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Meeting of the Board of Directors held in Public
Wednesday 3 December 2025 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
Anglia Ruskin University, Lord Ashcroft Building,
MAB 101, Chelmsford, Essex CM1 1SH

AGENDA
1 APOLOGIES FOR ABSENCE HLD Verbal Noting
2 DECLARATIONS OF INTEREST HLD Verbal Noting
PRESENTATION
Update on Quality Improvement Project — Ligature Reduction — Longview ward
Scott Huckle, Service Development and Assurance Lead, Specialist Care Unit
3 MINUTES OF THE PREVIOUS MEETING HELD ON: HLD Attached | Approval
1 October 2025
4 ACTION LOG AND MATTERS ARISING HLD Attached | Noting
5 Chairs Report (including Governance Update) HLD Attached | Noting
6 Chief Executive Officer (CEO) 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 DG Attached | Noting
7.4 | Freedom to Speak Up Service DG Attached | Noting
Questions taken from the General Public
8 ASSURANCE, RISK AND SYSTEMS OF INTERNAL CONTROL
8.1 Board Assurance Framework PS Attached | Approval
8.2 Q1 2025/26 Learning from Deaths — Quarterly AS Attached | Approval

Overview of Learning and Data Report

Questions taken from the General Public

Board of Directors December 2025
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STRATEGIC INITIATIVES

9.1 Strategic Impact Report M6 25/26 T Attached | Approval
10 REGULATION AND COMPLIANCE
10.1 | Annual Review of Governance Documents DG Attached | Approval
10.2 | Quarterly Report on Safe Working of Resident Doctors | MK Attached | Noting
10.3 | Provider Capability Assessment 2025/26 PS Attached | Noting
Questions taken from the General Public
11 OTHER
11.1 | Use of Corporate Seal PS Attached | Approval
Correspondence circulated to Board members since HLD Attached | Noting
11.2 | the last meeting.
X Letter from the Secretary of State
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
12 ANY OTHER BUSINESS ALL Verbal Noting
Reflef:tion on risks, i_ssues or concerns including: ALL Verbal Noting
121 | X Risks for escalation to the CRR or BAF
' X Risks or issues to be raised with other standing
committees
13 QUESTION THE DIRECTORS SESSION
A session for members of the public to ask questions of the Board of Directors
1 DATE AND TIME OF NEXT MEETING
Wednesday 4 February 2026 10:00, The Lodge Training room 1
DATE AND TIME OF FUTURE MEETINGS
Wednesday 1 April 2026 at 10:00, The Lodge Training room 1
15 Wednesday 3 June 2026 at 10.00, The Lodge Training room 1

Wednesday 5 August 2026 at 10:00, The Lodge Training room 1
Wednesday 7 October 2026 at 10:00, The Lodge Training room 1
Wednesday 2 December 2026 at 10:00, The Lodge Training room 1

Hattie Llewelyn-Davies

Chair

Board of Directors December 2025
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Minutes of théBoardof Directors Meeting held in Public

Held on Wednesday 01 October 2025

Held in person at Trust HQ, The Lodge

MEMBERS PRESENT:

Hattie Llewelyn-Davies HLD Chair

Alex Green AG  Executive Chief Operating Officer / Deputy CEO
Simon Couvill SC Director of Finance (Deputising for Trevor Smith)
Doug Field DF  Associate Non-Executive Director

Denver Greenhalgh DG  Executive Director of Corporate Governance

Dr Ruth Jackson RJ Non-ExecutiveDirector

Dr Mateen Jiwani MJ  Non-Executive Director

Dr Milind Karale MK  Executive'Medical Director

Loy Lobo LL Non-Executive Director / Vice Chair

Elena Lokteva EL Non-Executive Director

Andrew McMenemy AM  Executive Chief People Officer

Ann Sheridan AS (Executive Chief Nurse

Richard Spencer RS  Non-Executive Director

Sarah Teather ST  Non-Executive Director

Zephan Trent ZT  Executive Director of Digital, Transformation and Strategy

IN ATTENDANCE:

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

Chris Jennings CJ | Assistant Trust Secretary

Nicole Rich NR Director of West Essex Community Delivery and Partnerships
Clare Sumner CS Trust Secretary Administrator

There were five member of the Public / Staff Members present.

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

The meeting commenced at 10am.

100/25 APOLOGIES FOR ABSENCE
Diane Leacock, Non-Executive Director
Paul Scott, Chief Executive Officer
Trevor Smith, Executive Chief Finance Officer / Deputy CEO

101/25 DECLARATIONS OF INTEREST
There were no declarations of interest.

102/25 PRESENTATION: WEST ESSEX EPUT COMMUNITY DELIVERY FOR
NEIGHBOURHOOD HEALTH
NR delivered a presentation regarding neighbourhood health in West Essex,
highlighting the good relationships with partners, including GPs, which provided an
innovative exemplar for delivering neighbourhood health. NR highlighted the following:
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The services in West Essex had been on a journey since 2015 in integrating
services and delivering wrap-around care for communities.

The area had been confirmed as wave 1 early integrator for the National Health
Implementation programme to accelerate the neighbourhood priorities as part of
the governments 10-year plan. This would act as an enabler to develop system
relationships and provide the “closer to home” model of care.

There was the principle of “no wrong door” to help existing integrated
neighbourhood teams, linked with six primary care networks and underpinned
by good population health data provided by the ICB.

The key achievements for the existing integrated approach included a 4%
reduction for non-elected admissions for over 65s in the current year, compared
to the previous year.

Questions and Answers

X

ZT commented the presentation was a good example of delivering on all four
strategic objectives. It was a good case study of how strategic direction was put
into practice.

ST asked about the responsivengess of partner organisations, including acute
trusts and whether integration with the 111 service would be useful. NR advised
there were good relationships with partner organisations, including Princess
Alexandra Hospital which was the local acute trust. There were good
relationships with other trusts and the.integrated model had been shared. There
was some variation‘but this was improving. There needed to be more focus with
partners in Mid and South Essex, as this can impact on services where
individuals cross boundaries. In relation to the 111 service, there was already
integration in terms of an individual being flagged and diverted to the care
coordination service which deploys a response.

AG commented on the passion of NR, which.had been a key driver in the
success of the neighbourhood working. AG asked about the key areas for
success for sharing with the wider Trust. NR advised having a model and
strategic direction which partners sign up to and delivering against that model of
care. There was also a need to have a trusting relationship with partner
organisations, to work together to deliver joined-up care and resolve any
barriers.

MJ commented on the relationship between care homes and carers and asked
what could be done to help facilitate the change to neighbourhood working. NR
advised private providers had different regulations / guidance and a higher
turnover of staff which could make relationships challenging. NR advised she
would like there to be a summit for care homes to come together to agree the
care model and this should be proactively pursued.

AS commented she had completed a visit to services in West Essex and had
received feedback from patients and carers in the confidence they had in the
service. AS asked what further support the Board could provide to help continue
developing services. NR advised the Board had been very supportive and noted
the acceleration of digital would help, such as services having access to real
time data to understand hospital discharge and capacity.

RJ asked what changes can be made for undergraduates to ensure future staff
are prepared for the new model of care and have the required skills to deliver
the services. NR advised it was important to demonstrate it is possible to care
for individuals in their own home and act in a more proactive, less reactive way.
NR added that it is important to have a culture change across all services as, for
example, there can be challenging conversations where individuals in hospital
are identified as being able to be cared for at home.
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103/25

104/25

105/25

106/25

X LL commented on the challenges of implementing digital innovations, given the
breadth and scope of the requirements. LL noted the wave 1 pilot may provide
an opportunity to bid for resources to provide digital solutions such as a data
system to provide live data.

HLD thanked NR for the presentation and summarised the discussion, highlighting three
challenges for the Board to consider:
x The undertaking of a community care summit, to incorporate care homes and
private providers.
X The potential to hold a Board Seminar session around community services and
how these could be developed.
X The acceleration of digital innovation and the resources required.

NR left the meeting at this point.
RS joined the meeting at this point.

MINUTES OF THE PREVIOUS MEETING HELD ON 6 AUGUST 2025
The Board of Directors reviewed the minutes of the meeting held on 6 August 2025.

The Board of Directors agreed the minutes as an accurate record and noted the record
of questions from Governors / public and the responses.

ACTION LOG AND MATTERS ARISING

The action log was reviewed, noting that two actions had been closed, two open actions
were not yet due and one open action required an update. The open action related to AG
/ LL discussing the development of a simulation for flow and capacity. AG advised the
discussion had not yet taken place, but would be taken forward in due course.

CHAIRS REPORT (INCLUDING GOVERNANCE UPDATE)
HLD presented the report which provided the Board of Directors with a summary of key
headlines and shared information on governance developments within the Trust since
the last Board meeting. HLD highlighted the following:
x-.. Congratulations to Stuart Scrivener in his appointment as Lead Governor
and a welcome to DF as a new Associate Non-Executive Director.
x HLD had recently attended a Research and Innovation Conference which
was positive and thanked MK for his leadership in this area.
X Work had been undertaken for the Board development process and work
was underway to take forward the provider capability assessment.

The Board of Directors:
1. Received and'noted the contents of the report.

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

x NHS England had published the oversight framework (NOF) for 2025-26, which
outlined the new approach to assessing NHS trusts using revised performance
metrics. This linked to the provider capability self-assessment and the recently
published NHS league tables. EPUT is rated in NOF segment 3, placed in
position 36 of 62 non-acute trusts. There were plans in place to improve
performance, and the Trust welcomed the increased oversight and
transparency.

x Operational planning activity had commenced to ensure the Trust is prepared
for the planning guidance to be issued later in the year.
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107/25

X There was a maternity services review and it was important for the Trust to
consider any learning from this process.

x The national neighbourhood programme had selected West Essex and North
East Essex for the wave 1 programme. This was a fundamental change to how
care for long term conditions is provided.

X The Patient Experience team had worked with community services and Mid &
South Essex ICB regarding a new approach for reduced admission of young
black and Asian men to hospital.

X There had been an increase in the responses to the quarterly pulse survey
which was positive and provided a platform for launching the national staff
survey.

X The outcome of the independent review into the procurement process for talking
therapies services had been published, advising there were material breaches
in the procurement process. The ICB were due to respond to the findings and
recommendations.

Questions and Answers

X LL commented on length of stay data and that this had increased year-on-year for
the previous five-years. LL understood the reasons for the increase and noted the
neighbourhood model of care may help improvement in this area, subject to
increased work on discharge. LL asked what additional areas could the Executive
Team consider to reduce the key metric. AS advised there had previously been a
focus on inpatient services, but unless issues and gaps are addressed within
community services this would continue to be a challenge. AS highlighted key
programmes such as Community First and the Assertive Outreach project which
should address some of these areas.

x AM thanked colleagues for their involvement in the launch of the staff survey and
advised the Trust was currently at'a 14% response rate, which was higher than
previous years at this stage.

X RS commented on the league table position and asked for the Executive Team
perspective as to whether the ‘position had been anticipated. AG advised the
position was anticipated and it was now important to improve to ensure better
patient care, rather than chasing a target. The position demonstrated the positive
work that . had been undertaken, but provided an opportunity to take the
transformation agenda forward. DG advised the some of the rating depended on
the system rating and there were some areas outside of the Trust’s control. There
were also finance elements of the rating and it was important to review and take
forward the agenda for the underlying deficit at a rapid pace.

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

QUALITY AND PERFORMANCE SCORECARD
AG presented the report and invited Executive colleagues to provide updates for their
remits.

Operations (AG)

X Mental Health inpatient capacity remained a challenging area which was
demonstrated through occupancy rates for Adult and PICU. The occupancy rates
for Older Adult and Specialist Services had decreased.

x There had been improvement in Adult length of stay, but there were challenges
with sustaining the improvement. There had been a number of individuals with
long lengths of stay discharged, which has led to a decrease in open lengths of
stay for adults. The Trust had engaged the expertise of a flow consultant to review
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data and processes. The work would conclude in the next week and the findings
would be brought to the Executive Team and recommendations to the Board of
Directors.

x There were new metrics for Talking Therapy services focused on recovery, which
were currently showing as positive.

Questions & Discussions

x EL noted the number of areas of improvement identified in the report and asked
how the Trust would ensure it celebrated achievements, without losing sight of
the amount of further improvement required, especially around community
services. ST queried whether there was understanding of when the ceiling for
improvement using the current programmes would be reached and when
something different may be needed. AG agreed and noted the link between the
Time To Care programme and the Community First programme, with the
importance of ensuring there are no gaps between. The Time To Care
programme focussed on beginning discharge planning earlier which had seen
improvement, but there was a need to ensure readmission rates did not
increase as a result. There were lots of areas where different innovations were
being taken forward to avoid reaching a ceiling, such as changes to Eating
Disorder services to be more consultant-led, which had shown positive results.

Nursing (AS)

x The Cardio Metabolic Rate, which was an important indicator for those with long
term conditions, had shown good compliance for Early Intervention in Psychosis
services.

X Low harm / no harm incidents reported for August remained below the compliance
target, but- was an increased position from July. There continued to be a weekly
oversight meeting to review incidents for any. immediate learning.

Questions and Discussions
X RJ noted the low harm / no harm incidents, highlighting that underlying data
suggested that-some areas were underreporting. RJ asked whether there was
now better consistency or if there were outliers in terms of reporting rates. AS
advised the weekly oversight meeting provided an opportunity to focus on areas
that are underreporting. This had enabled reasons for underreporting to be
identified and work undertaken to resolve, such as working with staff to consider
what constitutes a patient safety incident and giving staff the confidence to speak

up.

People and Culture (AM)
X There had been an increase in newly qualified staff appointed, with the
aspiration to reduce the vacancy rate for Band 5 nurses.
X The use of temporary staffing continued to decrease and staff turnover had
continued its downward trend.
X There was now a focus on mandatory training and staff appraisals, with
compliance rates being reviewed by the end of November for all staff groups.

Questions and Discussions
x MJ asked if there were sufficient staff in place with the right skills compared to
previous years and if there was a positive trend going forward. AM advised the
position was positive in relation to consultant vacancies. The focus was now on
nursing and there was a drill down under way to understand the current
establishment and skill sets in preparation for the winter period.
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107/25

108/25

Finance (SC)

X The Trust was slightly behind plan for the overall financial position, which
related to costs associated with the Lampard Inquiry.

X The capital position had been discussed at the Finance & Performance
Committee with action in place to accelerate and increase the capital spend.

X Cash forecasts were being closely monitored going forward, noting that the
position would be impacted by the system financial performance and deficit
support funding.

Questions and Discussions

x EL noted the position regarding capital spend and the action being taken, asking
if it could be confirmed that there was no negative impact on patient experience
whilst the actions were being taken forward. SC advised there was no impact in
terms of patient safety with the actions to accelerate expenditures.

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

QUESTIONS TAKEN FROM THE GENERAL PUBLIC

HLD advised there had been a number of pre-submitted questions submitted by a
member of the public who was not present at the meeting. The questions were technical
queries relating to the Quality and Performance Scorecard. AG advised she would
respond to the queries in writing and these would be recorded at the end of the minutes.

COMMITTEE CHAIRS' REPORT
HLD introduced a report providing a summary of key assurance and issues identified by
Board Standing Committees.

Finance and Performance Committee (RS — on behalf of DL)

x The Committee had drilled down on a number of areas, with a focus on inpatient
care. The resulting reflections had noted the importance of developing
community services measures and how these are connected with patient flow in
inpatient areas.

X There was good discussion around estates and facilities and proactive work
undertaken.to de-risk catering services and provide more operational support for
building maintenance.

X There was an alert to the Board of Directors regarding the cash balance and
deficit support funding associated with the system deficit, which had been
picked-up as part of the Quality and Performance Scorecard.

x The Deputy Director of Finance from NHS England East of England region had
attended the‘last Committee meeting and provided positive feedback.

People Committee (RJ)

x The Committee had continued to receive improved data, which helped to
understand the overall position and understand drivers for any positive or
negative performance.

X There had been helpful clinical engagement at the Committee, in terms of
driving forward improvements and ensuring these are sustainable.

Quality Committee (MJ)

X There had been a focus on how to measure data in terms of quality and how to
benchmark to assess the standards of care. There had been work around the
development of a data dashboard, audits, compliance and assurance to ensure
the Committee is fulfilling its work plan and terms of reference.
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X There had been a focus on mandatory training to ensure it is fit for purpose to
deliver safe care for patients. There were concerns raised regarding the
accuracy of data related to mandatory training and this would be relayed to the
People Committee for discussion.

X There had been a focus on the use of Oxevision to ensure the technology is
being used in the correct way and any learning from the Lampard Inquiry is
considered.

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

109/25 CQC Assurance Report
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 The Trust remained fully registered with the CQC and there had been no further
inspections since the unannounced visit to Byron Court in July 2025.

X There had been 14 enquiries received from the CQC since the last report, with
the majority relating to inpatient'services. The key themes identified were around
access to leave, communication and restrictive practice.

X The improvement plan had been consolidated to remove actions from previous
plans and incorporate actions from recent inspections. The Evidence Assurance
Group had also been.incorporated into an existing learning group.

X Additional assurance activities had continued, including annual assurance visits
and Quality Assurance Visits with partners and Governors.

Questions and Discussion:

X RS noted the reference to changing the governance around the CQC
Improvement Plan; asking for further details of the change and how this was
beneficial. AS advised there were a number of meetings reviewing similar areas
and it was beneficial to bring these into a single plan to avoid duplication. The
new plan now incorporated other areas such as Prevention of Future Deaths
findings. The Evidence Assurance Group had originally been established due to
the large humber of actions. As these had reduced and the plan became more
focused, the group had been incorporated into an existing forum to avoid
duplication. AS advised there would still be evidence of assurance work
undertaken in which partners would be involved.

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

110/25 WORKFORCE RACE EQUALITY STANDARD (WRES)
AM presented the report which provided an update on the findings of the EPUT WRES
2025 data, measuring performance. It provided a detailed breakdown and comparison of
EPUT’s indicators to the previous year, with a breakdown of key data. AM highlighted the
following:

x The data had been presented to EPUT stakeholders and an action plan developed
that would help deliver the goal of improving the experience of black, Asian and
minority ethnic staff working at EPUT.

X The data covered the period 1 April 2024 to 31 March 2025. There were nine
performance indicators, of which seven were within reasonable boundaries.

X The areas for improvement related to staff entering a formal disciplinary process
and behaviour in terms of bullying or harassment from patients, carers or staff.

Questions & Discussions
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111/25

112/25

X RS noted the data relating to the number of BME staff entering a formal
disciplinary being above the national average and asked if the actions were
sufficient to address this area. RS queried the number of actions and the potential
to lose focus. RS suggested considering focusing on some key strategic issues
which may have a greater impact overall. Following discussion, it was agreed that
the plan would be reviewed and taken through the People Committee for further
discussion.

X LL commented on the metrics included in the appendix, noting these were useful.
LL suggested including a trajectory against the metrics in the key summary for
future reports.

HLD summarised the discussions, including the agreement from the Board of Directors
that the experience of BME staff highlighted by the results was not an acceptable position
and further work was required in this area.

The Board of Directors:
1. Noted the data in Section 4 and Appendix A.
2. Noted the proposed actions in Appendix B for delivery in 2025/ 2026.
3. Approved the publication of the WRES.

Actions:
1. Develop a trajectory against the metrics included in the WRES/WDES
reports for future iterations of the report (AM)
2. Review the actions identified for the WRES/WDES  to develop key strategic
actions to address the concerns identified, to be monitored through the
People Committee. (AM / RJ)

WORKFORCE DISABILITY EQUALITY STANDARD (WDES)

AM presented the report which provided.an update on the findings of the EPUT WDES
2025 data measuring performance. It provided a detailed breakdown of comparison of
EPUT’s metrics to the following year with a breakdown of key data. AM highlighted the
following:

X The data had been presented to EPUT stakeholders and an action plan
developed that would help deliver the goal of improving the experience of staff
with disabilities (as well as long term conditions and neurodiversity) working at
EPUT.

X The WDES measured 10 indicators, of which three had demonstrated
improvement.

x There had been an increase in the number of staff declaring a disability, which
was a higher proportion than other similar organisations.

X The areas for improvement related to opportunities for career progression and
staff feeling pressured to come to work.

Questions & Discussions
X The discussions held as part of 110/25 incorporated the results of the WDES.
The summary provided by HLD and the actions identified related equally to the
WRES and WDES reports.

The Board of Directors:
1. Noted the data in Section 4 as well as Appendix A.
2. Noted the proposed actions in Appendix B for delivery in 2025- 2026.
3. Approved the publication of the WDES.

BOARD ASSURANCE FRAMEWORK
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113/25

DG presented a report which provided 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. DG highlighted the following:

x CRR45 Mandatory Training had been refocused as the original risk had been
developed following Covid-19. The refocus had been around consistent delivery
and the achievement of sustained compliance. There was work under way with
the national framework to realign statutory mandatory training.

X The NOF rated impacted SR4 Demand / Capacity and SR8 Use of Resources.

X An assurance framework style was being developed for all quality statements
which, once consistently in place, will impact the escalation and de-escalation of
risks.

Questions and Discussion
x EL highlighted that current mandatory training requirements go above the
requirements, but noted the importance of considering specialist training. For
example, the National Maternity Review publishing additional training needs
which may impact the mother and baby service provided.

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

Action:
1. Review CRR45 Mandatory Training to incorporate specialist training
requirements. (AM'/ DG)

MENTAL HEALTH ACT ANNUAL REPORT

AS presented the report which provided the Board of Directors with assurance that the
Trust has delivered a robust, proactive and effective Safeguarding and Mental Health
Act service, as well as providing an overview of activity throughout 2024/25 and
developments and challenges anticipated in 2025/26. AS highlighted the following:

x The MHA and Safeguarding Committee played a crucial role in overseeing the
use of MHA legislation.and the membership included people with lived
experience, senior leadership and directors.

X The had been 17 CQC MHA visits during the period, which had provided
positive feedback and identified some areas for improvement around care plans
and the role of advocates.

Questions & Discussions

x ST commented that it would be useful to have comparators against the data to
provide greater context and whether there was more granular data available for
some of the broader data groups, such as for ethnicity. AS provided a brief
overview of the data, advising that locally, detention rates for individuals aged
over 34 are slightly higher than the national average. Nationally, the highest
known detention rates are among the 18 to 34 age group (135.9 per 100,000
population), which is approximately 62% higher than the rate for those aged 65
and over (83.8 per 100,000). AS confirmed this would be taken back to the sub-
committee for more work around the data.

x ST asked whether it was possible to track the use of MHA around different parts
of the Trust. AS confirmed this was possible, although it had not been included
in the report. There was evidence that if the community offer in an area is right,
or if the individual can access primary care earlier, the use of the MHA is
reduced.

x HLD proposed having a presentation at a future Board Seminar session to
provide a wider experience and perspective for the use of the MHA in the Trust.
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The Board of Directors:
1. Noted the contents of the report.
2. Approved the report for publication.

Action:
1. Future Board Seminar session to include a presentation on the enactment
and use of the Mental Health Act across the Trust. ( AS)

INFECTION AND CONTROL ANNUAL REPORT

AS presented a report which provided the Board of Directors with assurance that the
Trust had delivered a robust, proactive and effective Infection Prevention and Control
(IPC) service, and could demonstrate compliance with the Health and Social Care Act
2008: Code of Practice on the Prevention and Control of Infections and related
guidance. AS highlighted the following:

X The report provided assurance on the proactive and effective implementation of
infection control across the Trust. The report was aligned with the national
Infection Prevention and Control (IPC) standards, with compliance at 83% and
actions in place to address improvement areas.

X There had been an 18% improvement than in previous years, which was linked
with changes to governance through the nursing directorate and aligned at care
unit level.

The Board of Directors:
1. Noted the content of the report.
2. Approved the report for publication.

PARTICIPATIVE CULTURE INQUIRY AND SENIOR LEADERSHIP DEVELOPMENT
PROGRAMME

AM presented a report which set out the context, approach and delivery of the
participative cultural inquiry and senior leadership development programme. The report
also highlighted some areas that address some of the recommendations made by the
independent well led development review in 2024.

AM advised the Trust had commissioned BRAP (organisation) and the King’'s Fund to
work in partnership with the Trust for the review.

Questions & Discussions

X RS supported the programme and queried whether the 20 per cent target for BME
staff in the pilot of leadership development was achievable. AM advised there
were plans to have a junior management programme and the target was
proportionate with staff from a BME background in a leadership position.

X RJ noted the three pilot sites for the programme which were to be confirmed and
if there was any selection criteria to ensure a diverse and geographical spread.
AM advised there were a number of senior groups involved, with the focus
currently on gathering information across the whole organisation to inform the
process and pilot sites.

x MK asked whether there was a commitment to have a development programme
for all leaders and teams across the organisation. AM confirmed this was being
developed in stages, with consultant and medical leaders also involved. The use
of recognised organisations such as BRAP and the King’s Fund should be an
incentive for others to be involved and help develop education in the Trust.

x ST asked how the development programme would be integrated with key
priorities. There was ambition in the expectation for senior leaders, but it was
important that this was reflected in how they are managed. AM advised the
Executive Team have an ongoing development programme in place with a
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separate organisation who would ensure the programme is aligned with BRAP
and the King’s Fund. There had been significant work undertaken over the last
year to understand what is happening in the organisation and ensuring the
programme is linked, with outcome measures to demonstrate success.

The Board of Directors:

1. Noted the cultural participative inquiry and leadership development
programme, including methodology, expected benefits and key
performance indicators.

2. Discussed the required sponsorship and active participation from the
Board to achieve maximum organisational impact.

A FRAMEWORK OF QUALITY ASSURANCE RESPONSIBLE OFFICERS AND
REVALIDATION - ANNUAL REPORT AND STATEMENT OF COMPLIANCE

MK presented a report which provided information‘on the implementation of revalidation
within the Trust for the 2024/25 appraisal year to provide an annual statement of
compliance provided to the higher level Responsible Officer at NHS England. MK
highlighted the following:

X The report provided assurance that the Trust was compliant with regulations
and the Board of Directors supported the revalidation office.

X The Trust had the same revalidation officer for more than ten years, which had
allowed a consistency and a development of process.

X There was a good relationship between medical staffing and the revalidation
office, with good processes in place. There had been no non-engagers with the
revalidation process for a number of years.

X There was a challenge in the number of appraisers. There is requirement not to
have more than six appraisees per appraiser, which is a challenge to meet with
current staffing. There were actions in place to address this issue.

X There had been adequate assurance provided from external and internal audits.

Questions and Discussions:

x RJ commented it was good to see compliance rates. RJ asked if there was any
work undertaken to collate themes identified from appraisals to improve in any
areas of concern raised. MK advised that this does not currently take place, but
that he would review and consider completing a review of gaps or training needs
from appraisals, with consideration for maintaining anonymity for any
information reviewed.

X MJ asked whether there was assurance around the quality of the appraisers,
especially where external support is required. MK advised there was a training
programme in place and a forum for appraisers to discuss. There was no
additional remuneration offered for appraisers which potentially limited the
number of individuals coming forward.

The Board of Dir ectors:
1. Noted the contents of the report  and approved the compliance statement.
2. Supported the submission of compliance statement to the High er
Responsible Officer at NHS England.

Action:

1. Undertake thematic review of appraisal outcomes to identify any gaps or
training needs. (MK)

QUESTIONS TAKEN FROM THE GENERAL PUBLIC

ClIr. Maxine Sadza, Appointed Governor, Southend-on-Sea City Council asked how
much co-production was in place regarding the WRES/WDES. AM advised there was
engagement with staff networks, with more work to be undertaken to ensure a good
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120/25

121/25

122/25

123/25

124/25

125/25

Signed:

level of representation. There were other areas of data collection from the staff surveys
and feedback provided to staff, networks and union groups.

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

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.

REFLECTION ON EQUALITIES AS A RESULT OF DECISIONS AND DISCUSSIONS
HLD reflected on discussions including:
X The results of the WRES/WDES, including the position of the Board and the
agreed action to be taken.
X The cultural review being undertaken by BRAP and the King's Fund.
x The MHA Annual Report, specifically relating to data and the need to understand
further detail.

CONFIRMATION THAT AL L BOARD MEMBERS REMA INED PRESENT DURING THE
MEETING AND HEARD AL L DISCUSSION (SO REQUIREMENT)

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

REFLECTION ON RISKS, ISSUES. OR CONCERNS INCLUDING RISKS FOR
ESCALATION TO THE CRR OR BAF, RISKS OR ISSUES TO BE RAISED WITH
OTHER STANDING COMMITTEES
There were no items for escalation.

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 03 December
2025.

The meeting closed-at .

Date: 2025

Hattie Llewelyn -Davies, Chair
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Appendix 1: Governors / Public / Members Query Tracker (Item 125/2 5)

Governor/ Member Query Response

of the Public

Member of the Quality and Performance Scorecard 1. This represents the percentage of bed days, where patients
Public (107/25) Please could you explain what you mean by the following have been deemed clinically ready for discharge (but have
terms used within your report? not been discharged), of the overall bed days for that ward.
1. Rates of Patients Clinically Ready for 2. Our Specialist Services ward types are:
Discharge....... is this the right terminology? a) Secure Services
b) Child and Adolescent Mental Health Service
2. Patients with Delayed Transfer of care on PICU, c) Learning Disability
Older Adult and Specialist Wards What d) Mother & Baby

constitutes a Specialist ward?

3. The target limits for these ward types are:

3. [.....] are within respective target limits. What are a) Adult-5%
the target limits for these wards? b) PICU-0%
c) Older Adult — 8.2%
4. Re. PICU figures - does this include [delayed d) Specialist Services — 8%
transfers of care to] “step down” on Section to
other EPUT wards? 4. The calculation for our delayed transfer of care on PICU

wards does not include step downs.

5. Could you give examples of acceptable _system 5. The highest proportion of our system delays for acute adult
delays? Or are they limited to there being no and older adult services relate to supported
suitably safe accommodation available in the accommodation/placement. Delays may also be attributed
community. to housing and domiciliary care or capacity in specialist or

rehabilitation settings.

Weekly system escalation meetings are in place to oversee
system actions to reduce delays and enable patients to be
supported in the right place.
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Governor/ Member Query Response

of the Public
Member of the The member of the public was pleased to hear statements HLD advised the Board anti-discrimination commitment had led
Public regarding anti-discrimination. However, they had attended a | to the statements made at the meeting. There was a strong

previous Board meeting where they had raised concerns cultural initiative which would continue to create the culture,
about abuse experienced by patients. What was the Board | commitment, training and support for staff to behave in an
doing to stop the disconnect between the statements made’ | appropriate and non-discriminatory way.

by the Board and the experience of patients?
The member of the public raised some personal concerns and
HLD agreed to consider these outside of the meeting.
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

Board of Directors Meeting held on the 1 October 2025

Lead Initials | Lead Initials | Lead Initials Requires immediate attention /overdue for action
Alex Green AG Andrew McMenemy | AM Denver Greenhalgh DG Action in progress within agreed timescale
Scott Huckle SH Ann Sheridan AS Milind Karale MK Action Completed
Future Actions/ Not due
Minutes Action By By When Outcome Status RAG
Ref Who Comp/ rating
Open
110/25 Develop a trajectory against the metrics AM December | A trajectory was developed in support of a separate Closed
October included in the report WRES / WDES 2025 NED / People & Culture Group on the WRES and
reports for future iterations of the report WDES. The main metrics raised in the last Board
report had showed improvement and the trajectory
will continue to be utilised to monitor improvements.
Review the actions identified for the AM/RJ | December | As above regarding the People & Culture Group. Closed
WRES / WDES to develop key strategic 2025 There is also a commitment to provide quarterly
actions to address the concerns updates at People Committee for the key metrics to
identified, to be monitored through the allow earlier intervention.
People Committee
112/25 Review CRR45 Mandatory Training to AM/ | December | The Trust has established a new Education Group Closed
October incorporate specialist training DG 2025 that will report to People Committee and Executive
requirements. Committee via an overarching People & Culture
Group. The Education Group will consider future
requests for specialist training that may be
considered mandated at the Trust and make
recommendations to the Executive Committee.
The risk has been reviewed in line with this
113/25 Future Board Seminar session to AS March 2026 | This has been added to the Board planner to take Future
October include a presentation on the enactment place at the next Board Seminar session in March Action
and use of the Mental Health Act across 2026.
the Trust.
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Minutes Action By By When Outcome Status RAG
Ref Who Comp/ rating
Open
116/25 Undertake thematic review of doctor MK December | The appraisals undertaken have been reviewed as Closed
October revalidation appraisals outcomes to 2025 part of the usual review process and no specific
identify any gaps or training needs themes have been identified. The appraisals are
highly individualised and training needs identified
are often dependent on their career trajectory and
would not be applicable to a large number of
doctors at any one time.
The appraisals will continue to be reviewed as part
of the usual review process and any themes
identified will be identified and acted on
accordingly.
082/25 Discuss the development of a AG/LL | September | Meeting scheduled to take place on the 28 Open
August simulation for flow and capacity. 2025 November 2025.
December
2025
089/25 Develop session for the Board as part of | MK/ | November | Board Seminar Session held on 5 November 2025 Closed
August a seminar / development session for AS 2025 to discuss Community First, including Assertive
Community First and Assertive Outreach.
Outreach, including how the Trust can
resolve the issues outlined in the paper
048/25 Provide a further presentation / reportto | AS/SH | December | This has been included on the agenda as a Closed
June the Board of Directors in six months, 2025 presentation for the meeting on the 5 December

providing further information on the
impact of the ligature risk reduction
project at Longview Ward and any
feedback from young people on their
experiences.

2025.
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

Report T itle:

PART 1

3 December 2025

Chair’'s Report (including Governance Update)

Executive / Non-Executive Lead:

Hattie Llewelyn-Davies, Chair

Report Author(s):

Angela Laverick, EA to Chair, Chief Executive and 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 | SR3 Finance and Resources Infrastructure 3

relates to: SR4 Demand/ Capacity 3
SR5 Statutory Public Inquiry 3
SR6 Cyber Attack 3
SR7 Capital 3
SR8 Use of Resources 3
SR9 Digital and Data 3
SR10 Workforce Sustainability 3
SR11 Staff Retention 3
SR12 Organisational Development 3
SR13 Quality Governance 3

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

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

Recommendations /Action Required
The Board of Directors is asked to:
1. Note the contents of the report
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

Summary of Key Issues

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

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

W Www

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 implications:

Capital £
Revenue £
Non Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO

Acronyms /Terms Used in the R eport

Supporting Reports/ Appendices /or furtherr eading
Chair’s Report (including Governance Update)

Hattie Llewelyn -Davies
Chair
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ESSEX PARTNERSHIP UNIVERSITY NHS FT ‘

CHAIR’'S REPORT (INCLUDING GOVERNANCE UPDATE) ‘

| 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.

| 2.0

CHAIR’S REPORT

2.1

2.2

2.3

2.4

Transgender Awareness Week

Transgender Awareness week began on Thursday 14 November, leading up to the Transgender
Day of Remembrance on 20 November. This is a time to honour the memory of those whose lives
have been lost to anti-transgender violence, and to raise awareness of the challenges faced by
transgender and non-binary people in our communities and workplaces. We know that this can be
a particularly emotional and difficult time for many of our transgender colleagues. | and the Board of
Directors, are clear that there is absolutely no place for discrimination or abuse of any kind across
our Trust. We are committed to creating a culture where everyone feels safe, respected and valued
for who they are. The diversity of our workforce is one of our greatest strengths and that is
something that | and the Board are very proud of.

National Recognition

EPUT have been recognised for work in supporting newly qualified allied health professionals
(AHPs) who have recently joined our services, scoring highly in the NHS England AHP
Preceptorship Organisational Self Assessment Tool. We scored highly for organisational culture,
guality and oversight of preceptorship, empowering preceptees and delivering preceptorship
programmes.

Our South East Essex Ageing Well Carers Intensive Support Team reached the finals of this year’s
Health Service Journal Patient Safety Awards in the Improving Care for Older People category. The
Team supports vulnerable and ageing carers in the Southend, Castle Point and Rochford areas who
are caring for a person with suspected or diagnosed dementia frailty, or an older person with mental
health concerns. Staff complete comprehensive health and wellbeing checks, focussing on
physical, mental, social and emotional health to help carers achieve a better balance in their lives
between managing their own needs alongside those of the person they care for.

EPUT mental health nurse Sophie Gorden was highly commended in the National Learning
Disabilities and Autism Awards in July. Sophie who works in our Lakes inpatient unit in Colchester,
uses their lived experience of autism to support people with autism, their families and supporters.

Congratulations to all for their well-deserved national recognition.

Board Development Programme

This summer is a significant turning point for the NHS with the 10 Year Health Plan with a fresh
ambition and a clear vision for long term transformation across the NHS. At the heart of that change
is the leadership challenge which requires us all to role model behaviours that create the conditions
and culture needed to improve productivity, attract and retain our people, and support them to work
in new ways and deliver high quality care for our patients, all while delivering value for money.
Board leadership will be a crucial factor in determining success. NHS England in September invited
Boards to join the new Board Development Programme, we have submitted an expression of
interest to be one of the 25 Boards within the first cohort. If selected, the programme will be tailored
to EPUT’s context and priorities, and co-developed with the Board, reflecting our specific
challenges, ambitions, and starting point. This programme builds on the Insightful Board approach
published in November 2024 and supported improvement through the new Learning and
Improvement Networks.

Remembrance Service
Members of our Executive Team led the annual online Remembrance Service for our staff on
Tuesday 11 November. This event reflected on the service and sacrifices our Armed Forces make
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2.5

on our behalf. Staff were also reminded that support is available for all staff impacted by current
conflicts across the world through our Employee Assistance team, Chaplaincy and Spiritual care
team and the Here for You Service.

Co-Production Conference

| was delighted to open our recent Co-Production Conference that was held in partnership with
Essex County Council, and focussed on how working in partnership with patients, their loved ones
and the wider community is vital to delivering better health and care services. Colleagues, lived
experience ambassadors and partners heard about the national Culture of Care programme, which
aims to change the culture of inpatient care, reasonable adjustments in the workplace, and the
experiences of mental health care by older people in racialised communities. Thank you to
everyone who helped make the event such a success.

3.0

Legal and Policy Update

3.1

3.2

HSSIB Investigations: Emergency Care And Those In Mental Health Crisis

Please see the link below for a copy of the report published on 24 September 2025. The Health
Services Safety Investigations Body (“HSSIB”) has launched two investigations to examine patient
safety issues relating to care pathways for individuals in a mental health crisis who engage with
urgent and emergency care services.

The first investigation will focus on the care of patients experiencing mental health crises in
emergency departments. It will examine the knowledge, skills and resources available to staff, the
impact of the physical environment on care, and staff decision-making around admission and
discharge. Set to launch in October 2025, publication of the final report is expected in summer
2026.

For Information:
bevanbrittan.com/insights/articles/2025/hssib-investigations-emergency-care-and-those-in-mental-
health-crisis/

Independent Patient Choice And Procurement Panel Review Of A Proposed Contract Award:
Talking Therapies And Psychological Therapies For Severe Mental Health Problems For Mid And
South Essex

Please see the link below for a copy of the review regarding the proposed contract award for
Talking Therapies and Psychological Therapies for Severe Mental Health Problems in Mid and
South Essex, published on 25 September 2025.

For Information:
cr0021-25-cr0022-25-talking-therapies-and-psychological-therapies-for-severe-mental-health-
problems-for-mid-and-south-essex.docx
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

Report T itle:

PART 1

Chief Executive Officer (CEO) Report

3 December 2025

Executive / Non-Executive Lead /
Committee Lead :

Paul Scott, Chief Executive Officer

Report Author(s):

Angela Laverick, EA to Chair, Chief Executive and 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 | SR3 Finance and Resources Infrastructure 3

relates to: 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
SR10 Workforce Sustainability 3
SR11 Staff Retention 3
SR12 Organisational Development 3
SR13 Quality Governance 3

Does this report mitigate the Strategic risk(s)? | ¥est-No

Are you recommending a new risk for the EPUT | ¥esf/ 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|N/A

organisational 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 | ¥es/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 an update on news and developments.

Approval
Discussion
Information

Recommendations /Action Required

The Board of Directors is asked to received and note the content of the report.
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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

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

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 :

WWww

W ww

Capital £
Revenue £
Non Recurrent £

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

Equality Impact Assessment (EIA) Completed ¥YES/NO | If YES, EIA Score
Acronyms /Terms Used in the R eport

BMA British Medical Association ICS Integrated Care System

ICO Integrated Care Organisation EPR Electronic Patient Record
CcQcC Care Quality Commission ARU Anglia Ruskin University
WTE Whole Time Equivalent JEG Job Evaluation Group

MARS Mutually Agreed Resignation Scheme GMC General Medical Council
NMC Nursing Midwifery Council

Supporting Reports and/or Appendices

CEO report.

Executive/ Non -Executive Lead / Committee Lead:

Paul Scott
Chief Executive Office r
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| CHIEF EXECUTIVE OFFICER REPORT ‘

| 1. UPDATES |

11 Industrial Action
The British Medical Association announced that resident doctors would take industrial action from
Friday 14 November to Wednesday 19 November. The Trust respects the rights of resident doctors
to take action and took steps to ensure that there was as little disruption to our services as possible
during this time, with patients affected assessed to ensure appropriate care was in place ahead of the
planned industrial action. The 111 mental health crisis phone line also remained open as usual
throughout the strike action.

1.2 Farewell to Dr Milind Karale, Executive Medical Director
It is with sadness that Dr Milind Karale, our Executive Chief Medical Officer has taken the decision to
step down from his role on the Board in December after an incredible career serving the NHS and
EPUT. Milind was appointed Chief Medical Officer in 2012 and devoted himself tirelessly to the quality
and patient safety at EPUT and the wider NHS. We are extremely grateful for the many years of
dedication, commitment and energy that Milind has brought to his roles. he has overseen many
service developments which have had a demonstrable positive impact on the quality of patient care
and experience. | would like to say a huge thanks to Milind and to wish him all the best for the future.

1.3 Interim Chief Medical Officer Appointment
Following the announcement of Dr Milind Karale’s decision to step down from his role as Medical
Director in December 2025, the Trust has initiated a formal recruitment process to appoint a
substantive successor. In the interim, Dr Kallur Suresh has been appointed as Interim Chief Medical
Officer, effective from 01 December 2025, following a robust internal selection process. We welcome
Dr Suresh to his new role. Updates regarding a substantive appointment will follow in due course.

1.4 Lampard Inquiry
The October 2025 public hearings of the Lampard Inquiry concluded on 28 October, having heard
further testimony from bereaved families regarding the care, treatment, and deaths of their loved
ones. Key themes emerging from the hearings included the integration of physical and mental
health care, the management of substance misuse, the care of older patients, and the use of patient
monitoring systems. The Inquiry has announced its hearings schedule for 2026, with a focus on
illustrative cases aligned with these themes.

Support continues to be available for staff through the Here For You Team and the EPUT Inquiry
Project Team. All colleagues are encouraged to engage with the Inquiry, particularly if they believe
they hold relevant information, and to respond directly if contacted.

The Inquiry has also announced that it will hold a virtual public hearing on Monday 8 December.
The hearing will provide an opportunity for the legal representatives of Core Participants to address
the Chair on any procedural issues, as well as the Inquiry’s draft Investigative Strategy. They will
also summarise any matters raised by Core Participants who do not have legal representation at the
hearing on their behalf. Further information is available on the Lampard Inquiry website.

While there is still work to be done, it is important to also reflect on and acknowledge improvements
that have been made, including investing in our wards to make them safer and more pleasant, using
digital technology to improve patient safety, and most importantly bringing patients, families and
carers into the heart of the Trust. We now have over 300 people with lived experience of services
working with us across all aspects of care and service development at EPUT. And importantly, it is
the voice of our patients that has helped to transform our inpatient services via the Time to Care
programme with its focus on activities and engagement, and this is flowing through into changes in
our community mental health services via our Community First Programme.

| also recently had the pleasure of attending the third EPUT Co-Production Conference which was
held in conjunction with Essex County Council and shone a light on the voice of lived and living
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experience workers across our services. The conference was held on World Mental Health Day (10
October),and celebrated the ‘Power of Partnership’.

15 Flu
The UK Health Security Agency (UKHSA) is reporting flu cases are continuing to rise, with the flu
season beginning several weeks early this year. More than 300 EPUT staff have so far had their flu
vaccination at the flu clinics run nun by our employee assistance programme. Information about
clinics, the vaccine, and the flu is available for our staff on the dedicated flu intranet pages, and we
continue to reiterate the importance of NHS staff getting vaccinated to protect themselves, their loved
ones and our patients during this winter.

1.6 New Harlow and Colchester Mental Health Urgent Care Units
| am pleased to announce the development of two new Mental Health Care Units (MHUCU) — one at
the Derwent Centre, based at Princess Alexandra Hospital in Harlow and one at the Emerald Centre
at the Kingswood Centre at Colchester Hospital.

These new services represent a major step forward in improving crisis care, reducing pressure on
local hospital emergency departments, and supporting better outcomes for our patients, staff and
partners across the system. Both sites will be created by redeveloping unused space and
construction will begin in the first week of December, with the aim of both services opening in early
summer 2026.

The centres will help adults in mental health crisis get the right care at the right time in a calm and
therapeutic space away from the busy environments of hospital accident and emergency
departments. Specialist staff will work with patients to understand what has triggered their mental
health crisis and ensure they receive the right care in the best place to meet their individual needs,
whether that’s in hospital or at home, supported by community mental health teams and support
organisations.

These two new units will have a positive impact on our local health and care system, easing pressures
on the ambulance service and accident and emergency departments, and helping to reduce avoidable
hospital admissions and out of area placements so that more inpatient beds are available for those
that need them most.

1.7 Planning 2026/27 — 2030/31
The Trust is co-ordinating its activity, performance, workforce and financial plans in line with recently
released national guidance. First submissions are to be made 17 December with 2 years’ plans (4
years for capital) and integrated medium term planning template giving commentary on areas of
non-compliance and Board assurance statements. The guidance was considered by the Finance &
Performance Committee and will be discussed in Part Two of the Board meeting.

2. UPDATES

2.1 Operations — Alex Green, Executive Chief Operating Officer / Deputy CEO
Community Care units have been fully engaged in winter system support with adapted usage of
west inpatient beds to support acute flow.

The expert flow review is now completed and the implementation of recommendations is under way.
The delivery of improvements will monitored through a 90-day plan. We are also participating in
the regional Mental Health Learning Improvement Network and had good representation at the
launch event in October, focused on length of stay.

To support the shift to locality focused inpatient mental health flow, our crisis services in North East
Essex are now being led by the locality care unit under a test and learn project which will inform any
future changes in our operating model.

The Time to Care Programme will be moving to business as usual following the recruitment of over
300 new inpatient roles and the rollout of the new operating model. Our future focus will be on the
delivery of associated quality and performance benefits.
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2.2

2.3

Nursing and Quality — Ann Sheridan, Executive Nurse

Allied Health Professional Leadership

The integration of Allied Health Professional (AHP) leadership within Care Units has now been
successfully achieved, marking a significant milestone in the ongoing transformation of our
leadership structure. This embedding ensures that AHP leadership is closely aligned with
operational delivery and patient care, strengthening clinical governance and professional oversight
across all services. The initial phase of recruitment has been completed, with interviews for AHP
Professional Leads and Service Managers successfully concluded. These appointments will provide
strategic leadership and operational support, ensuring consistency in professional standards and
service delivery. The next phase of the process will focus on the appointment of AHP Heads and
Clinical Managers. These roles are critical in driving forward our vision for integrated care,
supporting workforce development, and enhancing patient outcomes through collaborative
leadership.

Culture of Care Programme

The Culture of Care Programme, launched by NHS England in 2024 as part of the Quality
Transformation Programme, is a two-year national initiative designed to improve the culture within
mental health, learning disability, and autism inpatient settings. EPUT is actively engaged in this
programme as part of a regional collaborative with Cambridgeshire and Peterborough NHS
Foundation Trust (CPFT), Norfolk and Suffolk NHS Foundation Trust (NSFT), Central and North
West London NHS Foundation Trust (CNWL), Oxford Mental Health Partnership (OMHP), and
Berkshire Healthcare NHS Foundation Trust (BHFT). Four EPUT wards - Ardleigh, Cedar, Larkwood
and Woodlea - have been selected to participate.

Local quality improvement projects are underway, including Cedar Ward’s “Punching for Purpose”
initiative, which aims to enhance wellbeing and confidence through structured physical activity, and
Woodlea Clinic’s Patient and MDT lunches, which focus on strengthening relationships and
improving collaboration between patients and multidisciplinary teams.

National support for the programme includes a series of webinars delivered by NHS England on key
themes such as person-centred risk management, co-production in care planning, and trauma- and
autism-informed approaches. These sessions are complemented by face-to-face learning events
with regional partners, enabling shared best practice and collaborative improvement across
participating organisations.

Patient Experience

EPUT has strengthened its population health approach to directly support care quality and patient
experience across key transformation programmes, including Community First, the Essex Peer
Academy, and COMPASS. By aligning Joint Strategic Needs Assessment (JSNA) intelligence,
Office for National Statistics (ONS) forecasts, and internal quality and activity data, we have
established a clearer, shared understanding of the demographic and clinical trends shaping demand
on our services. These include rising complexity of needs, increasing prevalence of neurodiversity,
and widening health inequalities across Essex.

This intelligence is informing the design and targeting of early-help pathways, peer-led development
opportunities, and neighbourhood-based support aimed at reducing avoidable escalation into
specialist care. Through close collaboration with operational teams, Integrated Care Boards (ICBs),
Essex County Council (ECC), and voluntary, community and social enterprise (VCSE) partners, we
are translating population-level insight into practical quality improvements and more proactive
models of care. This work is enabling a consistent, system-wide approach that positions EPUT to
deliver safer, more responsive, and more equitable services for the communities we serve.

People and Culture — Andrew McMenemy, Executive Chief People Officer

Resident Doctor Industrial Action

The Resident doctors staged a five-day strike from 14-19 November 2025, marking their 13th
walkout since March 2023. The dispute centres on pay restoration and job security and another
major grievance is shortage of training posts. EPUT managed and maintained service provision
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ensuring high risk areas were covered and resilience in place. A number of patients (approximately
160) had appointments rescheduled following consultant led risk assessment. It is understood that
negotiations remain deadlocked and more industrial action could follow unless a compromise is
reached.

Resident Doctor 10 Point Plan

The purpose of NHS England’'s Resident Doctor 10 Point Plan, published in August 2025, is to fix
unacceptable working practices and ensure basic standards are consistently met for the 75,000
resident doctors across the NHS. There is significant political interest, and drive in the 10 point plan
continues to increase, as progress is seen as a major bargaining lever to head off future resident
doctors industrial action.

In summary the plan aims to;

x Address systemic failures: The plan targets long-standing issues such as payroll errors, poor
rota management, lack of rest facilities, and repeated mandatory training.

x Improve working conditions: It sets out clear, actionable steps to enhance wellbeing,
fairness, and operational support for resident doctors.

x Restore trust and morale: NHS England acknowledges that continued neglect of these
issues has eroded trust and morale, which affects both staff retention and patient care.

x Ensure accountability: Trusts must act within 12 weeks, report progress to their boards, and
include outcomes in annual reports. Non-compliance requires formal explanation and
corrective action.

x  Support wider NHS reforms: The plan aligns with the 10-Year Health Plan for England and is
incorporated into the NHS Oversight Framework to ensure long-term impact.

Staff Survey

The Trust has seen its best engagement aligned to the staff survey with over 50% of staff
completing the 2025 staff survey. We would like to see this engagement develop over the next
couple of years in order that we consistently see engagement levels at 65%.

On its own merit, this year has demonstrated further evidence of improved levels of staff
involvement and engagement. The inclusive approach to the staff survey undertaken at local team
level has been very encouraging. We have seen more engagement also with corporate and Board
leaders at the Trust.

The next step is ensuring we are clear on the feedback and take seriously how we listen to this
feedback and how we respond.

Education & Learning

The Trust has agreed a new framework of partnership with ARU commencing in 2026 with a new
strategic group alongside a new operational group. Both groups will have representation from both
organisations with agreed and aligned objectives that will support better outcomes for students, staff
and patient services.

The Trust has also agreed new partnership arrangements with Chelmsford College with plans to
offer T-Level placements at EPUT for students at Chelmsford college from September 2026. This is
an exciting development that will also be supported with a new framework for work experience at
the Trust.

Page 6 of 6
Overall page 36 of 453



48%$/,7< $1' 23(5%$7,21%/ 3(5)250$1&(

Overall page 37 of 453



48%$/,7< 3(5)250%$1&( 6&25(&$5"

,QIRUPDWLRQ ,WHP 36

50)(5(1&(6 2QO0\ 3')V DUH DWWDF

4XDOLW\ 3HUIRUPDQFH 6FRUHFDUG ),1$/ SGI

Overall page 38 of 453



ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

PART 1

3 December 2025

Report Title: Quiality & Performance Scorecard
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

Which of the Strategic risk(s) does this report | SR3 Finance and Resources Infrastructure 9

relates to: SR4 Demand/ Capacity 9
SR5 Statutory Public Inquiry
SR6 Cyber Attack
SR7 Capital 9
SR8 Use of Resources 9
SR9 Digital and Data
SR10 Workforce Sustainability 9
SR11 Staff Retention 9
SR12 Organisational Development
SR13 Quality Governance 9

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. Einance
Estates
Other

the Board.

meeting.

This report provides the Board of Directors with: Approval
X A high level summary of operational performance, quality indicators, Discussion
safer staffing levels, finance and key NHSE metrics. Information 9

X 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

X The content has been considered by those committees and it is not
the intention that further in depth scrutiny is required at the Board

Purpose of the Report
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Recommendations /Action Required
The Board of Directors is asked to:
1 Note the contents of the report
2 Request any further information or action

Full Report
The full Power Bl EPUT Quality & Performance Board Report can be found HERE.

Summary of Key Points

Mental Health Inpatient Capacity:

X Adult Occupancy reduced to 98.6%, remaining out of target (a decrease from 97.3% in September)
- Target <93%

X * PICU Occupancy has increased to 97.3%, out of target (an increase from 93.3% in September) —
Target <88%

X e« Specialist Occupancy has increased to 74.6%, out of target (an increase from 74.6% in
September) - Target >95%

X e« Older Adult Occupancy has decreased to 96.6%, remaining out of target (a decrease from 96.9%
in September) — Target <86%

Data accuracy is contributing to some of the issues; with recording discharges where documents cannot
be backdated if they require sign off post discharge, the MH Information Team is working with Wards,
Operational Productivity and Systems team to correct these issues.

Average Length of Stay:
Adult Average Legth of Stay on Discharge
X Adult ALoS (excluding Assessment unit) reduced to 59.6 days (down from 85.3 in September) -
Target <60 (Oversight Framework)
X 94 discharges in October - 13 long stays (60+ days).
X Adult ALoS (Including the Assessment Unit) reduced to 43.99 days (down from 61.78 in
September) - Target <60 (Oversight Framework)
October represented a third successful month of reporting within the new NHS oversight target of 60 days.

Older Adult Average Length of Stay on Discharge
x Decreased in October to 93.2 days (down from 130.4 days in September) - Target <90 (Oversight
Framework)
x 25 discharges in October - 13 long stay (60+ days).
X Older Adult current inpatients AL0S has reduced to 115.1 days - target of <90 (Oversight
Framework). The new Oversight Framework also changes the Older Adult target length of stay to
90 days (we are still at variance against this new target).

PICU average length of stay
X Increased in October to 80.3 days (from 69.3 in September) — Target <50
x Six discharges from PICU in August,
o Hadleigh — 5 discharges
o Christopher — 1 discharge
X We are confirming with the national team in regards to definitions around including/excluding
Assessment Unit patients.

Rates of Patients Clinically Ready for Discharge:

Patients with a delayed transfer of care on PICU, Older Adults and Specialist wards all continue to report
well within their respective target limits. Adults saw a significant reduction in delays from what was
reported in August.

Inappropriate Out of Area Placements:
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X There was an increase in the number of placements in October.
0 Adultincreased by 2

X 28 repatriations in October
o Adult-24
o PICU-4

X 53 remain OOA in October
0 Adult—46
o PICU-7

The number of OOA remaining at month end is down from September, (57 to 53). Adult decreased by 3
and PICU decreased by 1.

Cardio Metabolic:
Overall compliance saw an improvement at 67.3% in October; but remains below target of >90%:
x Eleven inpatient wards fully compliant in October (Ipswich Road, Ardleigh, Henneage, Tower,
Ruby, Meadowview, Edward House, Poplar (CAMHS), Causeway, Byron Court, and Wood Lea).
Nursing staff are completing the BMI, BP, Drink and Smoking sections to near 100% and working to
improve the recording of lipids and glucose with medical colleagues.

Community SMI patients under 1-year have seen an improvement in performance in October with a
reported 59.6%. Annual health checks for SMI patients on the risk register for the Mid and South Essex
Care Unit due to demand v capacity impacting further progress. SystmOne access is being given to teams
so they can identify the Health Check gaps to be undertaken. A tracking report used by teams was
reinstated in August and expected to support improvements

NHS Talking Therapies:
All three areas are reporting reduced access rates which is typical of summer months, both the 6wk and
18wk wait to treatment are reporting 100%.

The moving to recovery indicator continues to report above the 50% target at 58% in August.

No Harm / Low Harm Incident Rates:
October - No Harm/Low Harm rates continue to make up most patient safety incidents. The weekly
Emerging Incident Review Group (EIRG) continues to track staff sign off all incidents.

Workforce:

Sickness has been increasing month on month since May and is now reported in at 5.8% This is in line
with past seasonal trends where the sickness recorded is higher in the summer months.
Anxiety/stress/depression/other psychiatric illnesses were the most reported reason for sickness.

Temporary Staffing:
Agency usage remains at 1.1% at October. Temporary Staffing spend in month was £4.3m, an increase of
£0.2m compared to September due to the school holidays.

Ward Fill Rates:

October reported 27 wards having less than 90% fill rates against the target of <13, this is a reduction from
September. The last two years have shown a peak around August/September which may indicate this is
seasonal. This pressure is reflected in the Day and Night qualified staff fill rates, with performance
reporting almost back within target with day at 90.8% and night at 90.3%

Income & Expenditure

The YTD deficit is £5.1m, £3.5m adverse to plan. The position includes £1.9m of excess inquiry costs and
the loss of £1.7m of deficit support funding in M7. Excluding these items the residual £1.5m deficit would
be £0.2m better than planned.

Efficiency
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Delivery in month of £2.6m. YTD £16.2m (49% of annual plan). This includes over-performance against
temporary staffing plans with under performance in Out Of Area Placements.

Capital
Capital spend YTD £6.2m, £5.1m variance to plan with recovery actions and request made to seek
deferral of allocations.

Cash
Cash balance £33m, better than planned but with increasing concerns due to Inquiry costs and loss of
deficit support funding.

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
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

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 gains 9
Financial implications:

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
Acronyms/Terms Used in the Report
ALOS | Average Length Of Stay FRT First Response Team
AWoL | Absent without Leave FTE Full Time Equivalent
- o Improving Access to Psychological
CCG Clinical Commissioning Group IAPT 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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SUMMARY REPORT

Report Title:

BOARD OF DIRECTORS

PART 1

Committee Chairs Report

3 December 2025

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 |

Summary of risks highlighted in this report

N/A

Risk Assessment of Report

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

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

SR10 Workforce Sustainability

SR11 Staff Retention

SR12 Organisational Development

SR13 Quality Governance

WWWWWwwwwwww

Does this report mitigate the Strategic risk(s)?

N/A

Are you recommending a new risk for the
EPUT Strategic or Corporate Risk Register?

No

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

N/A

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

N/A

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.

Area

Who When

Executive

Director

Finance

Estates

Other

Board Standing Committees.

Purpose of the Report

This report provides a summary of key assurance and issues identified by the

Approval
Discussion
Information

Recommendations /Action Required

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

Summary of Key Points

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:

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

Audit Committee (Elena Lokteva)

Finance & Performance Committee (Diane Leacock)
People Committee (Ruth Jackson)

Quality Committee (Dr Mateen Jiwani)

PwnhE

Appendix 1 provides Committee meeting dates for January-March 2026, and the 2026/27 financial year.

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
SO4: We will help our communities to thrive

Which of the Trust Values are Being Delivered

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

W W ww

W ww

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
Appendix 1: Board Standing Committee Dates January-March 2026, and 2026/27 financial year.

Executive/ Non -Executive Lead / Committee Lead:

Chairs of Board of Director Standing Committees.
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Committee Chairs Report

Board of Directors

3 December2025



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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1. AUDIT COMMITTEE

Chair of the Committee: Elena Lokteva, Non-Executive Director

Assurance

Committee meeting held: 7 November 2025

Information

Internal Audit Progress
* Five audits have been finalised:
- Cyber Assessment Framework — High Risk (against new standards) — Referred to
Finance & Performance Committee which has Cyber Risk oversight responsibility
- Ann Mclintyre Action Plan 2024/25 — Reasonable
- Apprenticeship Levy — Reasonable
- Management and Implementation of CQC Recommendations — Substantial
- Consent — Limited
« Five audits are in progress:
- Clinical Governance Arrangements
- Safety Plans
- Processes for Preventing Future Deaths
- Follow Up of Limited Assurance E-Rostering Report
- Follow Up of Limited Assurance Consultant Job Planning Report
» Four recommendations overdue, with Executive attendance to reporting:
- Rostering
- Datix
- Consultant Job Plans
- Falls
» The Committee received assurance that appropriate governance, assurance and oversight
has been put in place for Oxevision.
» Updates on Job Planning will be provided to Audit and People Committees.

External Audit Progress
» The Committee received the final Audit Results Report and Auditors Annual Report for the
2024/25 financial year.

Trust Risks with a Consequence Score of 5

* Following a recommendation by the Quality Committee, the Audit Committee received a
report outlining the details of risks held within operational risk registers with an assessed
consequence of 5 (excluding those that are reported to the Board regularly through the Board
Assurance Framework).

* There are currently three risks meeting this criteria: CRR94 Observation and Engagement;
Fire Safety; and Garden Lighting. All have controls in place to reduce the likelihood. The last
two are within this year’s capital investment plans.

» Arrangements for monitoring risks within this category will be reviewed.

Claims Annual Scorecard Report 2025
» The Committee received a report providing the Trust's Annual Scorecard data relating to the
period 1 April 2015-31 March 2025.

Risk Management Assurance Framework Key Controls Report

» The Committee received a report providing an overview of performance against key risk
management controls across the Board Assurance Framework, Corporate Risk Register and
Care Units for October 2025.
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1. AUDIT COMMITdRk

Chair of the Committee: Elena Lokteva, Non-Executive Director

Assurance

Clinical Audit — Assurance on Process & Delivery

* A NICE Committee has been established, to be chaired by the Medical Director with core
members including Deputy Medical Directors and Directors of Nursing.

* A gap analysis identified 29 NICE Audits as not having the correct documentation in place.
Care Units have been given four weeks to complete and submit to the NICE Committee.

» Arrangements for the ongoing oversight of NICE will be considered during the upcoming
annual review of Committees.

Anti -Crime Progress
* The Committee received assurance on Counter-Fraud activity at the Trust, including:
- Failure to Prevent Fraud Offence.
- National Fraud Initiative Exercise.
- International Fraud Awareness Week (16-22 November 2025).
- Counter Fraud Investigations.

Waiver of Standing Orders

» The Committee received a report on Waiver activity during July-September 2025.

» The impact of national timescales and scale of the capital programme was noted, as
recorded at the Finance & Performance Committee.

» A Deep Dive into categorisations has been carried out, analysing the Waivers submitted
under the ‘Other’ category.

* The next report will further demonstrate how value for money has been achieved on
Capital Waivers.

Committee meeting held: 7 November 2025

Action

No Actions for the Board.

Alert

Annual Review of Governance Manual

* The Committee approved the draft Review of Standing Orders; Review of Scheme of
Reservation & Delegation; and Review of Standing Financial Instructions & Detailed
Scheme of Delegation for presentation to the Board of Directors for final signoff.

» These will be presented in a separate Agenda item.
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2. FINANCE & PERFORMANCE COMMIT |

Chair of the Committee: Diane Leacock, Non-Executive Director Committee meeting held: 20 November 2025

Assurance Information

Performance Report
» Assurance on the Trust's performance during October 2025 included the following key
areas:
- Crisis call response times
- Mental health inpatient capacity and flow, with the findings from the Independent review.
- Mental health readmissions within 28 days for adults
- Adult and older adult average length of stay on discharge
- PICU average length of stay
- Inappropriate out of area placements
- OPEL status
- Cardio metabolic
- Virtual ward occupancy
- Urgent community response team two-hour performance
» The Committee also received a copy of EPUT Mid-Year Review Meeting NHSE Follow Up
letter for information.

Financial Report
» The Committee received an update on the Trust's Month 7 financial results.

* A separate meeting will be held to discuss reframing SR7 to cover both Cash and Capital Action
in view of the risk to future cash balances from resourcing the Inquiry and the loss of deficit
support funding. Continued escalation to the Board of future cash risks.

Board Assurance Framework Risk Deep Dive: Length of Stay
» A Deep Dive on Length of Stay was presented to the Committee. Alert
* This will be presented to the Board of Directors at a Board Seminar.

Strategic Impact Report
Board Assurance Framework Report » The Strategic Impact Report Month 5 2025/26 was approved by the Committee for
« The Committee received the BAF risks aligned with the Committee. presentation to the Board of Directors. This will be presented in a separate Agenda item
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3. PEOPLE COMMITTEE

Chair of the Committee: Ruth Jackson, Non-Executive Director

Assurance

Committee meeting held: 30 October 2025

Information

Assurance Reports
* The following assurance reports were received by the Committee:
- Board Assurance Framework - Workforce
- Continued Professional Development Planning
- EPUT Apprenticeships
- Freedom to Speak Up Half-Year Update
- Guardian of Safe Working Quarterly Report
- National Staff Survey 2025 and Pulse Survey Quarter 2 2025/26 Update
- Operational Human Resources Assurance Report
- Social Impact Strategy Update
- Strategic Impact Report Month 5 2025/26
- Workforce Key Performance Indicators

Action

Mandatory Training Data Quality for Medical Staff

« The Committee received an update on mandatory training for medical staff, further to the
recent discussion at Board.

» Assurance was received that data cleansing has been carried out to provide an accurate
position, a new electronic system for recording mandatory training data for medical staff is
being implemented, and in the meantime a manual system is in place for recording
mandatory training for medical staff.

Workforce Planning

» Workforce planning for the 2026/27 financial year has commenced.

* The People Committee and Board of Directors will receive continual updates throughout
the process.

People & Education Strategy

» The first draft of the new People & Education Strategy was shared with the Committee.

» Engagement will be held with a range of stakeholders, and feedback is welcomed.

» ltis anticipated that the Strategy will be published in April 2026, with a five-year
implementation plan.

Alert

No Actions for the Board.

Strategic Impact Report
» The Strategic Impact Report Month 5 2025/26 was approved by the Committee for
presentation to the Board of Directors, subject to the addition of Month 6 data. This will be

presented in a separate Agenda item Overall page 52 of 45
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Assurance

Dr Mateen Jiwani, Non-Executive Director

4. QUALITY COMMITTEE

Chair of the Committee:

Committee meetings held: 9 October & 14 November 2025

Information

Assurance Reports:

The Committee received the following Assurance Reports:

Board Assurance Framework Report

Clinical Audit & NICE Quarterly Report

CQC & PFD Assurance Report

Digital Clinical Safety Framework Update

EPRR Core Standards Self-Assessment 2024/25
Executive Emergent Issues

Learning from Deaths Quarterly Report

Learning Lessons Quarterly Update

Mental Health Act Annual Report 2024/25
Oxevision Deep Dive Report

Patient Experience & PSIRF Report

Patient & Service User Experience Report

PFD Action Plan Spotlight

Pharmacy & Medicines Optimisation Annual Report 2024/25
PSIRF Quarterly Report

Quality of Care Performance Dashboard
Reducing Restrictive Practice Report

Safety Improvement Plans Progress Report
Safer Staffing Report

Senior Information Risk Owner Annual Report 2024/25
Strategic Impact Report

Suicide Prevention Report

Time to Care Programme Highlights

Working with Neurodivergence

Winter Pressures
» The Committee received an update and assurance on arrangements for the winter period.

Industrial Action
» The Committee received assurance that arrangements had been put in place to maintain quality
and safety during junior doctor industrial action in November 2025.

St Andrew’s Hospital
» The Trust is working closely with hospital management and ICB colleagues to ensure quality of
care for EPUT patients at St Andrew’s Hospital.

Community Health Shift Patterns

* Eight-hour shift patterns are being trialled on community health wards.

* It is hoped this change will reduce the risk of staff burnout and attract a greater number of
candidates during recruitment campaigns.

* Suitable arrangements for shift changeovers, including digital solutions, are in place.

» The Committee agreed that a quality improvement project will be implemented, with regular
updates to the Quality Committee.

Oxevision

» A Deep Dive on Oxevision was received by the Committee.

» Committee members agreed to add a quarterly update report to the Committee Work Plan.

* It was agreed that the phrase ‘Remote Monitoring Technology’ should be used instead of brand
names.

Controlled Drugs
* A deep dive into the management of controlled drugs will be presented to the Committee in

December 2025.
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Chair of the Committee: Dr Mateen Jiwani, Non-Executive Director Committee meetings held: 9 October & 14 November 2025
Action Alert
No Actions for the Board. Learning from Deaths Quarter 1 2025/26 Report

» The Learning from Deaths Quarter 1 2025/26 Report was approved by the Committee for
presentation to the Board of Directors. This will be presented in a separate Agenda item.

EPR Core Standards Self -Assessment 2024/25
» The EPR Core Standards Self-Assessment 2024/25 was approved by the Committee for
submission to NHSE.

Senior Information Risk Owner Annual Report 2024/25 & Commitment for 2025/26

* The Committee received the Senior Information Risk Owner Annual Report 2024/25.

* The Committee approved the continued commitment to support arrangements to attain
compliance against DSPT assertions during 2025/26.

Pharmacy & Medicines Optimisation Annual Report 2024/25
* The Pharmacy & Medicines Optimisation Annual Report 2024/25 was approved by the
Committee.

Strategic Impact Report

* The Strategic Impact Report Month 5 2025/26 was approved by the Committee for
presentation to the Board of Directors, subject to the addition of Month 6 data. This will be
presented in a separate Agenda item.

Remote Monitoring Technology Quarterly Report
* The Committee agreed to add a quarterly report to the Committee Work Plan, to receive
updates and assurance on the use of remote monitoring technology at the Trust.
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Appendix 1
Board of Directors
3 December 2025

EPUT

BOARD STANDING COMMITTEE DATES
JANUARY -MARCH 2026
& 2026/27 FINANCIAL YEAR

1 Purpose of Report

This report provides the dates of the Board Standing Committee meetings for January-March
2026, and the 2026/27 financial year.

2 Board Stand ing Committee Meeting Dates 2026/27

Audit Committee

2-3pm, Monday 12 January 2026
9.30-11.30am, Friday 6 March 2026

9.30-11.30am, Friday 1 May (Audit Committee Seminar — Draft Accounts)

9.30-11.30am, Friday 8 May 2026
9.30-10.30am, Wednesday 24 June (Extraordinary Audit Committee — Final Accounts)
9.30-11.30am, Friday 31 July 2026
9.30-11.30am, Friday 6 November 2026
9.30-11.30am, Friday 5 March 2027

Finance & Performance Committee

2pm-5pm, Thursday 22 January 2026
9am-10am, Thursday 26 February 2026
9am-midday, Thursday 19 March 2026
9am-10am, Thursday 30 April 2026
9am-midday, Thursday 21 May 2026
9am-10am, Thursday 25 June 2026
9am-midday, Thursday 23 July 2026
9am-10am, Thursday 27 August 2026
2pm-5pm, Thursday 24 September 2026
9am-10am, Thursday 29 October 2026
9am-midday, Thursday 19 November 2026
9am-10am, Thursday 17 December 2026
9am-midday, Thursday 21 January 2027
9am-10am, Thursday 25 February 2027
9am-midday, Thursday 18 March 2027

People Committee

2-4pm, Thursday 26 February 2026
2-4pm, Thursday 30 April 2026
2-4pm, Thursday 2 July 2026

2-4pm, Thursday 27 August 2026
2-4pm, Thursday 29 October 2026
2-4pm, Thursday 17 December 2026
2-4pm, Thursday 25 February 2027
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Quality Committee

9.30-11.30am, Thursday 15 January 2026
9.30-11.30am, Thursday 12 February 2026
9.30-11.30am, Thursday 12 March 2026
9.30-11.30am, Thursday 9 April 2026
9.30-11.30am, Thursday 14 May 2026
9.30-11.30am, Thursday 11 June 2026
9.30-11.30am, Thursday 9 July 2026
9.30-11.30am, Thursday 10 September 2026
9.30-11.30am, Thursday 8 October 2026
9.30-11.30am, Thursday 12 November 2026
9.30-11.30am, Thursday 10 December 2026
9.30-11.30am, Thursday 14 January 2027
9.30-11.30am, Thursday 11 February 2027
9.30-11.30am, Thursday 11 March 2027

3 Recommendations

The Board of Directors is asked to note the Board Standing Committee dates for January-
March 2026, and the 2026/27 financial year.

Chairs of the Board Standing Committees
3 December 2025

2
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ESSEX PARTNERSHIP UNIVERSITY NHS FT

BOARD OF DIRECTORS

SUMMARY REPORT

PART 1

3 December 2025

Report T itle: &4& $VVXUDQFH 5HSRUW
Executive / Non-Executive Lead: Ann Sheridan, Executive Chief Nurse
Report Author(s): Nicola Jones, Director of Risk and Compliance

Report discussed previously at:

Executive Team 11 November 2025, Quality Committee 13
November 2025, Quality of Care 27 November 2025

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

mitigation of the risk

Which of the Strategic risk(s) does this report | SR3 Finance and Resources Infrastructure

relates to: SR4 Demand/ Capacity 3
SR5 Statutory Public Inquiry
SR6 Cyber Attack
SR7 Capital
SR8 Use of Resources 3
SR9 Digital and Data 3
SR10 Workforce Sustainability 3
SR11 Staff Retention
SR12 Organisational Development
SR13 Quality Governance 3

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

Are you recommending a new risk for the EPUT | ¥es/ 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 | NA

objectives and highlight if this is an escalation

from another EPUT risk register.

Describe what measures will you use to monitor | NA

Purpose of the Report

This report provides the Board of Directors with Approval
Discussion 3
1. An update on CQC related activities that are being undertaken within Information 3
the Trust.
2. An update and escalations made against the Trust CQC improvement
plan.
3. Internal Assurance against the CQC Quality Statements.

The Board R 'L UH FagkedUtd' is

Recommendations /Action Required

1. Receive and note the contents of the report.

2. Note the assurance on progress against the improvement plan.

Page 1 of 3
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Summary of Key Issues

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

x The CQC following their unannounced inspection of LD Inpatients (Byron Court) published their
report on 19 November 2025, reporting an overall rating of requires improvement. Improvement
actions arising from this inspection will be added to the Trust overarching CQC improvement plan.

X Implementation of version 02 of the CQC improvement plan 2025 which includes actions from both
the Forensic inspection and MH Adult Acute and PICU inpatient inspection.

x CQC Action plan (v02) overview as of the 31 October 2025:

¥ Thirteen regulatory and improvement actions made up of 56 sub-actions in progress to address
the improvements required.

¥ Of the 56 sub-actions
e 2 (4%) are in recovery (CCTV, Activity Cancellation KPI reporting)
e 31 (55%) are on track
* 22 (39%) reported as complete and pending evidence assurance
« 1 (2%) awaiting update to confirm complete (Risk assessment reviewed following an
incident)

¥ 0 (0%) have been closed through the evidence assurance process

x There were twelve CQC enquiries raised during this reporting period.

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
S0O4: 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 3
Financial implications:

w

Capital £
Revenue £
Non-Recurrent £

Governance implications

Impact on patient safety/quality

Impact on equality and diversity

Equality Impact Assessment (EIA) Completed ¥ES/NO

w w

Page 2 of 3
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| ESSEX PARTNERSHIP UNIVERSITY NHS FT \
Acronyms /Terms Used in the R eport

CQcC Care Quality Commission EAG Evidence Assurance Group
ICB Integrated Care Board EPUT | Essex Partnership University Trust
CAMHS | Child and Adolescent Mental Health

Services

Supporting Reports/ Appendices /or furtherr eading

x CQC Assurance Report
X Appendix 1 — CQC Action Plan Update December 2025

Ann Sheridan
Executive Chief Nurse

Page 3 of 3
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| CQC Assu rance Report — December 2025 \

| 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 Anupdate and escalations as required on progress made against the Trust CQC action
plan.

X Internal assurance of CQC Quality Statements.

| 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. CQC Unannounced inspection LD Inpatients (Byron Court) 16.07.25

The CQC following their unannounced inspection of LD Inpatients (Byron Court) published
their report on 19 November 2025, with the overall rating remaining as requires improvement.

The CQC assessed our wards for people with a learning disability and autistic people between 16
July 2025 and 23 July 2025, visiting Byron Court. Byron Court is a mixed-gender assessment and
treatment unit and is commissioned for seven beds as part of the Essex Learning Disability
Partnership. At the time of the inspection there was one person at Byron Court. The inspection was
comprehensive, covering all the quality statements and all key questions.

The service was ‘requires improvement’ because of a breach of the legal regulations in relation to
Regulation 17 of The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014:
Good Governance. In that, the governance system and audits at the unit were not effective in
identifying or addressing the areas for improvement that the CQC identified at this inspection, in
relation to care and treatment records.

The CQC noted that since their last inspection (2018), the service had made improvements to most
of the previous concerns they had identified, where five out of six concerns were now met. The
CQC found improvements in staffing; nothing that the service now had enough permanent regular
nursing and support staff to keep people safe. The service had ensured that blood glucose
machines were fully calibrated. The service had ensured that staff accurately recorded
administration of medicines, and that consent to treatment forms were accessible. The service had
ensured staff recorded people’s vital signs in the physical health observation charts. The service
had ensured that staff had access to specialist learning disability and autism training.

Improvement actions arising from this inspection will be added to the Trust overarching CQC
improvement plan. The full report is attached at Appendix 2.

Page 1 of 4
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3.2.  CQC Improvement Plan

CQC Action plan (v02) comprising of improvement actions from CQC inspections in 2025
(Forensic Services and Adult Acute & PICU Services) and open PFD actions. (An update
focusing on CQC actions is provided at Appendix 1).

As of 31 October 2025:

» Thirteen regulatory and improvement actions made up of 56 sub-actions have been
developed.

« Of the 56 sub-actions

2 (4%) are in recovery (CCTV, Activity Cancellation KPI reporting)

31 (55%) are on track

22 (39%) reported as complete and pending evidence

1 (2%) awaiting update to confirm complete (Risk assessment reviewed
following an incident)

* 0 (0%) have been closed through the evidence assurance process

Implementation of the plan continues via the operational CQC Care Unit meetings supported
with monitoring and oversight by the monthly Joint Care Unit meeting (reporting to the
Quality of Care Group).

3.3. CQC Enquiries

During the reporting period (September/October), the CQC raised twelve (12) enquiries as
outlined below.

Received Service Enquiry related to

16/09/2025 | Kelvedon Ward Systems & Procedures

22/09/2025 | Wood Lea Clinic Clinical Practice - Poor Care on Ward
22/09/2025 | Willow Ward Systems & Procedures - Visiting Hours
24/09/2025 | Peter Bruff Ward Clinical Practice - Lack of Support
29/09/2025 | Peter Bruff Ward Clinical Practice - Medication

02/10/2025 | Outpatients Latton Bush Centre | Clinical Practice - Medication

02/10/2025 | Robin Pinto Unit Clinical Practice - Medication
08/10/2025 | Dune Brockfield House Assault / Abuse
13/10/2025 | Larkwood Ward Systems & Procedures - Visiting House
23/10/2025 | Galleywood Ward Clinical Practice - Ground Leave

Page 2 of 4
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Received Service Enquiry related to
23/10/2025 | Wood Lea Clinic Assault / Abuse
27/10/2025 | Stort Ward Systems & Procedures - Transfer

3.4. CQC Notifications

During the reporting period (September/October) the Trust has made sixteen (16) notification
submissions to the CQC including:

x Absent without leave (5)
x Death of a person using the service (6)
X Serious injury to a person using the service (5)

4. Independent Assurance against CQC Quality Statements

4.1. Internal Assurance (Annual Assurance Visit Programme)

The Trust annual assurance visit programme to promote and monitor adherence to the
fundamental standards of care (CQC registration requirements) for 2025-26 continues.

At the end of October 2025, the Trust is reporting ‘Good’ compliance across all the five
domains. This means that a satisfactory level of assurance has been provided by core services
during Compliance visits (noting the limitations of these reviews). Identified good practice has
been shared with services and care unit leadership via Risk & Compliance reports to Care
Unit leadership and Quality and Safety Meeting and Accountability reports.

The Executive Team continues to have monthly oversight of the assurance scoring for the
Trust and each core service based on the quality statements of the five domains following
internal Compliance visits.

4.2. Internal Assurance (Quality Statements Assurance Framework)

The Quality Statement Assurance Framework continues to be developed to provide trust-wide
assurance of compliance with the CQC quality statements/regulatory requirements. This
includes review of the thirty-four quality statements against mapped policies/guidelines,
committees, feedback methodology, performance indicators, audit data and outcomes. Quality
statements that have been reviewed are presented to the Joint Care Unit CQC and Quality of
Care Group meetings for insight.

To date, all the safe domain quality statements have been reviewed, and work is underway
looking at the effective domain. Where gaps are identified, actions are developed for local and
trust-wide improvements.

4.3.  Quality Assurance Visits

The Quality Assurance Visits have continued during the reporting period. Four visits were
completed and multi-stakeholder reports providing areas of good practice and areas for
improvement are highlighted back to the relevant service and Care Unit leadership and
followed through the risk and compliance reports provided to the accountability framework
governance.
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| 5. 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:

Nicola Jones
Director of Risk and Compliance

On behalf of
Ann Sheridan
Executive Chief Nurse
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CQC Action Plan Update Report

31 October 2025



Introduction

Level of AssuranceLevel 1

The purpose of this report is to provide an update on key CQC compliance
requirements including implementation and assurance status against those actions
within the CQC/PFD action plan 02.

The CQC/PFD action plan has been developed in line with Trust process which
focuses on engagement, sustainability and ownership of actions. The plan aims to
bring together key action plans in the Trust to ensure consistency of delivery,
avoidance of duplication and consistent assurance routes. For the outgoing
improvement plan, this included:

Version 02 of the action plan includes:

» CQC report Core Services and Well Led (published July 23) — 3 actions remained
open at closure of version 01 and have transferred into the new action plan

CQC report Forensic Services (published April 2025)

CQC report Acute Wards for Adults and PICU (published July 2025)

PFD action plans open as at August 2025

Key Messages

CQC Activity
The CQC have issued their inspection report for LD Inpatient services (Byron Court).

CQC Action Plan v02 (2025)

13 CQC improvements being taken forward, this includes 3 must do actions previously issued
by the CQC, 4 Regulation Breach actions (RA) and 6 Improvement Actions (IA). Please see
slide 4 for progress.

For note,

e 2 actions are in recovery (CCTV access for learning and Activity Cancellation KPI reporting)

» 1 action awaiting update to confirm complete (Risk assessment reviewed following an
incident)

Action monitoring is undertaken at the monthly Quality of Care Group which holds action
owners to account for delivery. The meeting is chaired by the Executive Chief Nurse.
Monitoring is also undertaken at Operational CQC/PFD meetings which take place weekly.

Evidence assurance is presented to the Learning Oversight Group before CQC concerns are
closed.

Next Steps

Focus on delivery of actions due in November/December 2025
Call in evidence for actions reported as completed by action owners.
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CQC Action Progress Update

Summary of implementation status Summary of key activities completed in the reporting period

As of the 31 October 2025:

« 13 regulatory and improvement actions made up of 56 sub-actions to address the

improvements required.

» Of the 56 sub-actions
e 2 (4%) are in recovery (CCTV, Activity Cancellation KPI reporting)

e 31 (55%) are on track

* 22 (39%) reported as complete and pending evidence

* 1 (2%) awaiting update to confirm complete (Risk assessment reviewed

following an incident)

* 0 (0%) have been closed through the evidence assurance process

Actions completed (pending evidence) in the period:

patient focus group.

» Patient peer support discussed with patients in Forensic services and focus is on creating a

22

CQC Sub Action Progress

000 o

2 Off Track, recovery plan

= Off track, no recovery

plan
On Track

Pending Evidence

31 = Complete Evidence
Received
= Closed via Evidence

Assurance

13

0000
1

Adult Acute & PICU

Off Track, recovery
plan

= Off track, no
recovery plan
On Track

Pending Evidence

= Complete Evidence 9
Received

= Closed via Evidence
Assurance

26

Forensic

Off Track, recovery pla

= Off track, no recovery

plan
On Track

Pending Evidence

= Complete Evidence
Received

= Closed via Evidence
Assurance

= Update Awaited

= N/A
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CQC Action Recovery Plan
cton Recovery Pln ]

Sub-Action past
timescale

M6: (July 2023 — MH Inpatient Adults) M6.5 Identify solution to
The trust must ensure that systems  current technical barriers
and processes are in place to assess, which prevent wide access
monitor and ensure staff follow the  to closed-circuit television
trusts’ policies and procedures for the (CCTV) to enable use for
recording and reporting of incidents. training / learning.

CQC Concern

IA2.4 (April 2025 - Secure Inpatients) I1A2.4 Develop and present

Nine patients said that activities were a quarterly activity KPI

cancelled all the time due to staffing. report through Care Unit
governance, including

Current Position

Work continues for remote access can be
uploaded to current ward IT equipment. New
software identified and has passed cyber
security processes. ldentifying funding
options to take forward. Current mitigation of
access at current location in place.

Work in progress to develop report, all
vacancies recruited to, activity programmes
available on wards and Therapy Corridor is
soon to be open. (Original timescale Sept.

narrative and mitigations for 25,

any cancelled activities.

Recovery Plan Lead

Tendai
Ruwona

The CCTV software procurement decision has been
escalated to Director of Estates for a decision.

Final stages of discussions with Estates, Operations, and
Digital to assign ownership of CCTV management to
Operations for future downloading. This initiative aims to
streamline the process, significantly reducing the time
required to respond to requests compared to the existing
system. Once the software is approved and implemented,
training will be provided to designated staff members
through Operations to ensure compliance with Trust
policies for the downloading footage.

Weekly touchpoint to review transition of
implementation
Vijay
Chuttoo /
Gemma
Robertson

Monthly update to Joint Care Unit and operational
Meeting

Recovery Date Jan 2026
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SERVICE PROVIDER

Essex Partnership University
NHS Foundation Trust

This is an organisation that runs the health and social care services we inspect

Overall Requires improvement

Services have been transferred to this provider from another provider

Services have been transferred to this provider from another provider

Report from 19 November 2025 assessment

Ratings - Wards for people with learning disabilities or autism

Overall Requires improvement
Safe Good
Effective Requires improvement
Caring Good
Responsive Good
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Well-led Requires improvement

Our view of the service

We carried out an assessment of Essex Partnership University NHS Foundation Trust, wards for
people with a learning disability and autistic people between 16 July 2025 and 23 July 2025. The

team visited Byron Court.

Byron Court is a mixed-gender assessment and treatment unit based in Billericay. It is
commissioned for 7 beds; however, the trust is commissioned for 11 beds across Essex as part
of the Essex Learning Disability Partnership. At the time of our inspection there was 1 person

currently at Byron Court.

The team carried out a comprehensive inspection, covering all the quality statements in all key

guestions.

Byron Court was previously inspected and rated as requires improvement. Following this
inspection, the rating remains requires improvement. We rated the service as requires
improvement because we found a breach of the legal regulations in relation to Regulation 17 of
The Health and Social Care Act 2008 (Regulated Activities) Regulations 2014: Good Governance.

Governance systems and audits were not effective in identifying or addressing the areas for

improvement that we identified at this inspection.

During our inspection we found there were still concerns as identified at the previous inspection

relating to care and treatment records.

Since the last inspection, the service had made improvements to most of the previous concerns
we had identified, where 5 out of 6 concerns were now met. We found improvements in staffing;
the service now had enough permanent regular nursing and support staff to keep people safe.
The service had ensured that blood glucose machines were fully calibrated. The service had
ensured that staff accurately recorded administration of medicines, and that consent to
treatment forms were accessible. The service had ensured staff recorded people’s vital signs in
the physical health observation charts. The service had ensured that staff had access to

specialist learning disability and autism training.

Overall page 70 of 453



People's experience of this service

During this inspection we spoke with 1 person and 1 carer. Feedback was positive, and the
person we spoke with said staff were kind and respectful, they met regularly with their named
nurse, staff were available when they needed support, they felt safe on the ward and were
supported to understand risks and how to keep safe. The person we spoke with said they were
given a de-brief after incidents. They said staff asked for their feedback about the ward, and
they knew how to make a complaint if they needed to, there was a good choice of activities and
food on the ward, they were given information about their care and treatment and felt involved

in making decisions.

The carer we spoke with said staff were helpful, supportive, welcoming and open to ideas on
how to best support their relative, they said the ward was clean and tidy, the food was good,
and the staff shopped for their relative’s needs. The carer we spoke with said they felt the whole
package of care was individualised to their relative’s needs, they had a copy of the care plan and
were very involved in the reviews of this. They also told us they had been involved in improving

and developing the service.

Throughout the inspection we saw positive interactions between staff and people. We saw staff

communicate in a way that was suitable for the persons communication needs.

© Care Quality Commission 2025
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Safe Good

13 November 2025

We looked for evidence that people were protected from abuse and avoidable harm. At our last
assessment, we rated this key question as requires improvement. At that assessment the
service was in breach of regulation 12 safe care and treatment and regulation 18 staffing. At this

assessment, the rating changed to good.

This service scored 72 (out of 100) for this area. Find out what we look at when we assess this

area and How we calculate these scores.

Learning culture Score: 3

The service had a proactive culture of safety based on openness and honesty, in which
concerns about safety were listened to, safety events were investigated, reported

thoroughly, and lessons learned to continually identify and embed good practice.

Staff knew what incidents to report and how to report them. Staff reported incidents clearly in
line with trust policy. Staff recorded incidents on an electronic incident reporting system. All
incidents were reviewed by the ward manager. In the last 12 months, staff had reported 33
incidents. Incidents included self-harm, assault and contact with an object. There were 24
incidents classified as no harm and 9 incidents of low/minor harm. We reviewed these incidents,
and they included how staff managed the incident, lessons learned from incidents and actions

taken to embed learning.

Staff were de-briefed and received support after an incident. People were de-briefed after
incidents in ways that supported their communication needs. The person we spoke with told us

they had received a de-brief after incidents, and they found them helpful.
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Leaders investigated incidents. Leaders and staff were able to give examples of learning from
recent incidents, which had identified training needs for staff, this additional training had been
organised by leaders, learning from this was also discussed in team meetings and supervisions,

we observed this in minutes from meetings and supervision records.

Staff received feedback from the investigation of incidents, staff met to discuss feedback,

lessons learned and to continually identify and embed good practice.

Staff understood duty of candour. They were open and transparent and gave people and

families a full explanation when things went wrong.

Safe systems, pathways and transitions Score: 3

The service worked with people and partners to establish and maintain safe systems of
care, in which safety is managed, monitored and assured. The service ensured continuity

of care, including when people moved between services.

People told us they felt safe on the ward, people said when they were admitted they were given
a welcome pack with information in their preferred communication method. Carers told us the
ward was welcoming, they said they had been involved in discussions about discharge planning

but at present their relative wasn't ready for discharge.

Throughout people’s stay on the ward they were visited regularly by the community team to

prepare for discharge.

From April 2025 to June 2025 the service had 1 delayed discharge each month. The service
attended a fortnightly ‘Building the Right Support’ meeting with all system partners where
discharge pathways for people were discussed. There was also an additional meeting held
fortnightly with aim to give oversight and escalation of people who were classed as delayed

discharge. The meeting was chaired by the transforming care lead.
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The ward team had effective working relationships with teams outside of the service. For
example, external teams told us that multidisciplinary team working between both teams on
planning and sustaining discharge was really positive, they felt the investment of the team at
Byron Court supported them to achieve their function, and there was a strong person-centred

approach.

Safeguarding Score: 3

The service worked with people to understand what being safe meant to them as well as
partners on the best way to achieve this. The service concentrated on improving people’s
lives while protecting their right to live safely, free from bullying, harassment, abuse,

discrimination, avoidable harm and neglect.

Staff received training in safeguarding at levels 1, 2 and 3 and staff kept up to date with their
safeguarding training. Staff compliance with safeguarding training level 1 was 100%, level 2 was
85.7% and level 3 was 90.9%.

Staff knew who to inform if they had a safeguarding concern. In the last 3 months, 3
safeguarding referrals had reached the threshold for investigation by the local authority. These
investigations related to self-harm, lessoned learned had resulted in actions taken by the ward
manager, including, extra support and training for staff, competency checks and regular
discussion in supervisions and team meetings, a self-harm safety plan had also been developed
with the person, this detailed the reasons the person self-harmed and different ways staff
should support them. When safeguarding incidents involved staff members, leaders took action
to ensure the incident was investigated thoroughly, and the person was then made safe and
supported. Staff at the service worked alongside the local authority in conducting all
safeguarding investigations. We saw evidence of staff supporting a person by raising a

safeguarding alert when the person had disclosed allegations regarding a previous placement.

Staff knew how to recognise adults and children at risk of or suffering harm and worked with
other agencies to protect them. Staff could give examples of how to protect people from
harassment and discrimination, including those with protected characteristics under the
Equality Act 2010.
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Staff followed clear procedures to keep children visiting the ward safe. Children were not

permitted to visit people on the wards. Visits from children took place in other areas.

Staff could recognise signs when people experienced emotional distress and knew how to
support them to minimise the need to restrict their freedom to keep them safe. People were
only restrained only where evidence demonstrated it was necessary and for the minimum
period of time. Staff made every attempt to avoid using restraint by using de-escalation
techniques and restrained people only when these failed and when necessary to keep the
person safe. Staff understood the Mental Capacity Act definition of restraint and worked within
it.

In the previous 3 months there had been 17 episodes of restraint, this had reduced each month,
in May there was 9 episodes, in June there was 6 episodes and in July there was 2 episodes.
Rapid tranquilisation had been used on 5 occasions between May 2025 and July 2025. At the
time of our inspection 81.8% of eligible staff had received trauma and self-injury (TASI) training,
3 staff had not completed the training due to known circumstances and were unable to

complete it at this time. Leaders attended regular restrictive practice group meetings.

Involving people to manage risks Score: 2

The service did not always work with people to understand and manage risks by thinking
holistically so that care met their needs in a way that was safe and supportive and

enabled them to do things that matter to them.
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Staff completed risk assessments for people on admission and reviewed these regularly,
including after any incident. Staff told us they involved people and carers in care planning and
risk assessment. People and carers told us that staff met with them regularly to review care
plans and positive behaviour support plans, they felt they were included in care and treatment
and able to contribute.People had signed their care plan and had a copy, carers also told us they

had a copy of the care plan.

Staff had co-produced a personal safety plan for self-harm with a person. It detailed the reasons
the person may self-harm, and different ways staff should support the person, depending on
the reason and emotion they were feeling, there was a display of emotions the person could
point to,as they found it difficult to communicate when they were feeling distressed. The person

said they felt well supported and safe.

Where there were restrictions on people’s freedom, these were discussed and recorded. The
service had a list of prohibited items. The service had an easy read version of the blanket
restrictions and prohibited items in place. People did not have unrestricted access to outside
space, however, staff facilitated access to the garden. People said they felt the restrictions on
the ward made sense. Carers told us their relative was safe on the ward and staff managed

safety well.

Staff we spoke with showed a good understanding of the management of risk and reducing
restrictive interventions. Staff spoke about using restraint and seclusion as a last resort and
examples of interventions they would use to manage and de-escalate situations, staff were
aware of people’s positive behaviour support plans and referred to this, staff said they found
them helpful. However, the positive behaviour support plan for a person on the ward was not
located on the first day of the inspection as the ward manager told us it had not been

completed yet and they were using a plan from a previous service.

The trust had a reducing restrictive interventions policy which included guidance and
procedures for managing and reducing restrictive practice. The trust held monthly restrictive
practice group meetings, we reviewed the minutes from these meetings, where all areas of
restrictive practice were presented. People we spoke with said they felt safe on the ward and

that restrictions on the ward made sense.
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Safe environments Score: 3

Staff completed and regularly updated thorough risk assessments of ward areas and

removed or reduced any risks identified.

Staff regularly reviewed the environment, identified and managed ligature risks, and mitigated
risks quickly to keep people safe. The service had recently purchased anti ligature furniture for
the dining room. Leaders ensured staff on the ward had easy access to ligature packs with
information on environmental risks, this included a map of hotspot areas. Staff we spoke with
knew about any potential ligature anchor points and knew where ligature cutters were located,
staff could describe mitigations taken to reduce risk to people’s safety. We saw from staff

meeting minutes that ligature audits, and their findings were shared and discussed.

Staff could not observe people in all parts of the ward. This risk was identified and recorded
within the ligature risk assessment and mitigated using convex mirrors, CCTV and staff
observations. At the time of our inspection 100% of eligible staff had completed suicide by

ligature prevention training.

The ward used CCTV in communal areas and could use this to review safety incidents. There was
a sign to let people and visitors know about the use of CCTV. At all times, 2 members of staff

wore body worn cameras, this always included 1 person allocated to observations.

The service was a mixed sex ward; there was a male bedroom corridor and a female bedroom
corridor. The corridors were kept unlocked and people had keys to their own bedrooms and
people could access their bedrooms without asking staff. There was a process in place for staff
to continuously observe the corridor doors when people were present in the communal areas
to ensure safety and wellbeing. Estates work had recently been completed and the corridor
doors had been moved back towards the bedroom areas to offer more communal space and

access to the laundry and sensory room.

Staff had easy access to alarms and people had easy access to nurse call systems, staff also had
access to a mobile phone. The service had also purchased radios and were waiting for their

radio licence before introducing these.
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The service had policies to follow fire and safety practices on site. There was a fire escape plan

and fire action notices on the ward which showed the assembly point.

The ward had a dedicated seclusion room. Staff needed to look through 3 different windows to
ensure constant observation. There was digital clock with the time and date opposite the room
that could be seen if the blind was kept open. The seclusion room had no division between the
toilet and sink area and the main seclusion room, there was no shower, people would need to
be escorted across to the shower in the Long-Term Segregation area. Leaders told us that there
was a plan in place to refurbish the seclusion room, and the funding had been agreed, the plan

included changing the layout of the room and included a shower.

Each person had their own bedroom and en-suite bathroom, which they could personalise.

People had a secure place to store personal possessions in their bedroom.

The ward had a range of rooms and equipment to support treatment and care. The ward had a
quiet room and quiet areas people could use. The ward had a room where visitors could come
and meet people, there were alternative rooms off the ward to use if a child was visiting. The

ward had a communal living room.

Safe and effective staffing Score: 3

The service made sure there were enough qualified, skilled and experienced staff, who
received effective support, supervision and development and worked together

effectively to provide safe care that met people’s individual needs.
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The service had enough nursing and support staff to keep people safe. At the time of our
inspection Byron Court had capacity for 7 people. Leaders had calculated the number and grade

of nurses and healthcare assistants required based on people’'s needs.

The service had low vacancy rates. The service did not use agency staff, the service used regular
bank staff where needed. Over the last 3 months there had been an increase in the use of bank
staff; which leaders told us was due to sickness, annual leave, training, and people’s needs.
When bank staff were used, they had received the trust induction and training and were familiar

with the ward, staff and people.

The service had a high turnover rate. For the last 12 months, staff turnover for the service in
June 2025 was 19.6%, this exceeded the trust target of 12%. The service had a high staff sickness
rate of 11.5% in May 2025, this exceeded the trust target of 5%.

The ward manager could adjust staffing levels according to the needs of the people. Staffing

needs were discussed daily in meetings.

Staff levels allowed people to have a regular one-to-one time with their named nurse.
Throughout the inspection we observed enough staff on the ward to facilitate activities. People

and carers told us there was always enough staff.

There were enough staff to carry out physical interventions and observations safely and staff

had been trained to do so.

There was adequate medical cover day and night, and a doctor could attend the ward quickly in

an emergency.The service operated an out-of-hours rota for doctors.

Staff had received appropriate mandatory training. Staff compliance with mandatory training

was between 81.8% and 100%:; this was due to sickness and a new staff member.

Staff compliance with The Oliver McGowan mandatory training on learning disability and autism
was 100%. Additional to this, staff at Byron Court completed specialist learning disability and

autism training, This had improved since our last inspection.
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The mandatory training programme was comprehensive and met the needs of people and staff.
Leaders monitored mandatory training and alerted staff when they needed to update their

training.

The service had access to a range of specialists to meet the needs of people on the ward. The
service employed a matron, ward manager, deputy ward manager, doctors, nurses, healthcare

assistants, psychologists, speech and language therapists and occupational therapists.

Leaders ensured staff had the right skills, qualifications and experience to meet the needs of the
people using the service, Leaders had identified that although they had a stable staff team a lot
were newer staff, so they had organised extra training sessions to support progress and upskill

them.

All staff attended the trust induction programme and shadowed experienced staff before they

were fully incorporated into the staff numbers.

Leaders supported permanent staff to develop through yearly, constructive, comprehensive

appraisals of their work. At the time of our inspection, 85.9% of staff had received an appraisal.

Leaders supported staff through regular constructive and comprehensive supervision of their

work. At the time of our inspection 100% of staff had received supervision.

Leaders recognised poor performance, could identify the reasons, and managed these. The
ward manager had identified concerns around observations and as part of the learning from
this had organised additional training for staff, carried out competency checks, and followed up

by regularly discussing observations in supervisions and in regular monthly team meetings.
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Infection prevention and control Score: 3

The service assessed and managed the risk of infection, detected and controlled the risk

of it spreading and shared any concerns with appropriate agencies promptly.

The ward area was visibly clean, tidy and had good furnishing. The ward kept up-to-date
cleaning records that demonstrated that the ward area was cleaned regularly. Staff maintained
equipment well and kept it clean. The service followed their infection control policy, including
hand washing. The service carried out monthly infection prevention and control audits, which
included checks on personal, protective equipment (PPE), handwashing, equipment, cleanliness

and mattresses. In April and May 2025, the service scored 100% on these audits.
People and carers told us the ward was always clean and tidy.

Staff completed Infection, Prevention and Control training. Compliance in June 2025 for level 1
was 100% and level 2 was 92%.

The trust had a detailed Infection Prevention Control policy, which was reviewed regularly. A

policy ‘at a glance’ with staff responsibilities was also available.

Medicines optimisation Score: 3

The service ensured that medicines and treatments were safe and met people’s needs,
capacities and preferences by enabling them to be involved in planning, including when

changes happened.

Staff accurately recorded administration of medicines. This had improved since our last
inspection. Staff followed good practice in medicines management (which included, transport,
storage, dispensing, prescribing, administration, medicines reconciliation, recording and
disposal) and in line with national guidance. There were specific systems in place for the

management of controlled drugs and medicines that were liable to be misused.
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Medicines were stored appropriately. Medicines cupboards were locked when not in use.
Medicines prescribed for individual people were labelled and stored correctly. Staff kept up-to-
date information about stock. Details of pharmacy contacts were displayed for staff to see
easily. Staff knew how to dispose of medicines and associated equipment safely. Staff kept
accurate records of medicines. Sharps bins were available on the ward and were marked with
the date of opening, as needed. Staff kept records of national medicines alerts and recorded

what action they needed to take to improve practice.

The service ensured people’s behaviour was not controlled by excessive and inappropriate use

of medicines.

The service reviewed people’'s medicines regularly and provided advice to people and carers
about their medicines. People’s medicines were reviewed as part of their overall review of their
progress at ward rounds. Staff provided information about possible side effects. People were
involved in discussions about medicines and care planning. Pharmacists carried out medicines
audits. The clinic room was clean, orderly and fully equipped. Cleaning records were available
and completed. Staff recorded daily room and fridge temperatures to ensure the safe storage of

medicines.

Blood glucose machines were fully calibrated. This had improved since our last inspection.
Equipment to support physical health care was available, regularly cleaned, audited and

calibrated in line with manufacturer guidance.

The service had emergency medicines and emergency equipment available. Its location was
clearly marked in clinic rooms. There was an oxygen cylinder available in the clinic room which
was in date. Records showed staff carried out regular checks of the defibrillator and

resuscitation equipment.
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Effective Requires improvement

13 November 2025

We looked for evidence that people’s care, treatment and support achieved good outcomes and
promoted a good quality of life, based on best available evidence. At our last inspection, we
rated this key question as requires improvement. At this inspection, the rating remained
requires improvement. This meant the effectiveness of people’s care, treatment and support did

not always achieve good outcomes or was consistent.

This service scored 58 (out of 100) for this area. Find out what we look at when we assess this

area and How we calculate these scores.

Assessing needs Score: 2

The service maximised the effectiveness of peoples care and treatment by assessing and
reviewing their health, care, wellbeing and communication needs with them. However,

not all information about people carried through all of their care and support plans.

Staff completed a comprehensive assessment of people in a timely manner at, or soon after
admission. Staff regularly reviewed and updated this assessment at regular time points during

their stay at the service.

We reviewed minutes from multidisciplinary meetings, these evidenced people’s care and
treatment being reviewed by the multidisciplinary team, people and their carers with a person-

centred approach being taken to meet people’s needs.

Records showed that staff assessed people’s communication skills and needs and provided
information in a way that was tailored to those needs. For example, the speech and language
therapist had completed an assessment of a person, identifying the need for easy read
documents. An easy read version of the care plan had been developed and a copy given to the

person.
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The service had an easy read assessment tool for people with a learning disability receiving
psychological therapy. We saw evidence that this has been used successfully with people to

assess for anxiety, depression and self-esteem.

We reviewed a person’s ‘about me’ book, this provided comprehensive, valuable, person-
centred information. This included, how to support the persons communication needs,
understand their likes, dislikes and triggers, how they present when they are well, how to
support them to stay well and what helps them if they become unwell. It also included

information on the persons physical health needs and how they should be supported.

There was a sensory assessment, screening tool undertaken for people by speech and language
therapists. Staff said they were aware of this, had access to it and found it helpful. The
document had detailed information about the persons sensory needs and how to support
them. When looking at a person’s records, we observed that in their positive behaviour support
plan it stated they had ear defenders, however this information was not within the person'’s care

plans.

Staff assessed people’s physical health needs in a timely manner after admission, and this was

reviewed regularly during their time at the service.

Delivering evidence-based care and treatment Score: 3

The service planned and delivered peoples care and treatment with them, including what
is important and matters to them and in lines with legislation and current evidence

based good practice and standards.

Staff provided a range of care and treatment interventions suitable for the patient group.
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The National Institute of Health and Care Excellence (NICE) recommends that services
supporting autistic people should have access to psychosocial interventions for support with
managing the core features of autism and building upon life skills. For example, people should
have a group or individualised based social learning programme and/or a group of individual
activity programme. Where the person may also communicate distress through behaviour,
positive behaviour support plans should be used. People had a positive behaviour support plan;
there was a grab sheet and a more detailed plan. Staff met with people and carers regularly to
review these plans. Staff we spoke to said they were aware of these plans, had access to them,

and found them helpful.

The service provided therapeutic activities and support with life skills, facilitated by occupational
therapists, psychologists and speech and language therapists. People told us there was a good
choice of activities including painting, drawing and cooking. People had requested to do some

cooking on the day of our visit and staff had facilitated this.

Staff assessed and met people’s needs for food and drink.

How staff, teams and services work together Score: 2

The service worked effectively across teams and services to support people, making sure
they only needed to tell their story once by sharing their assessment needs when they

moved between services.

Staff had regular and effective multidisciplinary meetings. There were professionals involved in
the assessment and review of people’s health, care and treatment, wellbeing and
communication needs. Professionals were engaged in reviews and assessments; However, it

was unclear how this translated into care plans which were not comprehensive.

Staff shared information about people at effective handover meetings within the team. Nurses
and healthcare assistants shared information at the end of each shift. The multidisciplinary

team met regularly to review risks and incidents.

The ward team had effective working relationships with other teams within and external to the

organisation. They worked closely with the community team, who visited the ward regularly.
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