Opportunity Cost + Tail 4

Option 1: Low Rationalisation 1

Core: sites that score > 55 points
Flex: sites that score between 30 and 55 points
Tail: sites that score < 30 points

Option 2: Moderate Rationalisation a

Core: sites that score > 55 points
Flex: sites that score between 35 and 55 points
Tail: sites that score < 35 points

Option  3: High Rationalisation 1

Core: sites that score > 55 points
Flex: sites that score between 40 and 55 points
Tail: sites that score < 40 points

Core: 38 sites
Flex: 76 sites

Tail: 22 sites

Core: 38 sites
Flex: 59 sites

Tail: 39 sites

Core: 38 sites

Flex: 37 sites
Tail: 61 sites

Capital Generated (freehoRl) £7,200,000
Backlog Maintenance Savifigs £3,100,000
Capital Generated (freehoRl) £10,000,000
Backlog Maintenance Savigs £4,000,000
Capital Generated (freehold) £15,100,000
Backlog Maintenance Savidgs £9,300,000

1Based on a maximum score total of 100 points;
Appendix 5.

2Based on Net Book Values;

3Based on the information available from a Nifes 6 Facet Survey;

4A full list of sites included can be fodereath@age 344 of @27
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Core, Flex and T&ites

As mentioned above, and in accordance with NHSE guidance, categorisation of our existing acute and community estate into core

, flex and tail indicates that 28% of the
estate is core, 44% is flex and 28% is tail 1, This categorisation enables strategic decisions to be developed, investments to be focused and rationalisation to occur. Th

categorisation for each Care Unit is summarised in Appendix 6. Please note that the below is based on the moderate scenario m entioned above.

All Trusts Total Area + By No of  Sites All Trust Freehold + By No of  Sites

All Trust Leasehold + By No of Sites

44%

41% 47.5%

= Core Flex = Tail

= Core Flex = Tail

= Core Flex = Tail

1Based on 136 properties and on the moderate scenario
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Target Deep Dive Analysis

Our estate strategy forms a key component of a suite of EPUT enabling
strategies which are interdependent and complementary to successful
delivery. The EPUT enabling strategies are interdependent and must be
complementary to ensure successful delivery. EPUT strategies will require
regular updating.

Further detailed information and analysis may be required to inform
projects and enable better evaluation and prioritisation of estate options.
Further detailed information and analysis may be required to inform
projects and enable better evaluation and prioritisation of estate options.

Targeted deep dive analyses will be dependent on projects but may include:

9 Demand and capacity modelling to determine future capacity
requirements, - this analysis is particularly important for the inpatient
services

9 Space utilisation studies to identify baseline capacity surplus/shortfall
this may be particularly relevant to the corporate estate options

I+

9 Analysis to support access and travel times to specific properties and
locations

9 Security requirements of different properties

9 Impact of new models of care and site locations for staffing models and
requirements

9 Equality Impact Assessment for the estate options

9 Socio -Economic Impact Assessment for the estate options

Socio
Economic
Impact

Equality
Impact

Staffing
Models

Demand
and
capacity

Space
Utilisation

Site
Feasibility

Accessibility
and
Security
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Working Group&xample

Following the evaluation and prioritisation of projects, an agreed prioritisation investment plan will be defined during our 10 year strategy. All projects will be

subject to the development of appropriate business cases for formal approval. Business cases will establish the benefits to b e realised and define the quality, costs

DQG WLPH SDUDPHWHUV 3URMHFWY ZLOO EH UHTXLUHG WR FRPSO\ ZLWK (3871V SROL kkef2 Qrge@ hoRrEtsBodldbtY IRU PDQDJLQJ
established to deliver the agreed projects. Each project board will be led by a Project Director, under the overall leadershi p of a Senior Responsible Owner, with a

clear responsibility to ensure that the project is delivered within the agreed parameters and realises the expected benefits.

The Trust is proposing to establish a series of working groups to drive projects forward and align project objectives with co re Trust objectives. One such working

group would explore opportunities around vacating tail estate to optimise service delivery, generate capital receipts and ann ual revenue savings, and reduce

backlog maintenance costs. This will develop on from the work undertaken within the strategy to identify the core flex and ta il estate.

The initial priority is to dispose/sell the 5 identified properties, as seen on page 54, followed by an evaluation of current ly empty properties owned by the Trust. The

disposal of our estate is subject to our internal approval process, requires careful consideration and consultation with staf f, patients, and the public, where

necessary, prior to making any final decisions. We will also actively collaborate with our system partners to ensure we deliv er the best health outcomes to our local

population through estate reconfiguration and rationalisation. This process will be supported by robust business cases on a p rop erty -by -property basis.

An assessment needs to be done on the properties that are currently leased out to determine the benefits of selling that esta te. Following the evaluation and
SULRULWLVDWLRQ RI SURMHFWY DQ DJUHHG LQYHVWPHQW SODQ ZLOO EH GHILQHG aBdpddadires for haragndepitdHTXLUHG WR F
projects. Discrete project boards should be established to deliver the agreed projects. Please refer to Appendix 7 for furthe r d etails on the proposed working group

objectives and governance structure.

Evaluate disposal Assessment of Investment into
of the currently the fully leased MIOH[T SURSH
empty Trust out Trust to achieve Core
properties properties status

Dispose of the 5
identified
properties

\|7:.nsure 50% of
the estate is

Core
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Funding Options

The decision tree below sets out a shortlist of potential funding options and relevant structures, focusing on new developmen
worked through collaboratively with EPUT and the chosen route will be dependent on the ability to obtain appropriate CDEL cov

ts. The development and viability will need to be
er. 7KLV GRHVQTW DFFRXQW IRU WKH

savings of colocation and exiting buildings. Additional sources of capital would include Section 106, CIL and OPE funding.
Funding
options
How to fund . .
development Capital Revenue Charity
Funded Funded Funded
_________________________________________________________________________________________________________________________________ I______________________________5/___________
iy Y v v \l/ v Y Y Set up local
ilabl i . . : -
aval a!o € P !thc =ale Equity Joint =10ciand Commercial PPP . Leage charity to
financing Dividend surplus Venture OPE Finance Fundin financing help fund
structures Capital assets funding g alternatives schemes

Assessment of funding options
als, accounting implications, costs,

Scale, structure, counterparties, timescale to deliver, timescales of arrangement, cost of capital, risk implications, approv
VM, Affordability assessment
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Delivering the VisiorfKey Steps

plan to deliver the estate strategy vision. Next steps will involve the development of implementation plans that further establish
tat ion and delivery of key projects within the

key

We are developing a clear prioritised
actions and additional new working groups to be undertaken to deliver the estate strategy. A high level timeline for implemen

strategy is included within Appendix 8.

Overall page 350 of 423



DRAFT | CONFIDENTIAL How Do We Get There’

Measuring Success

7TKURXJK LQGLYLGXDO VWDNHKROGHU PHHWLQJY DQG ZRUNVKRSV ZH KDYH LGHQWLILH Go \nteastredhiczeds lnd idarfavibentel agabsd. HieW LYHYV D
NH\ HYWDWH REMHFWLYHY DQG DVVRFLDWHG .3,V FDQ EH IRXQG EHORZ ,PSOHPHQW DcésE B nRist be Rekible\avd Bl kb respobdxav HIJ\ ZLOO E
changing needs, priorities and financial challenges of EPUT.

Delivery
Assurance:

Twice yearly

delivery reviews

with finance and
planning
committee
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Model Hospital: Peer Group

T Black Country Healthcare NHS Foundation Trust

¥ Central and North West London NHS Foundation Trust

¥ Cornwall Partnership NHS Foundation Trust

¥ Cornwall Partnership NHS Foundation Trust

¥ East London NHS Foundation Trust

¥ Herefordshire and Worcestershire Health and Care NHS Trust
T Leicestershire Partnership NHS Trust

¥ Northamptonshire Healthcare NHS Foundation Trust

¥ Nottinghamshire Healthcare NHS Foundation Trust

¥ Somerset NHS Foundation Trust

I Southern Health NHS Foundation Trust
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Stakeholder Engagement

Engagement with key EPUT and system stakeholders was undertaken via
structured interviews or workshops to understand the existing estate risks and
issues, and the key objectives, priorities, and opportunities to inform the
development of the future estate vision.

Visioning

Workshop 1 * Long List of Options

Urgent and Inpatient Care Unit
North Essex Care Unit

HR

Director of Psychological Services
Specialist Services Care Unit
Finance

Delivery and Partnerships SE Essex
Estates and Facilities

Property and Capital Planning

West Essex Care Unit

Delivery and Partnerships
Partnerships, Adults, Health & Social Care
Contracts

Operation s

Workshop 3 + Summary

Urgent and Inpatient Care Unit
North Essex Care Unit

HR

Director of Psychological Services
Specialist Services Care Unit
Finance

Delivery and Partnerships SE Essex
Estates and Facilities

Property and Capital Planning

West Essex Care Unit

Delivery and Partnerships
Partnerships, Adults, Health & Social Care
Contracts

Operations

Workshop 2 - Corporate Office

Operational Services

Finance

Estates & Facilities

Property and Capital Planning
HR

Procurement

Workshop 1 + Review and comment on initial long list of estate options and opportunities
Workshop 2 + Review and comment on options for the corporate estate.
Workshop 3 + Review shortlisted estate options and agree on a preferred way forward.
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Appendix 3

Long List of Options

Building

Mid and South Essex Community Care Uni Phoenix House, Basildon

Mid and South Essex Community Care Uni Grays Hall, Grays

Mid and South Essex Community CareUni Z EEC dE& <« hv]SU "§ W § E][-

Mid and South Essex Community Care Uni Dengie Locality

Mid and South Essex Community Care Uni Taylor Centre, Warrior House, Southend
Mid and South Essex Community Care Uni Sankey House, Pitsea

Mid and South Essex Community Care Uni The Lodge

Mid and South Essex Community Care Uni The Lodge

Mid and South Essex Community Care Uni The Lodge

Mid and South Essex Community Care Uni The Gables, Braintree
North Essex Community Care Unit Severalls House
North Essex Community Care Unit Severalls House

North Essex Community Care Unit Reunion House

Opportunity to relocate admin from the Lodge, admin hub at Rochford Hospita Short term
medical secretaries based at Rochford and admin at Thurrock Hospital

Dispose? Long term

Relocate services to Wantz Chase (will need some capital spent on the buildir

is currently leased to NELFT) Dependent on sale of St Peters (medium term)

Collaborate with Provide to deliver MH services from provider estate (Burnhan

Need to speak to Maldon Local Authority to see if they have any space S
Vacate premise Medium term
Vacate premise; Closely located to where MSE NHSFT are building a commui .

. . . - - Medium term
diagnostics centre possible to cdocate if there is space?
Option 1: Do nothing Short term

K%3]}v TW A 0}% ]Jvs} Plo }((] fuul S1}v e Mo e
bookable desks and meeting rooms. Should link to mature agile working polict

Option 3: Market for sale and transfer out all offices and services. If dispose ol

Lodge, need to relocate vaccination service to community location. SR LOTE) (B

Vacate and consolidate services with Provider teams and Council at Causewa

House (Braintree District Council building) LS5 ) )
Option 1: relocate Enable East Team to Rivendell Short term
Option 2: Establishment of a reception area could unlock another 3 consult/ex:

Short term

rooms

Relocate community services into vacant Bernard ward in Landermere Centre Short term
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Long List of Options

North Essex Community Care Unit Rivendell Flats Relocate all offices above the ground floor to release clinical space Short term

North Essex Community Care Unit Holmer Court Reloc'ate Slngle Point qf Access Team from Severalls House to Holmer Court Short term
upstairs that is underutilised)

North Essex Community Care Unit The Northgate Centre Reloc_ate 182.5 Psychglggy ngcgs eI ESEES HUSE [ T N igee Cem&%ium term
(requires review of clinical utilisation)

Psychological Services Rectory Lane Health Centre Relocate to alte_zrnatlve accommod_at_lon. EX|s_t|_ng Trust sites?; Discussions witt Short/Medium term
NHSPS regarding upgrades to building condition

Psychological Services Reunion House Relocate community services into vacant Bernard ward in Landermere Centre Short term

. . . Vacate and consolidate services with Provider teams and Council at Causewa .
Psychological Services The Gables, Braintree . o L Medium term
House (Braintree District Council building)

Relocate services to Wantz Chase (will need some capital spent on the buildir

i i L] 3 N & 3 L} i
Psychological Services Z EEC dE hv]sU ~§ W § E]| is currently leased to NELFT) Dependent on sale of St Peters (medium term)
Psychological Services Taylor Centre, Warrior House, Southend Vacate premise Medium term
Specialist Services Care Unit Health Outreach, St Helens Street, Ipswich Requirement to relocate to more suitable premises within Ipswich area Short term
Specialist Services Care Unit Operation Courage (Veterans), The Lakes Require new office base due to service expansion Short term
Specialist Services Care Unit Brockfield House, Runwell Currently under refurbishment Short term

Option 1: Requirement to relocate to larger premises (preferably same site) du
Specialist Services Care Unit Poplar Adolescent Unit Rochford Hospital service growth; possibility to swap from the 1st floor to the ground flbtirere Short/Medium term
would need to be a discussion around bed numbers

Option 2: Possibility to swap from the 1st floor to the ground flotinere would

need to be a discussion around bed numbers etz

Specialist Services Care Unit Poplar Adolescent Unit Rochford Hospital
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Long List of Options

Specialist Services Care Unit Robin Pinto Unit (Low Secure) Relocation of service to refurbished Oakley Court Medium term

Potential expansion to provide 4x additional beds (at commissioner's request)
Specialist Services Care Unit Byron Court, Heath Close, Billericay additional car parking; Community Learning Disability teapwtential requiremen Medium term
for additional or larger premises with anticipated service expansion

Option 1: Utilise the Crystal Centre as an Adult Inpatient, Health Base of Safet
10/12 Bedded Assessment Unit

Option 2: Close Linden Centre; develop Assessment Unit at Crystal Centre to
support FLOW

Urgent Care and Inpatients Care Unit Crystal Centre / Linden Centre Medium/Long term

Urgent Care and Inpatients Care Unit Crystal Centre / Linden Centre Medium/Long term

Option 3: Reduce beds: instead of having 3 adult treatment wards with Linden
Urgent Care and Inpatients Care Unit Crystal Centre / Linden Centre Topaz, have 2 treatment wards and an assessment unit which would have the Medium/Long term
amount of beds but would rpurpose

Urgent Care and Inpatients Care Unit Crystal Centre / Linden Centre Option 4: Retain Linden as community clinical space/training space Medium/Long term
Urgent Care and Inpatients Care Unit Basildon Mental Health Unit -?r%té?)n {5 (15 N AISIPIF Gl (S TR 2 SPLIT (EUTSDE CIEEDSEens Wit Short term
Urgent Care and Inpatients Care Unit Basildon Mental Health Unit Option 2: Vacate site to MSE NHSFT (potential exchange of land with MSE NI Long term
Urgent Care and Inpatients Care Unit Basildon Mental Health Unit Cpsiftem 5 \Les VR Ll Cae epees oy fesessmant L51)E 8) pie Short term

support

Option 4: If there is money to refurb previous assessment unit (sits behind urg
Urgent Care and Inpatients Care Unit Basildon Mental Health Unit care department) would be good to move Grangewaters back and then move Short term
Ward into Basildon if the option is to come out of the Linden

Urgent Care and Inpatients Care Unit Landermere Centre, Clacton & District Hospital REIMEEN EEBEE BTN MEE Crt reloce_\te services . AR B 9 Short term
Landermere to create a Clacton Community services / 24 hour hub
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Long List of Options

Immunisation Team has insufficient space. Have a year extension but this ser

West Essex Community Care Unit Dolittle Mill, Bedford Aloo §Z v P}]vP }pus 8} S v EX /(S u }v[S§ P § Shortterm
property

West Essex Community Care Unit Western House Oppor.tur!lty to reIoche services to new build in Takeley (completion date tbhc); Medium term
commissioners awaiting EPUT response

West Essex Community Care Unit Saffron Walden Community Hospital Option 1: Trust to acquire freehold from NHS PS Medium/Long term

Option 2: Site well placed to become integrated health and wellbeing hub for t

West Essex Community Care Unit Saffron Walden Community Hospital North Uttlesford PCN Medium/Long term
West Essex Community Care Unit Dunmow Clinic Relocate services to alternative space in Dunmow (existing underutilised or ne Medium term
West Essex Community Care Unit Derwent Centre Option 1: Do nothing Short term

Option 2: Do minimum: Remain on the existing Derwent Centre site and prodt
West Essex Community Care Unit Derwent Centre Development Control Plan to relocate Trust Community Services within existir Medium term
NHSPS properties in the Harlow area, and any other clinical services.

Option 3: New MHU colocated with new PAHT hospital; work in partnership wi
PAH to develop a new Mental Health Unit on the redevelopment site; relocatir
Derwent Centre adultirfée 3] v38 A E » ~ Z ou E ~ *3}ESe v

Lol deduluil 7L GOl PEEd el (Kitwood & Roding) one older people inpatient ward with accommodation for Ll Ui
supporting services (e.g. UC/assessment unit, therapy space, admin
accommodation)

West Essex Community Care Unit Derwent Centre Option 4: New MHU (standalone?) Long term

West Essex Community Care Unit Waltham Abbey Health Centre Relocate to alternative accommodation. Existing Trust sites? Discussions with Short/Medium term

regarding upgrades to building condition
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Long List of Options

Relocate to alternative accommodation. Existing Trust sites?; Discussions witt

West Essex Community Care Unit Rectory Lane Health Centre NHSPS regarding upgrades to building condition Short/Medium term
West Essex Community Care Unit St Margaret's Hospital, Mental Health Unit Scf)sflpf)i?aﬁ’; FEEEEEN Gl TR WS D M7 17151 Geloes e tiiin W Fnr Long term
West Essex Community Care Unit St Margaret's Hospital, Mental Health Unit (h)éast:)i?aIZ\:ngrcdorporate NI CEE T RN CHIRES 2 A )7 Short term
West Essex Community Care Unit cDC PAHT CDC to be developed on site of existing Spencer Close Building 4 (opel Short term
from 2025/6)
West Essex Community Care Unit Hawthorn Lodge and Annex Utilise space to increase clinical research activity (as per Trust Research Strat Short term
West Essex Community Care Unit St Margaret's Hospital, Storage Building Exit lease Short term
West Essex Community Care Unit St Margaret's Hospital Possible future new build; Future strategy for site being developed by NHSPS Long term

and HWE ICB
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Appendix 4

Derwent Centrelnitial Preferred Option

+ New Mental Health U nit collocate with the new PAHT hospital.

Initial evaluation of the following Derwent Centre options indicates that the preferred option is Option 3

/L
Preferred option

Option 3 +New MHU
colocated with new PAHT

P

hospital

Option 5 +New MHU (stand
alone as per Mental/ Physical
Health Village concept) not
scored
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Linden/CrystalCentre- Initial Preferred Option

Initial evaluation of the following Linden/Crystal Centre options indicates that the preferred option is Option 4 + Utilise the Crystal Centre as an Adult Inpatient, Health Base
of Safety, and 10/12 Bedded Assessment Unit.

Preferred option

Option 4  + Utilise the Crystal Centre as an
Adult Inpatient, Health Base of Safety,
and 10/12 Bedded Assessment Unit
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Appendix 4

Thurrock Hospital Sitelnitial Preferred Option

Initial evaluation of the following Thurrock Hospital site options indicates that the preferred option is Option 2

Thameside House.

Preferred option
Option 2 t Close the Admin Building an
transfer services to Thameside House

|~

+ Close the A dmin Building and transfer services to
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Robin Pinto Un#tinitial Preferred Option

Initial evaluation of the following Robin Pinto Unit options indicates that the preferred option is Option 3 + Relocation of the  service to the refurbished Oakley Court
(medium term).

Preferred option
Option 3 t Relocation of service to
refurbished Oakley Court (medium term)
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Landermere Sitelnitial Preferred Option

Initial evaluation of the following Landermere site options indicates that the preferred option is Option 3 + Refurbish Bernard  ward into a decant ward to enable wider Trust
ward refurbishments.

Preferred option
Option 3 t Refurbish Bernard ward into a decar

—

ward to enable wider Trust warg)\r/%frta{nb[ﬁg[enggl

or 488
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The Lodgelnitial Preferred Option

Initial evaluation of the following Lodge options indicates that the preferred option is Option 3 + Develop The Lodge as the Tru VWITV L:RUNVPDUW +XET

Preferred option
Option 3 t Develop The Lodge as

§Z dEp+3[+ Zt}Eleu
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Core, Flex and T&ilrail Properties

A list of the tail properties across the 3 scenarios. Those marked with an asterisk have been included in the Capital Generat ed on page 58.
Low Moderate High Low Moderate High Low Moderate High
Benfleet Clinic 9 9 9 West Gate 9 9 9 gsrt]izjgdon Road, 10b (Leased o
Bradd Close, 1/1a(Vacant)* 9 9 9 chkf(?rd Hga!th Centre o o 4 A:h)ingdon Road, 10c (Leased
C & E Centre 9 9 9 Hadleigh Clinic 9 9 out)* 9
Central Avenue, 2 (Leased Out, 9 9 9 Health Close, 5 9 9 Ashingdon Road, 10d (Leased
Coach House (Leased Out)* 9 9 9 Heath Close, 1 9 9 Out)* 9
Corporate House 9 9 9 Heath Close, 2 9 9 Civic Offices, Grays 9
Hockley Clinic 9 9 9 Heath Close, 3 9 9 Derwent Centre 9
Laindon Health Centre 9 9 9 Heath Close, 4/4a 9 9 Ely House 9
Long Lane, 295 (Leased Out)* 9 9 9 Pickwick Close, 30/31* 9 9 Fairview, 19 (Leased Out)* 9
Mansard House 9 9 9 Raphael House 9 9 Grays Hall* 9
Mountnessing Road, 230/230a Shoebury Health Centre 9 9 Grays Health Centre 9
VACANT* 9 9 9 Southgate House 9 9 London Road, 72/74 (Leased Ou 9
Periphery HomesVACANT 9 9 9  Southview Road 9 9 kﬂondﬁnFRoa?_" 86“%235?1 Out* 9
Pride House* 9 9 9 Tye Common Road, 10 (Leased Oi 9 9 Stzspingallcrar; HOG:pital enire g
Regent Road, 15VACANT* 9 9 9 Tye Common Road, 12 (Leased O 9 9 Thundersley Clinic 9
South Ockendon Health Centre 9 9 9 Tye Common Road, 14 (Leased O 9 9 Vange Health Centre 9
St Margaret's Hospital 9 9 9 Tye Common Road, 8 (Leased Outi 9 9 Weymarks, 11 (Leased Out)* 9
Stanford Clinic 9 9 9 Warrior House, Taylor 9 9 Weymarks, 5 (Leased Out)* 9
The Glades, 4VACANT* 9 9 9 Western House 9 9 Weymarks, 7 (Leased Out)* 9
The Northgate Centre 9 9 9 Addison House Health Centre 9 Weymarks, 9 (Leased Out)* 9
Tilbury Health Centre 9 9 9 Ashingdon Road, 10a (Leased Out 9 Witham Health Centre 9
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Appendix6

Core, Flex and Tall

Categorisation of our estate and development
requirements

A safe, modern, well planned and patient centred estate means
we can deliver high quality services for all improved value for
money.

Part of this process is categorising all of the sites in our estate
into core, flex and tail:

Core +Good quality, fit -for-purpose and future -proof estate

that aligns with national, regional and local strategies.

Flex +Estate that is of an acceptable quality, or provides
unique access to services, but does not fully enable the
strategic ambitions.

Tail £ Poor quality estate that is not fit
facing services and should be phased out when alternative
estate is available.

We have used the RAG Rating Criteria to determine whether the
property is Core, Flex or Tail. This has been based on the sites:
T Age

T Size

T Condition

T Functional suitability

¥ EPC

1 Strategic Location

RAG Rating Criteria

-for purpose for patient

services would be
difficult to provided
elsewhere

Age < 40 years 40-75 years 75+ years
Size (m 2) > 500 200 -500 <200
D - Operationally
A - As new and can be B(C) - Currently as B, unsound and in
expected to perform but will fall below B imminent danger of
adequately to its full within five years breakdown
Condition normal life C - Operational, but X - Supplementary
B - Sound, operationally major repair or rating added to C or D
safe and exhibits only replacements is to indicate that it is
minor deterioration currently needed to impossible to improve
bring up to condition B without replacements
D - Unacceptable in its
: . present condition
. A > VISl SRS, (e C - Not satisfactory, X - Supplementary
Functional change needed . .
L : . major change needed rating added to C or D
Suitability B - Satisfactory, minor .S .
to indicate that besides
change needed .
a total rebuild or
relocation will suffice
Al D E or below
EPC Most/very good Average to below .
e . Less/least efficient
efficiency average efficiency
A - Critical importance
the services cannot be
provided elsewhere C - Moderate importance D - Limited importance
Strategic B - Significant +the services could be +the services could be
Location importance  +the re-located with re-located to a more

moderate difficulty

suitable location
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Appendix6

Core, Flex and TaWest Essex Example

Site Name

Size (m2)

Condition

Suitability

Strategic Location

Classification

Addison House Health Centre <40 years C C C Flex
Doolittle Mill, 14 < 40 years B B C D Flex
Dunmow Community Clinic < 40 years C C B Flex
Hertfqrdshire & Essex Community < 40 years C Flex
Hospital B/C* C C

Independent Living Centre < 40 years B C C Flex
Latton Bush Centre 40- 75 years C D C B Flex
Marsh Farm Health Centre 40- 75 years B/C* C C C/D Flex
Nuffield House Health Centre < 40 years B/C* F C B Flex
Oakley Court (Leased Out) < 40 years 1,397 C F C B Flex
Rectory Lane Health Centre < 40 years 711 B/C* C C A Core
Regent Road, 15VACANT 40- 75 years 216 c* C C D Tail

Saffrc_m Walden Hospital Communit < 40 years 1,868 C A Core
Hospital C C

Stansted Surgery < 40 years B* C C B Core
Steppingley Hospital 75 + years B/C* D C C Flex
The Glades, 4VACANT < 40 years C C D

Waltham Abbey Health Centre < 40 years B/C* C

Western House 75 + years B D C D)

Note: the classifications below are based on the moderate scenario.

*Assumed by Estates Working Group
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Appendix6

Core, Flex and Ta&North East Essex

Site Name

All Saints House

Age

75 + years

Beach Hut 546

< 40 years

Clough Road

< 40 years

Coach House (Leased Out)

75 + years

Corporate House (leased out) 40- 75 years
Herrick House 75 + years
Holmer Court < 40 years
Hospital Road, 1/2 < 40 years
Reunion House 75 + years

Rivendell Flats

40- 75 years

Severalls House

75 + years

Severalls Training Centre

40- 75 years

St.Helens Street

75 + years

The Lakes Bungalow

40- 75 years

The Northgate Centre

75 + years

Witham Health Centre

40- 75 years

Note: the classifications below are based on the moderate scenario.

Size (M) Condition Suitability Strategic Location Classification
387 8 c | 8 : Core
12 C E D A Flex
1922 C D D A Flex
210 C C C C/D Tall
20 C E C C/D Tail
906 C F B B Flex
491 C C B C Elex
125 B C C B Core
505 B C C Flex
491 B B B/C Core
425 B C B/C Flex
150 B C C B/C Core
302 C C B/C Flex
142 B B Flex
12 B/C* D C C Flex

*Assumed by Estates Working Group
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Core, Flex and TaMid and South

Site Name
Ashingdon Road, 10a (Leased Out)

Age Size (Mm2) Condition
40- 75 years 86 B

Ashingdon Road, 10b (Leased Out)

EPC

Suitability*
C

Strategic Locatiol
D

Ashingdon Road, 10c (Leased Out)

Classification

Flex

Ashingdon Road, 10d (Leased Out)

Avalon Bungalow (Leased Out)
Benfleet Clinic

Billericay Health Centre

Bradd Close, 1/1a(Vacant)

Brentwood Community Hospital

Brentwood Resource Centre

C & E Centre

Central Avenue, 2 (Leased Out)
Central Canvey Primary Care Centre

Chelford Court
Cherry Trees Unit
Churchview (Leased Out)

Civic Offices, Grays

Coombewood

Corringham Integrated Medical & Wellbeing Centre

©
40- 75 years 86 B C C D) Flex
40- 75 years 86 B C C Flex
40- 75 years 86 B C C Flex
< 40 years 341 B C C Flex
75 + years 29 C F D C/D Tail
40- 75 years 36 C C D B
< 40 years 341 C D C C/D Tail
< 40 years 20 B C B D) Flex
< 40 years 850 B D B B Core
75 + years C F D) Tail
75 + years 171 C F C C/D Tail
< 40 years 158 B D B B Core
< 40 years 376 B D B Core
75 + years 348 B D B Core
< 40 years B C B Core
40- 75 years 50 C B Flex
40-75 years 535 C D B B Flex
< 40 years 20 B C B A I Core

Note: the classifications below are based on the moderate scenario.

*Assumed by Estates Working Group
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Core, Flex and TaMid and South cont.

Site Name Age Size (m2)
40- 75 years 170
< 40 years 344

40- 75 years 152

Fairview, 19 (Leased Out)
Gallimore Lodge (Leased Out)
Gordon Road, 17 (Leased Out)

Grays Hall 75 + years 920
Grays Health Centre 20

75 + years 178
< 40 years 588
< 40 years 177
40- 75 years 109
40- 75 years 493
40- 75 years 18
< 40 years 440
75 + years 152
40- 75 years 188
40- 75 years 163
40- 75 years 281
40- 75 years 189
75 + years 230

Hadleigh Clinic
Harland Centre
Heath Close, 2
Hockley Clinic

Knightswick Clinic

Laindon Health Centre

Leigh Primary Care Centre
London Road, 72/74 (Leased Out)
London Road, 86 (Leased Out)
Long Lane, 295 (Leased Out)
Maldon Clinic (Leased Out)
Meadowside Home (Leased Out)
Mollands Lane, 117/119 (Leased O

Condition

B

m
T
@]

Suitability*

O KoNERElEeN O |0 | O

HUOUJO

IU

W T OB T OOOOOITBIOIO|O|W|T

W O (W |O |0 |0 0|0 ke

OWOOOWOUHD

Note: the classifications below are based on the moderate scenario.

Strategic Location

Classification

C/D Flex
C/D Core
C/D Flex
B Flex
B Flex
B Tail
A
C/D Tall
Tail

C

A

D)
C/D
C/D

Tail
Flex

Flex I

Flex

D Tail

Core
C/D Flex |
C/D Flex |

*Assumed by Estates Working Group
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Core, Flex and TaMid and South cont.

Site Name Age Size (m2) Condition Suitability* Strategic Location  Classification
Mollands Lane, 51/53 (Leased Out) < 40 years B C C C/D
Mountnessing Court (Leased Out) <40 years B C B “
Mountnessing Road, 230/2364/ACANT < 40 years C* C D) D) Tall
North Road < 40 years B C B
Periphery HomesVACANT 40- 75 years C E C D Tail
Pickwick Close, 30/31 < 40 years C C C C/D Tall
Pride House < 40 years C D D) D Tail
Rochford Hospital 40- 75 years B = D A
Sankey House 40- 75 years B B B B
Shoebury Health Centre 40- 75 years C C C C
South Ockendon Health Centre 40- 75 years C D C D
Southend Civic Centre 40- 75 years B C B C
Southgate House 40- 75 years C D C C
Southview Road 40- 75 years C C C C
St.Davids Road, 19 (Leased Out) 40- 75 years B C B D
Stanford Clinic 40- 75 years C D C D
Sydervelt 40- 75 years B C D C
Temple Farm, Unit 8 < 40 years 250 C C C A Flex
The Gables 40- 75 years 592 C C C B/C Flex
The Lodge 40- 75 years 2,592 B/C C C C Flex

Note: the classifications below are based on the moderate scenario.

*Assumed by Estates Working Group
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Core, Flex and TaMid and South cont.

Site Name Size (m2) Condition EPC Suitability* Strategic Locatior  Classification

Note: the classifications below are based on the moderate scenario.

The Tyrells < 40 years 160 B B C C
Thundersley Clinic 40-75 years 69 C D C B
Tilbury Health Centre 40- 75 years 20 C B C D
Tye Common Road, 10 (Leased Out) 40-75 years 87 B D C D
Tye Common Road, 12 (Leased Out) 40-75 years 87 B D C D
Tye Common Road, 14 (Leased Out) 40-75 years 87 B D C D
Tye Common Road, 8 (Leased Out) 40-75 years 87 B D C D
Tyler's House < 40 years 20 B D C C
Vange Health Centre 40- 75 years 39 C C B
Warrior House, Kingsley 40-75 years B D B B
Warrior House, Taylor 40- 75 years C D C C
Weymarks, 11 (Leased Out) <40 years B D C D
Weymarks, 5 (Leased Out) <40 years B D C D
Weymarks, 7 (Leased Out) <40 years B C C D
Weymarks, 9 (Leased Out) <40 years B C C D
Wharf Close (Leased Out) 40-75 years B D B D
Wickford Health Centre 40- 75 years C C D

*Assumed by Estates Working Group
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Core, Flex and Ta&bpecialist Services

Site Name Condition Suitability* Strategic Location  Classification

Brockfield House < 40 years D
Edward House < 40 years D) B Core
Ely House 40- 75 years
C Flex
Heath Close, 1 < 40 years C D C
Heath Close, 3 < 40 years C D C
Heath Close, 4/4a < 40 years C C C
Heath Close, 5 < 40 years 655 C F B
Lighthouse Children's Development Centre < 40 years B/C B C
Mansard House 40- 75 years C D
Mary St.Aubyn Centre < 40 years B B
Raphael House < 40 years C C
Rayleigh Clinic 40- 75 years C C
Robin Pinto Unit < 40 years B F
West Gate 40- 75 years C F
Woodlea Clinic < 40 years 710 B €

Note: the classifications below are based on the moderate scenario.
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Core, Flex and Ta&Urgent and Inpatient Services

Site Name Condition Suitability* Strategic Location Classification

Basildon Mental Health Unit 40-75 years 6,537 B E B B Core
Clifton Lodge < 40 years 1,724 B G B B Core
Crystal Centre < 40 years 3,776 B E B A Core
Derwent Centre 40- 75 years 8,006 C F B C Flex
Epping Forest Unit < 40 years 4,960 B B C Core
Hadleigh PICU 40-75 years 750 B E B B Core
Ipswich Road, 439 456 C E B A Flex
Kingswood Centre < 40 years 2,560 B C B A Core
Landermere Centre 40- 75 years 1,743 C C B B Core
Linden Centre < 40 years 4,141 C C B Flex
Rawreth Court < 40 years 1,724 B D B B Core
St Margaret's Hospital 8,436 C C C

The Lakes, (136 Suite) 40- 75 years 3,115 C B B A Core
Thurrock Hospital 9,089 B C B B I Core

Note: the classifications below are based on the moderate scenario.

*Assumed by Estates Working Group Overall page 380 of @33
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Estates Strategy Working Groups Structure

Trust Board

Finance &
Performance
Committee

Executive Team

Estates Strategy
Project Steering
Group

Crystal Centre & Thurrock Hospital Robin Pinto/Oakle
Linden Centre Development Plan Court Development

Development Grou Group Group

Corporate/Agile
Working Group
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Objectives of Estates Strategy Working Groups

Crystal Centre & Linden Centre Development Group

¥ Toreview Strategic Brief document completed in September 2023 and agree/change options to transfer in - patient services from The Linden to the Crystal
Centre based on the Broomfield Hospital site.

T To develop a Feasibility Study which details the design options, scope of works, estimated budget costs and outline delivery tim escales.
¥ To submit highlight reports on progress and timescales of feasibility study on a monthly basis.
f 7R LVVXH FRPSOHWHG )HDVLELOLW\ 6WXG\ WR (VWDWHY 6WUDWHJI\ SURMHFW 6WHHUL@AMm*URXS IRU DSSURYDO WR VXEPLW

t To complete a Mental Health Programme of Works Template Bid to Mid and South Essex ICS

Robin Pinto/Oakley Court Development Group

1 7R PHHW ZLWK (DVW /RQGRQ 1+6 )RXQGDWLRQ 7UXVW WR UHYLHZ WKH SRVVLELOLW\ R lahtiQr@ans@riny\thketseridety WV RFFXSDWLR(
Oakley Court with ELFT services from Oakley Court to Robin Pinto Unit.

1 To conduct a site visit to Oakley Court to develop a condition survey.

T To develop a Strategic Brief to determine if Oakley Court can facilitate the schedule of accommodation of services provided a t Robin Pinto including design
options and estimated costs.

1 To submit a Strategic Brief to Estates Strategy Project Steering Group for further actions.
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Objectives of Estates Strategy Working Groups

Thurrock Hospital Development Plan Group - Closure of the Administration Building
¥ To develop a plan to transfer staff/services from the Administration Building to Thameside House and close the Administration Building (not including staff
rest area).
¥ Toreview Thameside House office accommodation and identify un -XWLOLVHG YDFDQW RIILFHV ZKLFK ZLOO EHFRRidomAdGRIatiNMGEDUW DILOH ZRUN

all Trust staff and services transferring from the Administration Building.

¥ Toissue Proposal Report on the closure of the Administration Building to Estates Strategy Project Steering Group for approva ItR VXEPLW WR 7UXVWT{V
Executive Team.

Thurrock Hospital Development Plan Group - Future of Thurrock Hospital

T To review all services currently being delivered from Thurrock Hospital and determine future need including buildings leased to NELFT.

1 To explore the commercial opportunities for providing better patient and staff facilities at Thurrock Hospital.

T To review the future of Grays Hall to determine if services could be transferred to Thurrock Hospital in the future.
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Appendix 7

Objectives of Estates Strategy Working Groups

Corporate/Agile Working Group

¥ To determine the future of The Lodge with the option of the development of all floors into a hub for corporate services or di spo se of the building and
transfer services to alternative Trust/partner organisations buildings.

T To review all buildings where corporate services currently are accommodated to determine any under -utilised areas to develop fut ure plans for these
buildings e.g. transfer other services to these buildings, possible closure or disposal.

¥ To make recommendations to the Estates Strategy Project Steering Group.

Property Development Group

1 To identify buildings that could be listed for disposal and develop a 5/10 Year Plan for capital receipts for those buildings th e Trust has agreed are not
required in the future.

1 To review all buildings that are currently leased by the Trust and develop plans for the future of these buildings e.g. remai n i n building, consolidation of
services or exit to Trust building.

1 To report progress and submit recommendations to the Estates Strategy Project Steering Group.
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High Level Timeline For Implementation and Dellvery

We have a high -level 10 year plan for implementation and delivery of the key schemes, projects, and programmes identified within this estate strategy. This reflects
recently reported ICB capital funding requirements which will support the NHSE Capital Strategy and Governmental Capital Spen din g Review.
@ Trust Ward Refurbishment Programme ")
Qs The Derwent Centre Refurbishment Programme o
@—=Thurrock Hospital Development Plan —
Refurbish Tower Ward and Relocate Low Secure Transfer of Community and
Bernard Ward (for decant) + Service  +From Robin Outpatient Services +Warrior
Landermere Centre, Clacton Hospital Pinto Unit to Oakley Court House to new premises

Year 25/26 26/27 30/31 31/32 32/33 33/34
@ o @
Development of a Crystal Centre as
Worksmart  Hub + Adult inpatient,
The Lodge Heath base of  safety ,

and 10/12 bedded
assessment = Crystal
Centre/Linden Centre

@ Address Backlog Maintenance - Significant and high risk o
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT PART 1 2 October 2024

Report T itle: Responsible Officers and Revalidation  Annual Report
and Statement of Compliance

Executive / Non-Executive Lead / Dr Milind Karale, Executive Medical Director

Committee Lead :

Report Author(s): Dr Gladvine Mundempilly — Director for Medical Appraisal and
revalidation

Report discussed previously at: People Equality and Culture Committee 02.09.2024

Level of Assurance: Level 1 | | Level 2 | 9 |Level3 \

Risk Assessment of Report

Summary of risks highlighted in this report None identified
Which of the Strategic risk(s) does this report | SR1 Safety
relates to: SR2 People (workforce)

SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)? N/A

Are you recommending a new risk for the EPUT | No

Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

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

Are you requesting approval of financial / other | No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director

function accountability. Finance
Estates
Other
This report provides the Board of Directors information on the implementation | Approval 9
of revalidation within the Trust for 2023/24 appraisal year in order to provide Discussion
an annual statement of compliance provided to the higher level Responsible Information 9

Officer at NHS England.
Recommendations /Action Required

The Board of Directors is asked to:
1 Receive the report and approve the compliance statement.

2 The Designated Body (EPUT) through its Chairman or Chief Executive to submit the compliance
statement to the Higher Responsible Officer at NHS England.

Page 1 of 3
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| ESSEX PARTNERSHIP UNIVERSITY NHS FT ‘

Summary of Key Points

The Board of the Essex Partnership University NHS Foundation Trust as a designated body has a
responsibility to ensure that it is compliant with the Medical Professional (Responsible Officers) Regulation
2010 (as amended in 2013) Act.

The report is expected to follow the format specified by NHS England and includes comprehensive details
on quality assurance, clinical governance, the Trust’s performance on revalidation, action plans to
enhance the revalidation process, audits on concerns regarding doctors’ practice, and audits on appraisal
inputs and outputs.

As of 31st March 2024, 198 doctors had prescribed connection to EPUT. Of these, 170 (86%) completed
their annual appraisal, within the timeframe during the period from 1st April 2023 to 31st March 2024. The
remaining 28 appraisals were delayed with approval: 18 doctors were new starters not due for appraisal
within the 2023-24 year, 4 delays were due to long-term sickness or maternity leave, and 6 doctors had
other valid reasons for the delay. These 6 doctors have since completed their appraisals, meaning that all
connected doctors, except for the four on long-term sickness or maternity leave, have now been
appraised. Excluding the new starters not due for appraisal, the annual appraisal rate for EPUT stands at
95%.

An independent external quality assurance review of the medical appraisal process has been completed,
confirming that we have appropriate policies and procedures in place and strong governance
arrangements for medical appraisal and revalidation. Based on the feedback, we have developed an
action plan to further improve our processes.

Steps are also being taken to increase the recruitment and retention of medical appraisers to ensure that
appraisals are conducted to the expected standards.

The Board will need to continue supporting the annual appraisal and revalidation processes to maintain
and enhance current practices, ensuring compliance with the Responsible Officer Regulations Act.

The report was discussed at the People Equality and Culture Committee on the 02 September 2024 and is
recommended to the Board for approval.

Relationship to Trust Strategic  Objectives
SO1: We will deliver safe, high quality integrated care services

©O|©

S0O2: We will enable each other to be the best that we can
SO3: We will work together with our partners to make our services better
S04: We will help our communities to thrive

Which of the Trust Values are Being Delivered

1: We care
2: We learn 9
3: We empower

Corporate Impact Assessment or  Board Statements for Trust : Assurance(s) against:

Impact on CQC Regulation Standards, Commissioning Contracts, new Trust Annual 9
Plan & Objectives

Data quality issues N/A

Involvement of Service Users/ Healthwatch N/A

Communication and consultation with stakeholders  required N/A

Service impact/health improvement g  ains 9
Financial i mplications :

Capital £ No new

Revenue £ financial

Non Recurrent £ | Implications

Governance implications 9

Page 2 of 3
Overall page 391 of 427



ESSEX PARTNERSHIP UNIVERSITY NHS FT

Impact on patient safety/quality 9
Impact on equality and diversity

Equality Impact Assessment (EIA) Completed | NO | If YES, EIA Score

Acronyms /Terms Used in the R eport

GMC General Medical Council RO Responsible Officer

Supporting Reports and/or Appendices
EPUT (Designated Body) Annual Board Report and Statement of Compliance

Executive/ Non -Executive Lead / Committee Lead:

Dr Milind Karale
Responsible Officer (Revalidation)

Page 3 of 3
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EPUT (Designated Body ) Annual Board Report and Statement of Compliance

This sets out the information and metrics that a designated body is expected to report
upwards, to assure EPUT compliance with the regulations and commitment to continual quality
improvement in the delivery of professional standards.

Section 1 — Qualitative/narrative
Section 2 — Metrics

Section 3 - Summary and conclusion
Section 4 - Statement of compliance

Section 1 Qualitative/narrative
1A — General

The Board of Essex Partnership University NHS Foundation Trust can confirm that:

1A()) An appropriately trained licensed medical practitioner is nominated or appointed as a
responsible officer.

Action from last year: = N/A

Comments: EPUT has an appropriately trained medical practitioner, Dr Milind Karale,
who was appointed as Responsible Officer in 2012

Action for next year: None

1A(ii) Our organisation provides sufficient funds, capacity and other resources for the
responsible officer to carry out the responsibilities of the role.

Yes / No: Yes

Action from last year: The Board to continue its support for annual appraisal and revalidation
processes.

Comments: The Designated Body currently provides sufficient funds, capacity and

other resources for the Responsible Officer to carry out the responsibilities
of the role. The Board will need to continue its support for annual appraisal
and revalidation process in order to maintain and improve upon current
processes, and to ensure compliance with the Responsible Officer
Regulations Act.

Action for next year: The Board to continue its support for annual appraisal and revalidation
processes.
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1A(iii) An accurate record of all licensed medical practitioners with a prescribed connection to
our responsible officer is always maintained.

Action from last year: = Continue to carry out process and amend the prescribed connection list as
appropriate.

Comments: There is an established process to ensure the accuracy of the list of
doctors with prescribed connections to the Trust. In addition to the
information gathered prior to and at the time of a job offer to a doctor, the
Workforce Department provides a monthly report of new starters and
leavers to the Appraisal and Revalidation Manager. Triangulation of this
information is carried out with Human Resources — Medical Staffing
Department and the clinician concerned. This is cross-checked with our
Prescribed Connection list with the GMC and is amended as appropriate.

Action for next year: Continue to carry out process and amend the prescribed connection list as

Appropriate.

1A(iv) All policies in place to support medical revalidation are actively monitored and regularly
reviewed.

Action from last year: = Continue to monitor and review the policies in place to support medical
revalidation

Comments: All new national guidance and amendments to existing documentation is
read, shared appropriately and implemented where possible. EPUT’s
Medical Appraisal and Development policy and procedure was last updated
in 2021 and due for renewal in November 2024.

Action for next year: Continue to monitor and review the policies in place to ensure that these
support medical revalidation.
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1A(v) A peer review has been undertaken (where possible) of our organisation’s appraisal and
revalidation processes.

Action from last year: | Organise a peer review of our appraisal and revalidation processes.

Comments: An independent quality assurance process of our appraisal policies and
procedures has been completed by an external provider. This was
concluded in February 2023.

The external provider completed a comprehensive report on our appraisal
and revalidation policies and processes and the findings have been
presented to Board.

An action plan has been drawn up utilising the feedback we have received
to further improve on our existing policies and procedures.

We have also continued to carry out internal quality assurance processes
and annual audits. The processes have been regularly reviewed by the RO
and the Director of Medical Appraisals and Revalidation along with Human
Resources. The information relating to appraisal and revalidation has been
shared with the CQC as part of their inspection of the organisation.

To carry out the action plan resulting from the feedback that we have
Action for next year: received from the independent quality assurance process and to continue
the internal quality assurance processes and annual audits.

1A(vi) A process is in place to ensure locum or short  -term placement doctors working in ~ our
organisation, including those with a prescribed connection to another organisation, are
supported in their induction, continuing professional development, appraisal, revalidation, and
governance .

Action from last year: = Continue to ensure that all doctors are supported in their induction,
continuing professional development, appraisal, revalidation and
governance.

Comments: All doctors are supported in their induction, continuing professional
development, appraisal, revalidation and governance. The Medical
Education department has regular internal CPD activities and all the doctors
are encouraged to attend. The doctors are also assisted with their external
CPD requirements both in terms of study leave and financial support.
The Revalidation Office provides regular support for the doctors on
appraisal and revalidation, including timely reminders of appraisals,
appraisal training and support in developing appraisal portfolios.
Where the doctor does not have a prescribed connection to the
Organisation, such as agency locums, they are provided with the necessary
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supporting information to pass on to their Designated Body and include at
their appraisal.

Action for next year Continue to ensure that all doctors are supported in their induction,
continuing professional development, appraisal, revalidation and
governance.

1B — Appraisal

1B(i) Doctors in our organisation have an annual appraisal __that covers a doctor’s whole practice
for which they require a GMC licence to practise  , which takes account of all rel  evant information
relating to the doctor’s fitness to practice (for their work carried out in the organisation and for

work carried out for any other body in the appraisal period), including information about
complaints, significant events and outlying cli nical outcomes.

Action from last year: = Continue to ensure all doctors on our prescribed connection list have a
whole practice annual appraisal.

Comments: All doctors with a prescribed connection to EPUT are required to have a
whole practice annual appraisal, which includes any necessary information
on complaints and/or significant events that they have been named in for
each appraisal year so that lessons learnt and reflections can be drawn
upon. The Trust has a process in place to assist the doctor to collate this
information held internally. The doctor is required to declare all their medical
work, both with EPUT and any external, within the appraisal document.

Where the appraiser is not the line manager of the doctor, the latter
provides a medical managers report covering specific issues if any, to be
discussed during the appraisal.

Where EPUT is not the doctor’s sole employer within their appraisal year,
the doctor is required to provide a fithess to practice statement from all
places where they were employed in a medical capacity.

The Trust has adopted the new Appraisal 2022 model whilst still allowing
our doctors to choose the standard appraisal template if they wish to. The

majority of the doctors are now using the 2022 model.

Action for next year: = Continue to ensure all doctors on our prescribed connection list have a
whole practice annual appraisal.
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1B(ii) Where in Question 1 B(i) this does not occur, there is full understanding of the reasons
why and suitable action is taken.

Action from last year | Continue to put in place action plans for those who do not have an annual
whole practice appraisal and complete the annual audit on missed or
incomplete appraisals.

Comments: Where a doctor does not have a whole practice annual appraisal, the reasons
are explored and a plan put in place for its completion. These are further
analysed to improve the process and ensure that the doctor is supported to
complete these in a timely manner. The Responsible Officer and the Director
of Medical Appraisal and Revalidation review the report on delayed
appraisals on a monthly basis.

Action for next year: | Continue to put in place action plans for those who do not have an annual
whole practice appraisal and complete an audit on missed or incomplete
appraisals.

1B(iii) There is a medical appraisal policy in place that is compliant with national policy and has
received the Board'’s approval (or by an equivalent governance or executive group).

Action from last year: = Continue to review national policy and update the Medical Appraisal policy
and procedure accordingly.

Comments: EPUT has a Medical Appraisal policy in place, which is in line with national
policy. This was updated and ratified in 2021.

It is due for renewal in November 2024 and will be included within the action
plan for 2024-25 year.

Action for next year: | Continue to review national policy and update the Medical Appraisal policy
and procedure when it is up for renewal.
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1B(iv) Our organisation has the necessary number of trained appraisers ! to carry out timely
annual medical appraisals for all its licensed medical practitioners.

Action from last year: = Organise new and appraiser refresher training

Comments: The recruitment and retention of the appraisers has been challenging under
the current work pressures of the doctors.

As of 31st March 2024 we have 198 doctors on our prescribed connection
list and 34 medical appraisers for the Trust who are not currently
remunerated for the role. This equates to our medical appraisers completing
a minimum of 5-6 appraisals per year which is above the minimum of 4 we
would usually expect. To meet the demand of the organisation we need at
least 40 trained medical appraisers at a time with the expectation of
completing 5 appraisals per appraiser each year. Until now we have relied
on volunteering and goodwill to carry out the appraiser role by incorporating
them into their job plans. With increasing demands on the clinical work
situation, it has become unsustainable and most appraisers are either
relinquishing or reluctant to take on the role. This has put pressure on the
remaining appraisers causing them to do more than what was previously
agreed leading to a vicious cycle. We have invited expressions of interest to
this role and uptake has been very minimal and does not meet current or
future requirements. We therefore need to look at ways to recruit and retain
our appraisers.

Further new and refresher training for appraisers has taken place in June
2024.

Action for next year: | At the time of this report, new and appraiser refresher training has taken
place in June 2024. We will look at further training opportunities for 2024-25
year. Look at options to encourage recruitment and retention of medical
appraisers.

1 While there is no regulatory stipulation on appraiser/doctor ratios, a useful working benchmark is
that an appraiser will undertake between 5 and 20 appraisals per year. This strikes a sensible balance
between doing sufficient to maintain proficiency and not doing so many as to unbalance the
appraiser’s scope of work.
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1B(v) Medical appraisers participate in ongoing performance review and training/ development
activities, to include attendance at appraisal network/development events, peer review and
calibration of professional judgements (Quality Assurance of Medical Appraisers or equivalent).

Action from last year: = Continue to support the appraisers in their role and ensure that they undergo
training when required. Provide them with the necessary information in
relation to their appraiser role to include in their appraisal.

Comments: There is on-going support for the medical appraisers by way of regular
updates. The Appraisal and Revalidation Team is available to address their
queries as and when they arise. Training is also made available to the
appraisers periodically.

Each appraisee is expected to complete an anonymised feedback of their
experience, which is summated annually and provided to individual
appraisers for their reflection. The individual appraisers include their
appraiser role within their own annual appraisal for discussion and reflection.

Action for next year: | Continue to support the appraisers in their role and ensure that they undergo
training when required. Provide them with the necessary information in
relation to their appraiser role to include in their appraisal.

1B(vi) The appraisal system in place for the doctors in our organisation is subject to a quality
assurance process and the findings are reported to the Board or equivalent governance group.

Action from last year: = Continue to complete annual audits and submit to the Board.

Comments: Annual audits of our appraisal system are completed and shared with the
Executive Team and discussed at the Quality Committee. This is submitted
with the Board Report. Please see attached Appendix A and Appendix B for
2023/24 findings.

As per section 1A(v), we have also had an independent quality assurance
process of our appraisal policies and procedures completed by an external
provider. This was concluded in February 2023 and the findings have been
submitted to Board.

Action for next year: | Continue to complete annual audits and submit to Board.

Overall page 399 of 427



1C — Recommendations to the GMC

1C(i) Recommendations are made to the GMC about the fithess to practise of all doctors with a
prescribed connectionto  our responsible officer , in accordance with the GMC requirements and
responsible officer protocol , within the expected timescales, or where this does not occur, the
reasons are recorded and understood

Action from last year:
To ensure that timely recommendations are made to the GMC and that the
doctors are ready for revalidation in good time to mitigate against any
delays.

Comments:
The GMC Connect is reviewed regularly and recommendations are made in
a timely manner.

Action for next year: = To ensure that timely recommendations are made to the GMC and that the
doctors are ready for revalidation in good time to mitigate against any
delays.

1C(ii) Revalidation recommendations made to the GMC are confirmed promptly to the doctor

and the reasons for the recommendations, particularly if the recommendation is one of deferral

or non -engagement, are discussed with the doctor before the recommendation is submitted , or
where this does not happen, the reasons are recorded and understood

Action from last year: = Continue to ensure that revalidation recommendations are

communicated promptly.

Comments: Revalidation recommendations are communicated to the doctor at the
point of the recommendation being made, if not sooner. Where the
recommendation of deferral or non-engagement is made, the reasons are
discussed with the doctor in advance and a plan is put in place to ensure
a subsequent positive recommendation.

Action for next year: Continue to ensure that revalidation recommendations are

communicated promptly.
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1D — Medical governance

1D(i) Our organisation creates an environment which delivers effective clinical governance for
doctors.

Action from last year: = Continue to create an environment which delivers effective clinical
governance for doctors.

Comments: The organisation has effective clinical governance processes for doctors
in place which includes regular Trust wide learning sessions and audit
presentations. In addition, reports are published regularly on the Trust
intranet by the Lessons Learned Team. The doctors are also encouraged
to contribute to the clinical governance process by undertaking
investigations and reviewing the incidents.

Action for next year: Continue to provide an environment which delivers effective clinical
governance for doctors.

1D(ii) Effective systems are in place for monitoring the conduct and performance of all doctors
working in our organisation

Action from last year: = Continue to monitor the conduct and performance of all doctors working
in our organisation.

Comments: Monitoring the performance of all doctors working within the Trust is
carried out regularly in a variety of ways. Some examples include
monitoring adherence to Trust policies and procedures, recording data on
complaints, significant events and service provision, compliance with
mandatory training and revalidation requirements and feedback from
trainees. In addition the Clinical Directors have a monthly meeting with
the doctors under their line management to discuss any concerns relating
to working practices or performance.

Action for next year: Continue to monitor the conduct and performance of all doctors working
in our organisation.
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1D(iii) All relevant information is provided for doctors in a convenient format to include at their
appraisal.

Action from last year: = Continue to provide all relevant information to include at their appraisal.

Comments: Corporate data such as information on complaints, significant events,
audits and attendance at internal weekly teaching sessions are provided to
the doctor to include in their annual appraisal.

In the appraisal, the doctors include their updated job plan, mandatory
training record, probity declaration and issues relating to any
suspensions/investigations that they are subjected to. This is triangulated
with Trust and GMC Connect data.

Action for next year: Continue to provide all relevant information to include at their appraisal.

1D(iv) There is a process established for responding to concerns about a medical practitioner’'s
fithess to practise, which is supported by an approved responding to concerns policy that
includes arrangements for investigation and intervention for capability, conduct, health and

fitness to practise concerns

Action from last year: = Continue with established process and update the policy and procedure
as and when required.

Comments: The organisation has a process in place for responding to concerns and
has a Maintaining High Professional Standards — Conduct and Capability
policy and procedure for Medical and Dental staff, which is in line with
national guidance and was last updated in 2022. The Trust has an
adequate number of trained Case Managers and Case Investigators.
Refresher training is provided periodically.

Action for next year: Continue with established process and update the policy and procedure
as and when required.
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1D(v) The system for responding to concerns about a doctor in our organisation is subject to a
quality assurance process and the findings are reported to the Board or equivalent governance

group. Analysis includes numbers, type and outcome of concerns, a s well as aspects such as
consideration of protected characteristics of the doctors and country of primary medical
qualification .

Action from last year: = Continue to complete annual audit and submit to Board.

Comments: Annual audit of responding to concerns about a doctor in our organisation
is completed and submitted to Board with the Board Report. Please see
Appendix C

Action for next year: Continue to complete annual audit and submit to Board.

1D(vi) There is a process for transferring inform  ation and concerns quickly and effectively
between the responsible officer in our organisation and other responsible officers (or persons

with appropriate governance responsibility ) about a) doctors connected to our organisation and
who also work in other places, and b) doctors connected elsewhere but who als o work in our
organisation .

Action from last year: = Continue to transfer information and concerns in a timely manner between
Responsible Officers when necessary.

Comments: Medical Practice Information Transfer forms are used to transfer
information and concerns between Responsible Officers where necessary.
This is a nationally approved form.

The doctors are required to declare to the organisation, all the places

where they are employed in a medical capacity and to provide a fitness to
practice statement from them to include in their annual appraisal.

Action for next year: Continue to transfer information and concerns in a timely manner between
Responsible Officers when necessary.
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1D(vii) Safeguards are in place to ensure clinical governance arrangements for doctors
including processes for responding to concerns about a doctor’s practice, are fair and free from
bias and discrimination (Ref GMC governance handbook ).

Action from last year:

Comments:

Action for next year:

Continue to ensure the appropriate policies and procedures in place are
followed and updated to ensure that those involved in investigations are
adequately trained.

The organisation has a Maintaining High Professional Standards policy and
procedure which has been ratified and which is in line with national
guidance. Those involved in investigations are appropriately trained for the
role. There is also an appeal and remediation policy and procedure, which
are followed when required.

Continue to ensure the appropriate policies and procedures in place are
followed and updated and to ensure that those involved in investigations
are adequately trained.

1D(viii) Systems are in place to capture development requirements and opportunities in relation

to governance from the wider system, e.g. from national reviews, rep orts and enquiries, and
integrate these into the organisation’s policies, procedures and culture. (Give example(s) where
possible.)

Action from last year:

Comments:

Continue to ensure that systems are in place to capture development
requirements and opportunities in relation to governance from the wider
system.

The organisation has systems in place to capture development requirements
in relation to governance from the wider system. The Trust’s Clinical Director
for Clinical Governance takes the lead on learning lessons within the
organisation. This is in the form of regular Trust wide learning sessions and
audit presentations. In addition, reports are published regularly on the Trust
intranet by the Lessons Learned Team and relevant reminders are sent to
the doctors by the Medical Director.

Our policies and procedures are updated as and when necessary in light of
information from the wider system.
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Action for next year: Continue to ensure that systems are in place to capture development
requirements and opportunities in relation to governance from the wider
system.

1D(ix) Systems are in place to review professional standards arrangements for all healthcare
professionals _ with actions to make these as consistent as possible (Ref Messenger review ).

Action from last year: = No actions from last year regarding this matter.

Systems are in place to review professional standard arrangements for

Comments: medical staff. This is done through appraisals and there are systems in
place to provide doctors with copies of their complaints, patient safety
incidents and report from the line manager.

The Trust has a system for appraising nursing staff.

Action for next year: To review the systems in place for assessing professional standards for
clinical staff other than medical and nursing.

1E — Employment Checks

1E(i)) A system is in place to ensure the appropriate pre-  employment background checks are
undertaken to confirm all doctors, including locum and short- term doctors, have qualifications
and are suitably skilled and knowledgeable to undertake their professional duties.

Action from last year: = Continue with new starter processes.

Comments: EPUT has systems in place to ensure that we are compliant with the
Responsible Officer Regulations Act with regards to recruitment and
employment checks. Medical HR carries out the necessary pre-
employment checks prior to any doctor joining the Trust. Once the doctor is
in the post the Appraisal and Revalidation Team carries out further
assurance checks, which include the name of the last Responsible Officer,
revalidation due date, copies of previous appraisals, appraisal due date
and the MPIT Form. The Medical staffing department follows an agreed
process for recruiting agency locums ensuring that they meet the expected
standards for their role.
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Action for next year: Continue with new starter processes.

1F — Organisational Culture

1F(i) Asystem is in place to ensure that professional standards activities support an appropriate
organisational culture, generating an environment in which excellence in clinical care will
flourish, and be continually enhanced.

Action from last year: = Continue with the systems in place to ensure that professional standards
activities support an appropriate organisational culture.

Comments: As mentioned previously, we have regular Trust wide learning sessions
and audit presentations. In addition, reports are published regularly on the
Trust intranet by the Lessons Learned Team and relevant reminders are
sent to the doctors by the Medical Director.

This has created a learning culture within EPUT whereby excellence in
clinical care can flourish and be continually enhanced.

Action for next year: Continue with the systems in place to ensure that professional standards
activities support an appropriate organisational culture.

1F(ii) A system is in place to ensure compassion, fairness, respect , diversity and inclusivity are
proactively promoted within the organisation at all levels.

Action from last year: = Develop and continue to enhance our People and Culture Strategy

Our people strategy will support EPUT to be recognised as an attractive

Comments: place to work, and that our leaders are best placed to make EPUT the best
mental health and community provider. At the core of our strategy is our
ambition to ensure that staff not only have a great experience but feel happy
and valued at work. We will also tackle equality, diversity, and inclusion
issues within our Trust to collectively improve civility and respect and ensure
that staff from underrepresented backgrounds have equal opportunities. The
strategy will have 3 key pillars: 1) workforce planning at strategic and
operational levels, 2) leadership development at all levels of the organisation
and, 3) culture with a specific focus on wellbeing, lived experiences, equality,
diversity, and inclusion.
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We want EPUT to be an employer of choice, and we recognise that to
achieve this we need to continuously identify opportunities to transform our
workforce, support our people to grow, and take steps to ensure that our
staff feel happy and valued at work, and connected and supported in a
positive work environment. We will tackle equality, diversity, and inclusion
issues within our Trust to collectively improve civility and respect and ensure
that staff from underrepresented backgrounds have equal opportunities. We
will plan for the future by ensuring that our staff have the tools required to be
successful in their current and future roles and strive to offer attractive,
flexible and accessible health and care role opportunities to local people
within our communities. We will utilise and upskill our corporate support
services, and volunteers, to add value to our patient facing services in an
intelligent and meaningful way.

Action for next year: Develop and continue to enhance our People and Culture Strategy

1F(iii) A system is in place to ensure that the values and behaviours around openness,
transparency, freedom to speak up  (including safeguarding of whistleblowers ) and a learning
culture exist and are continually enhanced within the organisation at all levels.

Action from last year: = Continue to enhance these processes within the Organisation at all levels.

Behaviour framework in place -Where people do not behave in line with our

Comments: values and behaviours we will challenge this and will ensure that where
performance and behaviour are not consistent with our vision for a high
performing organisation, this is addressed.

Leaders are role models for personal and professional development. They
equally encourage all of those in their teams to develop the values, skills and
knowledge to be their best for patients and their families. Reflective learning
is part of the appraisal and 1-1 process so that shared learning and action
becomes ‘how we do things around here’. Feedback is regularly provided
and time for critical reflection promotes individual and organisational
learning.

Leaders consistently demonstrate compassion with their staff and take a
genuine interest in their lives and well-being. They actively role model what
high standards of care look and feel like, both in clinical or non-clinical roles.
Leaders care for themselves and others so they are psychologically able to
manage the challenges of leadership - they create a just culture of fairness,
openness and learning.

Action for next year: Continue to enhance these processes within the Organisation at all levels.
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1F(iv) Mechanisms exist that support fe  edback about the organisation’ professional standards
processes by its connected doctors (including the existence of a formal complaints procedure).

Action from last year: = Continue to ensure that mechanisms exist that support the feedback process
and that our doctors know how and when to utilise them.

Comments: We have mechanisms that support feedback about the organisation’
professional standards processes. Feedback can be provided in a number of
ways in both a formal and informal manner. Such processes include freedom
to speak up, complaints and grievance procedures.

Continue to ensure that mechanisms exist that support the
Action for next year: feedback process and that our doctors know how and when to
utilise them.

1F(v) Our organisation assesses the level of parity between doctors involved in concerns and
disciplinary processes in terms of country of primary medical qualification and protected
characteristics as defined by the Equality Act .

Action from last year: = No actions from last year.

Comments: The organisation has not collected the data in terms of their country of
primary care qualification or protected characteristics while addressing
concerns about doctors’ practice. The line managers are often aware of
protected characteristics and take these into account. This is however not
formally recorded.

Action for next year: Formally record and review any parity issues due to protected
characteristics or country of primary qualification

1G - Calibration and networking

1G(i) The designated body takes steps to ensure its professional standards processes are
consistent with other organisations through means such as, but not restricted to, attending
network meetings, engaging with higher -level responsible officer quality review processes,
engaging with peer review programmes
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Action from last year: = Continue to calibrate and network with others and engage with peer review
programmes when requested.

Comments: The Appraisal and Revalidation Team regularly attend the NHS England
networking events and read any updates. The Responsible Officer also
meets with the GMC ELA on a routine basis.

As mentioned previously, we have had an independent review of our
appraisal and revalidation processes this year.

Action for next year: Continue to calibrate and network with others and engage with peer review
programmes when requested.
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Section 2 — metrics
Year covered by this report and statement: 1April 2023 - 31March 2024

All data points are in reference to this period unless stated otherwise.

2A General

The number of doctors with a prescribed connection to the designated body on the last day of the year under
review. This figure provides the denominator for the subsequent data points in this report.

Total number of doctors with a prescribed connection on 31 March 198

2B — Appraisal
The numbers of appraisals undertaken, not undertaken and the total number of agreed exceptions is

as recorded in the table below.

Total number of appraisals completed 170
Total number of appraisals approved missed 28
Total number of unapproved missed 0

2C — Recommendations

Number of recommendations and deferrals in the reporting period.

Total number of recommendations made 34
Total number of late recommendations 0
Total number of positive recommendations 26
Total number of deferrals made 8
Total number of non-engagement referrals 0

2D — Governance

Total number of trained case investigators Approx. 40
Total number of trained case managers Approx. 40
Total number of new concerns registered 8
Total number of concerns processes completed 8
Longest duration of concerns process of those open on 31 March 12 months
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Median duration of concerns processes closed

Total number of doctors excluded/suspended

Total number of doctors referred to GMC

2E — Employment checks

Exact data not
available

1 excluded

None by the
organisation

Number of new doctors employed by the organisation and the number whose employment checks are

completed before commencement of employment.
Total number of new doctors joining the organisation

Number of new employment checks completed before commencement of employment

2F Organisational culture
Total number claims made to employment tribunals by doctors

Number of these claims upheld

Total number of appeals against the designated body’s professional standards processes
made by doctors

Number of these appeals upheld

Section 3- Summary andverallcommentary

63

63

N/A

N/A

This comments box can be used to provide detail on the headings listed and/or any other detail not

included elsewhere in this report.
General review of actions since last Board report

Our action plan for the 2023-24 appraisal year consisted of:

x  Continuing our existing well established appraisal and revalidation policies and processes

x Complete the independent quality assurance process of our appraisal and revalidation policies

and procedures
x  Carry out further new and refresher appraiser training

X Continue to maintain and improve on our completed appraisal rates

We have achieved all of these within the year with the exception of the new and refresher appraiser

training. At the time of this report this has now taken place.
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Actions still outstanding

The new and refresher appraiser training did not take place within the 2023-24 appraisal year but at the
time of this report has now taken place.

Current issues

The main current issue is to recruit and retain our medical appraisers. As of 31 March 2024 we have 198
doctors on our prescribed connection list and 34 medical appraisers for the Trust who are not currently
remunerated for the role. This equates to our medical appraisers completing a minimum of 5-6
appraisals per year which is above the minimum of 4 we would usually expect. To meet the demand of
the organisation we need at least 40 trained medical appraisers at a time with the expectation of
completing 5 appraisals per appraiser each year. Until now we have relied on volunteering and goodwill
to carry out the appraiser role by incorporating them into their job plans. With increasing demands on the
clinical work situation, it has become unsustainable and most appraisers are either relinquishing or
reluctant to take on the role. This has put pressure on the remaining appraisers causing them to do more
than what was previously agreed leading to a vicious cycle. We have invited expressions of interest to
this role and uptake has been very minimal and does not meet current or future requirements. We
therefore need to look at ways to recruit and retain our appraisers.

Actions for next year:

Look at ways to recruit and retain our medical appraisers
New and refresher appraiser training

Update our Medical Appraisal Policy and Procedure
Re-introduce an appraiser network

Undertake a peer review

Procurement process of an appraisal system

X X X X X X

Overall concluding comments:

As of 31st March 2024, there were 198 doctors with a prescribed connection to EPUT. Of these, 170
(86%) completed their annual appraisal, within the timeframe during the period from 1st April 2023 to
31st March 2024. The remaining 28 appraisals were delayed with approval: 18 doctors were new
starters not due for appraisal within the 2023-24 year, 4 delays were due to long-term sickness or
maternity leave, and 6 doctors had other valid reasons for the delay. These 6 doctors have since
completed their appraisals, meaning that all connected doctors, except for the four on long-term sickness
or maternity leave, have now been appraised. Excluding the new starters not due for appraisal, the
annual appraisal rate for EPUT stands at 95%.

An independent external quality assurance of the medical appraisal process has been completed and
the findings reflected that we have appropriate policies and procedures in place and have established
good governance arrangements for medical appraisal and revalidation. We have drawn up an action
plan based upon the feedback to improve further.

Steps are being taken to increase the recruitment and retention of the medical appraisers to ensure that
appraisal processes are carried out at the expected standards.

The Board will need to continue its support for annual appraisal and revalidation process in order to
maintain and improve upon current processes, and to ensure compliance with the Responsible Officer
Regulations Act.
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Section 4 — Statement of Compliance

The Board have reviewed the content of this report and can confirm the organisation is compliant with

The Medical Profession (Responsible Officers) Regulations 2010 (as amended in 2013).

Signed on behalf of the designated body

[(Chief executive or chairman (or executive if no board exists)]

Official name of the Essex Partnership University NHS Foundation Trust

designated body:

Name:

Role:

Signed:

Date:

Annual Report Template Appendix A — Audit of all missed or

incomplete appraisals

Totals

Number of doctors on GMC Connect as of 31 March
2024 198
Number of Completed appraisals for 2023-24

170
Number of doctors who were not due for an appraisal by
31 March 2024 (new starters after April 2023) 18
Number of doctors who were LTS/Maternity Leave for
the majority of the appraisal year 4

Number of Approved Incomplete/Missed Appraisals for
2023-24

6 (all have now been completed)

Number of Unapproved Incomplete/Missed Appraisals
for 2023-24
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Annual Report Template Appendix B —  Quality assurance of

appraisal inputs and outputs

Total number of appraisals completed 170
Number of Number of the
appraisal sampled appraisal
portfolios portfolios deemed
sampled to be acceptable

against standards

Appraisal inputs - Is there sufficient supporting information from

all the doctor’s roles and places of work? 34 34

(To include CPD, QIA & evidence from external roles)

Review of complaints: Have all complaints been included?

34 341

Review of significant events/clinical incidents/SUIs: Have all

significant events/clinical incidents/SUIs been included? 34 341

Has a patient and colleague feedback exercise been sufficiently

completed by year 3 of the revalidation cycle? 34 20

Appraisal Outputs

Appraisal Summary

34 33

Appraiser Statements

34 34

Personal Development Plan (PDP)

34 32

1Based on evidence submitted within appraisal portfolio.
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Annual Report Template Appendix C — Audit of concerns about a
doctor’s practice

Concerns about a doctor’s practice High Medium Low Total
level? level? level?

Number of doctors with concerns about their practice
in the last 12 months (Apr 2023 — Mar 2024)
Explanatory note: Enter the total number of doctors 1 6 1 8
with concerns in the last 12 months. It is recognised
that there may be several types of concern but please
record the primary concern
Capability concerns (as the primary category) in the

0 1 1 2
last 12 months
Conduct concerns (as the primary category) in the last

1 4 0 5
12 months
Health concerns (as the primary category) in the last

1 0 0 1
12 months
Remediation/Reskilling/Retraining/Rehabilitation
Numbers of doctors with whom the designated body has a prescribed connection as at
31 March 2024 who have undergone formal remediation between 1 April 2023 and 31
March 2024.
Formal remediation is a planned and managed programme of interventions or a single
intervention e.g. coaching, retraining which is implemented as a consequence of a 1
concern about a doctor’s practice
A doctor should be included here if they were undergoing remediation at any point
during the year
Consultants (permanent employed staff including honorary contract holders, NHS and 1
other government /public body staff)
Staff grade, associate specialist, specialty doctor (permanent employed staff including
hospital practitioners, clinical assistants who do not have a prescribed connection 0
elsewhere, NHS and other government /public body staff)
General practitioner (for NHS England only; doctors on a medical performers list, Armed 0
Forces)
Trainee: doctor on national postgraduate training scheme (for local education and 0
training boards only; doctors on national training programmes)
Doctors with practising privileges (this is usually for independent healthcare providers,
however practising privileges may also rarely be awarded by NHS organisations. All 0
doctors with practising privileges who have a prescribed connection should be included
in this section, irrespective of their grade)
Temporary or short-term contract holders (temporary employed staff including locums
who are directly employed, trust doctors, locums for service, clinical research fellows, 0
trainees not on national training schemes, doctors with fixed-term employment
contracts, etc.) All Designated Bodies
Other (including all responsible officers, and doctors registered with a locum agency, 0
members of faculties/professional bodies, some management/leadership roles,

2

http://www.england.nhs.uk/revalidation/wp-
content/uploads/sites/10/2014/03/rst_gauging concern level 2013.pdf
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research, civil service, other employed or contracted doctors, doctors in wholly
independent practice, etc.) All Designated Bodies
TOTALS
Other Actions/Interventions
Local Actions:
Number of doctors who were suspended/excluded from practice between 1 April 2023
and 31 March 2024: 0
Explanatory note: All suspensions which have been commenced or completed between
1 April and 31 March should be included
Duration of suspension:
Explanatory note: All suspensions which have been commenced or completed between 0
1 April and 31 March should be included
Less than 1 week
1 week to 1 month
1 - 3 months
3 - 6 months
6 - 12 months
Number of doctors who have had local restrictions placed on their practice in the last 12 0
months?
GMC Actions: 1
Number of doctors who:
Were referred by the designated body to the GMC between 1 April and 31
March
Underwent or are currently undergoing GMC Fitness to Practice procedures 4
between 1 April and 31 March
Had conditions placed on their practice by the GMC or undertakings agreed 1
with the GMC between 1 April and 31 March
Had their registration/licence suspended by the GMC between 1 April and 31 0
March
Were erased from the GMC register between 1 April and 31 March
National Clinical Assessment Service actions:
Number of doctors about whom the National Clinical Advisory Service (NCAS) has been 5
contacted between 1 April and 31 March for advice or for assessment
Number of NCAS assessments performed 0
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT PART 1 2 October 2024
Report T itle: Use of Corporate Seal
Executive Lead: Paul Scott, Chief Executive Officer
Report Author(s): Angela Laverick, PA to the Chair, Chief Executive & Non-

Executive Directors

Report discussed previously at:
Level of Assurance: Level 1 | 3 |Level2 \ | Level3 |

Risk Assessment of Report

Summary of risks highlighted in this report N/A — Information item confirming use of corporate seal
Which of the Strategic risk(s) does this report | SR1 Safety
relates to: SR2 People (workforce)

SR3 Finance and Resources Infrastructure
SR4 Demand/ Capacity

SR5 Lampard Inquiry

SR6 Cyber Attack

SR7 Capital

SR8 Use of Resources

SR9 Digital and Data Strategy

Does this report mitigate the Strategic risk(s)? Yes/ No

Are you recommending a new risk for the EPUT | Yes/ No

Strategic or Corporate Risk Register? Note:
Strategic risks are underpinned by a Strategy
and are longer-term

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

Are you requesting approval of financial / other | Yes/No
resources within the paper?
If Yes, confirm that you have had sign off from | Area Who When
the relevant functions (e.g. Finance, Estates | Executive
etc.) and the Executive Director with SRO | Director

function accountability. Finance
Estates
Other
Purpose of the Report
This report provides a summary of when the corporate seal has been used. Approval
Discussion
Information 3

Recommendations /Action Required

The Board of Directors is asked to:
1. Note the contents of the report

Page 1 of 2
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ESSEX PARTNERSHIP UNIVERSITY NHS FT ‘

Summary of Key Points
The EPUT Corporate Seal has been used on the following occasions:

X 117 — 119 Mollands Lane, South Ockendon Lease Surrender and Re-grant

SO1: We will deliver safe, high quality integrated care services

Relationship to Trust Strategic  Objectives

S0O2: We will enable each other to be the best that we can

SO3: We will work together with our partners to make our services better

S04: We will help our communities to thrive

1: We care

Which of the Trust Values are Being Delivered

2: We learn

3: We empower

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 g  ains

Financial i mplications :

Non Recurrent £

Capital £
Revenue £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO | If YES, EIA Score

Acronyms /Terms Used in the Report

Supporting Reports and/or Appendices

Paul Scott,
Chief Executive Officer

Non -Executive Lead:

Page 2 of 2
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