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Agenda
Item No

STRATION

CHARITY NO: 1104951
COMPANY NO: 5176998

ST ANDREW’S HEALTHCARE

BOARD OF DIRECTORS

MEETING IN PUBLIC

Great Hall, Main Building,
St Andrew’s Healthcare, Northampton

Thursday 24 March 2022 at 09.30 am

Present:
Paul Burstow (PB)

Stuart Richmond-Watson (SRW)

Ruth Bagley (RB)

Andrew Lee (AL)

Elena Lokteva (EL)

Jess Lievesley (JL)
Alex Owen (AO)

Andy Brogan (AB)

Sanjith Kamath

Martin Kersey (M

visor to the Board

rector of Performance

Director of Learning & Development

Deputy Director of Estates & Facilities

Nurse Manager, Bracken Ward

Director of Communications

Board Secreta
eceived:
Non-Executive Director

David Sallah (DS) | Non-Executive Director

Duncan Long (DL) | Company Secretary

PB (Chair) welcomed everyone to the first part of the Board of Directors (Board)
meeting, which is a meeting open to attendance by the public. Apologies
received from Stanton Newman, David Sallah and Duncan Long were noted.

Owner

Deadline

2. | Declarations Of Interest & Quoracy
All members of the Board present confirmed that they had no direct or indirect
interest in any of the matters to be considered at the meeting that they are
required by s.177 of the Companies Act 2006 and the Charity’s Articles of
Association to disclose.
The meeting was declared quorate.

3. | Minutes Of The Board Of Directors Meeting, held in public, on 25

January 2022
The minutes of the meeting held on the 25 November 2021 were AGREED as
an accurate reflection of the discussion.

DECISION




4. | Action Log & Matters Arising
The following actions were reviewed;

24.08.21 05 — Safe Staffing Report CLOSED DECISION
25.11.21 01 — Integrated Quality & Performance Report CLOSED DECISION
27.01.22 01 — Pensions Scheme Act 2021 CLOSED DECISION

CHAIR’S UPDATE

5. | Chair Update

PB provided a verbal update to the Board, expressing his thanks to JL for his
time as Interim CEO for the Charity, and noting that OS would be taking over
as the next Interim CEO in June. Meanwhile, the recruitment process for the
new CEO continued, with interviews being held the following day.

PB further outlined the work on culture which the Board would be focussing on
in the coming months, noting that the culture shift would need to be Charity-
wide, with support from the buddying organisations critical to its success.

The recent joint Board and Court meeting proved to be a valuable session, with
the discussions about the implications of the changing mental health landscape
being a useful exploration of risk appetite within the Charity.

Thanks were also extended to AO, with appreciation from the Board, and geod
wishes for the future in her new role.

The Board NOTED the update.

6. | CEO’s Report

JL presented his report, which was taken as.read, ‘and" highlighted the
improvement work being undertaken within/\WWomen’s Services. There were
ongoing challenges, however, the shift infculture and staff engagement was
evident. A re-inspection was anticipated in the coming weeks, with the wider
Charity culture work and approaches to change also being addressed.

JL acknowledged .the recent Good rating from the CQC for Community
Partnerships. JL extended thanks to the team and noted the excellent feedback
from the service users'and carers.

JL further outlined support beinggoffered to a local lottery funded dementia
charity; Pink Rooster, with St Andrew’s looking forward to working with them.

EL enquired,regarding the retention rates of staff and timescales for outcomes
as a result of culture work being done in NHS Trusts, and wanted to know how
the learning fromithis could be assimilated by the Charity. JL replied that there
were no figures released regarding staff retention. He added that NHFT were
also progressing along the same process, and that the model had proven
impact as a ground up approach was adopted, with support for change leaders.
JL agreed to speak to Julie Shepherd, Improvement Director with regard to JL 27.05.22
metrics and would share accordingly. PB noted that People Committee would
also look at the data on staff turnover and retention.

RB raised a question regarding the risk of delay in transfers of care. She also
asked about the programme of culture change. JL replied that the Charity has
been in discussions with commissioners about delayed transfers of care and
that our regulators were also sighted. He added that the Executive team had
spent time on the wards, helping to address the challenges which required
targeted work.

PB noted the recent rating for Community Partnerships and commented that
learning could be taken from this, especially the way in which new service
models developed by the Charity had been adopted by commissioners. He
added that there were changes anticipated in 2023 with regard to CQC
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inspections as both adult social care and integrated care systems will be in
scope.

The Board NOTED the update

East Midlands Board Paper in Common

JL presented the paper which was taken as read, noting that it was the latest
Board Paper in Common which set out the areas of progression within the
Alliance. JL further commented that the Board would now draw down
investment opportunities, and that focus was on workforce issues, with
CAMHS being a challenge nationally. He added that there were plans for a
further joint Board development session soon. JL noted the inclusion of the
Partnership Agreement, with the recommendation being to adopt and sign.

There was a detailed discussion regarding the partner organisations, potential
investment opportunities and the due diligence undertaken. JL commented
that the Charity’s legal team had reviewed the document, noting that the
agreement addressed strategic concerns and working collaboratively and that
the investment opportunities would not have been observed without the
partnership being in place. There were further discussions regarding
competition law and the implications. MK updated that training within,this area
was currently being undertaken. PB commented that the Health and Social
Care Act also noted this, and that there were amendments expected regarding
this in the health Bill currently before Parliament, and that further advice would
be sought as time progressed.

The Board AGREED to enter into the Partnership Agreement

NHS Improvement Annual Solvency Commitment

AO presented the paper which was taken as read, noting that these were a
series of self-declarations which the\Charity were ‘required to make, with a
deadline of 31st March. The declarations required were identical to the
previous year. AO noted particular attention to the continuation of services
element, elaborating that this had proved moredchallenging than in previous
years, but that the sign off by the Auditors of the going concern had helped
greatly.

AO further updated that the Director’s Self Declaration and Fit and Proper
processes 'were currently being undertaken.

AL observed that/n future, being furnished with an outline of the financials
would givexfurther assurance in order to facilitate sign off. KM agreed with this.

The Board AGREED to the sign off of the Commitment

Quality Improvement System Support and Buddying Workstreams
Update.

AB gave a verbal update, noting that due to iliness, Julie Shepherd was unable
to attend the meeting.

The progress of the Workstreams was noted with particular highlight given to
the progression of reduced observations and CQI. Lessons learned continued
to receive focus. AB commented that sustainability would be key over the
coming year, with the progress in Women'’s Services being well received.

PB thanked AB for the update and noted that forward plans were key to
success and looked forward to receiving assurance reports from the Quality
and Safety Committee.

The Board NOTED the update.

DECISION

DECISION




10.

CQC Report and Actions — Progress Update

AB presented the update which was taken as read. He noted that the rating
received by Community Partnerships reflected the leadership in situ, and that
the additional reporting requirements had been a challenge at all levels within
the Charity. AB then outlined the format of the QIP (Quality Improvement Plan)
meetings, and noted that there were 5 actions from the plan due for closure,
with the plan currently on target.

PB noted that there were 97 open actions within the plan, and asked AB for a
sense of progress against the actions. AB replied that the plan was working to
target, and that actions were not closed without evidence of completing being
observed.

AL enquired if the timeline aligned with the budget, which KM confirmed that it
did.

SK added that the regulator required evidence as assurance regarding the
closing of actions on the plan. He also noted that admissions were now being
undertaken, with assurances being extended to partners.

PB asked if any actions were of concern, with AB replying that staffing was the
main one, but would be addressed in detail further within the,Agenda.

The Board NOTED the update

1.

Safer Staffing Report

AB presented the report which was taken as read; noting that the format and
content was consistent with NHS reporting. AB added that the report included
details of fill rates, correlations of staffing, levels to. incidents, and was
formulated for all audiences. As a result of the report, no immediate concerns
were noted.

AB explained to the Board how staff levels were calculated, along with skill
placement and safeguarding training. “Other highlights included action cards
on the wards, a consistent reduction. in incidents and the delivery of e-rostering.

EL thanked AB and asked questions regarding the challenging shifts and what,
if any elements were missing from the report, in order for it to become an
assurance report., AB replied that there continued to be significant challenges
around staffing, withithose wards categorised as red, triggering the action card
protocols, which gave clear indications on what steps to take in those
incidences. With regard to assurance, AB asked the Board what they would
like to see,in order to gain further assurance. He added that the report would
be presented after consideration at QSC in at its next meeting.

JL noted that theyreport gave a good indication of the action card process,
along with the Executive review of them; with the Operations Hub enabling a
Charity-wide view of staffing. The introduction of Allocate reflected the acuity
in relation to staffing. This work would be crucial, hence the deadline being
brought forward.

RB asked for accompanying commentary against the red rated wards in future
reports and wanted to know if the new model would allow for staffing
adjustment more quickly. Regarding the overall staffing rate, RB wanted to
know if the data had been compared with other comparable organisations. AB
replied that the template was an agreed NHS format, and that the fill rate was
a crude measure, and that establishment figures should be agreed by the
Board with 6 monthly reviews. No comparisons had been made with the data
as yet.

AL wanted to check if Allocate would mean that staff would move more quickly.
AB confirmed that this would be the case, resulting in more flexibility, this had
been evident in the previous month. SK added that the Hub also monitored
staffing levels, which were communicated to Executives.
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AT asked if there was any support that could be given by the enabling
functions. AB replied that there were systems in place for all teams to work
together.

SRW enquired if the staff were engaged with the initiative. AB replied that this
was as yet not a universal engagement. 3 of the Neuro wards however, were
completely engaged in the process. It had been observed that the language
used was beginning to change, indicating the right trajectory.

PB summarised and thanked AB and Chloe Annan, welcoming the level of
candour within the report, and noting that mitigations and actions needed to be
specific, with the QSC providing assurance in future. He added that improving
staff retention rates would be important in the coming months.

The Board NOTED the update

MATTERS ARISING / DISCUSSION TOPIC

12. | Workbridge Strategy

HT and LA joined the meeting and presented the report which was taken as
read. HT gave the background to the project and outlined the benéfits that the
service users gained from attending Workbridge. LA gave background from
an Estates and Facilities perspective, highlighting the work that had been dene
to improve the surroundings. The café had recently been awarded an
environmental health 5 star rating, whilst priorities had been“addressed,
resulting in the project anticipating increased profitability.

AO noted the break-even point in what had been a'challenging 3 — 5years. HT
responded by noting that 50 learners were making use of the service, which in
turn resulted in a degree of caution regardingtimeframes.

AL asked to what extent was Workbridge .marketed to the public. LA replied
that plans were in place togncrease marketing. Social media was currently
being used, but it was evidentthat the service required further input. Signage
had been refreshed along with " promotions with«Daily Bread. AL also asked
about the income generated by the service. HT replied that at the moment, the
service was self-funding, however, grants were being considered, and it was
hoped that a re-launch would help to facilitate these.

AB commented on the mixediuse of‘the function currently, with some service
users attending over many years. HT replied that this was being addressed
and that.it would not be considered a respite service, but a stepping stone for
work for users.«<JL added that the system had progressed and Workbridge
needed to'doSo in tandem with those changes, but in a sustainable fashion.

RB noted the better outcomes required from the service and asked how the
process had progressed. HT replied that consultation was now in week 7, and
had generally been well received with each individual being taken into account.

PB thanked both HT and LA and noted the recovery principles of the service,
concluding that an update should be given to the Board via the QSC in future.

The Board NOTED the update

| ASSWRANCE________ |

13. | Committee Updates

Pension Trustees

MK presented the update, which was taken as read. AL asked if any impact
had been seen on the financials as a result of the Ukraine conflict. MK replied
that the number of investments which could be affected were small, with a short
term impact felt in the markets. SRW added that the inflationary risk had
previously been hedged resulting in no obvious effect.
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The Board NOTED the update

Quality Safety Committee
The update was taken as read with no further questions.

The Board NOTED the update

People Committee

EL asked about the limited assurance level noted in the report with regard to
culture. PB replied that this was a borderline assessment, and that the next
meeting would address the wider programme with regard to the soft aspects of
culture.

AL asked if the 51% engagement score was at the right level. MK replied that
an average score was between 55% and 60%, however, engagement scores
had reduced globally. Plans were in place to address this. JL added that it
was easy to attribute the score to the impact of Covid, however, the challenges
were sector wide.

The Board NOTED the update

14. | Governance Oversight Group Update

AO presented the update, outlining the work done to date. AO also presented
the Authority Matrix and outlined the underlying principles. It'was agreed to KM 27.05.22
circulate the Matrix to the Board for further consideration.

AL commented on the delineation of committee roles of receiving and giving
assurances to the Board as opposed to executive decisions.

AT noted the ward to Board assurance process and asked what the route of
dissemination back to wards was. AO  explained that this was now
demonstrated in a revised structure diagram.

PB noted that the Authority Matrix would be returnedto Board for decision and
approval.

The Board NOTED' the update

OPERATIONS

15. | Integrated Quality & Performance Report
AW presented the report which'was taken as read and highlighted those areas
of note.

AL asked why the statement of little or no data was used in some instances of
ward level data; AW explained that certain levels were so low that they did not
present concern.

JC asked about the Covid data and if Covid sickness had reduced. AW
confirmed that it had, and that that dis-aggregation of data was now showing
this.

AB asked if there was any data regarding attrition versus new starters. AW
agreed to look into the measure. MK commented that the voluntary turnover
figures showed that staff were moving to WorkChoice, which has resulted in
consideration being given to a more flexible option on substantive roles.

EL asked how the upper and lower control limits were established. AW replied
that they mirrored those within the NHS, as well as looking at mean averages
from the previous 18 months. EL enquired further as to whether they were at
an acceptable level. AW commented that comparators to the previous 6
months did show this, and would be underpinned by the current analysis on
Model Hospital data being undertaken. AB added that sickness levels would
also be benchmarked as the Model Hospital data allowed for a more
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considered approach. AW noted that targets were being set in order to be
challenging. SK added that the data was being looked at for incidence
reporting in particular; analysis together with the wider Charity view would give
a whole picture and wider intelligence.

PB noted that People Committee would benefit from receiving the data on staff
turnover, along with information on the targets being set. A waterfall chart
showing how the turnover impacts on staff would be helpful.

KM presented the Finance section of the report which was taken as read. He
reported that the budget had been achieved on 6 consecutive months, giving
a positive position. February occupancy was below expected levels, however,
the cash balances were better than forecasted. As a result the year end levels
would be as expected. KM updated that the budget process would begin in
April in order to be ready for ratification by the Board in July, with support from
Ernst and Young on the refinancing project.

AL asked what levels of security were in place for IT especially‘with the
heightened risk of cyber activity as per advice from GCHQ. JC confirmed that
security was in place and was adequate.

The Board NOTED the report

PATIENT/CARER VOICE

16. | Divisional Presentation

| RM gave a presentation on how blanket restrictions on Bracken ward had been
addressed within a co-productive environment; including feedback from the
| patients involved. SK gave wider context, noting that there were naiincreases
in violence, Serious Incidents or Safeguarding,incidents since the'beginning of
| the project.

AB asked what the staff feedback was, and how did they feel with blanket
restrictions in place. RM replied that it was a case of assessing the risk of each
restriction and considering individual cases.if required. Staff had found it to be
a challenge initially, however, now that it is apparent that removing them works,
there is wider acceptance.

JL thanked RM and noted the trauma'informed care session recently run on
the ward, and-thescultural challenges which resulted in the blanked restrictions
being in place initially. This was an_example of therapeutic care demonstrating
recovery.

PB askedwhat needed to be done to stop the restrictions from returning. RM
replied that regular team review would help, along with the inclusion of the
patients’ views.

EL asked the Executives if this was a one ward initiative. SK replied that this
was a Charity-wide programme of restriction reduction. A focussed approach
was required on Bracken in particular, however, this was being adopted across
all wards.

The Board NOTED the presentation

I -

17. | Lead the Change
MK presented the background to the programme, highlighting the behavioural
drivers and the role of the Board in ensuring its success.

TB gave a presentation noting that the initiative supported the Charity strategy
and interlinked with other projects.
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OS stressed the need for co-production, encouraged by Board involvement,
and asked what the target organisation type was. TB agreed noting that this
work would be part of the second phase.

JC asked if the group of change leaders reflected the organisation. TB replied
that the BAME community was not represented, but that it was anticipated that
active recruitment would mitigate this. AB commented that it was important as
the majority of night staff were from the BAME community.

PB noted that People Committee would retain a line of sight on the programme.

The Board NOTED the presentation

ANY OTHER BUSINESS

18. | Questions from the Public for the Board
No questions were received for the Board.

19. | Any Other Urgent Business (notified to the Chair prior to the
meeting)
There was no other Business notified.

20. | Date of Next Meeting :
Board of Directors, Meeting in Public — Friday 27t May 2022

Approved — 27" May 2022

o ‘\ 0

Chair
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Action Log and

Matters Arising
(Paul Burstow)




St Andrew’s

HEALTHCARE
St Andrew’s Healthcare Board of Directors MEETING IN PUBLIC Session Action List: : B

Meeting

in ACTION Owner Deadline STATUS
Public

Safe Retention metrics 27.05.22
24.03.22 JL agreed to speak to Julie Shepherd, Improvement Director
01' ' with regard to staff retention metrics being used within NHFT as

part of the culture model, and would share accordingly.

Governance update — Authority Matrix
Following the presentation of the new Charity Authority Matrix, it
24.03.22 | was agreed that it would be circulated to the Board for further
02 consideration and feedback. Once collated, the Matrix w.
return to Board for decision and approval.

27.05.22 - (MD Update) Meeting
arranged KM/MD on 22" June. Matrix to
be considered as part of the Governance

Open Project.
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Chair Update

incorporating:
Annual Fit & Proper

Declaration
(Paul Burstow)




Paper for Board of Directors

Topic Fit and Proper Persons Annual Declaration

Date of meeting Friday, 27 May 2022

Agenda item 05

Author Duncan Long, Company Secretary

Responsible Executive Paul Burstow, Charity Chair

Discussed at previous Board meeting 27 May 2021

Patient and carer involvement Not required for this process

Staff involvement Not required for this process
Review and comment O

Report purpose Information [
Decision or Approval
Assurance Cd

Key Lines Of Enquiry: SsOeElcOROWK

Strategic Focus Area Education and Training Cd
Finance & Sustainability X
Service Innovation L]
Quality X
Research & Innovation L]
Workforce, Resilience & Agility X
Partnerships & Promotion O

Committee meetings where this item has None previously
been considered

Report summary and key points to note

All current Board members and those who have director level responsibility and regularly attend Board have
submitted annual declarations satisfying the requirements within the Fit and Proper Person Regulations 2014
(Regulation 5 of the Health and Social Care Act 2008), demonstrating that all are of good character and meet the
requirements.

The following checks have also been undertaken by the Company Secretary in accordance with the Charity’s Annual
Declarations process, from which no issues of note have emerged:

e Confirmation of all Directors in scope for the 2022 declaration process, incorporating Related Party
Transactions; Public Contract Regulations; Reportable Gifts; Audit Declaration and self-declaration for
other incidents or relevant matters.

e Review of appointment checks completed on any newly appointed Directors that are in scope

e Individual insolvency register

e Disqualified directors register

e Search of Charity Commission Register of Removed Trustees

e General internet search
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The Chair has overall responsibility for ensuring the Charity discharges the requirements placed on it to ensure
that all Directors meet the fitness test and do not meet any of the “unfit” criteria. No concerns about relevant
Directors’ fitness or ability to carry out their duties, or information about a Director not being of good character
have been identified. The Chair therefore provides the Board with assurance that all relevant Board members and
those Directors in scope continue to meet the Fit & Proper Persons requirements.

The Board is asked to accept the assurance that all Board members and Directors continue to meet the Fit & Proper
Persons requirements.

Appendices
None
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Paper for Board of Directors

Topic CEO Board Update

Date of Meeting Friday, 27 May 2022

Agenda Item 6

Author Jess Lievesley, Chief Executive (interim)

Responsible Executive Jess Lievesley, Chief Executive (interim)

Discussed at Previous Board Meeting Updates have been discussedat.the Executive meetings.

A number of these items would have been discussed with

Patient and Carer Involvement .
patients and carers

Staff Involvement

Review and comment

Information
Report Purpose y
Decision or Approval

00X O

Assurance

Key Lines Of Enquiry: SXEXCHXRXWKX

Strategic Priority Area Education and Training
Finance & Sustainability
Service Innovation
Quality

Research & Innovation

Workforce, Resilience & Agility

X XXXNXKXK KX

Partnerships & Promotion

Committee meetings where this item has
been considered

Report Summary and Key Points to Note

The attached is the Chief Executive’s report to the May Board of Directors.

Appendices -
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CEO Report

This is the CEO report to the Board of Directors to provide information on a range of topics
germane to the effective running of the Charity, providing an update on areas of focus for the
Executive Committee over the last reporting period and matters that are not dealt with under
other agenda items for the Board.

1. Quality

Summary of Women’s CQC inspection

The Care Quality Commission (CQC) re-inspection of the Charity’s WWomen's service
was carried out in two parts. Most wards were re-inspected between the 5-8 April
with a return to our LSSR Division between 26-28 April 2022, where the remaining
four wards were inspected. Throughout the inspection various Nursing Staff,
members of the wider Clinical Team, Divisional Leaders ‘and patients were
interviewed with feedback received that these were broadly positive interactions.

High Level feedback provided by CQC received on the 22 April 2022 did not result in
any escalations or enforcement actions and included positive reflections on the
progress they had observed since the 1ast inspection. Some cencerns have been
received regarding rotation and disposal of medication, gaps in observation records
(along with an acknowledgement.ofithe current EObs pilot), variances in progress
around Least Restrictive Practice and a Privacy & Dignity concern identified on one
Medium Secure Ward.

Open dialog has beendn place between St Andrew’s and the CQC throughout the
inspection which enabled the Charity to respond in a timely fashion to questions
raised. We expect to receive a draft report towards the end of May or in early June.

PREMS and My Voice — Patient reported experience measures

We have seen a'small increased response rate during March and April. This
continués to be an area of focus and we are promoting increased uptake directly with
service users as well as with ward and divisional leaders.

The Research Team has offered to support in reviewing the My Voice process, with
the aim to increase response rates and ensure that data is used to inform meaningful
change, @ meeting has been arranged to progress this.

At this stage IT kit availability appears to be a contributory factor so we are working
to increase access through other means to support improved engagement and
feedback.

Receiving this feedback from those who use our services is a key priority for the
organisations and an important part of our quality strategy.

Implementation of Allocate

The project has been accelerated to reflect the importance of safe and effective
rostering of all of our teams. It will now launch on 12 June, with the first live payroll on
30 June. Additional resources have been allocated to support the overall
programme, particularly in the HR/payroll domain.
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Allocate will help us train and build our first rosters on 2 May. After this our
Workforce Leads, with support, will be setting up rosters and migrating the data from
Kronos. On 23 May we will begin to train all Roster Managers on how to build their
first roster and this will be followed up with authoriser training.

After 12 June, we will return to set the auto rosters up for each ward and build the
SafeCare acuity into the system. This will be completed over July/August.

The WorkChoice and agency staff module is ready to be built, with the data gathering
exercise complete. It will go live at the same time as the rostering. There are
significant opportunities to change the way we book and manage our temporary staff
in this and we are focusing on including the Workforce leads in this work.

Kronos and the clocks system will not be used from the 12 June. We will be training
Roster Managers to use ‘Attendance Manager’ within the Allocate software.

2. People

o Culture
The objective of our Lead the Change Programme'is to co-produce a way forward
that defines the culture we need and creates the environment for our staff to deliver
high quality care for our patients every day

We have commenced our Discovery Phase:

- We have appointed 95 Change Leaders from our workforce

- We have held our first face to face workshops

- Appointed an internal leadership team

- Approved additional resource to support the project

- Change Leaders will be interviewing the Board

- Change Leaders will be facilitating patients, carers and employee focus groups
- We will undertake a culture diagnosti¢'survey

e Sickness and absence management
Aggregated sickness is currently 7.23% against a target of 6%. Whilst this is
reducing; the.aggregated figure can occlude the real challenges of sickness within
some’clinical areas that.are-higher. As a consequence and as we now come out of a
prelonged period responding to absence driven by Covid we hope to demonstrate
continued progress in this area over coming months.

We have an absence project focusing on how we manage our absence more
effectively including Manager training, automating return to work process and
reviewing all nen-patient facing clinical time to ensure this is in line with the model

e Recruitment and retention
Recruitment and retention remains an area of priority within the Strategy for the
organisation and as the People Committee observed, whilst recruitment remains as
strong as it possibly can be in the current employment market, this alone is not
delivering a growth in the net position of our workforce and therefore our attention is
equally focusing on the retention of existing colleagues.

3. System working

The Charity continues to engage positively with our system partners through the work of
the East Midlands Alliance, as well as drawing upon support from our NHS colleagues as
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part of the ‘Buddy’ arrangements led by Northamptonshire Healthcare NHS Foundation
Trust to support our Quality Improvement program.

Our Director of Strategy continues to represent the Charity in the local Integrated Care
System Mental Health Collaborative and we are taking the opportunity to share expertise
and identify those areas where we can benefit the local communities and system
priorities.

Charity Strategy and Board Assurance

The Board Assurance Framework has been developed and a draft approach is being
presented at the May Board meeting for comment. A Strategy Milestone Tracker will
inform the BAF for the strategy delivery risk, enabling progress oversight for each
strategic priority area. The first full BAF will be reviewed at the July Board.

The Senior Responsible Owners for each of the seven strategic priority areas are
planning and delivering against the relevant objectives and milestones and progress is
being monitored and scrutinised through the Executive via the Strategy Milestone
Tracker and a robust check and challenge process.

Provider collaboratives

Our partnership role within the three principle Provider Collaboratives across the
Midlands (IMPACT Adult & Children and Reach Out) continues to position the Charity as
a key partner to support the collective ambition of the region to deliver highly effective
and efficient clinical pathways of care: "As members of the Boards for all three areas we
continue to actively contribute to the strategic direction for future services and the best
possible methods to deliver improved clinical outcomes.

Given our shared value base and commitment to working in a collaborative and
partnership orientated way, the Charity:has been welcomed as an integral component of
care delivered within the region.

Finances

Whilst the Charity.finances will be.covered in more detail later in the agenda, the
headlineg‘position.and matters-that will be of particular importance to the Board are set
out below;

e Year End 2021/22 Financial Performance
The Charity. reported a £12.3m deficit for the year ending 31 March 2022, reflecting
the downside impact of the various occupancy restrictions (COVID, CQC and
Staffing) encountered during the year. However, the yearend deficit was better than
the re-forecast presented to the Board in September 2021 by £2.2m (£3.7m
operationally) and the financial recovery plan was achieved each month which we
believe provides confidence in the achievement of the 2022/23 budget approved in
March 2022.

e Qtrl 2022/23 Financial Outlook
In April 2022 we saw our largest increase in occupancy for several years, although
the closing occupancy was slightly behind plan, mainly due to external factors and
delays from commissioning authorities. This allowed 98% achievement of anticipated
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income, but with positive movement in costs we reported a £0.1m improvement to
the budgeted net deficit for April 2022.

For the next quarter we expect this trend to continue. Occupancy growth is critical to
achieving the financial budget and we are seeking to recover the position,
notwithstanding factors outside of our control. CQC have recently reduced the
approval criteria for wards under S31 restrictions (allowing one admission per ward
per week without CQC approval) and this will assist the continued occupancy growth.

Credit Facility Refinance update

Work is underway to secure our revolving credit facility with the banks, who are
responding positively to the emerging picture regarding the CQC re-inspection, and
we are hopeful of being able to secure the level of investment required. Meetings
with perspective banks are scheduled for week commencing23 May 2022 and we
are currently on track with the approach and timelines previously advised.

Cost Efficiency Plan

Departmental efficiency programmes to support the budget achievement of 2022/23
are in progress and will continue to be monitored to ensure timely:and full financial
impact is achieved.

Once the bank refinance work is concluded in Qtrl, our CFO will be leading the work
to improve the wider efficiency of the Charity, with particular focus on the centralised
costs, Charity overheads and the level of fixed costs. This is a critical area that is
essential for the Charity to remain competitive goingforward and to effectively
implement the Strategy. This is also critical to ensure the Charity is agile to the cost
inflation risk in 2023/24, particularly’'when our current utility hedge ends, and we will
be exposed to cost pressures.

External Stakeholders

Existing bankrelationships are positive and both Barclays and HSBC recognise the
important navigation of the 2021/22 financial year, improved position at year end
compared tothe financial forecast and with no risk to the bank covenants during the
year.

NHSE/I continue to monitor financial performance monthly and expressed concerns

about theconfidence in the financial recovery plan during a meeting with the Charity,
mainly due to the historic failure to achieve annual budgets and we continue to work
proactively with them to increase visibility of the work we are doing to strengthen our
position

Both the banks and NHSE/I are aware of the significance of the CQC re-inspection of

the Woman’s Services and how critical this is to support external confidence from
bank. The outcome of this report will determine their requirements moving forward.
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7. Communications and engagement

Long Service Awards

270 Long Service awards have been presented since September (celebrating a total
of 3,885 years’ service between then) with a further 70 confirmed attendees for next
event on Monday 13 May.

Care Awards and Annual Awards in May

We recently celebrated our Q4 CARE Awards finalists and winners, with a ceremony
held in our main building with a live link to Birmingham and Essex. The winners were
Silverstone Ward for Compassion, Simon Callow, IT Deputy Director for
Accountability, Jacek Wozniak, Logistics Assistant for Respect and Coedan Lloyd,
HCA for Excellence.

Next on the Awards calendar is our Annual Awards event, which will take place on
Monday 30 May at the Park Inn, Northampton and will include the following awards
categories:

Inspirational Individual

Team / Ward of the Year
Making a Difference
Compassion

Accountability

Respect

Excellence

Charity Executive Commiittee Award
Outstanding Achievement
Carers Champion

Anne Ford Volunteering.Award
One Charity Award

O 00O O0OO0OO0OO0OO0OO0OO0OO0oOO0

Freedom to Speak Up Guardians

In 2019 we followed in the footsteps of many NHS Trusts and appointed a group of
Freedomto'Speak Up Guardians, who offer independent support and advice to staff
who would like to raise concerns. Since this time, the team has expanded from four
to.eleven members and are represented in all sites across the Charity. We have
recently appointed a Lead Guardian, Laura Dorrington, who will oversee the team
and workto remove any barriers that stop our staff speaking up.

Leadershipevent

Our Leadership event, held on 28 April at the Park Inn in Northampton, was attended
by leaders from across the Charity. Attendees had the opportunity to focus on the
seven key strategic priorities that we have identified for our 2022-2027 Strategy, and
consider how they can help to ensure that we are delivering our charitable purpose of
promoting wellbeing, giving hope and enabling recovery wherever possible.

Executive Engagement

The Spring / Summer Jaffa Cake sessions are now in progress, and they will focus
on the key themes / feedback from past sessions and the actions underway and
planned. This time, all sessions are available both in-person and online (via Teams).
It is hoped this will ensure even greater attendance and a chance for all staff to share
their thoughts.
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Headfest

As part of Mental Health Awareness Week, we have shared our expertise with the
general public by co-hosting the county’s very first mental health festival, Headfest at
the Royal & Derngate Theatre in Northampton.

The project has been run in partnership with BBC Northampton, Northamptonshire
Healthcare NHS Foundation Trust (NHFT) and the University of Northampton, and
has featured a full week of mental health related workshops, talks, presentations and
films, including screenings of I'm Not Mad I’'m Me, filmed within the Charity.

This important work has played a significant role in progressing our strategic aims
around promotion and partnership and working more directly to support the
communities in which we are based and providing stewardship.in.the field of mental
healthcare.

Media coverage of the event included:

Everything you need to know about Headfest in Northampton during Mental Health
Awareness Week | Northampton Chronicle and Echo

Northampton’s Royal & Derngate to host week-long mental health festival |
Northampton Chronicle and Echo

In addition, Phil Credland — a former outpatient in our Veterans’ Complex Treatment
Service, spoke to BBC Radio Northampton’s Breakfast show as well as BBC Look
East. He was featured on boththe 6pm and 10pm news bulletins.

Mental Health Awareness Week sessions

As well as Headfest, we have had‘several staff-only events as part of Mental Health
Awareness Week. Held virtually'and open to all staff at all our hospital sites, sessions
have included a talk from'guest speakerHaseeb Ahmed — a blind man who has
broken world records for his‘trunning = as well as sessions on loneliness and other
topics hosted by:our Employee Networks.

International Nurses.Day
International Nurses Dayis celebrated annually on 12 May; the date is significant as
itdS the birth anniversary of Florence Nightingale, the founder of modern nursing.

We haveencouraged all our nurses to share their #BestofNursing story, to highlight
why they leve the profession so much. As a small thank you, we have also created
and distributed a special notepad gift to all our registered nurses; it is a little useful
item which we hope will remind our nurses of the amazing job they do for our
patients.

Other Media coverage

A particular recent highlight has been St Andrew’s Consultant Psychiatrist Dr Alexei
Titievski featuring on regional BBC programme Look East. The producers wanted to
cover his efforts to support Ukraine which has dominated the headlines,

Alexei was born in Ukraine and obviously upset by the war, was given a month away
from the Charity so he could facilitate the creation of four field hospitals in the
conflicted country. The Chronicle and Echo and Northants Live also ran his incredibly
inspiring story.
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https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.northamptonchron.co.uk%2Fhealth%2Feverything-you-need-to-know-about-headfest-in-northampton-during-mental-health-awareness-week-3684068&data=05%7C01%7CRAKelly%40standrew.co.uk%7C4d4b04acc0b0441a5a4708da32645f00%7Ce2247d949c5440ae98ad6ce6ba7bcbad%7C0%7C0%7C637877703909467030%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0andOaxqPXbtFrH8Bcb%2FMFVhzIzzGdn9u3OeHyXt9N0%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.northamptonchron.co.uk%2Fhealth%2Feverything-you-need-to-know-about-headfest-in-northampton-during-mental-health-awareness-week-3684068&data=05%7C01%7CRAKelly%40standrew.co.uk%7C4d4b04acc0b0441a5a4708da32645f00%7Ce2247d949c5440ae98ad6ce6ba7bcbad%7C0%7C0%7C637877703909467030%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=0andOaxqPXbtFrH8Bcb%2FMFVhzIzzGdn9u3OeHyXt9N0%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.northamptonchron.co.uk%2Fwhats-on%2Fthings-to-do%2Fnorthamptons-royal-derngate-to-host-week-long-mental-health-festival-3669439&data=05%7C01%7CRAKelly%40standrew.co.uk%7C4d4b04acc0b0441a5a4708da32645f00%7Ce2247d949c5440ae98ad6ce6ba7bcbad%7C0%7C0%7C637877703909467030%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=zYn5k9%2FHiVb5nXMQ12EvxX0HpnZkIpWMHHhFmqOjpvc%3D&reserved=0
https://eur03.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.northamptonchron.co.uk%2Fwhats-on%2Fthings-to-do%2Fnorthamptons-royal-derngate-to-host-week-long-mental-health-festival-3669439&data=05%7C01%7CRAKelly%40standrew.co.uk%7C4d4b04acc0b0441a5a4708da32645f00%7Ce2247d949c5440ae98ad6ce6ba7bcbad%7C0%7C0%7C637877703909467030%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=zYn5k9%2FHiVb5nXMQ12EvxX0HpnZkIpWMHHhFmqOjpvc%3D&reserved=0
https://www.northamptonchron.co.uk/news/people/northampton-doctor-who-has-helped-set-up-four-field-hospitals-in-war-torn-ukraine-calls-for-towns-help-3614461
https://www.northantslive.news/news/northamptonshire-news/northampton-psychiatrist-sets-up-four-6816845

The beginning of the month kicked off with BBC Northampton covering the positive
CQC Report for the Community Partnerships Service in its bulletins. The story was
also picked up in the Business in the Midlands, Wellbeing News, TeaTalk Magazine,
the Healthcare Newsdesk, Need To See it News and All Post News.

Off the back of that story, the External Communications team had been in touch with
a client user, who admitted she had been struggling with the Ukraine headlines.
Nicola Crooks. who lives with complex post-traumatic stress disorder (CPTSD), has
been using the Veterans’ Complex Treatment Service and agreed to share her story
which was picked up in local newspapers Chronicle and Echo, The Lincolnite and in
the national publication Charity Today.

Liz Ritchie, our resident media expert has once again, been giving her professional
opinion on healthcare issues in national publications. This month she provided some
insight to Stylist magazine about how people are strugglingto get back to ‘normal’
now Covid restrictions have been lifted in the UK.

She was interviewed for a Mothers’ Day piece in Take a Break magazine about the
positive benefits of motherhood. The red top magazine has a readership of nearly
half a million people.

We reissued former builder Simon Austin’s Aspire story in March where he spoke
about his passion for mental health nurSing and that was covered in Northants Live.
Lesley Deacon, one of our most-longest'serving members of staff, had her moment
to shine when her story was published in the Chronicle and Echo and Charity
Today celebrating her Ruby anniversary with the Charity. The Nursing Times has
also requested an interview.with her, so watch this space.

Spreading our wings towards the end of the month, we managed to penetrate the
press in Luton with Luton:Today running the story we put out about how our veterans
service helped bring a former solider “back to life”.

Phli Credland’s inspiring story, which also highlighted St Andrew’s signing the Armed
Forces Covenant, was also picked up by Northants Live, Tea Talk

Magazine, Business in the Midlands, South East Online, Healthcare

Newsdesk, Wellbeing News; AllPost News, Daily Business Now, Business in the
News, Charity Today and the Chronicle and Echo.

Neuro Rehab (NR) Times have covered the upcoming Brain Injury — Time for
Change in.Northamptonshire? Conference on 19 May, which will focus on two key
areas of the Time for Change report. Produced by the All Party Parliamentary Group
on Acquired Brian Injury, the report identified a number of areas where change is
vital to benefit the lives of survivors and to protect future generations. Dr Keith
Jenkins, Dr Keith Jenkins, consultant clinical neuropsychologist at St Andrew’s, will
be speaking at this prestigious event.
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https://businessinthemidlands.co.uk/2022/03/08/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://wellbeingnews.co.uk/mental-health/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://teatalkmagazine.co.uk/2022/03/08/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://healthcare-newsdesk.co.uk/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://needtoseeitnews.co.uk/2022/03/08/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://allpostnews.co.uk/2022/03/08/northampton-community-mental-health-service-praised-by-regulating-body-cqc/
https://www.northamptonchron.co.uk/health/nurse-gives-advice-for-veterans-triggered-seeing-ukraine-war-in-the-news-3602217
https://thelincolnite.co.uk/2022/03/ukraine-crisis-triggers-traumatic-thoughts-for-lincoln-veteran/
https://www.charitytoday.co.uk/mental-health-charity-issues-advice-to-veterans-triggered-by-ukraine-crisis/
https://www.stylist.co.uk/health/mental-health/end-of-covid-restrictions-uk-mental-health-pandemic/633975
https://takeabreak.co.uk/lifestyle/health/happy-mothers-day-to-me/
https://www.northantslive.news/news/northamptonshire-news/career-change-after-wanting-something-6798325
https://www.northamptonchron.co.uk/health/northampton-healthcare-assistant-celebrates-over-40-years-with-mental-health-hospital-3612301
https://www.charitytoday.co.uk/healthcare-assistant-celebrates-40-years-with-mental-health-charity/
https://www.charitytoday.co.uk/healthcare-assistant-celebrates-40-years-with-mental-health-charity/
https://www.lutontoday.co.uk/health/luton-army-vet-on-the-mental-health-charity-that-helped-save-his-life-3622317
https://www.northantslive.news/news/northamptonshire-news/northampton-charity-saved-former-sergeant-6847604
https://teatalkmagazine.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://teatalkmagazine.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://businessinthemidlands.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://southeastonline.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://healthcare-newsdesk.co.uk/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://healthcare-newsdesk.co.uk/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://contentlinks.precise.co.uk/ProcessURL.aspx?ID=604590972
https://allpostnews.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://dailybusinessnow.com/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://businessinthenews.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://businessinthenews.co.uk/2022/03/23/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://www.charitytoday.co.uk/charity-that-saved-luton-sergeant-majors-life-signs-armed-forces-covenant/
https://www.northamptonchron.co.uk/health/former-sergeant-major-who-served-in-iraq-and-northern-ireland-thanks-northampton-mental-health-hospital-for-saving-his-life-3624024
https://www.nrtimes.co.uk/brain-injury-conference-focuses-on-time-for-change-report-standrews/#:~:text=The%20Brain%20Injury%20%E2%80%93%20Time%20for%20Change%20in,lives%20of%20survivors%20and%20to%20protect%20future%20generations.
https://ukabif.org.uk/page/time-for-change

Committee Updates

Quality & Safety Committee
Audit & Risk Committee
Research Committee
Pension Trustees
People Committee
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Committee Escalation Report to the Board of Directors

Name of Committee: Quality and Safety Committee (QSC)

Date of Meeting: 12 April 2022

Chair of Meeting: Professor David Sallah

Significant Risks/Issues for Escalation:

Staffing levels and vacancies were highlighted as an area of risk, specifically within the
CAMHS division. The introduction of Allocate would address some of the problems
through more effective scheduling, but it would have to be underpinned withaecruitment.

Safeguarding level 3 mandatory training was lower, than required and that this area
remained an area of focus, with localised training being offered\to address the shortfall
in completion.

The impact of Delayed Transfers of Care on patients care and outcomes.

Key issues/matters discussed:

Physical Healthcare update - Essex

The committee were provided with an update on<Physical Healthcare, providing
information on key areas for alert and assurance; along with a focus on the PH provision
within Essex. The committee were informed of the return of podiatry services to the
Northampton site.

The committee highlighted that further work was required on the accuracy of some data
within the report,specifically assessments on admission data.

Safer Staffing

The committee received.its first safer staffing update and whilst the update was
undergoing development it would, in future be provided for assurance. The committee
were made aware that staffing levels and vacancies were highlighted as an area of risk,
specifically within the CAMHS division. The introduction of Allocate would address some
of the problems through more effective scheduling, but it would have to be underpinned
with recruitment.

The report highlighted that safeguarding level 3 mandatory training was lower than
required and that this area remained an area of focus, with localised training being
offered to address the shortfall in completion.

Quality Account — update

The committee reviewed the latest draft version of the 2021-2022 Quality Account and
discussed what the three priorities for the account could be. The final draft is to be shared
with the committee ahead of a focussed “page turning” exercise in May, ahead of
submission to Board for approval.

LSSR Division deep dive

The deep dive was presented by the division and noted. The division’s presentation
focussed on the key areas for assurance as requested by the Committee, including
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principal function; CQC ratings; areas of good practice; areas of concern and action
plans in place. Discussions covered the apparent resistance to change highlighted
within the division’s SWOT analysis, the division’s use of CQI processes and the benefits
seen at a divisional level, as well as the focus on staffing levels and occupancy.

Executive Medical Director report

The committee noted the EMD report that included updates on Covid; Quality
Improvement; the impact of Delayed Transfers of Care and the technology being used
to support clinicians. The Committee requested a further paper on the impact of Delayed
Transfers of Care.

Chief Nurse report

The committee noted the Chief Nurse report, which included further updates on Clinical
Supervision, Handovers, Professional Nurse Advocacy, Safer, Staffing and the
centralised AHP function.

Quality Improvement Plan and Women’s Service CQC progress

The quality Improvement plan and progress update on the CQC related actions for the
Women’s and Men’s services were presented “together and noted,/ along with
discussions around the Buddy Workstreams. The committee wererinformed that all bar
one of the previously reported outstanding actions had been closed in line with the
agreed and robust closure assurance process.

Discussions also focussed on the work being.done within the Buddy Workstreams and
that discussions were taking place on an exit strategy for the buddying arrangements
and how the learning and continued collaboration would continue in to the future under
business as usual.

Serious Incidents

The serious incidents in‘the last period were reviewed, noting the continued improved
position of investigations and reports and that all were on track and within deadline.

Integrated Performance Report

The Integrated Performance Report was received that highlighted the quality
performance indicators and progress made over the last 2 quarters as indicated within
the reported metrics. Benchmarking and associated targets are planned to be included
for the next QSC meeting and the work being done on these would improve the quality
of reporting and the granular state of reported data.

Covid-19 update

The committee noted the latest Covid update that highlighted the latest Covid statistics
for positive patients and wards/areas in outbreak. The removal of restrictions in the
community, with the resulting increase in infection rates was having an impact on the
cases being seen within the Charity. The committee was assured that access to LFT kits
was sufficient and that these were still being used across the Charity.

Infection, Prevention and Control update

The committee noted the IPC update paper and acknowledged the significant progress
that has been made across the Charity in relation to IPC. NHSEI had acknowledged this
also, with the Charity moving to an Amber Support rating.

Quality and Safety Group (QSG) - incorporating Mental Health Law Steering
Group

The Quality and Safety Group report was received and noted, highlighting the change in
reporting structure of the meeting, that now had two parts; one covering Quality and the
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second covering assurance and clinical audit. The report also now included an update
from the MHLS Group.

The committee raised concerns over the change to the QSG and that this had not been
discussed at the committee, nor approval sought. The change in meeting structure of
the Group should have been agreed by the Committee in advance.

The committee also raised concerns over the merging of the MHLS Group update,
requesting that this returns to a direct update to the QSC to ensure that the Board retains
a clear line of sight over the MHA via the MHLS Group reporting directly to QSC.

Decisions made by the Committee:

e QSG - approvals, the Committee agreed:
o The Clinical Effectiveness Strategy was now seen as business as usual and as such
the separate reporting and monitoring process should cometoran end
o The disbanding of the former Clinical Audit Group (now covered directly within the
second element of the QSG)
o The approval of the 2022/23 Clinical Audit programme.

Implications for the Charity Risk Register or Board
Assurance Framework:

e Material Risk deep dive review of Regulatory Compliance Risk.— on-going bi-furcation
of original material risk into clinical and non-clinical related risks.

Issues/Items for referral toother Committees:

e QSC to be kept informed on discussions and.papers at People Committee surrounding
Culture.

Issues Escalated to the Board of Directors for Decision:

e None

Appendices:

e None
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Committee Update Report to the Board of Directors

Name of Committee: Audit and Risk Committee

Date of Meeting: 19 April 2022

Chair of Meeting: Elena Lokteva

Significant Risks/Issues for Escalation:

Whilst there has been significant progress with the improvements required over the risk
management system, and the Committee is satisfied with the progress being made, the
Committee remains very conscious that current risk management system can provide the
Board with partial assurance only.

Key issues/matters discussed:
1. Grant Thornton

Grant Thornton presented the committee with' the external audit plan and process, along
with an update on progress to date. The plan‘is currently ahead of schedule and there
were no matters that required raising at this.time. The annual fees were acknowledged as
being in line with the approved tender:

2. Finance

The committee received a paper outlining the Accounting Policies currently applied to the
Charity and confirmation that there were ‘no.hanges expected in the current financial
year.

3. Risk

ARC received detailed risk updates which highlighted the key focus areas within risk,
including risk register review status, operational risks, on-going actions, material risks, and
KPls. The Committee also reviewed the 6 monthly risk management self-evaluation that
provides assurance over progress with the on-going development of the Charity’s Risk
Management System (primarily the introduction of the new Datix risk system) as well as
the alignment of the planned work within the function with the Governance Project actions.

The current Material Risk Register was reviewed and of the 20 current material risks, 18
have been reviewed in detail with the Executive Responsible, in line with the agreed
schedule. One material risk was retired relating to Estates, one new Finance risk was
proposed as material, 6 material risks have seen a reduction in their residual risk score,
and no risks have seen an increase in their risk score.

The new Charity Risk Appetite Strategy was presented for approval ahead of submission
to Board and subject to a number of minor amendments to terminology, the strategy was
approved. One finalised at Board, the risk appetite strategy will be applied across all levels
of the Charity’s Risk Management System, including Strategic, Material and Operational
Risks.
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4. Internal audit

The Committee reviewed the current internal audit update covering published reports,
audit actions dashboard and progress versus IA annual plan and following an update from
the IARM, noted that there were 4 overdue actions at this point in time. These were all
being addressed by the Responsible Executive in conjunction with the IARM.

One Internal Audit report was published since the last meeting, rated as “adequate”
relating to the Charity processes surrounding the DSPT submission. All field work relating
to the remaining 2021/22 audit assignments has been finished and reports are in draft
format and under review with management.

ARC received and considered a paper on the proposed IA Annual Plan for 2022/23, which
outlined the number of audits and the assignment areas that once_completed would be
adequate to provide the required level of assurance over the Charity’s internal control
environment. The proposed plan included an in-house element of audits, as well as a
number or proposed assignments that could be completed using a third party co-source
arrangement. The committee approved the in-house element and requested that a clear
plan regarding the co-sourcing element (including funding).should be presented to ARC in
July.

5. Counter fraud

The Committee received and reviewed the latest counter fraud activity update that
included information on proactive counter-fraud work, referrals» for potential fraudulent
activity in the previous period and wider horizon scanning for issues that may impact the
Charity. The Committee was satisfied with Local.Counter Fraud Specialist work.

The Committee also receivedithe proposed LCFS Annual Plan for 2022/23, which after
review and discussion was approved.

6. IT Applications and services — Business Continuity Plan review

The Committee received and noted IT and Cyber Security update that covered the on-
going work relating to the impact of the global Kronos outage, future business continuity
actions for IT and the 1SO27001,Re-validation. The Charity were successful in achieving
its re-validation with no findings of significance.

7. Board Assurance Framework

The Committee received the new format of the Charity’s BAF, along with the process that
will be introduced toidentify and manage the principal risks associated with the delivery of
the Charity’s new Strategy and strategic objectives. A series of meetings and workshops
were being undertaken with management to finalise the suite of strategic risks, the
associated controls and assurances ahead of July ARC. The BAF process and template
was approved for presentation to Board.

Decisions made by the Committee:

Approved the current accounting policies

Approved the proposed risk KPIs for reporting operational risk

Approved the Charity Risk Appetite Strategy for submission and approval at Board
Approved the internal audit plan for 2022/23 (subject to further discussions on the
need for additional co-sourced assignments)
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e Approved the BAF process and template ahead of presentation to the Board

Implications for the Charity Risk Register or Board
Assurance Framework:

Five new operational risk related KPIs are to be adopted for future ARC reports, along
with two further KPIs for measuring completed actions versus overdue actions and the
quality of assurance provided.

Further work is being completed on the principal strategic risks that are to be incorporated
within the new BAF template. These will be presented at the July ARC ahead of
submission to July Board.

The new Charity Risk Appetite was approved, ahead of submissionito'Board. Once final
approval is obtained, the risk appetite strategy will be appliedfacross all levels of the
Charity’s Risk Management System, including Strategic, Material and Operational Risks.

Issues/Items for referral to other Committees:

e Executives and the Governance Project should give econsideration as to how
assurances would be covered between the Finance Committee and ARC, including
whether attendance by appropriate members at each committee is required.

Issues Escalated to the Board of Directors for Decision:
e Charity Risk Appetite Strategy

Appendices:
e Appendix 1 - Charity Risk"Appetite Strategy
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Context

The UK Corporate Governance Code states that “The Board is responsible for determining the nature and extent
of the significant risks it is willing to take in achieving its strategic objectives”. This means that at least once a year,
St Andrew’s Healthcare Board should consider the types of risk they may wish to exploit and/or can tolerate in the
pursuit of the Charity’s objectives. This helps demonstrate to all our key stakeholders, including service users and
their families, our regulators and our staff that there are clear and effective processes for managing risks, issues
and performance across the Charity.

Currently, St Andrew’s Healthcare defines risk appetite as “the amount of risk that we are willing to seek or accept
in the pursuit of long-term / strategic objectives”. Effective Risk Appetite is key to achieving effective risk
management and should be considered before risks are addressed.

We recognise it is neither possible nor desirable to eliminate all risks which are inherent in achieving our objectives
and fulfilling our statutory obligations, and that we may need to consider and/or accept arcertain degree of risk
where it is in our and ultimately our service users’ or staffs’ best interests i.e., where taking managed risk (in keeping
with our statements of risk appetite) may result in positive benefits for our service users, system partners, staff and
visitors.

We carry out analysis, make judgements, take decisions, provide services and run projects every day. We do not
operate in a vacuum; equally risks are not static, nor are they mutually exclusive. We must therefore view risks
holistically, assessing interdependencies to provide a more rounded assessment of risk, finding a better balance
between the potential benefits of managed risk taking and avoidance of risk.

Risk management within St Andrew’s aims to achieve the optimum balance between quality of care, treatment and
rehabilitation of service users, and the provision-of'services which are safe/by optimising use of resources and
identifying prioritised risk control action plans.Therefore, an approachito risk appetite which puts the quality of care
and the safety of service users and staff.at the centre, butirecognises the requirement for a degree of speed,
especially in today’s climate, has been considered to support clear decision making and accountability for our
Charity.

In conclusion, risk appetite within St Andrew’s aims to prevent failure caused as a consequence of excessive risk-
taking and ensure that Executive Management and the Board are taking the right risks for success (e.g. to maintain
or enhance service users safety, quality of care and experience, to maintain performance within an appropriate
use of resources, and to deliver improved outcomes for patients and deliver Value for Money). It should facilitate a
forward-looking view of risk and be adaptable 0 local circumstances across our Charity to help drive management
action and facilitate informed decisions.

Risk appetite at.St Andrew’s Healthcare is:

= set by the Board;

= aligned with our strategy and corporate objectives and embedded into key business processes;

= linked to the underlying risks we face and integrated with our control culture, balancing our propensity to take
risk with the propensity to exercise control;

= not a single, fixed concept. There will be a range of appetites for different risks and these appetites may vary
over time; in particular the Board will have freedom to vary the amount of risk which it is prepared to take as
circumstances change, such as, periods of increased uncertainty or adverse changes in the operating
environment (for example in response to COVID-19); and

= reviewed once a year, or sooner if circumstances dictate.
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Aims and Objectives
Why do we need Risk Appetite?

Increasing pressures, both internally and externally driven across the health and social care system, may mean
that our staff may need to take decisions they may not have taken previously, or needed to have taken as quickly.
The focus on maintaining the statutory duty of patient safety and quality of care remains at the fore and our Board,
Executive Team and management may have to make difficult decisions to balance quality, finance and operational
performance.

The Board is ultimately responsible for deciding the nature and extent of the risks it is prepared to take. The
Charity’s approach to risk appetite is a key element of the Board’s strategic approach to risk management as it
explicitly articulates their attitude to and boundaries of risk. When used effectively it is an aide to decision making
and provides an audit trail in that it supports why a course of action was followed.

Risk appetite also provides clear expectations for staff and managers regardingithe management of risk. It allows
for controlled risk taking; evidencing preparedness to take risk appropriately.

Purpose / benefits / importance of Risk Appetite

A well-articulated risk appetite statement is a critical part of the Charity’s overall risk governance process. The
purpose of risk appetite is to articulate what risks the Board are willing or unwilling to take in order to achieve the
Charity’s strategic objectives. The purpose of stating risk appetite within the Charity’s is therefore to:

a) Create transparency and consistency for the type andlevel of risks that the Charity undertakes to achieve
strategic and operational goals. Risk appetite,provides awareness and an overall view of our risk profile,
giving context to our risk position and‘exposure.

b) Help steer decision making across,the organisation by providing a position against which potential
decisions can be tested and challenged: Risk appetite provides freedom for prudent decision-making
within agreed risk boundaries by:

i.  Providing early warning where risks are outside of limits (yet still within risk capacity and well within
legal requirements)

ii. Creatinga "freedom" that promotes flexibility and accountability to management and operations

iii.  Making sure a breach triggers internal actions designed to escalate and respond before it threatens
the reputation and viability of the Charity

iv. < Eliminates excessive risk-aversion by articulating preference for risk taking

vi Defines thresholds for risk taking that optimise risk and reward

vi.. »Helps integrate risk taking and performance management

vii. " Assists with the definition of risk metrics throughout the Charity’s risk management system that
support day-to-day business operations
viii.  Defining escalation and reporting procedures related to pre-set levels

c) Drive risk behaviour and set the tone for the organisation’s risk culture.
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Key Terminology

Risk
Capacity

Risk
Targets

tatutory Duties . . .
Board defines how risk averse / Risk Appetite Pyramid
risk seeking it wants to be
Risk Appetite and Risk Tolerance set
Strategic Goals . . ,
Aggregate risk level boundaries of the level of risk St Andrew’s
Healthcare as a Charity (and the underlying
Rick Risk Categories / Principal Risks departments and divisions), are prepared to
Tol i.e., quality, safety, compliance, workforce accept throughout the course of ongoing
OlCrance Risk appetite correlated to risk category . L
operations. Establishing these parameters
Business Plans and objectives should facilitate management's ability to set
(Risk/Reward balance) Risk tolerance . . .
correlated to business plan a proportionate response to risk in the

context of business objectives.

Having a defined risk appetite strategy helps management to consider how:much risk is.appropriate in the course
of performing its activities and can be used to assess and prioritise the management of risks that are determined
to be outside of the agreed appetite and tolerance set by the Charity Board. This document creates a common
language and understanding with regards to the Charity’s attitude to risk. Relevant definitions for Risk Appetite and
Risk Tolerance, and other related terminologies, are tabulatedbelow:

Risk Capacity

Risk Appetite

Risk
Tolerance

Risk targets

The maximum amount and«type of risk the Charity canassume / is able to support in pursuit
of its objectives given its‘resources, operational environment and obligation.

The amount and type of risk the Charity is willing to accept in the pursuit of objectives.

Risk appetite is the aggregate levellandtypes of risk that St Andrew’s executive management
and Board is willing to assume within its risk capacity to achieve business objectives. Risk
appetite is usually encompassed in practice through standard operating procedures, policy
and guidelines.

The acceptable level.ofdeviation from a standard or objective delineated through the use of
limits, policies, and delegation of authorities.

The Charity’s tolerance for risk relates to the degree to which performance can deviate from
expected outcome and still be considered within an acceptable range from a risk perspective.
Risk tolerance determines the maximum risk the Charity is willing to take for a particular
activity /objective, or category of risk.

Exceeding a risk tolerance (especially for a Strategic or Material risk) will typically act as a
trigger for corrective action at the executive level, immediate notification to the Board, and a
fulsome review of the underlying causes of the high-risk exposure or significant variation from
expected performance.

The optimal level of risk that the Charity wants to take in pursuit of a specific business goal.
This is usually based on the desired return or outcome, the risks implicit in trying to achieve

the organisations’ strategy and related returns and the ability to managing the related risks.

The thresholds to monitor for the risk exposure or performance deviating from the target i.e.,
that actual risk exposure does not deviate too much from the risk target
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Operationalising Risk Appetite

When risk appetite is defined rigidly it can impede innovation and make an organisation overly cautious.
It can also fail to reflect the complexity and diversity of decision making required.

A

© Risk Tolerance - The boundaries of risk
2 ) Those risks that, taking outside of which
g P Charity might StAH is not prepared
5] | just be able to to venture in the
E \ put up with. pursuit of its
a ~ . objectives.

= Risk Risk Appetite — The.amount of risk that an

| Appetite Risks that the organisation is willing to
—— Charity actively seek or-accept in the pursuit
L} wishes to engage of its long term objectives.
t0 Time t1 with

Application and usage

Due to the nature of our services, and the duties we.are mandated to perform, St Andrew’s Healthcare
acknowledges that a one-dimensional (overly adverse and heavily quantitative and directive) approach
to risk appetite would not drive the right results. Therefore, in keeping with our culture to empower and
trust decision makers, to drive consistency.and.enable staff to takefwell calculated risks and make
accurate risk trade-off decisions to improve delivery when opportunities arise (and identify when a more
cautious approach should be taken to mitigate a threat), the Charity has adopted a largely qualitative
approach to risk appetite.

The aim is for risk appetite considerations to be an intrinsic part of both our risk management and
business processes, not seen as something separate or extra. In many areas this is already happening:

Business processes

To ensure that the Charity’s, day-to-day /activities are well managed and that decisions are well
controlled within local circumstances, risk appetite considerations are an intrinsic part of how we do
business; with the aim of improving organisational performance. Therefore, in some instances, for
example from an operational perspective, risk appetite reflects the constraints that are already placed
on staff in"the organisation. For example, risk-reward trade-off discussions and/or appetite/tolerance
limits are:

= Embedded within\operating limits; delivery targets/KPIs; standing financial instructions (SFls) /
delegated financial limits and processes by which revenue and capital expenditure are committed
to; and other delegation of authority arrangements i.e. delegated decision and oversight levels.

= An integral part of strategic and financial planning. For example, the annual budget prioritisation
process is linked to our business planning cycle which allows an overview of financial and other
types of risk.

= Built into impact assessment processes, and considered within any Decision-Making
Frameworks/Models, and within programmes and projects (at the very outset of project conception,
within the formal decision-making process and throughout delivery) actively guiding management to
assess the level of risk beyond which programmes and projects would not be considered viable.
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Risk processes

A high-level qualitative Risk Appetite Statement structured around the Charity’s key risk categories /
principal risk types (known as domains). St Andrew’s Healthcare expresses its risk appetite using
statements against nine key risk domains:

Quality,

Safety,

Compliance,

Research and development,
Reputation,

Performance and service sustainability,
Financial sustainability,

Workforce

Partnerships & innovation

In drafting the Charity’s risk appetite across these nine domains, reference has been made to the Good
Governance Institute’s Risk Appetite for NHS Organisations Matrix (see Appendix 1). As a guide for
setting risk appetite, and to find out if individual risks fall within an acceptable tolerance range, risk
appetite is considered against the Charity 5x5 Risk Matrix

The Executive will continue to monitor risks top down to ensure appetite is within tolefance range, that
actions taken to reach target levels of risk are achievable and met, and/or that changes in one risk
category do not unwittingly compound others.

The approach to risk appetite also provides a way of steering risk appetite/tolerance discussions bottom
up and should ensure consistency of approach for the Charity as a.whole, including in day-to-day
service delivery and the delivery of programmes and projects. Departments and Divisions will continue
to own, respond to, monitor and communicate risk management information bottom-up as articulated
within the Charity Risk Management Framework. Risk Appetite levels will be further linked to wider Risk
Management Framework in two key ways:

= Link of Risk Appetite level tortarget risk.scores so that there is a clear calibration between the

two
=  Alignment of Risk Appetite level to.risk escalation level
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St Andrew’s Healthcare Risk Appetite Strategy

St Andrew’s Healthcare (The Charity) recognises as a healthcare provider that risks will inevitably occur
in the course of providing care and treatment to service users, employing staff, owning, leasing and
maintain premises and equipment, and managing finances. As a result, it endeavours to establish a
positive risk culture within the organisation, where unsafe practice is not tolerated and where every
member of staff feels committed and empowered to identify and correct and/or escalate system
weakness.

The Risk Appetite Statement provides the Board’s appetite for risk taking and tolerances and is mapped
against the Strategic Objectives. This clear understanding of the Board’s tolerances and appetite for
risk taking is necessary to steer and influence the development of appropriate risk mitigation strategies
and systems of controls. The Charity’'s Risk Appetite Strategy has been_developed taking into
consideration the following key aspects of risk:

1. No risk exists in isolation from others and that risk management is about finding the right
balance between risks and opportunities to act in the best interests of stakeholders, including
service users, staff and system partners.

2. Risk appetite is not a single fixed concept, and St Andrew’s Healthcare recognises the
complexity of decision-making in providing services and the inherent risks associated with those
decisions.

3. The amount of risk the Charity is prepared\to accept or be exposed to (its risk appetite) will vary
according to the perceived significance of risks; timing (it may be more open to risks at different
points in time); and regulatory or legislative constraints. As such it acknowledges that each
case requires the exercise of judgement and that appetite levels may need to be reassessed
and amended (i.e., increased or decreased) either temporarily or permanently to reflect new or
changing circumstances.

4. The approach to risk appetite is therefore based on the premise that trade-off conversations
and a consideration of the counterfactual is undertaken when assessing risk on a case by case
basis. This provides a flexible framework within which it can find an appropriate balance
between risk and reward and make agile decisions and find a balance between boldness and
caution in connection with risk. It also aims to provide a balance between an approach which
is excessively bureaucratic and burdensome and one which lacks rigour. In this sense, risk
appetite should be used as a guide or a necessary ‘check and challenge.’

5. When balancing'risks, the Charity will tolerate some more than others. For example: It will seek
to minimise avoidable risks to patient safety in the delivery of quality care and have a very low
appetite for risk in this area; whereas in the case of research and development we are prepared
to take managed “moderate to high risk” on the proviso that the following ‘check and challenge’
has been undertaken:

=  An assessment of what and where the current risks are

=  That the potential future impact has been understood and agreed

= Rapid cycle monitoring is in place to enable swift corrective action should things go wrong

=  Trade-off between risks is understood / assessment of unintended impacts on other risks
undertaken (i.e., whether it will lead to an increase or reduction in other categories of
risk);

=  Cost—-benefit analysis and stated preference is undertaken

= Reliability and validity of data used to make the assessment has been considered
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=  Counterfactual risks have been considered to ensure management apply any learning
before taking the risk;

= We can demonstrate significant and measurable potential benefits (i.e., enhanced
efficiency and/or value-for-money delivery)

The table below shows the reader the thought process of the user at a certain Risk Appetite Level —
The extent of risk appetite, the associated risk tolerance level, the ideal risk management approach
and the residual risk score which warrants an escalation to the Board of Directors.

Risk Appetite Extent of Risk Risk Tolerance Risk Escalation to
Level as per Appetite Level Management Board if Residual
GGl approach Risk Score is

autious
Low Appetite Low Tolerance Cautious

Medium . 12
Tolenge

2 - Cautious Moderate Appetite

3 - Open High Appetite High Tolerance Confident

| 15
4 - Seek / . . Very High )
Significant Appetite Tolerance Confident
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Risk Appetite Statement and Tolerance Ranges

In addition to the strategy above and based upon the Good Governance Institute (GGI) Risk Appetite for NHS Organisations Matrix (Appendix 1), the Board has developed
several risk appetite statements and indicative tolerance ranges. These risk appetite statements and indicative ranges are provided against 9 risk categories (or risk domains)
and are reviewed annually by the Board:

High-level Statements and range of Risk Appetite Levels

Risk Domain / Risk Extent of Risk Risk Residual Risk Appetite Statement
Category Appetite Risk Tolerance Management  Risk for
Level Appetite Approach Escalatio
n to Board
Quality Low Low Cautious 12 or The provision of high-quality services is of the utmost importance for the Charity. The
Appetite  Tolerance more Charity acknowledges that in.order to achieve individual patient care, treatment and
therapeutic goals there may be occasions when a low level of risk must be accepted.
Where such occasions arise, we will support our staff to work in collaboration with those
‘ who use our services, todevelop appropriate and safe care plans.
We therefore have a “LOW RISK APPETITE” for risks which may compromise the
quality of the care we deliver / could result in poor quality care, non-compliance with
standards of clinical or professional practice or poor clinical interventions. Our service is
underpinned by clinical and professional excellence and any risks which impact quality,
could-have catastrophic consequences for our patients.
Safety Low Low Cautious 12 or.  The Charity holds patient and staff safety in the highest regard. We have a “LOW RISK
Appetite  Tolerance more APPETITE” for matters which may compromise safety, however recognising that

‘ individual risk tolerance may on some occasions go above this if it is in the best interests
of patients to accept some therapeutic risks to encourage and improve patient recovery
and to achieve the best outcomes. We accept this and support our staff to work in
collaboration with people who use our services to develop appropriate and safe care

‘ plans based on assessment of need and clinical risk.

‘ N.B. Key to keeping patients and staff safe is the condition of the estate. We are
committed to ensuring that our services are provided in buildings that are fit for purpose,
are compliant with legislation and do not represent a health and safety risk.
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Risk Domain / Risk Extent of
Category Appetite Risk
Level Appetite
Regulatory / 2 Moderate
Compliance  Cautious  Appetite
Research 3 High
and Open Appetite
Development
Reputation 2 Moderate
Cautious  Appetite
Performance 2 Moderate
and service = Cautious Appetite

sustainability

Risk
Tolerance

Moderate
Tolerance

High
Tolerance

Moderate
Tolerance

Moderate
Tolerance

Risk
Management
Approach

Conservative

Confident

Conservative

Conservative

Residual
Risk  for
Escalatio
n to Board
12 or
more

15 or
more

12 or
more

12 or
more

Risk Appetite Statement

We are cautious when it comes to compliance and regulatory requirements. Where the
laws, regulations and standards are about the delivery of safe, high quality care, or the
health and safety of the staff and public, we will make every effort to meet regulator
expectations and comply with laws, regulations and standards that those regulators have
set, unless there is, strong evidence or argument to challenge them. We have a
“MODERATE RISK'APPETITE” on matters relating to Regulatory compliance.

We‘have a “HIGH RISK APPETITE” for Clinical Innovation that does not compromise
quality of care and patient safety. The Charity has a HIGH appetite for risks associated
with innovation, research/and development in order to take forward our vision in relation
to the new treatments;developments of new models of care and improvements in clinical
practice-that support the delivery of our person centred values and approach. The
Charity will only take risks when it has the capacity to manage them and is confident that
there will be no adverse impact on the safety and quality of the services provided.

The Charity will maintain high standards of conduct, ethics and professionalism at all
times. We have a “MODERATE RISK APPETITE” for actions and decisions taken in the
interest of ensuring quality and sustainability which may affect the reputation of the
organisation.

We have a “MODERATE RISK APPETITE” for risks which may affect our performance
and service sustainability and are prepared to accept managed risks to our portfolio of
services if they are consistent with the achievement of patient safety and quality
improvements as long as patient safety, quality care and effective outcomes are
maintained. Whilst these will both be at the fore of our operations; we recognise there
may be unprecedented challenges (such as Covid-19) which may result in lower
performance levels and unsustainable service delivery for a short period of time.
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Risk Domain / Risk Extent of
Category Appetite Risk
Level Appetite

Financial 2 Moderate
Sustainability = Cautious  Appetite

Workforce 2 Moderate
Cautious  Appetite

Partnerships 3 High
Open Appetite

Risk
Tolerance

Moderate
Tolerance

Moderate
Tolerance

High
Tolerance

Risk
Management
Approach

Conservative

Conservative

Confident

Residual
Risk  for
Escalatio
n to Board
12 or
more

12 or
more

15 or
more

Risk Appetite Statement

The Charity is indirectly entrusted'with, public funds and must remain financially viable
while safeguarding the public purse. The Charity has no appetite for accepting or
pursuing risks that would leave the organisation open to fraud or breaches of financial
procedures. We strive to deliver our services within our budget and financial plans and
will only consider accepting or taking financial risks where this is required to mitigate
risks to patient safety or quality.of care, according to a “MODERATE RISK APPETITE”.
We will ensure that all such financial.responses deliver optimal value for money.

The Charity is committed to recruit and retain staff that meet its high-quality standards
and will provide on-going development to ensure all staff reach their full potential. This
key‘driver supports our values and objectives to maximise the potential of our staff to
implement, initiatives and procedures that seek to inspire staff and support
transformational change whilst ensuring the Charity remains a safe place to work. We
have a “MODERATE RISK APPETITE” for decisions taken in relation to workforce but
given.the recognised workforce shortages we may tolerate a HIGH level of risk on some
occasions to support patients. N.B. We will not accept risks, nor any incidents or
circumstances which may compromise the safety of any staff members and patients or
contradict our Values i.e. unprofessional conduct, underperformance, bullying or an
individual's competence to perform roles or tasks safely, nor any incident or
circumstances which may compromise the safety of any staff members or group.

The Charity is committed to working with its stakeholder organisations to bring value and
opportunity across current and future services through system-wide partnership. We are
open to developing partnerships with organisations that are responsible and have the
right set of values, maintaining the required level of compliance with our statutory duties.
We therefore have a “HIGH RISK APPETITE” for partnerships which may support and
benefit the patients in our care. For example, the Charity has a high appetite for risks
associated with innovation and partnership with industry and academia in order to realise
the provision of new models of care, new service delivery options, new technologies,
efficiency gains and improvements in clinical practice. However, the Charity will balance
the opportunities with the capacity and capability to deliver such opportunities and is
confident that there will be no adverse impact on the safety and quality of the services
provided.
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Appendix 1 - Good Governance Institute’s Risk Appetite for NHS Organisations Matrix

Risk Levels &

Key Elements ¥

‘More for Less’ Overhead
Optimisation =
Financial / VFM

Bureaucracy Busting
Compliance / Regulatory

Pathway s
Innov ation / Quality /
Outcomes

Patient
Innov ation / Quality /
Outcomes

APPETITE

0

Av oid

Av oidance of risk and
uncertainty is a Key
Organisational objective

Av oidance of financial loss is
a key objective. We are only
willing to accept the low cost
option as VfM is the primary

concern.

Play safe, avoid any thing
which could be challenged,
evenunsuccessfully.

Defensiv e approach to
objectiv es —aim to maintain or
protect, rather than to create
or innov ate. Priority for tight
management controls and

ov ersight with limited dev olv ed
decision taking authority .
General avoidance of sy stems
/ technology dev elopments.

Defensive approach to
objectives —aim to
protect, rather than
or innov ate. Priority fo
management controls and
ov ersight with limited dev olv ed
decision taking authority .
General avoidance of sy stems
/ technology dev elopments.

NONE

1

Minimal (ALARP)

(as little as reasonably
possible) Preference for ultra-
safe delivery options that have
a low degree of inherent risk
and only for limited reward
potential

Only prepared to accept the
possibility of very limited
financial loss if essential.
VfMis the primary concern.

Want to be very sure we
would win any challenge.
Similar situations elsewhere
hav e not breached
compliances.
Innov ations alway s av oided
unless essential or
commonplace else!
Decision making authol
held by senior manageme
Only essential sy stems /
dev elopments to
operations.

LOW
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3

Open
Willing to consider all potential
delivery option:

the gain will
the adverse

Innov ation supported, with
demonstration of
commensurate improvements
in management control.

Sy stems / technology

dev elopment used routinely to
enable operational delivery.
Responsibility for non-critical
decisions may be devolved.

Innov ation supported, with
demonstration of
commensurate improvements
in management control.

Sy stems / technology

dev elopment used routinely to
enable operational delivery.
Responsibility for non-critical
decisions may be devolved.

HIGH

4
Seek

Eager to be innov ative and to
choose options of fering
potentially higher business
rewards (despite greater

i nt risk)

ing for the best possible
and accept the

ibility of financial loss

ith controls may in place).
Resources allocated without
firm guarantee of return —
‘investment capital’ ty pe
approach.

Chances of losing any
challenge are real and
consequences would be
significant. A win would be a
great coup.

Innov ation pursued — desire to
‘break the mould’ and
challenge current working
practices. Newtechnologies
viewed as a key enabler of
operational delivery. High
levels of dev olved authority —
management by trust rather
than tight control.

Innov ation pursued — desire to
‘break the mould’ and
challenge current working
practices. Newtechnologies
viewed as a key enabler of
operational delivery. High
levels of devolved authority —
management by trust rather
than tight control.

5

Mature

Confident in setting high levels
of risk appetite because
controls, forward scanning
and responsiv eness sy stems
are robust

Consistently focussed on the
best possible return for
stakeholders. Resources
allocated in ‘social capital’ with
confidence that process is a
return in itself.

Consistently pushing back on
regulatory burden. Front foot
approach informs better
regulation.

Innov ation the priority —
consistently ‘breaking the
mould’ and challenging
current working practices.
Investment in new
technologies as cataly st for
operational delivery.

Dev olv ed authority —
management by trust rather
than tight control is standard
practice.

Innov ation the priority —
consistently ‘breaking the
mould” and challenging
current working practices.
Investment in new
technologies as cataly st for
operational delivery.

Dev olv ed authority —
management by trust rather
than tight control is standard
practice.

SIGNIFICANT



Appendix 1 - Good Governance Institute’s Risk Appetite for NHS Organisations Matrix (contd.)

Risk Levels

Key Elements +

Growth

Including Community and
CJsS

Finance / VFM

People
Innovation / Quality /
Outcomes

Reputation

APPETITE

0

Avoid

Avoidanceof risk and
uncertainty isa Key
Organisational objective

Avoidance of financial loss
isa key objective. We are
only willing to accept the low
cost option asVfM isthe
primary concem.

Defensive approachto
objectives— aim to maintain
or protect, ratherthan to
create orinnovate. Priority
fortight management
controlsand oversight with
limited devolved decision
taking authority. General
avoidance of systems /
technology developments.

No tolerance forany
decisionsthat couldlead to
scrutiny of, or indeed
attentionto, the

organisation. Exte
interestin the organ
viewed with concem.

NONE

1

Minimal (ALARP)

(as littleasreasonably
possible) Preference for
ultra-safe delivery options
thathave a low degree of
inherent riskand only for
limited reward potential
Only prepared to accept the
possibility of very limited
financial lossif essential.
VM is the primary concemn.

Innovationsalwaysavoided
unlessessential or
commonplace elsewhere.
Decision making authorit
held by senior management.
Only essential sy
technology developm
protect current operation

selvesfrom chance of
posure to attention.

LOW
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3 4

Open Seek

Willingto consid Eagerto be innovative and
to choose optionsoffering

potentially higher business
rds (despite greater

ible return and accept
e possibility of financial
loss (with controlsmay in
place). Resourcesallocated
without firm guarantee of
return — ‘investment capital’
type approach.

Innovation pursued—desire
to ‘break the mould’and
challenge current working
practices. New
technologiesviewedasa
key enablerof operational
delivery. High levelsof
devolved authority —
management by trust rather
than tight control.

provementsin
management control.
Systems / technology
development used routinely
to enable operational
delivery. Responsibility for
non-critical decisionsmay
be devolved.
Appetiteto take decisions
with potential to expose the
organisation to additional
scrutiny / interest.
Prospective management of
organisation’sreputation.

Willingnessto take
decisionsthat are likely to
bring scrutiny of the
organisation but where
potential benefitsoutweigh
therisks. Newideasseen
as potentially enhancing
reputation of organisation.

HIGH

5

Mature

Confidentin settinghigh
levelsofrisk appetite
because controls, forward
scanning and
responsiveness systems are
robust

Consistently focussed on
the best possible return for
stakeholders. Resources
allocated in ‘social capital’
with confidencethat process
isaretumnin itself.

Innovation the priority —
consistently ‘breaking the
mould’andchallenging
current working practices.
Investmentin new
technologiesascatalyst for
operational delivery.
Devolved authority —
management by trust rather
than tight control isstandad
practice.

Trackrecord and
investmentin
communicationshasbuilt
confidence by public, press
and politiciansthat
organisation will take the
difficult decisionsforthe
right reasonswith benefits
outweighing the risks.
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Committee Escalation Report to the Board of Directors

Name of Committee: Research Committee

Date of Meeting: 04 May 2022

Chair of Meeting: Stanton Newman

Significant Risks/Issues for Escalation:

e Ra&l Strategy and Implementation plan to be forwarded to the‘Board for final approval
and sign off

e Board needs to consider the integration of Higher Education Activities into this
committee and possible rename the Board subcommittee - Education and Research
Committee.

Key issues/matters discussed:

e Confirmation that, once the Strategy has been approved by the Board, the Research
Committee will evolve into two Committees: Board Research & Innovation Sub-
Committee which will provide assurance to the Board and Operational Research &
Innovation Committee. ToRs for both. new Committees under discussion and
subcommittee formed to prepare these for-approval.

e Presentation by Professor Kevin:Browne, University of Nottingham and member of the
Research Committee. {Presentation focussed on the Programmes in Forensic
Psychology at the University.25 of the 140 students so far in the D.Forens.Psy course
either have been employed, or had placements, at STAH.

e Professor Browne advised the Committee of two new posts that could be a potential
joint collaboration with STAH.

e Presentation-by Dr Justine Anthony on her PhD that was jointly funded by STAH and
Loughberough Universitysand_concluded in 2021. Justine is now conducting a new
project with the aim to provide a Physical Activity Toolkit for on the wards.

e Thanks to PaulWallang who will be leaving the Charity at the end of May.

Decisions made by the Committee:

e Committee approved the Research & Innovation Strategy and Implementation plan to
be forwarded to the Board meeting in May

Implications for the Charity Risk Register or Board

Assurance Framework:
None

Issues/ltems for referral to other Committees:
None

Appendices:

None
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Committee Update Report to the Board of Directors

Name of Committee:
Meeting of Directors of St Andrew’s Pension Trustees Limited

Date of Meeting:
5 May 2022

Chair of Meeting:
Martin Kersey

Significant Risks/Issues for Escalation:

¢ None

Key issues/matters discussed:

e Trustee training day receiving training from external advisors on:
o Pensions legislation
o ESG investment strategy and considerations
o Long-term objectives
o Valuation assumptions
e Discretionary pension increase for May 2022
e Preliminary assumptionsto.enable actuary to run initial valuation results
Decisions made by the Commiittee:

e Agreed to the Charity’s proposal of a 1% discretionary pension increase for pension
earned before April 1997

Implications for the Charity Risk Register or Board
Assurance Framework:
e No change for Pension Risk on the Risk Register

Issues/Items for referral to other Committees:

¢ None

Issues Escalated to the Board of Directors for Decision:

e None
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Committee Escalation Report to the Board of Directors

Name of Committee:
People Committee

Date of Meeting:
12 May 2022

Chair of Meeting:
Paul Burstow

Significant Risks/Issues for Escalation:

e Sickness absence remains high at 8% in March with notable variations in'the levels
across service lines and professional groups, with patient facing services generally
experiencing higher levels of sickness absence — a project group has been established
to ensure targeted resource to address absence levels.

o A deep-dive by the Committee into workforce planning explored the reasons why non-
patient facing shifts for March show.asignificant variance from the 25% budgeted
headroom at 42.5%. An overview of the mitigating circumstances for March and
actions to understand and address the underlying causes were presented to the
Committee including the roll out of Allocate and the absence project.

Key issues/matters discussed:

People Plan update
The Committee reviewed the refreshed people plan for 2022/23 focusing on 8 core pillars
and the actions to be taken over the coming year. The pillars include:

e Cultureiand.Engagement (feedback to rename Culture, Behaviour and Values)

o Staffing

e Organisation Design

e Wellbeing

e Managers’ Capability

e Career Paths and Flexible Working

e Pay and Benefits

e Learning and Development.
The Committee agreed the plans set out for each pillar but asked for further work to be
done to set out the strategy beyond 2022/23. The Committee also asked for further work
to be undertaken to develop the Culture, Behaviour and Values pillar of the strategy to
ensure that there was a clear articulation of the change the charity was seeking to make
over the next 3-5 years and how this would support quality improvement and staff
recruitment and retention. The Committee also considered the draft key success
measures and targets and agreed that they needed to be refined to capture both a charity

wide picture as well as maintaining a line of sight on unwarranted variation between
service lines.
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Workforce Planning deep dive

The Committee were provided with a forecast for Nurse and HCA recruitment to
meet the 95% establishment target highlighting the management focus required on
retention.

For Nurses based on the current vacancy gap of 66 Whole Time Equivalents (WTE)
the charity will meet an establishment of 96% by March 23. This includes 2 cohorts
of 22 International Nurses during the year.

For HCAs based on the vacancy gap of 277 WTE the charity will reach 95%
establishment by February 23. This relies on transferring 100 WTE HCAs from
WorkChoice to permanent flexible contracts, a Project Manager has been appointed
to commence this piece of work.

Both forecasts are based on historic turnover, which is not increasing. Improving
staff retention to the target of 12% agreed for 2022/23 will enable the charity to meet
the establishment target by September

An analysis of non-patient facing shifts for March shows there is currently
significant variance from the 25% budgeted headroom (consisting of annual leave
15%, training 4% and sickness 6%) where we are currently at 42.5% and this trend
has been the historical positon over the last year:

The staffing action plan provided an overview of the key actions to address this
including the roll out of Allocate (e-rostering) and the absence project improving
productivity in this area.

The Committee noted the relationships,between the charity’s performance on
managing patient facing time, the turnover rate, productivity'and the workforce
recruitment pipeline.

Culture programme - update on Lead the Change

As part of the charity’s quality.improvement programme the Committee received
an update on the Leadithe Change programme where we are following the NHSE/I
Culture and Leadership Tool with 4 stages: Discovery (identifying the issues),
Design (developing our change work streams), Delivery (implementing the
changes) and,ongoing Evaluation (measuring success).

Since its launch in February 2022 the charity has appointed 95 Change Leaders
with backfilhagreed at 1 day per month for clinical roles, held three face to face
workshops, approved additional resource to support the programme and
commenced the ‘discovery phase’ where Change Leaders are having discussion
groups with their teams to start exploring the key issues. The discovery phase also
includes Change Leader led board interviews, patient and carer focus groups and
a charity wide culture survey diagnostic ensuring a co-produced approach.

Culture diagnostic survey

The Committee heard that a tender exercise has been undertaken to identify the
best culture diagnostic provider to work with the charity. Seven companies were
contacted and from this Heidrick and Struggles (previously Senn Delaney
leadership consulting group) were recommended.

Heidricks and Struggles have significant experience in the OD/culture field. In the
UK they have a wide range of clients including the NHS and other charities.

The Committee heard that additional information had been requested by the
Executive Team including a testimonial from a healthcare client they had worked
with, which was in progress. The Committee agreed that the decision whether or
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not to proceed with the proposed contractor would be taken in the light of a review
of testimonial and other information.
Staffing

e An update on Safer Staffing was provided noting future reports will proceed to the
Quality and Safety Committee.

People KPIs

e The charity wide KPI targets for 22/23 were agreed as follows with the Committee
requesting that division level targets are developed to address current variations in
performance across and within divisions:

KPI Target 22/23
Voluntary Turnover 12%

Permanent Fill rate Qualified Nurses | 95%

Permanent Fill rate HCAs 95%

Sickness monthly % 6% (nochange)
Agency Spend 5% (no change)
Mandatory training 90% (no change)
Your Voice Engagement 60%

¢ Key highlights shared were (March data): sickness remains a management priority
and is above target at 8%, voluntary.turnover.has increased slightly to 14.7% with
a waterfall chart shared with the Committee to show:the additional impact of
involuntary turnover and ‘net’ transfers.to-\WorkChoice on headcount.

e Agency spend (2%) and mandatory training (92%) are within target at with ILS
positively increasing t0,.96% in March.

Health and Safety

e There were 90 staff injuries in March, 54 of which were stated within Datix as
caused by violence, a reduction compared to February.

e RIDDORincidents in,2021/22 show a significant improvement EoY in comparison
to 2020/21. Overall RIDDORs were down by a third and for serious injuries
sustained by staff, this is down by over 50%.

o There were four RIDDORSs reported to the HSE in March 2022.

e H&S are working closely to support the triaging process of incident reporting to
reduce miss-reporting.

Reporting groups
Updates were provided from the following:

e Employee Forum
e Learning & Development Group
¢ Inclusion Steering Committee

In line with the governance review reporting for the BENS and Carers Group has
progressed to the Quality and Safety Committee.
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Decisions made by the Committee:

e The People Plan was approved in the context of it being a strategic action plan for
2022/23. The Committee agreed that the charity wide strategic ambitions need to be
set out in a 3-5 year strategy.

e A further update will be provided to the Executive Team on the culture diagnostic
survey and following their recommendation, Committee approval is delegated to the
Chair and Executive HR Director.

e The refreshed 2022/23 charity wide KPI targets for voluntary turnover, nurse fill rate
and HCA fill rate were agreed (with divisional targets to be reviewed).

e The Reputation Management deep dive was deferred to the November Committee
meeting.

Implications for the Charity Risk Register or-Board
Assurance Framework:

e The absence People KPI is above target with monthly sickness at 8% with variation
across divisions and professions. An analysis of patient facing shifts found a
significant variance from the 25% budgeted headroom at 42.5%

e Mandatory training BLS (85%), Safeguarding L3 (89%) and Safety Intervention
Training (MAPA) (85%) are below the 90% target.

Issues/Items for referral to other Committees:

® |n line with the governance review,the report.on Safer Staffing will now proceed to
the Quality and Safety Committee.

Appendices: None
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Paper for Board of Directors

Topic CQC Report and Action — Progress Update

Date of Meeting Friday, 27 May 2022

Agenda Item 8

Author Kristi Alibone, Cheryl Harrington & Laura Dorrington
Responsible Executive Andy Brogan, Chief Nurse

Progress against CQC actions on the Quality
Discussed at Previous Board Meeting Improvement Plan were diseussed at the Board meeting
on 24 March 2022

Co-production activity across all three divisions has
Patient and Carer Involvement attributed to the closure of a number of actions within
this reporting period.

Staff engagement hand collaboration has been
Staff Involvement instrumental in the initiation and embedding of Quality
Improvements across divisions.

Review and.comment

Information
Report Purpose 1
Decision or Approval

X OO O

Assurance
Key Lines Of Enquiry: sOeCcOrROwO

Strategic Priority Area Education and Training

Finance & Sustainability
Service Innovation
Quality

Research & Innovation

O0XO0OO

Workforce, Resilience & Agility

Partnerships & Promotion O

Committee meetings where this item has Updates have been discussed at the Charity Executive
been considered Committee meetings and weekly Quality Improvement
meetings.

Report Summary and Key Points to Note

The attached is the report to the Board regarding the actions being taken following the CQC inspection of Women's
and Men’s services at Northampton.

The Quality Improvement Plan (QIP) continues to be monitored on a weekly basis, with input from all divisions and
support functions.

21 CQC related QIP actions have been closed through the assurance process, with evidence shared with IMPACT.

54



Eight CQC related QIP actions due to have been completed by March are going through final assurance processes.
72 further CQC related QIP actions are currently in progress with improvements being embedded across the
divisions. Focus remains on collating sufficient evidence to move these through closure.

The East Midlands Alliance Quality Support Programme led by NHFT continues to support the Charity with the
wider improvements identified, and these have been informed and linked to the actions identified in the QIP.

Appendices -
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CQC Report and Actions — Progress Update

ALERT:

The actions following the inspections of Men’s and Women'’s services in summer 2021 continue to
be overseen and monitored by the weekly Quality Improvement Plan (QIP) meeting. There are 75
related actions which remain open with the ongoing internal assurance process to embed actions,
provide assurance and identify evidence.

Of the remaining actions, 9 were due for closure at the end of March and a further 2 for April which
have gone overdue. Work to provide assurance of completion is actively underway.

The complexities of the process in place, in order to provide evidence to close actions has been
challenging. There are a number of actions where closure has been delayed because of this. These
are currently being addressed and validated. Lessons have been/learned and the process is
currently being reviewed to improve efficacy.

ADVISE:

The following table gives a breakdown of the number of actions aligned to the relevant CQC
regulations by division and current progress state.

LSSR LD ASD MEDSC Charitywide
Regulation 10 Dignity 1
and Respect
Regulation 12 Safe 26 10
care and treatment P

Regulation 13
Safeguarding service
users from abuse and
improper treatment
Regulation 16 1
Receiving and Acting
on complaints

Regulation 17 Good 2 2 1 3
Governance

Regulation 18 3 2
Staffing

Regulation 9 Person 2 5

Centred Care

Total

Key;

Closed
Completed
awaiting sign off
Embedding

Following the re-inspection of the Women’s Service in April 22 and the subsequent draft report
which will ensue, this will provide the opportunity to review further against any outstanding
Quality Improvement actions and enable targeted interventions as required.

The East Midlands Health Alliance Quality Improvement Programme, led by our ‘buddy trust’

Northampton Healthcare Foundation Trust, continues to support the broader improvement work
for the Charity that has been identified.
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ASSURE:

The quarterly divisional Integrated Quality and Performance reviews continue, which enable a
collective review of a range of leading and lagging indicators, combined with clinical judgement and
oversight of actions on the Charity wide QIP attributable to the relevant division and the Divisional
QIP. This is triangulated with staffing data and financial performance.

Fifteen CQC related actions from the QIP have been completed and closed in this reporting period.
These related to dignity and respect, safe care and treatment, and Safeguarding service users from
abuse and improper treatment. Improvements noted in restrictive practices, environmental
improvements to our seclusion areas including use of CCTV and provision of additional furnishings,
as well as increased awareness of closed cultures.

Eight CQC related actions from the QIP have been completed and are currently going through the
assurance process to finalise and close. These actions relate to dignity.and respect, safe care and
treatment, safeguarding service users from abuse and improper treatment, good governance and
staffing; and included improvements to, privacy and dignity during enhanced support
interventions, staff interventions when dealing with patients in distress, further improvements to
enhanced support and observations of patients, along withdrecord keeping. Improved adherence
with code of practice in relation to seclusion and long term segregation. Significant improvements
to mandatory training attendance, improvements to divisional level governance and an increase in
leadership visibility. Improvements to staffing based on the implementation of MHOST and the
Operational Hub, with associated increase of monitoring and supporting corrective action.

There is a notable willingness, from all«disciplines, ‘in engagement of the immense Quality
Improvement activity that has been undérway.

The Quality and Safety Committee is providedwith full oversight of the Charity QIP.
Alliance /IMPACT Quality Improvement Progress

A report from the Quality Improvement Director providing an overview will be presented to the
Board. Each of the workstreams is progressing well and plans are progressing; this has resulted in a
Draft Patient Safety Strategy.being developed, processes for learning lessons reviewed and
implemented, and a Change Leaderssprogramme commenced. The pandemic and capability of the
buddy workstream leads to physically visit services initially slowed progress but traction and
progress has increased as restrictions and the number of outbreaks have decreased.
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Paper for Board of Directors

Topic

Quality Improvement System Support and Buddy
Workstreams Update

Date of Meeting

Friday, 27 May 2022

Agenda Item

9

Author

Julie Shepherd/Andy Brogan

Responsible Executive

Andy Brogan

Discussed at Previous Board Meeting

Updates previously providedsand discussed at the Board
meeting on 27 January.

Patient and Carer Involvement

A number of these litems have been discussed with
patients and carers, as part of the Quality Improvement
Workstreams on the ward:

Staff Involvement

A number of these items have been discussed with staff
as part of the response to improving quality and
responding to the CQC inspections through focus groups
and via'the improvement workstreams.

Report Purpose

Review and comment X
Information X
Decision or Approval O
Assurance X

Key Lines Of Enquiry:

SKHEXCXRX WX

Strategic Priority Area

Education and Training
Finance & Sustainability
Service Innovation
Quality

Research & Innovation

O0XOX O

Workforce, Resilience & Agility
Partnerships & Promotion X

Committee meetings where this item has

been considered

Updates have been discussed at the Charity Executive
Committee meetings and weekly Quality Improvement
meetings.

Report Summary and Key Points to Note

The presentation focuses on the quality improvement offer via the Mental Health Alliance. This improvement offer
is led by an External Quality Improvement Director and consists of targeted support, through buddy workstreams
focusing on the areas of greatest opportunity for improvement. Each workstream is supported by external
organisations with expertise in the improvement areas.
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The presentation will update the Board on progress and the interdependencies with the internal quality
improvement programmes, including the targeted support to the Women’s service, the Quality Improvement Plan,
and the introduction of a refreshed approach to staffing our wards consistently.

Appendices -
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St Andrew’s Healthcare Charity Board Meeting 27 May 2022
Quality Improvement System Support and Buddy Workstreams Update

Purpose of the Report

The purpose of this report is to provide an update and assurance to the Board on the progress of the
workstreams. This report provides information on the work that has been undertaken by the
workstreams.

Analysis of the Issue

Following the CQC inspection and rated Inadequate for their Women’s/inpatient servicesand Requires
Improvement for Men’s services on their Northampton campus during 2021, the East Midlands
Mental Health Alliance organisations agreed to support StéAndrew’s Healthcare on their Quality
Improvement journey.

Proposal
The East Midlands Mental Health Alliance are working in partnership with NHSI/E both nationally and

regionally and have provided funding during=2021/22 toenable this support programme; further
funding has been applied for to support.this work continuing during 2022/23.

It is recognised both regionally and nationally‘the importance of the mental health inpatient services
that St Andrew’s provide, and the risk posed by the concerns raised by the CQC in relation to quality
of care. Northamptonshire Healthcare Trust (NHET) has been identified as the Buddy Trust. NHFT
Chief Nurse has taken enithe role of Improvement Director for St Andrew’s. This is funded by NHSI/E
and enables NHFT to provide support internally to enable the Chief Nurse to undertake this role.

A formal buddy relationship structure has been put in place as part of the governance for the
programme.. There is‘a monthly Buddy Forum meeting, which is chaired by Northamptonshire
Healthcare Trust CEO. The CEO from St Andrew’s and other senior leaders from the Charity, including
the Chairs and quality NEDS from each of the two organisations. There is also representation from
Midlands region NHSE/I. There are a series of other workstream meetings, which include a Touchpoint
Meeting where all the workstreams come together with the Improvement Director and St Andrew’s
Chief Nurse. The aim of this meeting is to share the work that each of the workstreams are doing,
looking at interdependences, and it is an opportunity for the workstreams to ask for help and support
from each other. There are also meetings with each of the workstreams and the Improvement
Director.

The Buddy Forum last met in April. Usually at each meeting there is a deep dive into a workstream
and an update on each of the workstreams and the overall work of the Buddy relationship (please see
Appendix 1- overall plan of the page update that was presented at the meeting). There was a deep
dive in March of two of the workstreams both led by Derbyshire Healthcare; these are appropriate
enhanced observations and fundamentals of care. The presentation was well received by members
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of the Buddy Forum and provided assurance that work is progressing. Derbyshire Healthcare have
been able to undertake visits to the wards at St Andrew’s working with staff at service level. The April
meeting saw the presentation of a review of the workstreams, and it is proposed a deep dive will be
held in relation to the lessons learnt workstream in May.

During the height of the last wave of Covid there was a risk to the progress of workstreams due to
the capacity of staff in all organisations, and Covid outbreak numbers at St Andrew’s meant staff from
other organisations, including the Improvement Director, could not visit the St Andrew’s site.

Each of the workstreams have reviewed the risks to deliver their programme and have been updated
on each workstreams plan on the page. The plan on the page risks were also_reviewed and a new risk
was added in relation to the lack of engagement by St Andrew’s staff. This is not just related to the
St Andrew’s Workstream Leads but links to the workforce Safeguarding Training on MHOST. The
Workstream Touchpoint meetings allow the Improvement Director, Chief Nurse and St Andrew’s to
raise issues in a timely manner. With the example given theChief Nurse was able to/champion the
training and increase uptake.

Detailed below is some of the areas of work that have been progressedvia the workstreams, this does
not cover all the workstreams or all of the work that has taken place. Appendix 2 provides further
information

The Culture workstream has supported two Change Leaders” Workshops at St Andrew’s. The
programme is moving into its Discovery phase. During April and May, this phase will gather
information and data, this will then inform themes. The Change Leaders Programme has a pivotal role
in the Culture change at St Andrew’s. The programme has had a positive response in the Charity.
There are several strands of work underway at St:Andrew’s in relation to changing the culture. The
culture change is an important aspect to ensure that the changes that St Andrew’s are making, via
their Quality Improvement Programme, are embedded into practice. The Improvement Director still
sees the biggestrisk for.the Charity is ensuring changes made become business as usual.

Derbyshire, who leads,on two of the workstreams, (as detailed previously in the report) have taken a
practical approach to working with staff at ward level, from Healthcare Assistants to Ward Managers
to understand how staff see the issues and areas for development. Derbyshire provide live feedback
to staff; this has been\well received and has made a positive difference.

The Workforce Safeguarding Workstream lead from NHFT and NHSE/I has now completed her full
review and will be feeding back her findings to St Andrew’s with recommendations; this is an
assessment that has been developed by NHSE/I to review the workforce issues in an organisation.
There has been sharing of good practice from NHFT on governance and Board reports, a review and
further development of relevant policies.

The Patient Safety Workstream, which is led by NHFT, is progressing steadily now, both organisations
have attended each other’s incident meetings (for NHFT this is known as the IAM meeting), NHFT
have supported on developing a Patient Safety Strategy, which is in draft form. There are regular
meetings to share good practice. Other work being developed is the Patient as Partners in patient
safety and human factors.
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The Communications Workstream is heavily involved in the Culture Workstream and to a lesser extent
in other workstreams,

The Lesson Learnt Workstream has been slow to get going due to Covid, staff capacity and not being
able to attend site at St Andrew’s, they now have a detailed plan, which the Improvement Director
has reviewed.

The Buddy Forum had commissioned a review of the workstreams as we move into 2022/23, the Chief
Nurse (St Andrew’s Healthcare) and the Improvement Director are meeting with each of the
workstreams to review progress and review the role and workplan for each of the workstreams for
the coming year. This review was presented to the Buddy Forum at its April. Meeting. The proposal
to continue with all workstreams apart from the Quality Improvement Workstream, as well as
continue with the national work from NHSI/E Mental Health Improvement Team was supported.

To support the application by NHFT on behalf of the East Midlands Alliance to NHSI/E (regionally and
nationally) for further funding for 2022/23 a set of exist criteria have been developéd, which have
been agreed by the Buddy Forum. These were submitted to NHSE/l and can be found in Appendix 3.

Once the outcome of the recent CQC reinspection©f\Women’s services on the Northampton campus
is fully known then the workstreams will review theirworkplans to ensure they continue to align with
the work that is required to support St Andrew’son it quality journey.

The Improvement Director continues to work both with the Executive Team and operations to
support quality improvement work at St Andrew’s. | The Improvement Director supporting St
Andrew’s in the review of their Quality Improvement plan and continues to support staff at ward level
in their improvement journey.

The Improvement Director has raised with St Andrew’s CEO and exec that she sees the biggest risk to
be embedding the changesthat have been put in place over the last six months into business as usual.
St Andrew’s have a record of making changes following CQC inspections, but they don’t become
business asfusual. St Andrew’s are very aware of this risk and are acting on it. Work is underway to
mitigate the risk to sustainability going forward. This includes the development of a revised Quality
Improvement Structure building on the Crystal Project developed by Northamptonshire Foundation
NHS Trust, Patient Safety Strategy and Quality Strategy due to be completed in June 2022, and the
introduction of Quality Matrons to continuously monitor quality in the Divisions.
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St Andrews & NHFT Buddy Forum — Overall Programme Plan on a Page

Date:29/3/03/2022 va
Updated By: lulie Shepherd

5. Risks, Constraints and interdependencies

1. Programme Governance & Key Roles 4. Programme Workstream Hisk Mitigation Score
There are a number of work streams that will contribute to the overall programme of work. Funding of programme Initiai funding for each workstream identified far this finance
Executive Lead | Julie Shepherd/andy Brogan The programme has been split into key strands that will be reported as individual does not meet need yeor, bid to NHSIE. a3=1
N _ . . L uiremERks Ench workstream to neview costs for 202223
N workstreams. it is recognised that this programme requires flexibility and these workstreams =9 - - -
Project Leads may change. Lack of engazement by 5t | Rezulartouch point mestings with workstresm lesders an Bxi=f
- — Arsdress staff ‘with il Nurses [NHFT and 5t Andrews), review of
Comms Lead Workstream Lead Project/Waorkstream Description workstresms continued regquirements and needs a5 6 months
Workioro: Saferusrds Jarez Bvery St Andrew’s fo ensore that 1t delivers & workforos maodel into Eg’eﬂ:mu mm‘ has mowed foraard
Other key leads [raFT) Has sufficent suitsble qualified, competent, skilled, and i Rewiew of report io ensure workstresms cover all
experienced staff i meet mare and treatment nesds sfety Dx"“"amm aress and wider, regulsr review of workstreams and impact,
Chice: &nnan and effectively to patients. Using an approach that reflects Improve inchsding KPI
[5TAH) mrr\cm:u:ﬁ'ﬂtim undﬁuidmn:mm it is evailable and Lnck of aliance - y
G A s should have & systemetic approach to detarmining the TS I W“rmﬂ::mzmﬂﬂ“”?u 2a3=8
B mmb-u'undEEnfsh'lh . Orpani sabo 5 AN Impnovemment drector
# The programme is accountable to NHFT Quality B Governance Patient Safety James Mulins Review and implement the appropriste elements of the NHS ;:ﬂT':PfDU L
Ccommittes on behalf of the board and the 5t Andrews Quality and food practics patient stratexy, defivery & vision of - ps
safaty Committes n;-,- jennyKindsnd | continuous imarovemient to ensure Ehat St ARNSW'S Worksreams ot ::'::d;“mm“ f@ﬂmﬂm“mzxmnm PR
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—

Appropriate use of Enhanced"Observations

Since commencing the Buddy Relationship between St Andrew’s and DHCEFT, the following accomplishments have been
made in relation to the Appropriate Use of Enhanced Observations workstream:

A ward accreditation system has been developed and.is due to be piloted in May 2022.

* Clinical Risk Management (CRM) handbooks have béen developed, independently reviewed and introduced to the wards
for both new starters and established members of staff.

* Enhanced Observation policy has been updated andiindependently reviewed.

e Additional training on Enhanced Support has:been included in the Charity induction for new starters.

* OxeHealth is due to be piloted within specific wards at St Andrew’s to enable clinicians to plan patient care and to
intervene proactively to help patients.

* A Quality Improvement PDSA cycle is currently underway to determine if Enhanced Care Support plans will be used as
part of the handover process to support accurate handover of relevant patient risk information.

* An Operations Manager has been recruited for the ‘s Service to support managing sickness, recruitment and staff
retention.
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m St Andrew’s

Northamptonshire Healthcare HEALTHCARE

Fundamentals of Care : —

Since commencing the Buddy Relationship between St Andrew’s and DHCFT, the following accomplishments have been made in relation
to the Fundamentals of Care workstream:

Staff have reported a decrease in restrictive practices and have stated that they believe there has been a positive culture change.

A Co-produced Care Plan pilot has been initiated on the Women’s wards@nd Care Plansare being updated with patients during ward
round.

A PDSA cycle is being piloted to improve handover of risk and current management plans by staff reviewing the patients PBS plan during
handover and making reference to whether a patient is green, amber or red in their plan.

Regular training sessions have been introduced on the wards<known as\‘Training Tuesday’; these sessions include incident reporting and
the Power of Language. These sessions welcome patient collaboration.

Co-produced language standards are now live and have beencirculated across the organisation.

Clinical Risk Management (CRM) handbooks have been developed, independently reviewed and introduced to the wards for both new
starters and established members of staff.

A Quality Improvement project focusing on improving handover across the organisation is currently underway.

Your Voice Action Plans are now reviewed by individualteams and follow up meetings within divisions have to be arranged to allow staff
to ask questions and comment.

A “My Voice” tablet is being used on wards to allow patients to share their experiences of the care they have received.

A flow chart has been devised for administrators to take the My Voice tablet to community meetings for patients to use — this
information then syncs with a dashboard for measuring for improvement.

A “Safeguarding Navigators” role has been developed and they are currently being recruited. Specific training for the Safeguarding
Navigators has also been developed and is underway.

An Operations Manager has been recruited to support managing sickness, recruitment and staff retention.
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Since commencing the Buddy Relationship between St Andrew’s and L
in relation to the Culture of Patient Safety workstream:

Lead the Change cultural transformation programme
96 Change Leaders volunteered.

Programme kick off commenced.

Initial themes for improvement identified, via

listening events.

Interviewing our Board members to co
OD Professional being recruited to suppo

Progres

Apreed a discussion
framsewark, Changs
Leaders have commenced

discussion groups with okl

Culture of Patient Safety

St Andrew’s

HEALTHCARE
——

the following accomplishments have been made

ince February

Appainted 98 Change Held owr first face to face

Leaders warkehegs [x 1)

Briefesd faruma such o the Briefed and incarparated
leadership team and feadback from a variety of
diviional mestings atakehoden

Identified 4 sub-groups
and held aubpeguent
training such as facilitation

thedr teams

Sub greup 3: Patient and
Carer Focus groups

Charge Lesder hava fad
into the interdew
queations and appraach

Appointed an imternal
leaderahip team

Gained pealtive fesdback
from the culture buddy
Wk airbii

Subigroup 1: Beatd
IntereeEws

Change Leaders have led
It and reviewed the
interview gleEtian

Sub group 4: Ways of
Warking
Change Leaders have sat
i beame channale and
identified ways of working
tagethes

O

Approved additional
Fiidnes 19 bupport the

progect

Completed a tender for a
cullbure sisrvey

Subs group 2: Messres of

Success

Change Leadars have
added to our metrics to
FrREREAIF e BUCERTE

% St Andrew’s
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Programme
Newsletters

Established internal and external
newsletters focused on quality
improvement

Two issues distributed to date:
March 2022 and April 2022

Women’s wards

Supported culture focused activities
— 6Cs project — and raising awareness
of meetings for all Women'’s staff
with senior leadership

St Andrew’s
HEALTHCARE
S

Communication as an enabler

Since commencing the Buddy Relationship between St Andrew’s, NHFT and LPT, the following accomplishments have
been made in relation to the Communication as an enabler workstream:

LEAD 7

CHANG EH * Newslett,,

Aprit 25
Great 2

Progre,
and Weubsings > 01 quafjp,

:mnrove,,,em ,
b
A

CultureChange

Played instrumental role in shaping
the Lead the Change programme,
deliveringworkshops and liaising

with"Change leaders

* Roll out of MHOST model
* Implementation of Allocate

* Absence management project

Workforce Safeguards

Leading comms on three core
workforce projects:

eRostering

Leadership Visibility

Continuing to deliver ‘Jaffa Cakes
with Jess’ sessions

Running Leadership Forum 28/04/22

New ‘Managers Need to Know’
toglkit

Next Steps:
CQC Readiness

We are in the process of establishing
best practice for CQC visits:

Room preparation
Leadership posters/digital signage
Our Vision posters/digital signage

Helping staff prepare
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D

Embedding LessonsJdearnt

Since commencing the Buddy Relationship between St Andrew’s and LPFT, the following accomplishments have been
made in relation to the Embedding Lessons Learnt workstream:

* Reviewed present processes, systems for identifying lessons in both organisations.

* St Andrew’s adopting the Safety Maters Bulletin from LPFT.

* Questionnaire created and distributed to all staff, live till 4May to gain feedback from staff on how we can improve
the way we embed lessons learnt within St Andrew's Healthcare.

* First PDSA cycle to be implemented in May creating a “Learning” meeting in Neuropsychiatry division where
learning from complaints, Sls, incidents etc. is brought together, the issues identified and discussed and a quality
improvement plan developed, this'is.to address silo working and multiple individual action plans that do not really
address the more complex issues that will prevent further incidents and complaints.

* The feedback from the questionnaire will be used to spread the outcome of the meeting. Evidence of distribution
and discussion at the frontline will be expected.
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NHS Foundation Trust —

Workforce Safegeards

Since commencing the Buddy Relationship between St Andrew’s‘and NHFT, the following accomplishments have been
made in relation to the Workforce Safeguard workstream:

* Development of safe staffing policy and procedure.

* E-Roster implementation plan.

« Safe staffing escalation procedure and action cards.

* Monthly safe staffing report and fill rates to Board. of Directors.
e Appointment of substantive Safer Staffing:Matron.

* Flexible working policy.

* MHOST training delivered to first cahort.
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Patient Safety

Since commencing the Buddy Relationship between St Andrew’s and NHFT, the following accomplishments have
been made in relation to the Patient Safety workstream:

* Work has commenced on the St Andrew’s patient safety'strategy paper to be presented to the Charity’s Board.
* Review and refresh of incident reporting and management procedures.
* Buddy attendance and sharing of Internal Assurance Méetings learning and processes.
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Quality Improvementy/as an Enabler

Since commencing the Buddy Relationship between St Andrew’s and Nottinghamshire Healthcare Foundation Trust,
the following accomplishments have been made in relation to the Quality Improvement as an Enabler workstream:

QSIR V training in place, facilitated via NHFT ICS.

QSIR P training in place, facilitated via Notts ICS.

QSIR A accreditation in place, via Mixed Methods, QSIR National Team.

Ql Board development session planned for July 2022.

Bi-monthly QI forum meeting.

Bi-monthly STAH/ Notts HC collaborative peer to.peer/ master class sessions.

LifeQl budgeted for, with an anticipated go-live date of July 2022.

Budget approvals to increase QI staffing capability (2 x Improvement Leads and 1 x Co-ordinator).
Ql Design Huddle PDSA cycle to commence July 2022.
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Exit Criteria

The exit criteria has been based on the Quality and Safety concerns raised in the CQC visit to female and male wards on
the Northampton St Andrew's site in June 2021.

The overarching exist criteria is — demonstrable sustainable improvements whereby St Andrew’s Healthcare no longer
requires designated peer support, underpinned by the following milestones:

» St Andrew's have no services that are rated inadequate by €CQC or have any enforcement notices from the CQC.

* Workforce safeguards annual establishment review.has been undertaken in line with national guidance to support safe
staffing, to align with financial planning, and to be managed via St Andrew's governance processes, reporting to St
Andrew's public board March 2023. The right workforce with the right skills at the right time is in place to deliver
quality, safe care, delivering the right outcomes for patients.

* A Quality impact Assurance and Equality impact Assurance process is in place that provides assurance that any changes
to service establishments do not have a negative impact on both patient and staff safety and wellbeing.

* There is evidence that St Andrew’s Healthcare continue to build on the links that the improvement programme has
supported with other mental health organisations and within the Northamptonshire ICS. There is also a responsibility
for these organisations to enable this.

* Thereisaplanin place to sustain quality and there is evidence to show that quality is sustained, which a part of it
ensures there is governance of quality that follows best Practice across the NHS.



Exit Criteria

* Development and delivery of the culture Change Leaders' programme. Integral to the programme is the co-production of change with
Change Leaders from across St Andrew’s, with the core objective to “co- produce a way forward that defines the culture needed and
creates an environment for staff to deliver high quality care to patients every day”.

Developing and sustaining a positive culture of reporting and management of incidents and near misses, learning and improving
practice.

The NHS national patient safety strategy and associated guidance is implemented across the Charity.

* Clinical staff understand their role in relation to delivering'safe high-quality care to patients and families, what safe, high quality of
care looks like within their services, including management of risk, their accountability and responsibility, record keeping,
communication for safety, professional curiosity.

* There is an evidence based enhanced observations based on risk assessment, using a positive risk culture approach, enabling least
restrictive practice, empowering patients an carers, ensure patients’ dignity and privacy is always at the forefront. This will be
measured by patient feedback, appropriate care planning, sustained reduction in enhanced observations, seclusions and restraints.

* St Andrew's to have a lesson learnt process in place that takes learning from incidents, other organisations and best practice.

* There is a lesson learnt process in place that can be evidenced to have changed practice, improving safety, quality and wellbeing for
patients and staff. This should include learning from incidents, patient feedback, complaints, national, regionally . This should
evidence from ward to board.
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Workstreams 2022/23

Appropriate
Use of
Enhanced
Observations

Fundamentals RatreTy

of Care

Workforce

Safety

Safeguards Strategy

\'&

St Andrew's has sufficient All staff to understand theirrole ‘ /' Review and implement the Ensure the use of evidence
suitable, qualified, competent, in relation to deliiring safe appropriate elements of the based enhanced observations
skilled and experienced staff to high-quality care to patients NHS good practice patient based on risk assessment, using
meet care and treatment needs and familie twh strategy, delivery a vision of a positive risk culture approach,
safely and effectively to quality of‘care looks like'within continuous improvement to enabling least restrictive
patients. Using an approach their services, including ensure that St Andrew's practice, empowering patients
that reflects current legislation management{risk, their delivers an enabling culture and carers, ensure patients
and guidance where it is accountability-and of safer, high-quality care to dignity and privacy is always at
available responsibility, record keeping, its patients and their the forefront.

AND should have a systematic communication for safety, families.

approach to determining the professional curiosity.

number and range of skills.
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Workstreams 2022/23

Culture of
Patient

Safety and
High Quality
Care

Develop from board to ward a
culture of patient safety and
high- quality of care is
paramount.

Embedding
Lessons
Learnt in
Practice

Ensure that Iearni‘from
within St Andrew's "and
externally is iw ’R\

inform practice. This

learning ‘can be from a

positive or negative
source.
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Quality

improvement
as an
=nabler

St Andrew's across the
Charity from board to
ward develop a shared
vision of quality
improvement and ensure
that they have the skills
and knowledge that

support high quality care.

Communication

as an Enabler

This work stream will not
only look at communication
across the Charity to
support each workstream
but will also share best
practice across the

Alliance Mental Health
Trust and the buddy
relationship.



St Andrew'’s

HEALTHCARE

—
Topic Safer Staffing Report
Date of Meeting Friday, 27 May 2022
Agenda Item 10
Author Chloe Annan — Safer Staffing Matron
Responsible Executive Andy Brogan, Chief Nurse
Discussed at Previous Board Meeting Yes — March 2022

Aspects of Safer Staffing have been discussed with
Patient and Carer Involvement patients, where appropriate to do so, within community
meetings on the ward.

Staff across alledivisions.are regularly engaged with in
order to review Safer Staffing levels.on wards and ensure
we are having the right clinical conversations. Divisions
have helped provide the narrative in the report.

Staff Involvement

Review and comment L]
Information X
Report Purpose B
Decision or Approval O
Assurance X
Key Lines Of Enquiry: SOEdcCcORrROwWO
Strategic Priority Area Education and Training

Finance & Sustainability
Service Innovation
Quality

Research & Innovation

Workforce, Resilience & Agility

O X OXODO O

Partnerships & Promotion

Committee meetings where this item has
been considered

Report Summary and Key Points to Note

This report provides the Board with an overview of safer staffing across the Charity, in line with the requirements
of the National Quality Board and the Developing Workforce Safeguards.

Safer staffing levels and skill mix are an essential element of providing safe and high quality care for our patients.
It is therefore important that the Board has oversight of our staffing, alongside the rationale for any changes to
base establishments, in order to assure itself that our wards have sufficient staff to operate safely. Demonstrating
sufficient staffing is one of the essential standards that all healthcare providers must meet in order to also be
compliant with CQC requirements.
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Assurance:

Staff continue to refer to our Safer Staffing Policy and Procedure, which includes a concise staffing escalation plan
to follow should there be challenges. The introduction of the Clinical Ops Hub has, over the last few months, helped
us maintain oversight of these challenges both operationally and clinically. The Senior Manager on Site (SMoS)
takes a lead role in ensuring co-ordination, deployment, response and recording via the daily site report.

All divisions now have qualified contingency plans in place, which are regularly updated as ward acuity and clinical
needs change. Some of these contingency plans include plans to open up the door between wards that are next
to each other, so that qualified resource can be temporarily shared. These are only implemented if there is
insufficient qualified provision to redeploy. These plans have helped guide our night site co-ordinators in their
decision making and deployment.

As a result of CAMHS, in particular, experiencing some significant qualified shoftages over the past few weeks, the
division has introduced ‘Taster shifts’ throughout the months of April and May. These have been scheduled days
where they have identified good regular qualified coverage and are encouraging other qualified nurses from across
the Charity to come and spend some time on the CAMHS wards, out.of numbers and shadowing. It is hoped that
this will enable individuals to experience CAMHS for themselves, ask any questions and gain some wider
understanding of the CAMHS service. In addition to this they are continuing with theirflexible recruitment drive
and putting support plans in place for every newly qualified nurse.

The Board is asked to:

e  Review the position of our safer staffing indine with the requirement to publish staffing data.
e Review and acknowledge the increased workforce. risks and support the mitigating actions identified
throughout.

e Note the work undertaken to date and ongoing work to develop an evidenced approach to decision making,
and to ensure compliance with the Developing Workforce Safeguards recommendations.

Appendices -
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Safer Staffing Report

Executive Summary

The purpose of this report is to provide assurance on the current position across all sites and wards,
in accordance with the National Quality Board (NQB) guidance and the Developing Workforce
Safeguards. This report focuses on reporting Safety and Quality data over the last three months and
staffing fill rate data for all wards against the Charity’s agreed Safer Staffing levels for the period of
March and April 2022.

We continue to experience some challenges with our staffing levels, due to a number of factors;
including but not limited to, Covid absences, high absences rates overall, numbers of no shows and
the current establishment gap. The report describes how the Charity responded to mitigate some of
these shortages, where these occurred. The report provides the board with assurance on how safer
staffing is being managed across the Charity.

1. Background
As part of the NHS England ‘Hard Truths’ minimum standards NHS trusts are required to present
a monthly update report to the Public Trust Board containing a summary of planned and actual
staffing on each ward; and this is a gold standard St Andrew’s will'now follow.

Organisations are expected to monitor their compliance with the 'NQB recommended
‘triangulated approach’ to staffing decisions, which combines the use of evidence-based tools,
professional judgement and outcomes, to ehsure the right staff with the right skills are in the
right place at the right time considering patients’ needs, acuity, dependency and risks.

2. Safe Staffing Daily Oversight and Monitoring
The Clinical Ops Hub continues o be a vital source of managing safer staffing on a day to day
basis. Our recently appointed Clinical Ops Hub Manager and Senior Manager on Site (SMoS)
continue to work closely with the allocated divisional bleep holders to record, action and monitor
safer staffing across the site. Safer staffing discussions are now based around the ‘feel of the
ward’, clinical acuity of the patients and skill mix of staff, rather than numbers alone.

A daily site meeting calltakes place, led by the SMoS, with representatives from all divisions. This
forum provides the opportunity for all issues related to safer staffing to be raised, escalated and
discussed.

For wards where staffing concerns are escalated, the SMoS maintains oversight of the site as a
whole and reviews the ability to redeploy between divisions. Where staffing concerns cannot be
mitigated, actions cards may be implemented, guiding wards on the actions to take.

3. Staffing Fill Rates for March and April 2022
Below are the staffing fill rates for the months of March and April 2022, showing our variance on
each ward for qualified and unqualified staff against our planned number position. There are
several wards that were above their planned position, and this is largely due to our temporary
flex uplift process. Wards may be approved temporary flex uplifts if they have significant changes
to patient acuity, occupancy or levels of enhanced support, which are not manageable within
their planned number.

For the Northampton site, qualified fill rate in the day will be minimally impacted by the running
of the Clinical Operations Hub — for which CNLs that hold the bleep (mostly in the afternoon and
weekends) — are coded out of numbers to be able to fulfil this role efficiently. This has not been
built into wards qualified base establishment, as ward level impact is minimal due to being shared
out between the wards. In the short term, the presence of the CNL on site and their ability to be
visible across all of the wards within the division, helps mitigate some of the risk relating to
qualified fill rate and skill mix.
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In the longer term, the Charity is recruiting additional Site Co-ordinators. They will be based in
the Clinical Ops Hub and take over this day to day role from our CNLs and NMs, allowing them to
focus on providing direct patient care.

Fill Rates & Divisional Risk Summary:

ASD/LD:

March:

Day Night

Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)

] ASD & LD 102.3% 95.3% 93.4%
ASD Acorn 71.6% 95.0% 104.9% ; 1M11.1%
ASD Berry 101.4% 122.1% 104.1% 116.1% 138.2%
ASD Brook 114.0% 86.6% 105.4% 99.2% %
ASD Fern 98.8% 72.9% 98.8% 95.2% 125.0%
ASD Garden Cottage 96.3% 93.7% 97.4%

ASD Marsh 101.5% 93.1% 50.0%
ASD Meadow 80.5% 93.8%
ASD Sycamore 145.9%
LDD Church 112.6%
LDD Hawkins 92.4%
LDD Oak 92.1%
LDD Sunley 129.9% b
MMH Wantage Cottage — 108.6%
Total 102.3% As%

April:

Day Night

Directorate Fill Rate (Reg) Fill Rate (HCA Fill Rate (Reg) Fill Rate (HCA) Occupancy %

(Vs Budget)

100.6% 94.8% 103.8%
86.8% 102.4% 86.2% 100.0%

= ASD &LD
ASD Acorn P

ASD Berry 137.4% 106.8% 100.4% 963%
ASD Brook 40 88.6% 102.0% 94.1% 102.2%
ASD Ferp 92.9% 102.8% 101.0% 126.0% 111.1%
ASD GardemCottage 4 81.8% 88.3% 74.1% 53.0% 120.0%
ASD Marsht 109.2% 105.2% 106.4% 122.8% 67.5%
ASD Meadow 98.5% 103.6% 101.4% 813% 88.3%
ASD Sycamore 137.7% 86.0% 105.2% 103.3% 100.0%
LDD Church D N 112.4% 13.1% 104.9% 107.4% 86.7%
LDD Hawkins 89.2% 79.8% 77.7% 146.6% 78.7%
LDD Oak o 78.8% 122.7% 76.4% 113.8% 90.0%
LDD Sunley 124.2% 82.4% 111.0% 90.1% 92.9%
MMH Wantage Cottage 10.5% 102.1% 100.0%
Total 100.6% 94.8% 103.8% 92.6%

The division has had an improved staffing picture over the last couple of months. Total fill rates for
HCAs have sat consistently above 95% throughout March and April, across both days and nights. There
has however been some night qualified fill rate challenges in April, with both Oak and Hawkins having
fill rates less than 80%. Both of these wards are planned to have two qualified staff at night, but there
have been times when this second qualified has had to be redeployed to support qualified provision
across the division, and also to support CAMHS where there are particular challenges in this area.
Hawkins have been able to mitigate some of this risk by their ability to increase the ratio of HCAs at
night to backfill. Neither of these wards have implemented any clinical action cards as a result of this.
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Acorn have been flexing down throughout March and April due to a reduction in their clinical acuity
and enhanced support, hence their reduced fill rates. The division’s ability to regular review and take
steps to reduce wards staffing requirement, where clinically safe to do so, has enabled them to
support their wards with increased acuity and staffing needs above their baseline.

Birmingham:

March:
Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)
[=] Birmingham 103.9% 119.4% 91.9% 153.9% 100.7%
MMH Edgbaston 114.5% 89.6% 65.0% 164.3% 98.1%
MMH Hawkesley 82.5% 88.6% 123.0% 0.6% 99.8%
MMH Lifford 116.3% 128.3% 102.4% 98.4%
MMH Moor Green 107.6% 140.3% 196.1% 100.0%
MMH Northfield (Old Lifford) 77.7% 155.1% 143.3"/‘ 106.2%
MMH Speedwell 98.0% 97.8% 96.2% 100.0%
WMH Hazelwell 106.5% 154.4% : 205.7% 97.7%
WMH Hurst 139.2% 126.6% 106.7%
Total 103.9% 119.4% 100.7%
April:

Day Night

Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %

(Vs Budget)

=] Birmingham b 95.2% 146.8% 104.1%
MMH Edgbaston N 85.8% 74.7% 153.3% 98.4%
MMH Hawkesley ; 96.4% 120.0% 108.7% 106.4%
MMH Lifford 116.3% 95.5% 142.4% 100.0%
MMH Moor Green 137.8% 106.9% 191.7% 100.0%
MMH Northfigl 150.1% 93.8% 141.8% 106.7%
MMH Speedwel 105.3% 130.3% 94.1% 100.0%
WMH Hézelwell y : 121.3% 1322% 150.5% 145.8%
WMH Hurst 128.6% 127.8% 61.8% 242.8% 92.7%

Total 102.9% 115.4% 95.2% 146.8% 104.1%

Total fill rates for the Birmingham site sat above 90% for qualified and unqualified staff for the month
of March, and of April this position improved with the total fill rates above 95%.

Qualified fill rates have remained a consistent challenge for Northfield in the day, and both Hurst and
Edgbaston at night. Hurst and Edgbaston are the only two wards on the site that are planned to have
two qualified staff at night, and as result support is redeployed from these wards when needs are
either unfilled or there is absence across the other wards. Correlating HCA fill rates for these wards
show that they have been able to mitigate some of this risk by increasing their number of HCAs in
place of these qualified staff. The Birmingham night site co-ordinator has also increased their presence
on wards at night when required to reduce any potential clinical impact. No clinical action cards have
been implemented across the site.
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CAMHS:

March:

Day Night

Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)

=] CAMHS 111.8% 73.3% 148.4% 116.6%
CAM Billing Lodge 4.4% 16.0%
CAM Seacole Mixed Rehab 66.4% 84.4% 68.6% 120.0% 100.0%
CAM Sitwell Boys MSU 72.6% 846.1% 117.0% 510.8% 429.0%
CAM Stowe Mixed Admissons 111.3% 89.2% 54.6% 132.5% 90.3%
Total 83.4% 111.8% 73.3% 148.4% 116.6%
April:

Day

Directorate Fill Rate (Reg) Fill Rate (HCA) | Ra Occupancy %
(Vs Budget)

-] CAMHS 147.2% 98.3%
CAM Billing Lodge 13.3% 100.0%
CAM Seacole Mixed Rehab 102.7% 95.6%
CAM Sitwell Boys MSU 538.1% 125.0%
CAM Stowe Mixed Admissons 138.7% 90.0%

Total 147.2% 98.3%

Billing lodge is planned for separately, however scheduled together with Sitwell; this is currently being
explored by the division to confirm one way forwardfor this. This explains some of the anomalies in
the fill rates for these two wards. Sitwellare showing significantly above planned both day and night
for HCAs due to scheduling for Billing, and also some flex uplift due to increased acuity, occupancy and
enhanced support since the baselines were set.

Whilst total HCA fill rates for CAMHS:day and night have been above 100% for both March and April,
the table highlights that qualified cover across the division remains a challenge. This is heightened at
night time, where the fill rate for qualified was at 67.5%. This has had an impact on the Northampton
site as a whole, as redeployment has often had to come from another division. In some cases the
wards have been able to mitigate some of this risk by backfilling with HCAs, however this has not
always been sufficient and has resulted in five clinical action cards being implemented within the last
two months for ‘Shortage of staff’ and ‘No Qualified on shift’. These action cards resulted in levels of
enhanced support being reduced temporarily and restricting access to certain areas of the ward to
help maintain levels of observation and safety.

CAMHS are currently supporting two patients that have recently reached the age of 18. Due to this,
they are both having to be nursed separately from the ward environment and are both now on 2:1
observation levels due to being in extra care areas. This is putting additional pressure on the division,
as a total of eight extra staff are required per 24 hours to support this. This has been escalated both
internally and externally, with the need to find an alternative, more suitable placement urgently.

CAMHS have a current recruitment target of 5.2 for qualified nurses, and this is contributing to their
challenges in reaching their planned qualified figure consistently, in addition to levels of absence.
Recruitment are working closely with the division to try and close this gap, with a drive to offer flexible
hours and contracts. This has seen an addition of two nurses in the pipeline.
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A newly refined absence management process, including instances where staff refuse to move, has
been implemented across all divisions. Some of the refusals to move CAMHS have experienced, are
due to staff saying they do not feel competent or confident to work in this area. In response to this,
the division introduced ‘Taster Shifts’ throughout the months of April and May. These are scheduled
days where they have identified good regular qualified coverage and are encouraging other qualified
nurses from across the Charity to come and spend some time on the CAMHS wards, out of numbers
and shadowing. It is hoped that this will enable individuals to experience CAMHS for themselves, ask
any questions and gain some wider understanding of CAMHS. For all of their existing nurses, support
plans are being putting in place, which are being overseen by practice educators.

CAMHS enhanced support levels

(Note: This Enhanced Support Dashboard is not yet live, and remains in the ‘testing’ phase. However,
this is due to be released for wider charity use by the end of May).

Enhanced Support WTE Staffing Levels Click here for Ward view

Last Processed: 11/05/2022 12:09:18

Division @& CAMHS

32

CAMHS are seeing.a.consistent increase in their enhanced support levels from February to April. This
is contributingto some of their fill rate challenges. Some of their increases in enhanced support levels
are resulting in temporary flex uplifts in their staffing requirements, due to being beyond their
average/baseline. Thedivision are reviewing the clinical justification for all of these regularly, including
exit strategies and.alternative management plans, and reducing these back down when clinically safe
to do so. A proportion of this significant increase is attributed to their two over 18 patients, both of
which are having to be managed on 2:1s out of the ward environment, due to safeguarding risks. This
has been escalated externally with a view to urgently source alternative placements, following which
their staffing requirement and pressure on the wards will immediately reduce.
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Essex:

March:
Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)
=] Essex 79.3% 139.2% 73.2% 119.4% 94.0%
MMH Audley 62.7% 273.5% 63.1% 137.2% 89.0%
MMH Benfleet 102.2% 56.5% 554% 66.7%
MMH Danbury 76.9% 118.2% 98.3% 120.4% 86.0%
WMH Colne 77.4% 154.9% 69.9% 177.0% 83.3%
WMH Frinton 68.3% 216.2% 70.1% 109.8% 88.2%
WMH Maldon 146.5% 83.5% 101.0% 79.8% 95.7%
Total 79.3% 139.2% 73.2% A 19.4% 94.0%
April

Day Night
Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %

(Vs Budget)

Directorate Fill Rate (Reg)

[=] Essex 110.9% 102.3%
MMH Audley 109.2% 71.9%
MMH Benfleet 95.7% 201.0%
MMH Danbury 135.4% 125.4% 101.2%
WMH Colne 148.3% 82.4% 143.6% 81.7%
WMH Frinton 99 67.8% 114.2% 87.0%
WMH Maldon 13 104.8% 69.9% 120.0%

Total A 80.0 77.6% 110.9% 102.3%

Essex have had consistent total fill rates for, HCAs of above 100% over the last couple of months. Their
area of challenge remains their qualified fill rate both day and night, although this has improved both
day and night fromsMarch to April. No clinical action cards have had to be implemented as a result of
these reduced qualified fill rates;.and.the site have been managing this well internally by ensuring
redeployment to their most acute wards. The sites qualified MHOST requirement has increased from
57.5 to 60, due to the closure of Hadleigh ward and the opening of Benfleet, which has slightly
increased their total qualified requirement.

Benfleet have a reduced qualified fill rate at night due to clinically agreeing to temporarily flex down
their requirement for'qualified nurses at night (from 2 to 1).
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Low Secure:

March
Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)

=] Low Secure & Specialist 84.0% 101.4% 74.8% 120.8% 95.5%
FMH - 37 Berkeley Close 37.5% s9.8% [ 64.7% 100.0%
MMH Berkeley Lodge 94.1% 151.2% 135.4% 126.0% 100.0%
MMH Heygate 80.6% 106.0% 62.7% 137.5% 90.3%
MMH Spencer North 113.8% 69.4% 99.7% 96.3% 110.0%
MMH Spencer South 93.5% 91.5% 107.9% 95.8% 105.2%
WMH Bayley 65.1% 105.1% 52.7% 138.2% 65.2%
WMH Naseby 86.2% 77.2% 47.6% 35.6% 80.6%
WMH Silverstone 73.3% 199.0% 72.8% 190.3% 128.6%
WMH Watkins House 95.7% 93.3% 98. 96.2% 90.9%
Total 84.0% 101.4% 74. 120.8 95.5%

g

Night

Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)

[=] Low Secure & Specialist 104.6% v A 114.6% 92.7%

FMH - 37 Berkeley Close 64.6% 100.0%
MMH Berkeley Lodge 101.3% 91.2% 100.0%
MMH Heygate 52.7% 136.5% 92.6%
MMH Spencer North 99.1% 97.4% 100.0%
MMH Spencer South ¢ 108.9% 105.0% 99.4%
WMH Bayley 08.1% 52.0% 138.1% 76.3%
WMH Naseby 86.4% 51.2% 111.7% 84.0%
WMH Silverstone 195.2% 86.9% 185.8% 90.0%
WMH Watkins Housem, 99.8% 97.2% 82.5% 100.0%
Total 104.6% 74.3% 114.6% 92.7%

Low secure have consistently had total HCA fill rates of over 100% for both March and April. Their
qualified position does remain an area of challenge with total day and night fill rates being fairly static
across March and April. The total night qualified fill rate is at 74.3% for April, and is reflective of the
division’s requirement to have to move the second qualified on occasions to support provision across
the division, and occasionally the site. This has been clinically manageable and no action cards have
been implemented as a result of this.

Silverstone have a flex uplift in place both day and night, above their baseline, due to change in
environment, enhanced support levels and acuity. This reflects why their day and night HCA fill rates
are significantly above 100%. On the other hand, 37 Berkley close has been flexing down due to
reduced clinical acuity, hence reduced HCA fill rates both day and night.
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Medium Secure:

March:

Day Night

Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)

= Medium Secure 94.7% 86.2% 97.6% 83.6%
MMH 23a The Avenue 103.2% [ 101.5% 100.0%
MMH Cranford 74.4% 118.8% 97.2% 103.9% 106.7%
MMH Fairbairn 112.7% 102.0% 105.1% 109.9% 113.3%
MMH Mackaness 66.3% 33.0% 78.9% 56.0%

MMH Prichard 129.0% 98.2% 69.2% 141.5% 95.5%
MMH Robinson 105.2% 90.3% 101.0% 85.9% 103.8%
NPS Rose 111.0% 90.2% 110.2% 9.0% 94.0%
WMH Bracken 103.6% 97.0% 93.6% 70.0%
WMH Glendale 4 100.0%
WMH Maple : 109.9% 64.5%
WMH Willow 92.5% 99.0% : 101.2%“ 65.2%
Total 96.7% 924.7% 4, 862 97.6% 83.6%
April:

Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA)

Occupancy %
(Vs Budget)

97.4%

100.1%

=] Medium Secure

MMH 23a The Avenue 100.0% 66.7%
MMH Cranford 98.5% 119.0% 102.1%
MMH Fairbairn 100.0% 96.2% 101.7%
MMH Mackaness 9.4% 100.9% 46.5% 22.7%
MMH Prichard Y N 102.8% 64.3% 125.7% 100.0%
MMH Robinson 88.8% 102.9% 84.6% 106.3%
NPSRose 101.9% 123.5% 112.5% 97.9%
WMH Brackep 101.8% 60.8% 96.7% 95.0%
WMHMaple 96.1% 99.2% 124.7% 102.2%
WMH Wiillow 89.9% 110.2% 112.4% 99.1% 101.4%
Total 96.1% 95.4% 90.8% 100.1% 97.4%

Medium secure total HCA fill rates have improved from March to April, with fill rates for April being
over 95% for HCAs both day and night. Their night qualified fill rate has also improved, with it being
86.2% in March and increasing to 90.8% for April. It is however still an area of focus for the division.
Both Bracken and Prichard are planned to have two qualified staff at night, however the second
qualified is more frequently having to be redeployed to support qualified provision across other
divisions, in particular to support CAMHS. No clinical action cards have been implemented in MSU as
a result of this in the last three months.

Fairbairn have been flexing down in the day due to reduced clinical acuity, resulting in reduced HCA
fill rate of 88.2% in the day. Mackaness also continue to significantly flex down from baseline due to
reduced occupancy (22.7% vs budget). On the other hand, Willow, Rose, Cranford and Prichard have
flex uplifts in place, which is resulting in fill rates above 100%. These are being regularly reviewed by
the division and Safer Staffing Matron to ensure these uplifts reflect current clinical acuity and
requirement.
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Neuro:

March:
Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) Fill Rate (Reg) Fill Rate (HCA) Occupancy %
(Vs Budget)
= Neuro 94.2% 92.9% 93.6% 120.1% 96.5%
NPS 38 Berkeley Close 0.0% 98.6% 9.7% 106.0% 93.5%
NPS Allitsen 97.8% 120.9% 88.7% 136.7% 100.0%
NPS Aspen 72.9% 94.9% 97.7% 137.6% 84.7%
NPS Berkeley Av 19 . 324% 56.0% 100.0%
NPS Cherry 71.2% 102.9% 102.8% 126.5% 100.0%
NPS Elgar 110.3% 112.4% 87.5% 139.3% 95.9%
NPS Elm 99.1% 91.9% 91.0% 108.9% 102.3%
NPS Fenwick 115.8% 82.7% 106.4%, 108.8% 100.0%
NPS Redwood 89.3% 108.3% 95, 113.1% 99.6%
NPS Tallis 101.3% 95.3% 9 164.9% 96.2%
NPS Tavener 87.8% 70.4% % 106! 89.9%
NPS Walton HD 105.5% 80.7% 1 995 96.8%
Total 94.2% 92.9% y N 9 120.1 96.5%
April:

Day Night
Directorate Fill Rate (Reg) Fill Rate (HCA) i Fill Rate (HCA)

Occupancy %
(Vs Budget)

= Neuro 118.6% 95.8%
NPS 38 Berkeley Close 18.0% 83.9% 50.0%
NPS Allitsen 100.1% 146.4% 91.7%
NPS Aspen 104.9% 143.8% 84.2%
NPS Berkeley Av 19 66.2% 100.0%
NPS Cherry 94.5% 100.6% 100.0%
NPS Elgar 130.6% 91.3% 1413% 87.2%
NPS Elm 95.6% 97.6% 103.4% 109.1%
NPS Fenwick 93.1% 109.4% 107.7% 99.7%
NPS Redwood 4 0 105.6% 95.4% 97.5% 87.5%
NPS Tallis 94.2% 103.6% 176.6% 109.0%
NPS Tavedier » 77.5% 87.6% 96.1% 94.0%
NPS WaltomHD 107.1% 84.3% 103.4% 111.0% 101.0%

Total 98.0% 95.3% 98.7% 118.6% 95.8%

Neuro’s total fill rates for both qualified and HCAs have improved consistently from March to April,
with total fill rates for April now being above 95% for all grade and shift type.

38 Berkeley close is showing a 0% fill rate for qualified staff in the day due to a scheduling discrepancy.
Number 38 and 19 the Avenue are planned to have one qualified shared between then, however the
planned requirement of one is on 38 Berkeley Close, however the division have been scheduling this
person to 19 The Avenue. This has now been amended and will reflect accurately in future reports. In
addition, both 38 Berkeley Close and 19 the Avenue have been flexing down from their base number
day and night, due to a reduction in occupancy and clinical acuity, hence their reduced fill rates.

Allitsen, Aspen, Elgar and Tallis all had temporary flex uplifts in place for periods of time during April,

hence some of the fill rates being above 100%. These were due to increases in enhanced support,
NGH admissions and changes in clinical acuity.
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4. Right Staff
In accordance with NQB guidance, Boards should ensure there is sufficient and sustainable
staffing capacity and capability to provide safe and effective care to all patients at all times. There
are three key components to achieving this; evidence-based workforce planning; professional
judgement and being able to compare staffing with peers.

4.1 Reporting on CHPPD
A further NQB recommendation is that organisations are able to compare local staffing with
peers, taking into account of any underlying differences. NHS trusts currently report this in
the form of Care Hours Per Patient Day (CHPPD). From May 2016, CHPPD has been the
principal measure of nursing and healthcare support worker deployment; providing a single,
consistent metric. From 1 April, we have had the capability to now also report this metric,
although we continue to explore the most useful way to display this information.

CHPPD is calculated by adding the hours of registered nurses and the hours of healthcare
support workers and dividing the total by every 24 hours of inpatient atmissions (or
approximating 24 patient hours by counts of patients at midnight). CHPPD is reported as a
total and split by registered nurses and healthcare support workers to provide a complete
picture of care and skill mix.

Divisional CHPPD comparison April 2022

CHPPD Rate (April 2022) - Division/Ward Comparison April 2022 v
30
232
2 193
139 13.7 132
109
m - - .
0 -
CAMHS ASDLD MS Neuro LSSR Essex Bham

This table compares.the actual Care Hours Per Patient Day (CHPPD) delivered within each division for
the month of April as awhole. Although CAMHS have some significant challenges with their fill rates,
CAMHS as a division do still continue to provide the highest rate of CHPPD, however this is reflective
of the higher levels of acuity and enhanced support within this division currently.

In addition, when applying the MHOST, different descriptors are used within each division that most
suit their patient group and level of security. The CAMHS descriptor has different multipliers when
scoring dependency, so when scoring a patient a level 4 for dependency, this has a higher multiplier
than a level 5. This is different to other descriptors and reflects the specific needs of this patient
group.

Moving forward, the display of CHPPD in this way will include a direct comparison of Actual CHPPD
provided vs Planned CHPPD.
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Right Skills

Boards should ensure clinical leaders and managers are appropriately developed and supported
to deliver high quality, efficient services, and there is a staffing resource that reflects a
multidisciplinary team approach.

5.1 Mandatory Training Figures

Division Jan-2022 Feb-2022 Mar-2022 Apr-2022
ASD & LD 92% 92% 91% 90%
Birmingham 94% 93% 93% 92%
CAMHS 92% 91% 90% 90%
Essex 95% 95% 95% 94%
Low Secure & Specialist Rehab 93% 92% 93% 92%
Medium Secure 92% 91% 91% 89%
Neuro 93% 91% 90% 90%
Charity Total 93% 92% 92% 92%

*ASD & LD and Neuro — rounded to 90% for April, they are 89.5%>

Overall the Charity’s total mandatory.training compliance hasemained fairly static at 92% for
the last three months. However, there has been a slight.decrease across most divisions when
comparing March to April. One.of the key factors centributing to this includes the high number
of training no shows across the Charity. There have been occasions across the sites whereby staff
have been pulled off training in order to support immediate staffing requirements on the ward.
This has been highlighted in Learning & Development group with an agreement that moving
forward, the weekly clinical training schedule is to be included within the remit of the Clinical Ops
Hub. This will help ensure oversight of the training need versus immediate scheduling and clinical
demand.

Area of Strength

ILS continues to be an area of strength for Charity wide compliance. This figure has remained
fairly static for the last few months and is currently at 95%. Infection control compliance Charity
wide also remains high at 98%.

Risk Area

Safeguarding level 3 face to face training remains in focus. Charity total compliance as of April
2022 is 84%, which is only a 2% increase since these figures were reported in March. The E-
learning Safeguarding level 3 compliance is however higher at 92%. The Learning and
Development Team are currently exploring how to replicate the recent success with ILS figures,
within Safeguarding compliance.

BLS and SIT (renamed MAPA) are below target and are also in focus for improvement.
5.2 Recruitment Update

As at the end of April the Charity level in-patient RN establishment ratio stood at 85.85%, with
the gap to full establishment being 72 RNs. The HCA establishment stood at 79.14%, with the gap
to full establishment being 269 HCAs. Work undertaken to project the net movement of joiners
and leavers each month puts the dates for establishments to be at the 95% target as March 23
for RNs and February 23 for HCAs. Recruitment drives are continuing within each division, with a
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continued emphasis on offering flexible working hours and contracts. Combined recruitment and
retention efforts are required to achieve closure of the establishment gap. Reductions to the run
rate levels of attrition would enable establishment targets to be met sooner. The associated plans
have been shared with the People Committee.

Right place & Right Time
Action Card Usage Since March 2022

There have been five occasions since March 2022 where Clinical Action cards have been
implemented, and all of these have been within the CAMHS division.

1/04/22 — CAMHS — Shortage of Staff

Implemented during a night shift due to the division being 14 below'ward planned, and Seacole
and Stowe feeling unmanageable. The escalation process was followed correctly and night site
co-ordinators were unable to base themselves on wards. Clinical acuity was reviewed across all
three wards and staff were redeployed to support the most clinically acute areas. This was felt
to mitigate the risk for the shift.

2/04/22 — CAMHS — Shortage of Staff

This action card was implemented during a day shift due to being below planned numbers and
the wards feeling clinically unmanageable with their current resource.» The division, along with
the SMoS for that day, correctly followed the escalation procedure. Staff were redistributed
within CAMHS to support the most clinically acute wards. Enhanced support on Sitwell was
reduced at times throughout the day, however no clinical.harm was reported as a result of this.
All surrounding wards and divisions were/made aware of the challenges within CAMHS and
advised to respond immediately for any urgent requests for support/group alerts/medical
emergencies.

8/05/22 — CAMHS — No Qualified on shift & Shortage of Staff

Two clinical action cards were implemented; one due to insufficient qualified staff, and the other
for shortage of staff.. Overall staffing/levels on the three CAMHS wards were below planned for
this shift, and although-initially clinically manageable, this was escalated to the SMoS at 00:00
when twilights left the divisionzDue to the clinical acuity on Stowe and Seacole, the NIC on Sitwell
had to leave the/ward on several occasions to support the rest of the division. The correct
escalation process was followed and CAMHS first reviewed their own deployment options. Bleep
holder (whowas also the NIC on Sitwell) contacted the other divisional bleep holders, however
no support wasiidentified initially. This was then escalated to the SMoS and a site wide meeting
scheduled at 01:15, where four staff from other divisions were redeployed to help close the
action cards. No clinical harm was reported as a direct result of using this action card for this
period of time.

This incident did however highlight the difficulty of the CAMHS qualified holding the bleep as well
as being the accountable NIC for a ward. This has been escalated to the Clinical Ops Hubs and
division for urgent review.

9/05/22 — CAMHS — Shortage of Staff

An action card was implemented for the day shift due to a shortage of staff across the division,
with all three wards being below planned numbers and a ‘feel’ of the wards being unsafe for
patients and staff. This action card resulted in some temporary restrictive practices being
implemented, including temporary zonal nursing and suspension of all non essential patient care
functions and non essential patient level. This was required to help mitigate the risk and help
ensure a level of observation for all patients. The division was also unable to temporarily cover
LTS enhanced observations for a patient that is over 18. This patient is usually nursed off ward
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due to age, however had to be nursed on the ward with the other patients for a period of time.
A safeguarding concern was raised due to this and this, along with the staffing concern, was
escalated as per our escalation and action card process. MDT, enabling function, education and
wider site support was requested to help close this action card.

Safety & Quality Indicators

The indicators considered within this report reflect the approach taken in staffing reviews and
reflect the current NHS England recommendations.

7.1 Incidents:

Feb 22 Mar 22 Apr 22
St Andrews All (Rate per 1000 121.95 126.14 118.23
OPDs)
ASD/LD 133.1 121.51 110.34
Birmingham 15.44 16.57 20.77
CAMHS 650.7 757.95 841.81
Essex 79.91 58.82 49.43
LSSR 171.43 157.87 137.1
MSU 60.55 87.34 69.4
Neuro 149.3 156.12 136.35

As a Charity total, total incident levelsfrom February to,April have remained fairly static. ASD/LD
have seen a total reduction in totalincidents consistently manth on month, which correlates with
a consistent improvement in their staffing and fill rates position. In addition, Essex and Low secure
have also seen consistent decreases in their level of total incidents.

CAMHS however have seen a consistent increase month on month of their total incidents within
the last 2 months, which includes anincrease in action card usage during this period.
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Whilst it is important to note that CAMHS total incidents do still remain below their mean line,
the division is currently experiencing increased incident levels compared to the low for February.

It is this, combined with their rising enhanced support levels and some reduced fill rates that are
challenging this division.

Our 3 newly appointed Quality Matrons are working closely, along with the Safer Staffing Matron,
to provide some intensive quality support to the CAMHS division. An action plan made up of 6
key areas has been developed and work will begin to happen now, to put some immediate
measures and support in place before the end of May. Some of this includes, focused supervision
for our qualified nurses on the ward (provided by our experienced quality matrons); a focus on
review of their current care plans and enhanced support; and out of hour’s visits, with the first
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one scheduled for 17/05/2022. This action plan and its progress will be regularly reviewed by the

division, Quality Matrons and SSM, and the Chief Nurse.

7.2

7.3

Staffing Related Incidents:

Feb 22 March 22 April 22
Total Count 63 105 76
Level 1 — No Harm 48 79 62
Level 2- Low 11 17 13
Level 3 — Moderate 4 9 1

(Note: this is currently remains a very manual process, in which the Datix team review
incident detail and pull out and record where the report has mentioned staffing as a
contributing factor to the incident.)

The one moderate staffing incident that was reported via datix in April was for Sitwell in
CAMHS and relates to the action card implementation that occurred on this date for the
night shift. This incident did result in enhanced support temporarily being reduced for one
of their patients, from 2:1to 1:1. However, no clinicabharm or injury was reported to either
staff or patient as a result of this.

Out of the 13 low level staffing incidents reported “in»April; seven were within
Neuropsychiatry; three for CAMHS; oné for ASD/LD, one for MSUsand one for Birmingham.

For Neuropsychiatry, five of these seven incidents were for temporary reductions of
enhanced support levels. However, all of these were reported as clinically manageable at
the time and no clinical harm was reported to staff or patients as a result of these. The
other two reportable incidents\weré due to implementing divisional qualified contingency
plans that resulted in two wards sharing a qualified nurse at night for a period of time. No
clinical harm to either patient or staff wasfreported as a result of these contingency plans
being implemented.

For CAMHS, two of the three incidents were reported due to having to temporarily reduce
enhanced support levels. The third incident was due to insufficient response to group
alerts called within CAMHS specifically on 9 and 10 April. To continue to mitigate this risk
moving forward, the Northampton site has introduced three daily radio checks, in the
morning,<afternoon and night shift. These are co-ordinated and completed by the
divisional bleep holders and responses/follow up action recorded on the daily site report.
Bleep holders are also confirming radio allocation and response ability with each ward at
the start of shift, highlighting any areas of response concern, and redeploying if necessary
to help maintain adequate response levels within each building.

Complaints:

For March and April 2022 there were two concerns and one complaint relating to staff
availability (reported via PALS/complaint team).

Complaint from ASD Meadow ward.

Patient complained that there was no qualified nurse on shift. The complaints team are
currently awaiting information from the ward as to why this occurred on that occasion and
to ascertain the likelihood of this happening in the future.
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This complaint did not give a specific date or time as to when this occurred, however there
have been no clinical action cards recorded for ASD/LD or Meadow during this time period.

Concern from MMH Danbury ward

Patient raised concerns that their MDT team is not available on day shift. Patient states
MDT team fail to turn up to community meeting. This is currently with the service for
investigating and we are awaiting their response.

Concern from ASD/LD Sunley Ward

Patient states that staff members have left the ward due to violence on the ward and the
staff shortages make patient feel unsafe. Currently with the ward for investigations.
Meeting arranged for 10 May between the complaints team and the ward to discuss the
issues.

The ward responded in May and provided the following context and assurance:

1. Approximately four staff have left the ward in the previous six month period the
reasons for which are varied, but are not attributed to assaults from patients.

2. Vacancies have been backfilled with staff fromther clinical areas of the Division, e.g.
Clinical Nurse Lead, and new starters who ‘are, making»progress through their
preceptorship period.

3. An additional three staff members have been off on Long Term Sick, these staff
members are undergoing phased réturn to work.

4. There are five new starters in the pipeline that have been allocated to Sunley. The
Division are running an ongoingrecruitmentcycle to fill Healthcare Assistant vacancies.

5. There are no Registered Nurse vacancies on the ward at present.

7.3.1 Freedom to Speak Up Concerns

As of 1 May, there have not been any concerns raised formally via the Freedom to Speak
Up guardians in the last 3 months.

Moving Forward & Charity Developments

8.1 Allocate — E-Rostering Update

The project has been accelerated to reflect the importance of safe and fair rostering of all of our
teams by. 12 June, with the first live payroll on 30 June. Workforce Leads in each division are
taking on the‘implementation and started with ward by ward data gathering, all of which was
completed as planned by 29 April. Additional resources have been funded to support the overall
programme, particularly in the HR/payroll domain.

Allocate helped us to train and build our first rosters at the beginning of May. After this our
Workforce Leads, with support, will be setting up rosters and migrating the data from Kronos. On
23 May we will begin to train all Roster Managers on how to build their first roster and this will
be followed up with authoriser training.

After 12 June, we will return to set the auto rosters up for each ward and build the SafeCare
acuity into the system. This will be completed over July/August.

The Workchoice and agency staff module is ready to be built, with the data gathering exercise
complete. It will go live at the same time as the rostering. There are significant opportunities to
change the way we book and manage our temporary staff in this and we are focusing on including
the Workforce leads in this work.
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Kronos and the clocks system will not be used from the 12 June. We will be training Roster
Managers to use ‘Attendance Manager’ within the Allocate software.

8.2 Establishment Reviews

Our first formal review of establishments will take place across June and July. These will
be supported by a number of our senior ward leaders having now completed the MHOST
acuity training, which provides additional assurance that this tool is being applied and used
correctly. It has been recommended by our NHS workforce partner, that we complete
these first full formal establishment reviews over a targeted area (e.g. one specific division)
rather than the whole Charity. This will help us develop and confirm our formal
establishment review process and template, and ensure a process that is consistently
applied across all wards moving forward.

8.3 MHOST Acuity Training

As part of the Workforce Safeguards workstream, our NHS expért provided MHOST acuity
training to our ward leaders in April, which included over 30 of our CNLs and NMs across
the Northampton, Birmingham and Essex sites. As part of the Developing Workforce
Safeguards guidance, it is a requirement that there are staff trained in the application of
this tool and its descriptors, to ensure accurate data collection when rating our patients;
and to provide assurance to the board that this tool is.being used effectively and in line
with its license. We have a further training date scheduled. for the end of May to capture
more of our senior ward leaders. Following this, our Safer Staffing Matron will be able to
continue rolling out the training across divisions and it will include roll out to all levels of
qualified nurses.

8.4 Clinical Ops Hub Developments

The introduction of the Clinical Ops Hubrhasiover the last few months helped us maintain
oversight of our staffing, includingd@any challenges, both operationally and clinically. The
Charity recently appointed a Clinical Ops Hub/Manager who is managing the Hub and taking
the lead in ensuring optimal ‘performanhce of its day to day running and future
improvements. We are also leoking to recruit more ‘Site Co-ordinators’, who will pick up
the day site'co-ordination (similar to what we have now at night time) and will allow our
CNLs and NMs to.return to their patient facing and clinical roles. By recruiting a site team,
we aimtolimprove consistently in the implementation of our new Safer Staffing Processes,
and staffing model.

Risks for the Board to Consider

e Increased establishment gap across the Charity for both qualified and unqualified staff, as we
move to increase,our proportion of regular staff and reduce our reliance on WorkChoice and
agency.

e  There remains an increased reliance on WorkChoice and agency due to these vacancies, as well
as the need to support temporary flex uplifts due to both increased acuity and demand, which is
seeing wards needing to work above their planned number. This is a risk due to impact on
continuity of patient care, patient experience and a potential impact on staff wellbeing due to
the pressures of working alongside and supporting unfamiliar staff.

e  Continued challenges in recruiting servery staff is seeing us unable to provide the allocated
servery support agreed to all wards across the Charity. For wards without current servery
support, they continue to receive a 0.3 uplift in their nursing number. However, with our current
nursing establishment gap, this is only adding additional pressure to reach an increased nursing
requirement.

e  There are still some instances of refusals to redeploy, and CAMHS in particular are being most
affected by this. Although our newly refined absence and refusal to redeploy management
process is reducing the number of these instances, there are still occurring.
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Proposal

e  The Safer Staffing Matron (SSM) will continue to support the established Developing Workforce
Safeguards work to provide assurance of safe staffing across the Charity.

e SSM will continue to work closely with the Heads of Division to complete the first set of formal
establishment reviews and help support and implement changes where required.

e  The SSM and Workchoice Leads will continue to work closely with the Senior Ward leaders of the
Charity as we plan to roll out the first phase of Allocate in June. This will be key to changing and
improving some of our scheduling behaviours and practices.
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Paper for Board of Directors

Topic NHS Improvement Annual Solvency Commitment

Date of Meeting Friday, 27 May 2022

Agenda Item 11

Author Kevin Mulhearn

Responsible Executive Kevin Mulhearn

Discussed at Previous Board Meeting Yes — March 2022

Patient and Carer Involvement Not suitable for patient/carer involvement.

Staff Involvement Not suitable for staff involvement.
Review and comment O

Report Purpose Information C
Decision or Approval
Assurance ]

Key Lines Of Enquiry: sOeEicOROWK

Strategic Priority Area Education and Training Cd
Finance & Sustainability X
Service Innovation L]
Quality O
Research & Innovation L]
Workforce, Resilience & Agility Ll
Partnerships & Promotion O

Committee meetings where this item has
been considered

Report Summary and Key/Points to Note

The annual NHS Improvement Solvency Commitment Certificate was presented and approved by the
Board in March 2022.

However, the annual declaration certificate for 2022/23 must be approved and signed after 1 April 2022
and therefore has been resubmitted to Board for approval and minutes.

Nothing has occurred since the March 2022 Board that compromises this annual declaration and
therefore | ask the Board to approve the submission (due by 31 May 2022).
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Summary of the Declaration

As a ‘Commissioner Requested Service’ we come under the scrutiny of NHS Improvement. They track
our financial performance to ensure that we are financially sound and able to continue to provide
services. They do this on a quarterly basis but once a year require confirmation from us as a Board of
Directors.

They require us to make the following statement:

“The Board of St Andrew’s Healthcare formally confirm that St Andrew’s Healthcare reasonably expects
to have the required resources to keep our Commissioner Requested Services running over the course of
the next 12 months.

In making this statement we have considered:

* The level of current and likely future demand for Commissioner.Requested.Services.

*  The availability of appropriately skilled workforces.

*  The availability of facilities.

*  The availability of working capital and other financial resources.

| remain confident that we can make this statement and seek the/Board’s agreement to do so.

Appendices -

98



Paper for Board of Directors

Topic Board Assurance Framework

Date of Meeting Friday, 27 May 2022

Agenda Iltem 12

Author Duncan Long, Company Secretary
Responsible Executive Jess Lievesley, Chief Executive (interim)

. . . November 2021 Board Strategy.Day
Discussed at Previous Board Meeting ]
April 2022 Board Development Day

Patient and Carer Involvement Not specifically for the update.

Not specifically for the 'update, howeyer individual items
relating to the process have.been discussed with the
appropriate personnel where required, with many
involved in the actual development of the BAF.

Staff Involvement

Review.and comment X

Information
Report Purpose n
Decision.or Approval

O X O

Assurance

Key Lines Of Enquiry: SLIEMdCcORO WO

Strategic Priority Area Education and Training
Finance & Sustainability
Service Innovation
Quality

Research & Innovation

X XXXX KX

Workforce, Resilience & Agility
Partnerships & Promotion X

Committee meetings where this item has Audit & Risk Committee meetings and Charity Executive
been considered meetings

Report Summary and Key Points to Note

The purpose of this paper is to provide the Board with further opportunity to review and comment on
the revised and improved Board Assurance Framework (BAF).

The BAF will enable the Board to identify, capture and monitor the ongoing principal risks to the
implementation and achievement of the Charity’s strategic objectives. Effective use of the BAF should
drive the agendas and focus of the Board and its sub-committees. The revised BAF will also ensure it
meets the monitoring requirements of the Board as agreed at the March 2022 meeting, whereupon
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strategic milestones will be transferred into the BAF process and progress against them monitored, with
responsible executives held to account for delivery.

This revised version was reviewed and endorsed by the Charity Executive at its strategy meetings in April
and May, as well as by the Audit and Risk Committee at their April meeting.

Following the endorsing of the new format and structure of the BAF, the Company Secretary and Internal
Audit & Risk Manager arranged a series of meetings with the identified Executive Leads to finalise the
Strategic Risks to be included within the BAF. The proposed eight Strategic Risks included in this paper
were reviewed and endorsed by the Charity Executive at the Strategy Executive meeting on 11" May
2022.

The attached paper outlines the proposed process for introducing and maintaining the BAF, along with
the proposed BAF Template, BAF process and procedures, proposed strategic.risks and newly introduced
Strategic Milestone Tracker process.

The Board is asked to review the proposed BAF format, process procedures, and:
1-If in agreement approve the revised BAF template, process.and reporting procedures
2 —If in agreement approve the initial proposed strategic risks to be maintained via the BAF

3 - If in agreement approve the initial proposed oversight allocation of risks for Board Committees

Appendices -

Appendix 1 — Proposed BAF Template example
Appendix 2 — BAF Process and maintaining the BAF
Appendix 3 — Strategic Milestone Tracker
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Board of Directors - Board Assurance Framework

Introduction

The key role of the Board is to determine the strategic objectives that are critical to the continued
success of the Charity, and ensure that they are delivered. The Board Assurance Framework (BAF) is
used to record the principal strategic risks which could prevent the delivery of the strategic objectives,
as well as the key controls and assurances which demonstrate that these risks are effectively managed.
The BAF also records actions to address any gaps in controls and assurances so that implementation
can be monitored by senior management.

The BAF provides the Board with a formal opportunity to oversee, discuss and challenge the current
risks required in order to most likely achieve the strategic objectives of the Charity. The BAF facilitates
a proactive approach to assessing the controls in place, assurances beingprovided, action being taken
and the progress being made against the Charity’s strategic objectives,

The proposed BAF Template (Appendix 01) and BAF Process (Appendix 2) were developed taking on
board key attributes of BAFs currently seen in circulation throughout the'NHS, as well as adopting areas
of industry best practice. A number of these best practice improvements have,been adapted to suit the
StAH BAF, including the proposal to keep the number of Key/Strategic risks limited to no more than
twelve, the separation of reported gaps in control and assurance (incorporating the source and level of
assurance in line with ARC recommendations), and the importance of defined lines of governance and
assurance alongside clear and consistent reporting within the Board and Committee Reports.

A revised format of the Charity’s draft BAF was presented to the Executive at the Strategy Executive
Meeting in April for review and comment, following on from which the BAF was discussed at the Audit
and Risk Committee on 19t April, resulting,in itbeing endorsed, subject to a number of minor revisions
to the template.

Following the endorsing of the new format and structure of the BAF, the Company Secretary and
Internal Audit & Risk Manager arranged a series of meetings with the identified Executive Leads to
finalise the Strategic Risks to be included and managed within the BAF. The proposed eight Strategic
Risks included inthis'paper were reviewed and endorsed by the Charity Executive at the Strategy
Executive meeting on 11th May 2022:

Executive'Summary

To ensure appropriate links to the existing Risk Management system, the Charity’s Risk Management
function has taken onthe role of an “enabler and facilitator” in the development of the BAF and is
providing oversight and challenge on the risks, controls and assurances that are to be included. The
Strategic risks proposed in this paper have been selected taking into account the recently approved
Charity Strategy 2022-27, the input and recommendations from members of the Executive, along with
input taken from numerous BAFs in use within the Mental Healthcare sector, and recommendations
from the IARM, using his experience and understanding of the Charity’s risk cultural and risk maturity.

Our discussions with the Executives covered a wide range of topics including:

a) The degree of comfort they have with the new BAF template

b) Their historic experience outside of the Charity with BAFs (or similar) — its population, the number of
risks managed, the administration of risks, the governance of risks, etc.
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c) Detailed scrutiny of the existing set of Strategic risks (pre-populated within our original BAF) for their
validity, completeness and clarity.

d) The Key risks they consider are of strategic significance in the context of the Charity and the approved
strategy for 2022-27.

Key to including a specific risk was the answer to the following risk “litmus test” question:

“Will the exposure to a Strategic Risk (or failure to control the risk sufficiently that the full
inherent impact is seen) result in derailing the Charity and see the likely failure of the Charity to
deliver and achieve its immediate strategic objectives.”

Using this litmus test approach has resulted in some areas that were initially considered as Strategic
Risks being disregarded at this time, and may therefore be considered at a point in the future. These
risks may therefore be best managed as Material Risks and incorporated into the existing Material Risk
Register and process.

It is worthy of note that whilst the final Strategic Risks should be aligned to the Charity’s seven Strategic
Priority areas (and recorded on the BAF as such), a Strategic Priority Area will not necessarily be seen
as a stand-alone Strategic Risk.

Furthermore to ensure the BAF is manageable and can be completed effectively we are planning to
limit the number of Strategic Risks to no more than 12 at any one time.

Proposed Strategic Risks:

The following eight strategic risks are proposed for.inclusion within.the new BAF process. These eight
broad risk areas have been suggested.taking into account the consensus of opinion from the Executive
meetings and how the risks link to the strategicpriority areas within the new Strategy. Whilst the final
risk descriptions, control activitiesiand sources of assurance are yet to be documented there was full
support for these risks being included.

Current proposed Strategic Risks:

1 — Strategy Delivery

2 — Quality of Services

3 — Financial Objectives

4 — Workforce

5 — Organisational Culture

6 — Partnership Working

7 — Strategic Assets and Estates Management

8 — Service Innovation

A number of other potential strategic risks were discussed for inclusion (or otherwise). These risks,
including a number of Strategy Priority areas (Research and Education), were either seen as not
meeting the aforementioned risk litmus test or the qualification criteria, (although it was agreed they
may do in the future), or the risk areas were seen as enablers within the strategic risk process, or
outcomes of the strategic risks. Such as in the case of Digital (an enabler) or Reputation (an outcome)

and both these areas therefore would be documented accordingly within the final strategic risks included
within the BAF.
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The Strategic Risk Register and BAF are live documents, perhaps with less fluidity and ability for change
as compared to the Material Risk Register and as such, should a Strategic Priority area (such as
Research or Education) move into a high priority deployment phase, as in the case of Education and
Training in the year 2025-26, and Research and Innovation in the year 2024-25; it may be appropriate
to record an appropriate Strategic Risk for these areas within the BAF at that time. In the meantime,
risks associated with the delivery of objectives and milestones in these areas will be managed within
the Strategy Delivery Strategic Risk (in conjunction with the newly introduced Strategic Milestone
Tracker process, Appendix 03).

Based on how the BAF template has been designed, it will be possible to readily see to which Strategic
Priority area each risk aligns to, as well as how each Strategic Risk has links to others. Where controls
are derived out of the enablers, they can be considered as key controls and therefore will be recorded
within the BAF, under the Controls and Assurance section of the applicable Strategic Risks.

Strateqgic Milestone Tracker:

Whilst the Strategic Milestone Tracker process is overseen and collated by the Director of Strategy, it
is the SRO for each Strategy Priority Area that will have respoensibility for highlighting progress on
objectives and providing the initial level of assurance and commentary. The Director of Strategy will
produce a summary paper of the progress against the Strategy (including updates for each priority area)
at each Executive Strategy meeting.

The summary will be based upon a standard question'set./ approach:
e Are relevant metrics in place and being tracked? What are they telling us?
¢ Notable activity / achievementsin the period?
e Activity that is off track and the remedialplans?
e Critical activity planned for the next period and any risks to achievement?
e Are our current plans still' relevant and sufficient? If not, why and what do we need to change
/ do differently?

Additionally there will be a schedule of priority area ‘deep dives’ established where the SRO will present
their plans and progress etc. innmore detail; including relevant metrics. The output from these Executive
Strategy meetings will inform the, progress updates for the Board alongside the BAF, specifically
supporting.the Strategy Delivery strategic risk.

Committee Oversight

As part of the BAF process it is recommended that Board Committees maintain a level of oversight of
the agreed strategic risks. The table below details the suggested oversight responsibility for each risk,
including the Executive Leads responsible. Committees should review the relevant strategic risks
assigned to them at each of their meetings (this will entail those committees with strategic risks
assigned, to potentially move to a bi-monthly frequency that is aligned with Board meetings), liaising
with the Executive Lead if needed to provide an opinion on the levels of risk and assurance provided.
These reviews will act as a further line of assurance over the BAF process and the achievement of
strategic objectives.
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Proposed Strategic Risk

Executive Lead

Proposed Board Committee

Links to Strategy Priority Areas

Strategy Delivery

Chief Executive Officer

Finance (& Performance) Committee

All seven areas

Quality of Services

Chief Nurse

Quality & Safety Committee

Quality / Service Innovation / Workforce
Resilience & Agility

Financial Objectives

Chief Finance Officer

Finance (& Performance) Committee

Finance & Sustainability

Workforce

Executive HR Director

People Committee

Workforce Resilience & Agility / Finance &
Sustainability

Organisational Culture

Chief Executive Officer

People Committee

Quality / Workforce Resilience & Agility

Partnership Working

Chief Executive Officer

Quality & Safety Committee

Research & Innovation / Education & Training
/ Partnership &Promotion / Finance &

Sustainability

Service Innovation / Education & Training /
Director of Estates & Facilities | Finance (& Performance) Committee |Partnership & Promotionf Finance &
Sustainability

Strategic Assets and Estates
Management

Quality./ Service Innovation J Partnership &
Prometion

Service Innovation Executive Medical Director Quality & Safety Committee

As part of the development and completion of the new BAF, meetings will be arranged with the Chairs
of the appropriate Board Committees that will have oversight responsibility for the Strategic Risks
assigned to them, to discuss the process, assurance levels and agree, the frequency of review and
reporting.

Conclusion:

Once the final Strategic Risk areas are agreed, the IARM and Company Secretary will, through further
meetings with Executives and subject. matter experts, detail the risk description, control activities,
sources of assurance and any immediateactions required to finalise the first full draft version of the
BAF for submission to the Audit and Risk Committee in July, ahead of presenting to the Board. Further
updates on the development of the BAF will be provided to the Executive before the ARC and Board

The Board is asked to review and comment on the proposed format of the BAF, as approved by the
Executive' Team and Audit and Risk Committee, and if in agreement approve the format, the proposed
process and reporting procedures.

The Board is alsoasked to approve the 8 proposed Strategic Risks for inclusion in to the new BAF and
to state if they have any other risk areas for consideration within the BAF.

Finally, the Board is asked to review and comment on the proposed Board Committee oversight
allocation, and if in agreement approve the allocations.

Duncan Long
Company Secretary

Mohammed Sajid Ali
Internal Audit & Risk Manager

Appendix 1 — Proposed BAF Template example

Appendix 2 — BAF Process and maintaining the BAF
Appendix 3 — Strategic Milestone Tracker
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Risk Title - H H Strategic Quality Service Research & Education & Partnerships Finance & Workforce

1 Quallty of Services priority Innovation Innovation Training & Promotion Sustainability Resilience &

Agility

Description Inconsistencies in the application, oversight and recording of clinical Risk rating

practice could undermine the quality and effectiveness of patient care, (impact x likelihood)

resulting in patient safety being compromised and an increased risk of o

reputational issues and intervention/action by external bodies. Initial score
Exec Lead Chief Nurse Oversight Quality & Safety Current score Nu

Committee Committee
Datix material risk 904, 906, 911, 986 Risk Appetite Quality Risk Appetite Low (12)
ref(s) Category
Assurance rating May 2022 July 2022 September 2022 November 795 January 2023 March 2023
(Rolling by Board
meeting) -V
. N4 .

Key controls in place » Assurance that controls are effective Date

The main controls/systems in place to manage principal risks & to reduce the likelihood and impact of the risks

safety framework, fill rate reporting to the CEC and Board.

Gaps in controls

*iet

#Ms Montrol or assurance

Gaps in assurance

Sources of assur 4. thal demonstrate the controls are effective (both Internal & External) along with Date of last
é the level of assurance provided (where appropriate) assurance
P - Committee oversight of clinical activities and their safety and effectiveness (BENNS, LRP Advisory Group) Committee mint*es und action plans 1(L2)
P - Embedded clinical governance framework (RP Monitoring Group, Clinical Governance Oversight Grou * ' (%ical udiy, “edback from internal visits 1(L2)
P - Safe Staffing levels, New Staffing model MHOST, Central Staffing Operational hub, Absence pro ,\.ﬁ\rk L “eams, etc. Safe staffing report I(L1)
P - Delivery of evidence based and innovative therapeutic interventions ) t‘gashboards and patient feedback I&E
C - Independent reviews and benchmarking programme (Clinical audit, CQI projects) N Audit and inspection reports I1&E
P + C -Enhance knowledge and awareness through Online and off-line trainings, e-learning, real-time IQPR and * Dashboards, reports and staff eLearning data 1(L2)

C1

A1

Cc2

A2

Actions (what can we do to fill these gaps?)

Action description Action owner Status update Deadline
Ct Chief Nurse
Cc2
A1

A2
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Risk Scoring Matrix, Assurance Ratings and Risk Appetites

Im
paCt Risk Domain / Category Risk Extent of Risk ish Tolerance Risk Residual
Insignificant Minor Moderate Major Catastrophic Appetite Appetite Management Risk for
Level Approach Escalation
Quality 1 — Minimal Lcw Anpetite Low Tolerance Cautious 12 or more
Almost Certain Safety 1 — Minimal c JoweAopetite Low Tolerance Cautious 12 or more
-8 Regulatory / Compliance 2 — Cautious -/ "V 1od-.rate Appetite Moderate tolerance ~ Conservative 12 or more
_8 Likely Research and Development 3- OpenV High Appetite High Tolerance Confident 15 or more
?, Reputation 2 — Cz itious Moderate Appetite Moderate Tolerance  Conservative 12 or more
= Possible ﬁ . - " "\ . .
: Performance and serv, < @ustainability 2 -Ca ttious Moderate Appetite = Moderate Tolerance  Conservative 12 or more
Financial Sustainw ‘2 — v autious Moderate Appetite Moderate Tolerance  Conservative 12 or more
Unikely Workforce Q \\ 2 — Cautious Moderate Appetite = Moderate Tolerance  Conservative 12 or more
Partnersi .‘ﬂs' ‘ 3 - Open High Appetite High Tolerance Confident 15 or more
Rare
: >
Risk Rating Action Required Assui v o Level we& iption

Substantial ) ‘ There is substantial level of control over the key risks. The tested controls have been applied consistently and effectively. No
significant improvements are required.

Low (1-3) Monitoring of risk, further risk reduction may not be feasible or cost
effective, refer to risk appetite

Moderate (4-6) Risk reduction required so far as is reasonably practicable, refer to Adequa* . Key risks are covered by adequate levels of control. Although there are some weaknesses in the application of control procedures,
risk Appetite the weaknesses are not sufficiently critical to compromise the system of internal control. Some improvements are recommended to

enhance existing controls.
High (8-12) Action required so far as is reasonably practicable, refer to risk B lue Some key risks have inadequate levels of control or key controls are not being consistently applied. The weaknesses identified,
Appetite \ taken together or individually, impair the system of internal control. Prompt corrective action is required by management to

significantly improve the application of key controls.

Major (12-25) Immediate action required so far as is reasonably practica. s, ro‘er Limited Key risks are generally not covered by adequate levels of control. A widespread lack of application of key controls undermines the
to risk appetite system of internal control. This failure of the control infrastructure has had, or is likely to have, significant implications for the
business. Urgent management attention is recommended to implement effective controls.
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APPENDIX 2 — BAF HIGH LEVEL PROCESS OVERVIEW

Each year, the Board determines the strategic objectives, which are critical to the
success of St Andrew’s Healthcare

The Board can easily see the key risks that threaten the achievement of the strategic
objectives, and consider whether additional action is needed to address these risks
and ensure the objectives are delivered




MAINTAINING THE BOARD ASSURANCE FRAMEWORK

The high-level process to maintain the BAF is documented in the diagram above. Additional and detailed elements
of the process are as follows:

1.

The BAF should be seen as a dynamic document that provides visibility over the risks associated with the
achievement of the Charity’s strategic objectives and priorities. The BAF is one of the main ways in which the
Executive is held to account for the delivery of the Charity Strategy.

The BAF is the culmination of a number of risk and internal control processes, including the wider Risk
Management System incorporating the Charity’s Risk Appetite, Material Risk Register; the Strategy Milestone
Tracker and individual Strategy Implementation Plans.

Although the BAF should be actively used and maintained by Executive Leads as part of day-to-day activities,
it will be formally updated and reviewed as follows:

Executive Leads review their strategic risks, control activities, assurances and action plans on a bi-
monthly basis in conjunction with the Company Secretary and Internal Audit & Risk Manager.

Risk and assurance ratings are proposed and updated by the Executive Lead, along with updates to
controls, assurances and actions. Updates are collated by the Company Secretary ahead of
submitting an Executive Summary of the BAF position at each Board meeting, supported by the
complete and annotated BAF and selected supporting information.

Board committees review the relevant strategic risks assigned to them at each of their meetings (this
will entail those committees with strategic risks assigned, to potentially move to a bi-monthly
frequency that is aligned with Board meetings). Reviews will act as a further line of assurance over
the BAF process and the achievement of strategic objectives.

The BAF Board Report will include:

i. An up to date and complete BAF; that has clearly identified and annotated updates recorded,
including changes to controls, assurances; actions and due dates.

ii. Latest Strategy Milestone Tracker Executive Summary (as collated by the Director of Strategy
and presented to the Executive Meeting immediately preceding the Board), to support the
Strategic Risk, relating to Strategy Delivery. Oversight of progress against the strategic
milestones and objectives is‘maintained by the introduction of a Strategy Milestone Tracker
(Appendix 03). The SMT pulls together all agreed milestones (154 were agreed at the March
Board) and is completed on a monthly basis by the SROs for each Strategic Priority area.
The summary will include narrative around:

e The outcome of any scheduled deep dives into strategic priorities

o - Whether relevant metrics are in place and being tracked. What are they telling us?
¢ Any notable activity / achievements in the period

e Activity that is off track and the remedial plans

e Critical activity planned for the next period and any risks to achievement

o Whether current plans remain relevant and sufficient. If not, why and what is needed
to change, or be done differently.

iii. Relevant supporting appendices, such as Risk Scoring Matrix; Risk Appetite Levels, Risk
Appetite Statement and Lines of Assurance.

iv. An Executive Summary of key issues and developments relating to the strategic risks since
the last Board meeting, including changes to risk ratings, new or closed risks, deviation from
risk appetite; status of actions; items escalated for Board attention and any other issues or
changes of note.
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e The Board will receive and review the full BAF at each meeting. The Board will ‘confirm and challenge’
the BAF and consider:

Have the correct and appropriate risks been identified and recorded?

Are the reported risk scores accurate and in line with their understanding?
Are the identified controls and sources of assurance appropriate?
Whether gaps in controls or assurance have been correctly identified.

Whether any further action is deemed necessary in relation to any of the risks or strategic
priority areas.

e The Audit and Risk Committee (ARC) will review whether the format of the BAF and the way it is

drawn u
achieve

p and used (in particular its maintenance and updating) are ‘it for purpose’. The ARC may
this by commissioning an annual review of the BAF from internal audit. Note: It is proposed

that once the completed BAF is finalised and formally approved (likely'to be following July’s ARC and
July Board) that an initial review is scheduled for January 2023, at which point any major changes
can be completed.

4. Strategic risks will be scored using the methodology described .in the Risk Management Policy and Risk
Management Procedure, and follows the current 5 x 5 scoring and rating process.

5. The assessment of the overall assurance level for each strategic risk will be rated using the Charity’s existing
assurance terminology.

6. The Board will oversee the remediation of gaps in controls / assurance that threaten the delivery of the
strategic objectives (i.e. by strengthening internal controls, or commissioning internal audits to provide
assurance over the internal controls / functions that are critical to the achievement of individual strategic
objectives).

7. The Charity’s Strategy will be reviewed and updated on an annual basis to ensure that it remains appropriate,
with the BAF updated to reflect anychanges.

GLOSSARY OF TERMS

Board Assurance Framework - The key source of evidence that links the organisation’s ‘mission critical’ strategic
objectives to risks, .controls ‘and assurances; and is the main tool the Board uses in discharging its overall
responsibility for.dnternal control. The BAF follows the structure of the organisation’s strategic objectives and is
supported by the Charity’s Risk Management System.

Internal Controls - The systems and processes the Charity has in place to give the Board reasonable assurance
that things are running, as'they should and that the organisation is achieving its objectives and meeting its legal
and other obligations. For BAF purposes, controls are classified as either Preventative or Corrective. Examples
of internal controls likely to be seen within the BAF include:

Strategies (e.g. Estates, Health & Safety, Quality, IT, People)

Policies and

Procedures

Targets, standards and Key Performance Indicators
Staff Appraisals and management supervision
Staff training programmes and elLearning

Local audits

Strategic Risk — An inherent risk to the delivery of the organisation’s strategic objectives that should not change
significantly over time. These risks have the highest potential for external impact, for example does the
organisation meet patients’ expectations in relation to the overall quality and safety of care.
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Sources of Assurance — Evidence that controls are working as intended (positive assurance) or not working as
intended (negative assurance). For BAF purposes, sources of assurance are classified as either internal or
external.

Example sources of assurance

Internal sources of assurance External sources of assurance
Internal audit External audit

Key performance indicators Care Quality Commission

Board reports NHS England / Improvement
CEC / Sub-committee reports OFSTED

Reports from specialist leads (e.g. business | Accreditation schemes (e.g. 1SO27001)
continuity, health and safety, risk management)

Clinical audit Patient feedback
Staff surveys Healthwatch
Staff appraisals

Training records

Results of internal investigations (including Serious
Incidents)

Complaints records

Data Security and Protection Toolkit self-assessment
Whistleblowing reports

Gaps in Control / Assurance — The main areas of weakness, which result in ineffective, or absent controls /
assurance. Gaps are to have a clearly defined (and SMART) action attributed and recorded on the BAF.

Strategy Milestone Tracker — The SMT is used«to pull together progress on all agreed milestones and is
supported by a monthly deep dive into selected strategic priority areas, and a summary report that provides an
ongoing narrative into the delivery of the strategic objectives and milestones.
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St Andrew's Healthcare Strategy 2022-2027

Our charitable purpose: "A charity that promotes wellbeing, gives hope and enables recovery”

STRATEGIC PRIORITY | | AIM MILESTONE OBJECTIVES ” INDIVIDUAL OBJECTIVE | | Scheduled completion | | Assessed by | | Assessed on | | Commentary / Update
To be delivering improved patient outcomes in a consisten manner across all service
All services to be rated GOOD or to have improved as a minimum at the next CQC inspection
A A R To implement innovative models of practice and technology to support and improve the
Quality Care that is fit for the future experience and outcomes for our service users P
o
We will have an agreed physical health stratgey to improve the physical health of our patients
Physical health strategy plan implemented
o
We will have an agreed patient safety strategy ensuring that safe care is central to all we do,
and aligned to the NHS practices
Deliver hlgh qual Ity care Patient safety strategy deleivery training plan implemented
. and recovery outcomes
Quality o
through our quality first

Funded Clinical Equipment budget with policy and processes to support Charity's ol

Minimising patient harm and delivering safe care

ethos

To have timely and accurate information about quality, compliance and safety indicators
accessible to all ward staff to support and to be routinely used in the <linical governance
structure

Implementation of an agreed Quality Team structure to sup~ 1 ‘line staff to achieve the
overall improvements identified in the safety strategy

We will have greater patient engagement and i lvmen eed and implemented

ices provided,

We will increase the quality, type and =
i rative decisio

treatments, models of care acces;
making

Delivering a great patient experience

We will have improvem:

Progress Level

Substantial progress is being made on achieving strategic objectives and m@s. Objectiv. and m es may already have been achieved either on track or ahead of plan for achieving them.

Although there are some recognised control gaps, they are not sufficiently critical to compromise the achievement of the strategic objectives or measures. Manage t are general on track in‘terms of agreed timelines and milestones .or the relevant objectives/measures. Where progress is slightly behind plan, management have confirmed and realistic plans in place to

Adequate Progress ss the slippage.

ed timescale or as initially in: dd Manab =nt and objective owners may need to complete additional actions to remain on track in terms of agreed timelines and milestones, however they
remain at an early stage.

Partial P The control gaps, or lack of progress in completing agreed actions, taken together or individually may indicate the strategic objective or measure will not be achieved in ti
artial Progress

Targets and milestones have been missed, or management have not commencedithe necessary actions required in order to achieve (‘strategi dbjective ¢ Measure. Significant actions and activities are required by management to address the shortfall in progress.

Work toideliver on this objective not .dto = conu..c..ced at present time

5
e’
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Paper for Board of Directors

Topic Integrated Quality Performance Report

Date of Meeting Friday, 27 May 2022

Agenda Item 13

Author Anna Williams (Workforce supported by Lara Conway
and IT security provided by Adam Griffiths)

Responsible Executive Jess Lievesely

Discussed at Previous Board Meeting Routine paper
As the My Voice work provides insights, these will be

Patient and Carer Involvement used to tailor the focus of the IQPR to ensure patient

voice

As the Your Voice and Lead the Change programmes
Staff Involvement provide insights, these will be used to tailor the focus of
the IQPR to ensure staff vaice.

Review and:.comment

Infarmation
Report Purpose 1
Decision or Approval

X O OO

Assurance

Key Lines Of Enquiry: SOECOcORrROWI

Strategic Priority Area Education and Training
Finance & Sustainability
Service Innovation
Quality

Research & Innovation

X OXOX O

Workforce, Resilience & Agility

Partnerships & Promotion O

Committee meetings where this item has Quality metrics are considered via QSC. Workforce is
been considered considered via the People Committee. Finance is
considered via Finance Comm.

Report Summary and Key Points to Note
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Review of the period ending April 22

Quality — at a Charity level, six of the quality KPIs (included in quality scorecard) are showing a special
cause improvement (sustained improvements for: incidents of violence, restraints, long term
segregation, enhanced support episode and staffing levels required for enhanced support and a new
improvement for Level 2 incidents). The remaining metrics show common cause variation. Assurance is
provided for Division level concerns. At ward level 92% of the quality scorecard KPIs are either in
control, have little or no data or show a statistically insignificant trend. The quality scorecards for each
division and ward are routinely shared with QSC. Leading indicators continue to be a focus. My Voice
response rates show a small improvement yet remain low — additional promotion is underway. Updates
are provided on the setting of Clinical targets and the approach for Clinical benchmarking (with
ratification via QSC planned for June).

People — training and agency spend are favourable to target at Charity level. Registered Nurse and HCA
establishment ratios are projected to be at target by March 23 for RNs and February 23 for HCAs. There
is a joint focus on recruitment and retention to secure these projections. Monthly veluntary turnover is
adverse to target — with divisions higher then enabling functions. Sickness % has shown a positive
reduction, yet remains adverse to target. In common with other healtheare providers, both locally and
nationally, the Charity is working tirelessly to mitigate potential impacts to,patient care arising from the
combination of a challenging recruitment market andabove target absences levels. Remedial actions
are shared in the report.

Finance — April 2022 Actual Performanceé v Budget;, Net deficit £1m - £0.1m lower than budget, with
98% achievement of budgeted income offset by positive movement in costs of £0.4m (£0.3m

Operational & £0.1m Overheads)

Integrated Quality & Performance reportingimprovements update

This paper includes thesproposed Clinical targets approach and the Charity’s plan for benchmarking.

The requested waterfall chart showing the net impact of starters and leavers from opening to closing
headcount is included. This is currently at Charity level — work is on-going to enable role level reporting.
Transfers to WorkChoice are to be included in voluntary turnover moving forward.

Pending improvements = these are progressing but are not yet presentable
e Expanding the IQPR scorecard to include additional outcome measures, (cohort or paired)
including My Voice (presented separately) and key leading indicators
e Further development of rolling averages and forecasting.

Appendices -
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1) Quality,Scorecard



Quality Scorecard at a Charity level there are special cause improvements across six quality indicators with no
special cause concerns. Clinical targets have been underdevelopment — a headline proposal is shared in the coming

slides and will be presented to the next QSC for consideration.
Charity Position

Incident Wiskans: naciclant L1 Incldent L2 et L3 8l Ristraine Sirhecion

ASDLD — recurring LTS concern is
due to two inappropriately placed
patients and two patients whose
it | ke | hais | mmels | i | S | ekt | ek exit plans require external
il e el Y e placements. Every effort is being
D) |€ : ' £ : - . made to secure an appropriate
setting for the inappropriately
placed patients.
Community — all concerns relate to
the deterioration of one service
user who is beginning to respond
well to their amended care plan.

Birmingham

CAMHS

Community

Cormmundiy Parinerships

Esson

Lo Seaours B Specialict Rehalb e

b ociurn Socurm

Mauro

Delayed transfers of care remain a challenge — with 65 at mid May, of particular note, the Charity is currently supporting three
>18 year olds in CAMHS, due to a lack of availability of onward care. Placements within STAH are being considered in the interim.

Statistical Process Control (SPC) rule trigger icons. Hower over icon for more info Trend lines are shown for KPls with data volume too low for statistical significance

Concerns f:“.-‘f*j @ Improvements @ @ In Control -~ Concerns “way A~ Improvements Sy A
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Exception reporting — Violence, Incident Level 2 & Restraint

2 Incdents OF Violence (Per 1000 0BD) & Incidents Level 2 (Per 1000 OBD)
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Sustained special cause improvements for incidents
of violence and restraint. This reduction correlates
with the REDUCE programme that has been in place
since September 2019. Level 2 incidents present a
special cause improvement for the first time — with

X

Movember 2020 - April 2022

509 ;;3 levels currently close to the lower control limit. The
400
8 20 improvement is driven by CAMHS and LSSR. Overall
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Enhanced Support Episodes (Per 1000 OBD)
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Exception reporting — Enhanced Support & Long Term Segregation

Enhanced Support WTE (Per 1000 OBD)
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Sustained improvement - fewer new episodes of
enhanced support, correlating with a reduction in the
level of resource required. Special cause
improvements for ES and LTS, initially reported to the
Board in January, have been sustained. This reduction
correlates with the REDUCE programme, alongside the
sustained scrutiny of enhanced support.



Ward level assurance

The quality scorecard presented in this report provides a Charity position alongside a disaggregated divisional view.
The Quality & Safety Committee is provided with a further level of granularity in the form of the ward level quality
scorecards, associated causal analysis and remedial actions. The below table represents a hybrid — providinF an
overview of the status, at ward level, of the 12 current ciuality KPIs. Insummary 92% of the ward level quality KPls
are in control, have little or no data, or show a statistically insignificant trend, 5% show statistically significant
improvements and less than 3% show statistically significant concerns (this is consistent with March 22).

Diwision Wards SPC Concern | 5P Improvement | SPC Common Cause | Trend Concern | Trend Improvermnent | Little or Mo Data
ASD A LD 14 S % 21 %

21 % Eii

7] Birmimgham g ER i % 19 % 56 %
CARHS 4 4% T - 5% 29 %
7] Community 2 0% 0 % g% 71%
tizen ] 4 % 21 % 14 % 54 %
71 Low S=cure & Specialist Rehab Q B g% 17 % 6% 62 %
Medium Secure 11 > E % 27 % L% 50%
7 Meuro 12 5% % 28 % T % AT %
Tatals 1 % 5 % 22 % 11 % 49 %

Through the Integrated Quality and Perfarmance reporting approach the Charity considers both SPC and trend
concern themes at a metric level and reviews the distribution of concerns at ward level. Clinical plans are subject
to check and challenge. This information is shared with the QSC for consideration. Leading indicators continue to be
reviewed, there remains an open action for these to be incorporated into the IQPR matrix. The Charity’s internal
Quality Assurance approach is currently being redeveloped — learnings are being taken from our NHS buddy
organisations and digital tools are being considered.
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My Voice

How was your experience of the service we provide?

®Don't Know @Very Poor @ Poor @ Meither Good nor Poor @ Good @ Very Good

The collated responses show 68% of
r-spondents rate their experience as
r,0d or very good (63% March 2022).
Response rates remain a concern,
_ with inconsistent and insufficient
et s e completion levels. Increased
promotional activity is
SEremE s Ersmne s \ | 7o Ve ' underway. Access to devices is a
\ — ' reported blocker that is being
) removed. Actions and learnings from
My Voice will be included in ward,
division and Charity wide QIPs.
With lesson learnt being addressed
) \ via the dedicated Embedding lessons
ya learnt into practice work stream (one
T of the nine work streams in the
o wh | can talk 1o when needed Improvement Programme).

5t Andrew's Divisions [k 4 8% 15% A%

Average rating per 10 point question

| had my say about my care — ‘el listenad to by staff

| know everything | want to about my care

*As at 10t May 2022 120



Clinical Targets

The Charity is setting clinical targets within the spirt of the collective desire to continually improve the experience
and outcomes of those we support. With this in mind, targets will be bold and aspirational, aligned with our
strategic ambition to facilitate high quality person centred outcomes and experiences.

The approach to developing these targets has been benchmarked with our NHS buddy organisation and draws on
national targets as agreed in the Mental Health Safety Improvement Programme (MHSIP - for which St Andrew’s
chair the East Midlands Alliance). Aligned with these methodologies, a percentage reduction from baseline
approach is being proposed. The baseline being the mean<achieved for the preceding 18 months. Clinical colleagues
from across the Charity have been engaged in the Restrictive Practices Monitoring Group (RPMG) and through this
have been party to the agreements within the MHSIP. In line with_ other providers a target for total incidents will
not be set. There will be a focus on reducing the proportion of.incidents that result in harm. For key restrictive
practices the MHSIP has set a 25% reduction target over 24months. The Charity is proposing to adopt this target,
segmenting the achievement across six month periods. IniJune the QSC will be asked to ratify the approach. The
Charity REDUCE programme has been established since 2019 and has implemented a wide range of initiatives,
which is reports to QSG and QSC. This programme can be reviewed such that additional focus, effort and resources
can be directed to meet the improvement targets.

Seclusion

Metric Incidents L3+ Restraint . Seclusion hrs LTS episodes LTS days Rapid Tranq
episodes
Target 25% reduction over 24 months
REDUCE Clinical
REDUCE P REDUCE Supervision,
rogramme
Patient safety | Programme, e.g. REDUCE REDUCE 8 o Medicines
Improvement plans HOPE(s) training| Programme,
strategy full Safewards Programme Programme Management -
. . for LTS HOPE(s) )
implementation rapid tranq
121 management .
action plan




Clinical Benchmarking

The Charity remains committed to benchmarking clinical performance against comparable services. It remains
challenging to achieve this commitment, chiefly due to a lack of specificity within the available benchmarking data.
The data available via the NHS Benchmarking Service and Model Hospital is at best at security level, with very little
diagnostic or gender classification. This in turn impedes the validity of the comparisons and renders the existing
benchmarking options insufficient in their present form. Data atdrust level is not useful, not only as we do not
necessarily know the services each Trust has, but even if we did, we.may net’know which services are included in
any data set.

There are two medium term solutions to this problem. Firstly, for our.secure services, in either Q1 or Q2 22/23,
providers will be asked to report specialised quality data by servicetype. This data will go to the national Quality
Surveillance Information System (QSIS) and soon into the‘Model Hospital system as QSIS is being discontinued. We
will have access to the Model Hospital and as such, we can benchmark against meaningful granular data e.g.
comparing our male, mental health, medium secure wardswith all other male, mental health medium secure
wards.

The second solution, which has been discussed withone of the NEDs, is that we hold a series of workshops where
we test assumptions, using our ownidata, on the key statistical drivers of different outcomes e.g. violence,
restraints, seclusions etc. Once we establish the key drivers, we can try and control for those when comparing
benchmark data e.g. if diagnosis is a driver, and we do not have benchmarked data for outcomes by diagnosis, we
then remove that as a variable from our own data and then compare to the benchmarked data.

We intend to set up a series of these workshops, as they will also help inform quality improvement efforts.
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2) People,Scorecard



People Scorecard at a Charity level, training and agency spend are favourable to target. The remaining
metrics are adverse to target.

Charity Position

Measure ol Turnowver Month RM Ratio HCA Ratio Training Agency Spend | Sickness %

As a kev ~nabler for quality, a driver for employee
experier e and financial results, there is a considerable
focus on improv ng the performance of workforce
metrics.

SPC Target SPC  Target | S5PC | Target  SPC | Target | SPC | Target 5SPC | Target
StAndrews

Divisions

Divisions Data < 1 insight improvements, integral enabling
Measure Vil Tumnover RN Ratio HCA Ratio Training Agency S5pend Sickmess % |nformed deC|S|OnS' are |n ﬂ|ght'

Month

S5PC | Target SPC  Target 5SPC  Target 5SPC | Target SPC | Target 5PC

22/2. people targets have been agreed at a headline level
¢nd are included as the comparators for this report. Work
is on going to disaggregate and individualise the targets
for divisions and functions.

ASDELD

Birmingham

)| B @

CAMHAS

® E
3

Eszex

e Measure Vol Tumaver Month Trainin Agency Spend Sickness %
Low Secure & Specialfist Rehab aver g gency Sp Sic b

SPC Target SPC | Target | SPC | Target | 5PC | Target

Medium Secure (rh -

Functions

®|®|6® 066

® ®
2 :
GHEHCIE,

Meuro P

*Please note as CAMHS are a smaller division they may be disproportionately impacted by a small number of staff members

Statistical Process Contral (3PC) rule triggericons.  Hower over icon for maore info Trend lines used for KPls with data velume oo low for statistical significance | Target icons show if KPls are passing or faiing Mo icon shown if the KPI has litthe or no data
Concerns & (T  Improvements @ @ In Contral I Concerns ™ ~" Improvements “ 1.-'5:' Stable = Passing Failing i 0 e zat & mantn: O™



Exception reporting —VVoluntary Turnover in month

& Voluntary Tumover In Month

. ) At a Charity level the April voluntary turnover was marginally
ac erse to tary -t at 1.08% (in patient divisions returned
1.19%* with enabling functions at 0.85%).

20%
e L ]

15% o g & P
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00%

Common Cause
Wariation

lan21
Feb21
Mar 21
Api21
May21
Iun21

21
Aug21
Sap2!
Oet21
Mow 21
Dexc 21
bin22
Feb22
Mar22
Apr22

2

New 20

| Thc¢ ~verage tenure of voluntary leavers was 4.5 years, 8
Noembi 2 ok 2000 _ Apsieiee indivic uals left in the first 12 months. The top reason for

5% leavi g in April was work life balance. There remains a trend
10% -

il - Laani
00 % -

of people leaving for a ‘better package’.
Bham ASDLD Bham Neure

ISR CAMHS asoL The newly developed waterfall chart demonstrates the
impact of the current attrition levels.

LS5R Meure CAMHS

Charity Level - All Roles

Retention Initiatives - There are a number of initiatives in

5 — place that will aid retention including the Lead the Change

00 - culture programme, local your voice action plans, the roll out
som — of Allocate (e-rostering) and offering more flexible shifts, the
e - recent increase to pay the Real Living Wage (and next steps of

o pay progression for critical roles), talent management, career
development support and further support on wellbeing

3020

3000

2980

1 - Starting Headcount 2~ Joiners 4 - Transfers In From WC 5 - Vol Leavers Exc WC 7 - Transfers Out To WC 8 - Invol Leavers 9 - Closing Headcount
Transfers

*excluding transfers to WorkChoice. Bl development work

pending to include these as turnover.




Exception reporting — establishment ratio (permanent staff) adverse to target

& Registered Nurse Establishment Ratio
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& HCA Establishment Ratio

November 2020 - April 2022
2000 % 100.0 %

1500°% 800%
600 %

1000 %
400%
500% o
00%

ASDLD
Neuro

Establishment targets have been harmonised at 95% for registered
nurses and HC” - As at the end of April the RN establishment stood at
86% and HCAs at 79%.

Recruitme: " projectior 1inalysis has been developed — the net impact
of in.-"easi i require ient (due to increased occupancy forecasts),
planne starte: vuiumes and the offsetting impact of role specific

turnover rc - ults in a projected March 23 date for registered nursing
establisinment to meet target and February 23 for HCAs.

Actions to achieve the projection:
Sig uficant recruitment activity is underway, including international
recruitment
Pipeline and assessment capacity increased
Regular WorkChoice Nurses and HCAs being converted to
substantive flexible contracts
Advertising all posts as part time / flexible to increase potential
candidate pools (early indications are that this approach is having
an impact - WTE of existing HCAs averages 0.95, WTE of incoming
pipeline averages 0.86)

Securing the retention initiatives will bring forward the trajectory for
target establishment achievement

*the SPC for HCAs is pending rebasing due to the change in
establishment methodology



Improvements @ @

Exception reporting — agency spend & training favourable to target
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Charity wide ar-.ic, spend is 1.75% and remains low with a cost in

April of £94k All divisicns are below the tolerance except CAMHS

at 10.8% (thi: reflects p nned and consistent agency utilisation in
ord~r to mitigatt a period of under establishment).

-

' 1= current levc's reflect a lack of availability of agency staff and a
hig hly com: atitive market place. The Charity continue to work
close., w.n agencies with the intention of increasing supply for
‘ specific wards to support staffing.
Ny

Secure, Neuro and ASDLD are marginally below the threshold, all
at 89-90%. The Charity is currently focused on increasing the
volume of staff trained in BLS (79%) and SIT, replacement for

MAPA, (84%). Ward staffing levels has restricted the number of
staff available to be released for training. The Charity’s training
levels continue to benchmark favourably.



Exception reporting — sickness adverse to target

Charity wide
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At a Charity level sickness has remained largely static since February,
standing 2* ..., 4™ for April (7.8% for divisions & 5.9% for enabling
functions) - quating to 28,430 hours of working time, at a cost of £450k
(E256k for v - rds). Sickne s absence remains in excess of the charity wide
targe’ “nd continues o have a significant impact on ward staffing and
productivity.

hort term absence levels remain higher than budgeted for and there are
6- 'nng teri . absence cases (78 in February). For divisions, in addition to
ccriicments to reduce sickness absence the Charity is focused on
reducing all forms of non-patient facing shift.

zmedial actions:
A project group has been set up with a priority focus on reducing
sickness absence and non-patient facing shifts — the impact of each
strand of the project is being assessed in order to prioritise resources.
A key strand is supporting managers to support employees back to
work — with improved Ml an enabler
The employee relations team are providing central management for
long term sickness cases
A continued focus on wellbeing supporting colleagues to stay well

*final figure likely to be higher due to lag in RTW forms
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Financial Year 2021/22

March 2022 Full Year Performance v FYF
* Net deficit £12.3m - £2.2m lower than FYF
*  Operating Deficit £3.7m lower than FYF, mainly due to :
1. Lower staffing costs and ward costs
2. Income £0.8m ahead of FYF, mainly due to Qtr3 and Qtr4 COVID cost recovery claim (not forecasted)
3. Occupancy slightly below FYF but different patient mix hasimitigated any income variance
4. Enabling function costs were in line with forecast and all cost challenges were achieved
* Non Operating Costs were £1.5m higher than forecast, impacted by ene off events, including RCF extension,
Workbridge restructure and Investment Portfolio valuation decline (linked to stock market movement in Qtr4)
* At March 2022 cash held was £6m - £2m better than forecast (relational to better operating position)
* No covenant breach risk has occurred during 2021/22

March 22 Full Year Full Year
Financial Performance - £m Actual Forecast Variance Forecast Budget Variance
Income 159.2 158.4 0.8 158.4 171.4 (12.9)
Direct & Indirect Costs (124.0) (126.6) 2.6 (126.6) (128.7) 2.1
Net Contribution 35.2 31.8 3.4 31.8 q42.7 (10.8)
Enabling Services (30.1) (30.1) 0.1 (30.1) (30.3) 0.2
Depreciation (13.4) (13.6) 0.2 (13.6) (13.7) 0.1
Operating Surplus/(Deficit) (8.2) (11.9) 3.7 (11.9) (1.3) (10.6)
Non Operating Costs (1.1) (1.0) (0.2) (1.0) (1.5) 0.6
Exceptional Costs (1.8) (0.9) (0.9) (0.9) (0.6) (0.3)
Disposal of Fixed Assets & Impairment (0.3) (0.4) 0.1 (0.4) 0.0 (0.4)
Project Costs - OPEX (1.5) (2.0) 0.5 (2.0) (4.0) 2.0
Investment Gains/Losses 0.7 1.6 (0.9) 1.6 0.0 1.6
Net Surplus/(Deficit) (12.3) (14.5) 2.2 (14.5) (7.4) (7.1)

March 22 Full Year Full Year
Occupancy Actual Forecast Variance Forecast Budget Variance
Available Beds 691.5 692.2 (0.7) 700.1 700.5 (0.4)
Avg Occupied Beds 575.6 579.1 (3.5) 579.1 621.8 (42.8)
Occupancy % 83% 1384% (0%) 83% 89% (6%)




Financial Year 2022/23

St Andrew’s
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April 2022 Actual Performance v Budget B

Net deficit £1m - £0.1m lower than budget

In April 2022 we saw our largest increase in occupancy for several years

However, occupancy was slightly behind plan (mainly due to external factors and delays from commissioning
authorities) with 98% achievement of budgeted income.

Offset by positive movement in costs of £0.4m (£0.3m Operational & £0.1m Overheads)

At March 2022 cash held was £5.3m and no covenant risk existed

Qt1 Outlook Performance v Budget

For the next quarter we expect similar trend to continue. Shortfall in income but offset by costs and budgeted
net deficit achieved.

Occupancy growth is critical to achieving the financial budget and growth continues - notwithstanding factors
outside of our control.

CQC have recently reduced the approval criteria for Wards'under S31 restrictions (allowing one admission per
ward per week without CQC approval) and this.will'assist the continued occupancy growth.

Cash and covenants are expected totrack inline with budget.

Apr-22 Full Year
Financial Performance - £m Actual Forecast Variance Budget
Income 13.40 13.68 (0.28) 176.08
Direct & Indirect Costs (10.47) (10.73) 0.26 (130.41)
Net Contribution 2.93 2.95 (0.02) | 45.67
Enabling Services (2.72) (2.79) 0.07 (31.88)
Depreciation (0.94) (0.98) 0.04 (11.26)
Operating Surplus/(Deficit) (0.73) (0.82) 0.09 2.53
Non Operating Costs (0.05) (0.05) 0.01 (0.37)
Exceptional Costs (0.11) (0.11) 0.00 (1.00)
Disposal of Fixed Assets & Impairment 0.00 0.00 0.00 (0.25)
Project Costs - OPEX (0.16) (0.18) 0.02 (3.33)
Investment Gains/Losses 18100 0.00 0.00 0.00
Net Surplus/(Deficit) (1.04) (1.16) 0.12 (2.42)




Balance Sheet & Cashflow

St Andrew's Consolidated Mar-21 Jun-21 Sep-21 Dec-21 Mar-22 Apr-22

Audited Actual Actual Actual Actual Actual

Balance Sheet

Intangible and tangible fixed assets 209.0 2059 203.3 198.2 196.6 195.6
Investments
Stock Market Investments 15.7 158 15.9 176 116 116
Investment Properties 5.7 5.7 5.7 5.7 5.7 5.7
Current Assets
Stock 0.6 0.5 0.4 0.5 0.4 0.4
Trade debtors 73 104 9.0 9.6 8.2 9.6
Other Debtors & Accrued Income 5.2 5.6 6.1 4.4 4.1 4.3
Prepayments 1.7 1.3 1.6 2.0 1.8 1.6
Cash 5.8 4.1 4.5 58 6.0 5.3

20.6 219 21.6 223 20.5° 21.2
Current Liabilities

Trade Creditors (7.6) (4.9) (3.8) (2:8) (3.3) (3.8)
Taxation and Social Security (3.1) (34). (36) (28 (28 (2.9
Other Creditors & Accruals (8.5) (8.6) " (9.0)0 (8.6) (8.3 (8.3)
Staff Accruals (4.0) (3.3) (36). (4.4) (44) (4.6)
Deferred Income (2.5)° (2.7 » (3.5) n4.3) (25 (27

(25.7) (22.9) (23.5) (22.9) (21.4) (22.1)

Net Current Assets/(Liabilities) (5.2), (10) (2.0)0 (0.5) (0.8) (0.9)

Total Assets Less Current Liabilities

Bank Loans (between 1 and 5 years) (19.8) (24.8) »(24.9) (24.9) (20.0) (20.0)

Pension Scheme Liability ©0.7) (0.7) (0.7) (0.7) (0.7) (0.7)

Total Assets Employed 204.7 200.9 197.4 192.4 191.4

Reserves 204.7 2009 197.4 1954 1924 191.4
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Full Yr
2021/22
Cashflow Summary - £m Actual
Net Surplus/(Deficit) (12.31)
Add Back Non Cash Items
Depreciation 13.39
Fixed Asset Impairment/(Profit on Disposal) 0.28
Investment Portfolio Valuation Movement (0.94)
Net inflow/(outflow) from Operations 0.42

Total inflow/(outflow) - Working Capital ’ (4.00)

Total inflow/(outflow) - Capital Expenditure (3.00)
Total inflow/(outflow) - Asset Disposal 1.75
Total inflow/(outflow) - Investment Portfolio 5.00
Total inflow/(outflow) - Loan Facility 0.00
Net Cash (Outflows) / Inflow 0.18
Cash at the beginning of the period 5.82
Total Cashflow Movement 0.18
Cash at the end of the period 6.00

—

April 2022

YTD

(1.04)

0.94

0.00
(0.02)
(0.12)

(0.59)
0.00
0.00
0.00
0.00

(0.71)

6.00|
(0.71)
5.29|
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IT Security oeverview



IT Security Metrics (Jan — Mar 2022)

Vulnerabilities not fixed
within SLA

Highlights the amount of
infrastructure vulnerabilities that
haven't been fixed within the
agreed timescales

Overdue Penetration
Test Remediation

The last Pen test for the Charity
was in July 2021. This highlights
how many findings are overdue.

Security Incidents

Trend of Priority 1, Priority 2 and
Priority 3 incidents

Blocked Network
Attacks

These are blocked network
attacks directed at our external
network edge

Overdue IT Sec Audit
Actions

Number audit actions and their
rating from scheduledinternal
and external audits.

Qutstanding Operating
System Patches

% of devices patched across the
infrastructure. Separated into
server and endpoint estate

Anti-Malware
Installation Compliance

% of machines on the network
that have anti-malware
protection installed and enabled

Blocked Attacks on
Staff Accounts

Attempted logins from malicious
actors to staff accounts. These
aren't successfuland are
flagged by our SIEM tool

Security Awareness

% of applicable staffwho have
completed their e-learning
module on cyber security &
information governance

JAN

I\’\

0

0] e

P2
P2 | O iy

P3 P3

46,699

Servers

=93%

14

91%

FEB

59,214

100%

21

88%

RAG
e Rating
0
0

Servers =

92.8%

100%

22

89%

Legend No Change

Trending Down

Wi

Trending Up

March

Causal

Causal Analysis: Vulnerabilities
are actively tracked to ensure

compliance, any breaches in terms
of SLA's are either presented for
risk acceptance or dispensate
investigate a fix.

Causal Analysis: No
actions again this mon
Segregation Penetratiol

Causal Analysis:

afttacks. There was no cl

and for 3 of the phishing ei
the landing page URL was
already blocked by Forcepoint.

usal Analysis: There has been
positive engagement from action
owners. Updates have been
provided with some actions closed.

Causal Analysis: An avarags tolerance of
16% sach month is expected as ~300
devices take longer to check in & update
during the d-week patching window
(holiday, sickness, network speed. ete).
Client devices are all built to a govemment
secure industry standard, have anti-
malware installed, are protected by the web
filter even offthe network and have firewalls
enabled

Causal Analysis: None

Causal Analysis: Attackers
perform password attacks against
accounts they find on LinkedIn or
through other means. They will use
1000s of common passwords
through automated tools. Finance
is the most targeted department per
ratio of 100 staff

Causal Analysis: L&D are seeing
challenges in staff booking and
being released to attend training
with the current staffing challenges.
Not at the required level of 95% for
the Data Security & Protection
Toolkit.

Remediation

Remedial Actions: IT Security and
Advanced will continue to monitor
and track SLA breaches and raise
lon-Conformances if required.

cctions: IT Security are
ig the current phishing
awareness methods as a multi-
pronged approach is required. 1:1
conversations with staff who click on
links have been implemented to
provide more targeted awareness as
well.

Remedial Actions: Enhanced
monitoring owing to the ongoing war
in Ukraine and the increased cyber
risk to the west.

Remedial Actions: Regular catch
ups are conductedwith audit action
owners. Next steps will be
automation from 4action and
ensuring action owners have
visibility of 4action. (External Audit
OBS)

Remedial Actions: The patching
process for client devices is due to
be reviewed with more staff working
remotely or not being based in an
office which causes some delays
e.g. Community Partnerships.

Remedial Actions: None

Remedial Actions: IT Security
monitor these on a daily basis and
will investigate to ensure they are not
successful. High risk departments
have Multi-Factor Authentication
enabled e.g. Finance, HR, IT,
Estates

Remedial Actions: IT Sec & Info
Gov have revised the training and
are looking to have different training
courses for different job roles to
ensure staff are getting the right
information at the right level.
Currently with L&D to implement.



Navigating St Andrew’s SPC charts

Charity level SPC chart

Shows the trend for the last 18
months as a per 1000 occupied
bed days rate

Division average for the last 18
months

Helps understand how the last
18 months compare to the
latest month

Target line

Proposed target for the KPI

& Incidents (Per 1000 OBD)

Point above UCL

800
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#
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Bham

November 2019 - April 2021

ComServ

Notts

Essex

pmpepn—— Y ] | |

ASD

Essex Neuro
ASDLD

ComServ
Bham MS

LSSR

Example Narrative

CAMHS

SPC icon for the latest month

Orange icon = Special cause concern
Blue icon = Special cause improvement
Grey icon = Common cause variation
Trend line = Not enough data for
statistical significance. Icon replaced by
trend line.

Latest month by Division

Shows how Divisions are contributing to
the overall charity level in the SPC chart
above.

The bar colour illustrates if a Division
itself has an SPC concern/improvement

April 2021 shows an SP. necial cause concern as the data point is above the Upper Control Limit.

The latest month Division chart shows that CAMHS and LSSR are high contributors, with both triggering an SPC special
cause concern in their own data. Although their high contribution is in line with the last 18 months trend, the latest
month rate is much higher.

Whilst the charity position is concerning, MS is showing special cause improvement for April 2021.



Divisional Presentation

(including Patient Voice)
Community Partnerships

Dr Sanjith Kamath
Cat Vichare
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Community Partnerships
Divisional Presentation

Catherine Vichare — Clinical Director

Tro\ns{:orming lives 1’ozjeﬂ\ev



Community Partnerships Overview \
Where are we now?

2000 service
users 2022

b NdlivC Ul
services
across the
division

'/

%StAndrew’s
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Community Partnerships Overview
4 year growth plan

CSTR-1
additional tender L | Ao’ oW
per year —aim Ne -odevelopmental
for 8 services by Servic :s to complete
2024/25 ? ,J0 assessments

Jer year by 2025/26

N, (g0 W
existing
outpatients
‘ncome by 5%

year on year
%StAndrew’s
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Medical Director

Lead Consiant Psycholog st

Clinical Director

Hea (! of Community
Partnerships

{

Asgerfive Transiions Senvice
(ATS)

Veterans M Complex Treatment Service
(T§)

Criminal Justice
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Medico-Legal

Qutpatients

Neuro Developmental Service




Criminal Justice
Clinical Lead Dr James Fowler

* InJune 2021 our contract with the National Probation Service ended. Rather
than this being a challenge, we moved our resources into'our existing (limited)
CSTR Services

* The Community Sentence Treatment Requirements (CSTR) Programme is a
sentence ordered by the courts as a possible alternative to a custodial sentence.

* Asof May 2022, we are actively providing CSTR&ervices in Essex, London,
Reading and Oxford, mobilising Maidstone.

e Our services in Essex and London have received 284 referrals since they were
established in June 2021

* Awaiting confirmation®from NHSE for Norfolk and Suffolk CSTR Services.

% St Andrew’s
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Veterans CSTR
Clinical Lead Dr Melanie Coxall
Team Lead Adele Barrett

Veterans accessing the CTS are requiring mental health support, as a
consequence of trauma related to their military service.

Between 1 April 2021 and 31 March 2022 the Veterans’ Complex Treatment
Service supported 232 veterans.

St Andrews signed the Armed Forees:Covenant in November 2021, and we are
delighted to have now been awarded Bronze in the Defence Employer
Recognition Scheme.

During 2021, the CTS team supported the Royal College of Psychiatrists in
developing and launching the Quality Network for Veterans Mental health
Services QNVMHS)«We were delighted to be ranked top following our own peer
review

Service Retenderis.commencing in June 2022, and we are working closely with
partners in the East of England and East Midlands to continue to provide this
service.

% St Andrew’s
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Assertive Transition Service
Clinical Lead Dr Carly Wilson
Team Lead Tawanda Pendeke

Commissioned by IMPACT (the Provider Collaborative across the East Midlands)
the ATS is a partnership between Nottinghamshire NHS ET and St Andrew’s.
The ATS employs peer support workers who bringtheir lived experience to the
team and service users.

Additionally Framework and Rethink'staff are embedded within each team
bringing carer support, employment support, substance misuse expertise and
community based support workers:

The teams will work with service usersfor up to a year supporting them in their
transition from a secure in-patient settings to a sustainable community
placement.

Between 1 April2021 and 31 March 2022, the ATS supported 34 individuals in
their journey out of secure care.

IMPACT have recently.recommissioned STAH and Nottinghamshire NHS FT to
continue to provide ATS for a further 2 years.

% St Andrew’s
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Out-Patients and Community Services
Clinical Lead Dr Sophie Littler

Out patients is primarily private therapy but it is often where we pilot
services.

Between 1 April 2021 and 31 March 2022 our clinicians offered 1039 sessions
and undertook 439 assessments for adults and young people.

In 2018 we set up a service supporting NHS Trusts'in addressing the backlog
of child and adolescent and adult ADHD:and ASD assessments. Working
closely with NHS clinicians our staff, who in most case hold honouree
contracts with the Trust, undertake assessments on behalf of the Trust. By
working collaboratively'with the Trust existing ND team we are ensuring that
if a positive diagnosisiis made there is minimal delay in the child and their
family accessing.the appropriate support pathway within the NHS Trust.

We currently are working with 4 local NHS Trusts, assisting them in their
waiting list reduction.schemes.

% St Andrew’s
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Community Partnerships

Overall
rating

Are services

7 1L
S RF  Luires

L
Effective? \ v Good

Caring? n v Good

Responsive? Good

h 4
Well-led? Good

IIIl |
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) My Voice (PREMS) ‘

Recommend to Friends and Family

\\

Experience of Service

\

m Extremely Likely = Likely = Don't Know

= VeryGood = Good =Okay =Poor mVeryPoor = NoResponse = Unlikely = Extremely Unlikely = No Response

Supporti volvement Do staff Do you Sufficient Timely Care Dignity and
and Caring  in Care listento  know who Information Respect
you? you cantalk  about
to whenyou service
need to?
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) Service User Experience

* St Andrew’s to host Northampton veteran Hubs » St Andrew's Healthcare
(stah.org)

* Essex mental health reoffending prog gives woman New Year hope » St
Andrew's Healthcare (stah.org)

* ‘Desperate’ Headfest attendee saysiNorthampton festival experts have given
him ‘hope’ | Northampton Chrenicle and.Echo

* St Andrew’s Healthcare mental health community service rated 'good' in first
watchdog inspection | Northampton:Chronicle and Echo

* Luton army vet on the thental health charity that helped save his life | Luton

Today

% St Andrew’s
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https://www.stah.org/who-we-are/latest-news/st-andrews-to-host-northampton-veteran-hubs/
https://www.stah.org/who-we-are/latest-news/essex-mental-health-reoffending-programme-gives-woman-new-year-hope/
https://www.northamptonchron.co.uk/health/desperate-headfest-attendee-says-northampton-festival-experts-have-given-him-hope-3695148
https://www.northamptonchron.co.uk/health/mental-health-service-rated-good-in-a-service-first-for-st-andrews-healthcare-3592216
https://www.lutontoday.co.uk/health/luton-army-vet-on-the-mental-health-charity-that-helped-save-his-life-3622317

) Community Partnerships Strategy

Our

vision

Enablers

Strategic Priorities

“Go to” provider of high quality, partnership delivered, accessible to
nity services.

all, specialist mental health comn

Charitable Status
inclusive, accessi
Quality of Care

®——
%
/\’E/\
Cement our Cri;eiztea 4
positon in the network
provision of L
. accessible ou
our existing
flagship patient mental
services h.
rvicesu |

4
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I
N 3 |Ie
@ es that
2 able to
obile rapidly
to changing
demands

nd compassionate

"
i
@
[ W .
"!!nu,... x
Develop a _To be a
nationally flnan_C|aIIy
recognised sustainable
assessment business unit,
centre for with income
neurodevelo exceeding costs
pmental _ allowing _
disorders reinvestment in

future service
innovations

Governance Approach aligned to NHS framework, positive regulatory body feedback

Operational Foundations

strong finance management, new business tender experience,

agility to mobilise positive partnerships®
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2022 Focus

Successful re-tender for Veterans CTS

Addition of at least 1 CSTR Service

Expansion of Outpatients including mobilisation‘of Birmingham Consultancy
Service

Development of Supervision Hub with East. Midlands Alliance

Extending Business to BusinessOpportunities

currently exploring work with local@and national Financial Services to develop
Mental Health Wellbeing in the.workplace packages

% St Andrew’s
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) Summary

Risks
Recruitment
Agility in establishing new services

Positive Messages

Demand for Neurodevelopmental Assessments isagrowing.
Community Partnerships Strategy Completed, and aligned with Charity
Service Innovation Objective.

CQC Report

Feedback from Service Usersvia Care Opinion and PREMS is incredibly
complimentary.
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Paper for Board of Directors

Topic R&lI Strategy and Implementation Plan

Date of Meeting Friday, 27 May 2022

Agenda Item 15

Author Stanton Newman, Paul Wallang and Kieran Breen
Responsible Executive Stanton Newman

Discussed at Previous Board Meeting Not previously discussed by-the.Board

Meetings with PALS (N Lintott and R Amena). Bryan
Green is Carer representative ©n the Research
Committee and has 'been involved | in the document
discussions from the start.

Patient and Carer Involvement

Widespread stakeholder engagement, including Exec,
Staff Involvement Divisional Leads, Academic Centre, Psychiatrists,
Psychologists and MDT

Review and:.comment

Infarmation
Report Purpose 1
Decision or Approval

O X OO

Assurance

Key Lines Of Enquiry: SKEXCXRX WX

Strategic Focus Area Education and Training
Finance & Sustainability
Service Innovation
Quality

Research & Innovation

Workforce, Resilience & Agility

O0XOOOO

Partnerships & Promotion

Committee meetings where this item has Research Committee
been considered

Report Summary and Key Points to Note
Please see the attached R&l Strategy document and accompanying Implementation Plan.

Appendices
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Introduction

This strategy sets out an ambitious vision for a step change in the way research and innovation is
delivered at St Andrew’s Healthcare. It is aimed to support a significant transition from an organisation
where research is not prioritised to one with a research and innovation capability and performance
that has both a national and international standing. The strategy is intended to be purposefully
ambitious in recognition of the fact that St Andrew’s Healthcare is striving for excellence through the
development of a strong culture of research and innovation in every part of the organisation, in order
to ensure that all staff engage in, support, or consume research and innovation activities or products.
It is widely accepted that high quality research carried out within a healthcare organisation is
translated into improved patient care (Jonker and Fisher 2018). The achievement of this vision will
have beneficial and mutually reinforcing effects on multiple areas of the charity and is designed to
clearly identify St Andrew’s as a leading force in mental health practice and policy, both in the UK and
wider arena.

Aim

The goal of this research strategy is to move St Andrew’s into a position‘where the.charity’s name is
synonymous with outstanding innovative translational research within,the mental'health field, so that
external audiences automatically associate the charity with being at the forefront of mental health
thought leadership, treatment practices and policy.

Why is research and innovation imiportant'to.St Andrew’s Healthcare - why should the

Charity invest in research and inAowation?

The development and introduction of the best technology and systems for the treatment of patients
with complex mental health disorders requires.a solid evidence-based approach. This can only be
achieved where there is a strong and cutting-edge research-based culture. The best outcomes for
patients are achieved in centres of excellence, where evidence-based care is developed by combining
scientific and technological advances. World-class research supports innovation and the development
of state-of-the-art mental healthitherapies through the mechanism of clinical research that will impact
positively onh patient| experiences and outcomes. It also supports the development of an
interdisciplinary research approach which can impact on all aspects of a patient’s journey while at St
Andrew’s and thedsubsequent stages of their healthcare journey. The development of research
collaborations with.additional experts in the field will facilitate the development of a research culture
at St Andrew’s; for.example through the establishment of joint MSc and PhD studentships that will
strengthen specific research themes.

The unique nature of St Andrew’s which includes the treatment of patients in care as well as those in
the community, means that it is critical for us to be at forefront of the development and introduction
of ground-breaking research that will have a direct and tangible evidence-based impact at all stages
of a patients care and transition. It is also important to acknowledge that St Andrew’s cannot achieve
this alone. By developing a reputation for high quality innovative and translational research, the
charity can develop partnerships with other key stakeholder organisations, in the clinical, social, and
academic sectors. The longer-term aim is for the charity to be considered as a “go to” mental health
facility with whom partnerships can be formed to develop state of the art clinical research
programmes. Furthermore, the development of a solid research reputation will attract research-active
clinical staff to take up clinical posts, potentially with an academic partner, to expand the research-
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based reputation of the organisation. The current global socio-economic situation is changing rapidly
and unpredictably. The last year has seen major challenges in the form of a pandemic and rapidly
widening inequalities. Considering the current challenges and those that lie ahead, this document
argues that building a strong research and innovation capability will have beneficial effects on multiple
areas of the Charity and act as a ‘virtuous circle’ for the organisation, helping to improve its overall
effectiveness and corporate resilience as depicted in Fig 1 (Below):

Transforming the c:ture

Although research and innovation is present within the charity, is not consistent and significant
attention will need to be given to building a research-based culture at all levels of the organisation.
This approach also needs to be integrated into other aspects of the organisation, particularly teaching
and education. It is envisaged that there will need to be a programme of cultural transformation over
an initial five-year period to embed the desired changes. This will require high level support and robust
coordination through regular seminars, workshops, conferences, and other forums to improve
understanding and engender enthusiasm for and a commitment to, a research and innovation culture.
An initial coalition of interested and enthusiastic individuals could start this work with a view to
gradually expanding the opportunities and nurture an understanding around the importance of
research and innovation throughout the wider organisation. Ultimately R&l must become an integral
and valued part of all staff IPDR performance reviews.
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Research and innovation for all

It is vital that research and the uptake of new innovations is not observed as being carried out by a
small number of specialist professionals within the organisation but rather as an underpinning
principle of everything that we do with an opportunity for all to be involved, either in contributing to
the R+l effort or consuming its products. It is critical to nurture curiosity in the charity so that all clinical
professionals become consumers of research. Helping everyone to believe that they can participate in
research that will translate into benefits for patients and staff will take careful planning. This is a
fundamental change in culture and, as such, will require a sufficiently resourced change management
plan. Such a plan will be developed at the implementation stage and will include milestones and a
solid communication strategy.

History of research and innovation at St Andrew’s

St Andrew’s has an extraordinary history. During its first 150 years, the Charity established a
formidable reputation for innovative clinical practice and the ethical and humane treatment of
patients. Notable examples include: the abolition of mechanicalrestraintin 1839, treatment advances
including the introduction of electrical convulsive therapy in 1941, and more recently, being one of
the first hospitals in the UK to offer Dialectical Behaviour Therapy (DBT) in the 1990s. These ground-
breaking treatment approaches provided the Charity with a national reputation and a sustainable
competitive advantage. St Andrew’s has also been‘at the forefront of the development and validation
of numerous clinical rating scales that are now in routine use nationally and internationally. These
include HONOS, START and SASBA and they are frequently used_.as outcome and risk assessment
measures in the evaluation of new therapeutic approaches..More recently the charity has been
engaged in the ground-breaking use of virtual reality technology with dementia patients, a multicentre
study looking at the use of antipsychotics.in personality disorder and a large inequalities project
commissioned by NHSE.

How will we focus onfinnovation?

Considerable research. and literature has accumulated concerning which conditions lead to
organisations‘developing a deep and consistent capability around innovation. It is now generally
understood that there are four fundamental facets that need to be in place to nurture innovation
(Dyer et al2011):

e Strong leadership that supports and participates in innovation

e A deep culture of experimentation where everyone in the organisation has a questioning
attitude and understands what innovation means and its benefits

e QOrganisational support that allows staff to have dedicated time to develop innovative ideas

e Aninfrastructure that allows ideas to feed through and coordinates the available resources to
enable the ideas to develop.

Given that these four ingredients articulated by Dyer et al (2011) are generally considered to be the
fundamental components of innovation, the question is about how St Andrews can establish these
principles to develop a strong capacity around innovation, and will be the subject of separate
implementation plan.

157



Where do we want to be in in 20267

e Research and innovation will be considered as underpinning all functions of the organisation
and all staff will have a clear understanding of the organisational benefits.

e There will be a clearly enhanced research reputation with St Andrew’s viewed by external
partners (NHSE, academia, industry etc.) as an innovative organisation that facilitates world-
leading research and innovation including the testing of new therapies

e The Charity will be carrying out high-quality research as evidenced in peer-reviewed
publications and presentations at national and international meetings

o We will have multiple partnerships in the development of joint posts, thus expanding our
research portfolio as well as developing our reputation as an academic research institution

o We will have achieved successful applications for research funding directly from St Andrews
and also in collaboration with academic partners

e  QOur academics in joint posts will participate in NIHR-funded clinical studies in collaboration
with key players in the mental health research field

e Self-funding researchers (e.g. NIHR fellowships) will choose to be located at St/ Andrew’s

e Staff throughout the Charity will be provided withan opportunity to carry out research
projects, aligned with the charity’s research priorities and as part of theéir programmed
activities. There will also be a diverse range of workshops, conferences and other
opportunities to learn and become involved in (or consume) research and innovation.

e A robust financial model will be developed including the identification of long-term income
streams to ultimately allow the core research activities to become self-financing and
sustainable.

o  We will be able to clearly evidence the impact of R&lactivities on our clinical care and patient
recovery.

e The charity will also be regarded as@an exemplar institution for co-production practices and
patient participation in its R&I activities.

The relationship between research and education

There is an integral relationship. between research and education with the two disciplines have a
synergistic eéonnection. A vibrant research and innovation culture within St Andrew’s will contribute
to, and strengthen, the teaching capacity within the charity. Research will inform undergraduate
teaching as well as developing opportunities for postgraduate research opportunities. These will
cement research relationships with specific universities, and we already have examples of the
successful placement.of MSc students from the University of Buckingham enrolled in the Health
Psychology course, and four joint PhD students with Loughborough University focusing on physical
health and exercise. Itis proposed that the research and teaching facilities be combined into a single
Academic Centre, nurturing greater strength and overall capability. It would ensure that all students
have an opportunity to participate in research and innovation projects as an integral part of their
teaching programme and that they can support the programmes that are being developed within the
charity. This approach is in line with other similar clinical institutions where there is an active cross-
fertilisation between research and teaching. This set up, would also support the mixing of ideas
between the two areas and the charity’s research reputation would be highlighted through the hosting
of joint workshops/conferences with professional bodies. Furthermore, as teaching is a source of
income for the charity the integration with research and innovation will provide a key opportunity for
research to ultimately become self-financing and sustainable.
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The relationship between research and recruitment and retention

The development of a research and innovation culture at St Andrew’s will ensure that all staff are
provided with an opportunity to engage in research programmes or support the infrastructure that
underpins the research. Protected programmed activities for clinicians who are interested in research
will also help to attract and retain high calibre research-active individuals who are keen to pursue
research careers alongside their clinical duties but currently cannot do so due to the unavailability of
options with the charity. This will contribute to the ‘virtuous cycle’ as depicted above in Fig 1.

Research and Innovation supporting the wider charity strategy

A new Charity strategy (2021 — 2026) has been produced following a comprehensive board level
strategic review. The renewed purpose of the charity is to ‘promote wellbeing,.give hope and enable
recovery’. Research and innovation is one of the seven ‘strategic priorities’ and as such forms an
important driver for strategic success. As with the other six strategic priorities, research and
innovation will contribute directly to delivering the Charity’s purpose through two of the stated
enablers of ‘building a diversified portfolio’ and ‘inventing the future’:

e Helping to build a diversified portfolio - expanding research and innovation‘activities, building
R&I capability and creating new and exciting academic, industry and state partnerships will
contribute substantially to a renewed andsmodern charitable portfolio in keeping with the
charity’s vison.

e Supporting the Charity to invent_the future — a stronger résearch and innovation capability
will provide substantial support to the Charity’s visionito ‘invent the future’ by engaging in
innovation, championing improved undérstanding, contributing to ground breaking research
leading to treatment advances and.providing high-level thought leadership in the areas of
mental health, developmental disabilities and neuropsychiatry.

Capabilities and resaukces assessment

e The charity has anexisting IT capability that will support the intended research and innovation
vision,although there may be arequirement for additional capacity

e Werhave a diverse range of clinical expertise that can be drawn upon for specialist research
projects

e St Andrew’s has one of the largest cohorts of patients suffering with severe mental health
problems in.the country which represents a considerable research asset.

e The charity has,a dedicated research and innovation team with knowledge and experience.

Resources required

e Acombined academic centre and research and innovation function to maximise the synergetic
opportunities of research and education and ensure a unified approach throughout the
charity.

e Joint academic posts, with clinical roles where appropriate, to support the priority research
areas. It is envisaged that the joint clinical-academic research posts should be recruited on a
staggered basis over an initial three-year period however, this will be subject to an
implementation plan.
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e Anumber of clinical secondment positions will be available on a rolling basis for staff members
who have a particular interest in research that aligns with the charity’s research strategy. This

will be highlighted as part of the recruitment process for future clinical posts.

How we will choose the areas of focus for research

To ensure that the research at St Andrew’s is focused, yet sufficiently adaptable to embrace innovative

areas, the following cross-cutting areas have been proposed based upon:

e Areas in which St Andrew’s has a specific research history or has developed strong research

collaborations

e Areas that are likely to have the greatest benefit for St Andrew’s patients
e An analysis of existing St Andrew’s research strengths (SWOT)

e Discussion with key stakeholders about the areas that are most likely to provide a return on

investment for St Andrew’s
e An analysis of both national and international drivers for research and innovation (PESTLE)

e Areas of innovation in which St Andrew’s can develops.a leader in innovative applied clinical

research

These will be discussed as part of a future internal and external consultation process in order to finalise
the key research focus areas. These areas should also align with the charity’s overall strategic
objectives including an increase in the provision of community services. Five potential research areas
are considered below, although they may change followingconsultation with key stakeholders. It must
also be considered that there should be‘a flexibility to allow,adaptation to changes in the external

landscape and the charity’s clinical strategy.

Cross cutting area 1 (Physical healtheare andphysSical activity)

The problem...

The importance’of physical health
in mental health has been
highlighted as an urgent national
priority. We know froem numerous
studies that thosepeople with a
severe mental illness.(SMI) are at
much greater risk of pooer overall
healthcare outcomes and
premature death (dying on
average 15-20 years before those
without SMI). There is an urgent
need to research and address this
major health inequality.

Why St Andrew’s...

St Andrew’s treats one of the
largest cohorts of patient with
SMl in the UK. Our patient group
is particularly complex, and it is
only through a multi-faceted
approach that we can optimise
their treatment to minimise their
time with us and ensure that they
are best prepared for the next
stage of their recovery journey.
Understanding, and therefore
improving, the physical health
outcomes of our patients would
have a major impact on our
patients’ wellbeing and longevity
and contribute to the national
debate in this area. The charity
already has developed strong
research collaborations in this
area and it has been identified as
a priority area.
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Our approach...

We want to see sustained
improvements in our patients’
health outcomes. To this end, we
will prioritise research into new
ways to improve our patients’
physical health; for example,
though research into physical
health treatments, sleep,
exercise, screening programs and
innovative physical health
pathways designed for patients
with SMI.



Cross cutting area 2 (Trauma focused care)

The problem...

Traumatic events can occur at any
age and cause lasting harm. There
is a huge unmet need for trauma-
informed care in the UK and more
research is desperately needed to
develop effective therapies and
interventions to alleviate the
mental health consequences of
traumatic experiences. Moreover,
the recent pandemic has left large
swathes of the population with
enduring emotional distress
which will require innovative
treatment pathways.

Why St Andrew’s...

The charity cares for many
patients with a history of the
most severe trauma ranging from
adverse childhood experiences,
PTSD, complex PTSD, and
survivors of abuse. St Andrew’s
has a record of accomplishment
in the production of high-quality
studies on trauma and expertise
in its management and
treatment. It also has a particular
strengths and competitive
advantage in DBT skills and
therapy where the charity is
considered as a leader in the
field.

Cross cutting area 3 (Community Mentalddealth)

The problem...

There is a strong socio-political
shift towards providing care
closer to home and away from
hospitals. Community mental
health services are therefore
playing an increasingly important
role in delivering mentalbhealth
care across the UK. The'NHS Long
Term Plan‘and NHS Mental Health
implementation plan2019/20 -
2023/24 both set.out a wide-
ranging vison to transform the
provision of community.mental
health care for adults with severe
mental iliness to enable faster
and more equitable care to be
delivered closer to home.

Why St Andrew’s...

St Andrews already provides
community care services
(outpatients, veterans, ATS etc.)
and has a large number of
patients who are discharged into
the community each year from
the group’s hospitals. Focusing
on research which provides
innovative and ground-breaking
care solutions for those receiving
mental health care in the
community would align with the
Charity’s core purpose. Moreover,
focusing on research which seeks
to understand how we can reduce
the length of stay for our patients
whilst attaining the same
outcomes and improving the
efficiency and experience of
discharge will would have a
substantial benefit. St Andrews
could also investigate novel
community treatment solutions
(e.g. telemedicine or semi/fully
automated therapies such as
computerised CBT) which have
the potential to generate new
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Our approach...

We want to provide innovative
trauma therapy and trauma
informed services to our patients
and contribute to the wider
literature on this subject.
Prioritisation will be given to
researching the impact of early
trauma, the intersectionality of
trauma and other important
determinants (ethnicity,
diagnosis, gender). Exploring the
outcomes of different therapeutic
approaches and partnering with
multiple national and
international groups will be
pivotal in developing this area.

Our approach...

We will build on our existing
strengths in this area and align
with the national impetus to
develop and expand community
mental health care solutions. St
Andrews already has several
community services in operation
(veteran’s service, outpatients,
ATS etc.) these will provide a firm
foundation for further research
and innovation. We will continue
to encourage and develop
projects which seek to
understand the barriers to
discharge and length of stay such
as the current collaboration with
Prof Jon Glasby’s team at the
University of Birmingham seeking
to understand barriers to
discharge for our ASD/LD patient.



revenue streams with corollary
societal benefits.

Cross cutting area 4 (Technology-assisted therapies)

The problem...

The development of technology-
based therapies is evolving
rapidly. These are innovative and
can be targeted at groups of, or
individual, patients. The challenge
is that many of the people who
are involved in the development
do not have a clinical background
and are interested in developing
collaborative partnerships.

Why St Andrew’s...

St Andrew’s has already been
involved in the development of
virtual reality-based therapies
through the provision of expert
clinical input into research
partnerships. These have included
treatments for people with
dementia, in addition to those
with social avoidance problems.
The charity has developed
collaborations with the University
of Kent and Oxford (including the
spin-off company Oxford VR). We
are working with them to
optimise the therapies, including
the use of the therapy to treat
some of our out-patient.groups.
These could bewused externally in
other patient groups. Other
researchers have approached us
to consider future collaborations,
based upon our research
reputation in.this area.

Cross cutting area 5 (Precision medicine)

The problem:..

Precision medicine is.a pivotal
area of clinical research which
ensures that patients receive the
optimal therapy fortheir
condition. The patients at St
Andrew’s have complex mental
health conditions which need to
be treated on a case-by-case
basis. This requires a detailed
understanding of their individual
conditions. This can be achieved
at both genetic and epigenetic
levels. The use of data has been
identified as a key mechanism of
understanding complex
conditions. Genetics is another
tool to identify disease subtypes
which, in combination with

Why St Andrew’s...

The charity has access to a large
internal clinical dataset which has
enormous potential to be used to
understand mental health. There
is the potential for a more
coordinated use, especially with
external researchers. Previous
collaborations with UCL have
demonstrated that large,
anonymised datasets can be
generated to carry out
mathematical modelling of
patient groups. Furthermore, St
Andrew’s have built up
collaborations with Meomics
(University of Cardiff), Genomics
England and Psychiatric Genetic
Testing (Maudsley Hospital), all of
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Our approach...

The aim is to further develop this
research area, as it is a rapidly
developing area where we have
demonstrated that it can have a
real clinical benefit for some of
our patients. Partnering with
researchers who have expertise in
the development of emerging
technologies, such aswirtual
reality, will ensure that they are
developed with a clear clinical
focus and identify.St Andrew’s as
a leaderin this field.

Our approach...

We will build upon our existing
collaborations, focussing on data-
driven approaches and genomics
as these are strengths in which
the charity has an opportunity to
enhance our reputation. By
understanding our patient
population, we have the best
opportunity to focus specific
therapeutic approaches to
minimise their time with us and
ensure that they are best
prepared for the next stage of
their recovery journey.



symptomatic data, will provide a
powerful tool to understand
specific conditions and develop
an approach to provide a more
targeted, individualised therapy.

Implementation

Well planned and methodical implementation of the strategy is a key component of its success. Once
this strategy has been agreed, a full and detailed implementation plan'will'be delivered including
costing, required roles, governance arrangements and KPI’s. As noted above a cultural change plan

will also be required.

Conclusion

This strategy sets out a substantial category change for research and innovation at St Andrews
Healthcare. Its aim is to place St Andrews at the forefront of research and innovation both nationally
and internationally within five years. The strategy is ambitious in its scope however, it does not
underestimate the challenges ahead. With robust planning and adequate resource the vision
contained within these pages can become a reality with all of the'attendant benefits.

Appendix

which demonstrate the viability
of using a genomic approach for
the development of precision
medicine. The charity is a
member of the AKRIVIA
collaborative which provides
access to healthcare records from
over 10 Trusts which allows large-
scale data analysis.
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SWOT

Strengths LG ESTES

CEC & Board recognise that research can support other areas
of the charity, e.g. funded clinical secondments.
Governance procedures (R&I Policy & Research Wiki)
Expertise of AMD, Research and Committee Chair/NED for
Research

Unique clinical population and setting

Clinical data

Academic expertise (PhD student supervision)
Communicative research team

Long history of research and innovation in the Charity (with
national reputation)

Knowledgeable staff motivated to engage in research.
External service evaluations

Technology

Opportunities

Rewarding place to work providing research time and projects
has ability to improve clinician wellbeing and decrease risk of
burnout, while also improving opportunities to translate into
practice.

o  Make research a recruitment criterion.

o Includein IPDR
Unrecruited clinical secondment posts allows strategy-specific
recruitment.
Collaborations:

o  Alignment with others, e:g., CQl & Academic Centre

to complete translation intorpractice circle
o Industry
o Jointly funded clinical/academic posts. —become a
“University Medical School”

o  Community partnerships

o NHFT collaboration
Potential for well-defined priority areas — opportunity to
develop reputation; selection of topics that lend themselves to
translation.
New IT strategy has more focus on research.
Akrivia Platform — maximise use of data; wider charity
usefulness (BI, Clinical Audit)
Innovation (Genomics, VR etc.)
Staff training in research
USP — patients
MH & COVID

o Interest in mental health research

o  Acceptance of working from home

Threats

Current research budget

Small number of dedicated research posts (1 x research
associate and O x research assistants) and recruitment
difficulty

Lack of dedicated time for staff to do research and capacity for
translation into practice.

Little current in-house “research”: lack of clinician-led projects
No R&I staff with joint university posts, limiting access to
certain funding streams.

Inability to attract charity funding due to reputation and
external perception of STAH wealth.

Recruitment difficulties: 2 x unrecruited secondments and
repeated rounds of résearch associate recruitment

No appetite for strategic alignment with other departments
(cQl, Academic Centre, trauma etc.)

Financial uncertainty for longersterm research

Uncertainty about the role of research within the charity

PPl often ineffective; staffing levels on wards does not support
additional research.activity.

IT support for research

Research not a recruitment criterion

Data quality/missing data

Inability to get free ethics approval (IRAS)

Interdependent areas are not achieving their aims/running
effectively
Financial position of charity — funding withdrawn or not
guaranteed for long enough to get established.

o Decreasing patient numbers and income levels —

prioritisation of research?

CQC ratings and reputation — reputational effect on ability to
engage collaborators, funding.
Ability to recruit ‘star’ academics/joint posts — supporting
structures required
Geographical location of hospital
Capacity to obtain research funding (only as part of university
collaborations)
Clinical secondees cannot deliver in 2 days a week.
STAH bureaucracy prevents technology projects from
developing.
Conflicting organisational interests/messages
Difficulties in evidencing impact
External research environment (e.g., COVID)
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PESTLE

POLITICAL

e  The Secretary of State for Health has recently announced a major investment in

Research and Innovation as a basis for sustainable healthcare across the UK (NHSE
2021)

e  The Academy of Medical Royal Colleges and a consortium of healthcare

organizations across the UK are encouraging the development of ‘Research for all’
in organisations; this report heavily promotes research and innovation as a catalyst
for quality improvement (Academy of Medical Royal Colleges 2019)

e New Care Models and provider collaboratives means there is a political direction to

provide care closer to home; collaboration also means access to wider patient
group and focus on partnerships not competition (joint posts)

ECONOMIC

e  Multiple reports have indicated the growing importance of Research and

Innovation as a driver for revenue generation and providing a basis for sustained
competitive advantage (Mckinsey 2021)

e Trend to reduce grant giving due to impact of COVID on fundraising in the

charitable sector.

SOCIAL

e  The growing concept of ‘Shared Value’ is gaining traction meaning that an

organisation’s strategy is increasingly being aligned with complementary social
activities and partnerships in the wider community (Porter 2016)

e Importance of PPl in research engagement, and outcome identification and

evaluation

TECHNOLOGICAL

e There is enormous technological change oceurring in society.with the acceleration

of interconnectivity, the dawn of artificial intelligence and‘global automation; the
recent pandemic has accelerated such uptake:

e  Recognition of the importance of clinical data analyties
e National Data Opt-Out could.impact on data available.

ENVIRONMENTAL

e  Society increasingly recognises that organisations,need to provide leadership in

creating ‘environmentally sustainable workplaces’ (Bratton 2020:378)

e There is agrowing trend towards the promotion of pro-environmental behaviours

and encouraging employee voice around sustainable practices, such as ‘Low Carbon
Work Systems’ (Bratton 2020)

LEGAL

e  The healthcareregulator (Care Quality Commission) has recently introduced ‘well

led inspections’—part of thednspection Framework specifically focuses on Research
and Innovation, meaningthat such activity will be increasingly scrutinised from the
regulatory perspective (CQC 2020)

Current ResourCes
Staffing

Tangible assets

AssociatesMedical Director (0.5 WT), Head of Research & Innovation (1.0 WTE) Senior
Research Project Manager (1.0 WTE), Research Administrator (0.8 WTE), Research
Associate (1.0 WTE — currently vacant), Research Assistant (1.0 WTE — fixed term until
March 2022)

Access to the MRI scanner at Three Shires (fees apply), large unused space in the Main
Building, computer hardware and software, telecommunications equipment.

Intangible assets

None currently (no patents etc.)
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Introduction

This document sets out a clear five year implementation/execution plan for the corresponding
research and innovation strategy which was approved by the St Andrews Board in September 2021.
This implementation plan emphasises a simplicity of approach and pragmatism. It also places an
importance on value creation, building strong external partnerships and long term operational and
financial sustainability. The following pages set out the overarching goals for research and innovation
over the five year period, detailed workforce plan, cost structure, key perfermance indicators and an
analysis of potential barriers and mitigating actions. The plan has used high quality, evidence based
guidance around successful strategy implementation throughout (Nielson et al 2008).

Alignment with other priority areas in St Andrews strategy

The new Strategic direction for the Charity (2021 — 2026) has been developed following a
comprehensive board level strategic review. Thesrenewed purpose of the charity is to ‘promote
wellbeing, give hope and enable recovery’. Research,.and innovation comprises one of the seven
strategic priorities and as such forms an important driver. for strategic'success. As with the other six
strategic priorities, research and innovation will contribute directly to delivering the Charity’s purpose
through two of the stated enablers of ‘building a diversified portfolio’ and ‘inventing the future’:

o Helping to build a diversified portfolio - expanding research and innovation capability and
creating new and exciting, academic, industry and state partnerships will contribute
substantially to a renewed and modern charitable portfolio in keeping with the charity’s vison.

o Supporting the Charity to invent the future — a stronger research and innovation capability
will provide support to the Charity’s vision to ‘invent the future’ by engaging in innovation,
championing improved understanding, contributing to ground breaking research leading to
treatment advances, providing an evidence base for improved therapies and providing high-
level.thoughtdeadership across multiple areas of mental health practice.

Research and innovation will also play a key overarching role in helping to transform the organisational
culture of the charity so that it develops as a learning organisation, using the most innovative
technology and evidence based practice. There is evidence that the development of a research culture
in an organisation leads to better clinical outcomes and this follows the NIHR recommendations (See
https://www.nihr.ac.uk/health-and-care-professionals/engagement-and-participation-in
research/embedding-a-research-culture.htm)

Summary of our core ambitions
The core ambitions for research and innovation can be encapsulated in three broad areas:

1. Impact on our patients
2. Impact on the organisation
3. Impact on the wider community.
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The diagram below (figl) indicates how each ambition will support the wider Charity through the two
strategic enablers of ‘building a diversified portfolio’ and ‘inventing the future’.

CORE AMBITIONS Alignment to STA strategy
(enablers)

We will be able to evidence clearly
1 | the impact of R&I activities on our Building our portfolio
clinical care and patient recovery.
The charity will be regarded as an
2 | exemplar institution for co-

production practices and patient Inventing the future
participation in its R&I activities.

Impacting on patient care

We will focus oné key research

3 | areas to bring maximum benefit and Inventing the future
value
A robust financial model will be

4 | developed including the
identification /of long:term “income Building our portfolio

streams tosensure a significant sum
of money flows into the R&I function.
All employees (Clinical and non-
clinical) throughout the Charity will
be provided with an opportunity to
participate in research, aligned with
the charity’s research priorities and
as part of their programmed
activities. There will also be a

diverse range of workshops,
conferences and other opportunities
to learn and become involved in (or
consume) research and innovation.

Impacting on the wider

organisation 5
Building our portfolio

We will nurture multiple
partnerships with academia,

6 | industry and the third sector with an
emphasis on the development of
joint posts; thus expanding our
research portfolio, as well as
developing our reputation as an
academic research institution.

Building our portfolio

There will be a clearly enhanced
research reputation with St

7 | Andrew’s viewed by external
partners (NHSE, academia, industry Inventing the future
etc.) as an innovative organisation
that facilitates world-leading
research and innovation; including
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the testing of new therapies and
clinical processes to improve patient
outcomes and making St Andrews
attractive to prospective employees.

Impacting externally

partners.

We will have achieved successful
applications for research funding
directly from St Andrews and also in
collaboration with academic

Building our portfolio

The Charity will be carrying out high-
quality research as evidenced in
peer-reviewed publications and
presentations at national and
international meetings

Inventing the future

Planning and delivery requirements
The table below (Table 1) sets of the practical activities that willbe required to enable the strategy to
be implemented within the Charity. The main areas of operational focus wilbbe:

1. Building contractual relationships with suitable and strategically:aligned academic institutions

2. Recruiting qualified and skilled research staff through joint posts with universities

3. Nurturing a culture of research and innovation through conferences, workshop, symposia and
other charity wide events so staffsbecome contributors 6f consumers of research and
innovation.

4. Creating a pipeline of funding by developing experience and skill in the ability to win large
grants and access other funding streams.

5. Coordinating and organising links with Universities to have their postgraduate students (MSc
and PhD) students doing research with St Andrews and being jointly supervised.

6. Having St Andrews recognised as a partner equivalent to NHS trusts such that all patients
recruited for research result in a payment to St Andrews.

Table 1
Year 1 Year 2 Year 3 Year 4 Year 5
Ambition
2022/23 2023/24 2024/25 2026/27 2027/28

Nurturing Build'a Build a relationship | Build a Grow the Establish the St
strong relationship with our second relationship number of Andrews
relationships with our first key academic with our third PhD students | ‘research
with suitable key academic | institution key academic and M.Sc. triumvirate’ by
and institution, institution student further
strategically Including Establish an across the integrating the
aligned contractual enlarged and three partner | three academic
academic arrangements. | combined ‘research universities. institutions
institutions and education Hub’ within the

in the historic burgeoning St

Northampton Andrews

hospital building Research Hub.

with input from our

academic and
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industry
partnerships.

Developing a
research
capability with
appropriate
staffing, skills
and seniority

Recruit to one
joint post
(Professor
level) and one
full time
Lecturer/resea
rch assistant
to support the
new
partnership
with our first
academic
institution.

Recruit to a second

joint post
(Professor level)
and first senior

lecturer (joint post)

with a

lecturer/research
assistant to support

our second
academic
institution and

research themes.

Recruit a
second senior
lecturer (joint
post) and third
lecturer/resear
ch assistant
with final
partner
academic
institution.

Continue to
develop a
strong
research
collaboration
across the
triumvirate
organisations

Develop strong
research
partnerships
nationally and
internationally
in collaboration
with the
academic
triumvirate.

Continue research secondments for one or two qualified and motivated staff.on a two

yearly basis
Building a Hold one high | Hold two high Hold three highy| Hold'three Hold three high
strong research | quality quality conferences | quality high quality quality
culture across conference with two partner conferences conferences conferences
St Andrews with a partner | academic with all partner | with all with all partner
academic institutions. academic partner academic
institution and institutions academic institutions
engage Begin Quarterly institutions
research research symposia. 4s€ontinue
champions in research
each division Provide regular symposia Continue Continue
updates to'staff on research research
Develop an new developments symposia symposia
‘outreach’ and | in MentalhHealth Provide regular
training through meetings updates to
capability:with | and podcasts, as staff on new Provide
dedicated well as providing developments regular Provide regular
time from our | ongoing ‘outreach’ | in Mental updates to updates to staff
research team | andtraining Health through | staff on new | onnew
for St meetings and development | developments
Andrews staff. podcasts, as s in Mental in Mental
well as Health Health through
providing through meetings and
ongoing meetings and | podcasts, as
‘outreach’ and | podcasts, as | well as
training well as providing
providing ongoing
ongoing ‘outreach’ and
‘outreach’ training
and training

Establish a regular diet of nationally renowned speakers on a diverse range of research
and innovation topics

Establish prestigious bursaries and scholarships for training at our partner Universities
through fundraising with the support of our trustees and governors




Create a Pump prime Generate and Win first large Start to win The Research
sustainable research support grant regular and innovation
funding stream | capability with | applications for application national team would be
targeted research grants and | with the help grant bringing a
Charity other income of our applications significant sum
funding streams from the professorial with sizable of money
research through input. awards supported by
NIHR/MRC etc. regular
Obtain recognition successful joint
from NIHR and NHS grant
to receive patient applications to
research funding. NIHR/MRC/Wel
Icome etc.

The plan (above) has been designed to fit with the overall charity implementation plan (fig 2 below)
with Research and innovation being a lower strategic priority inithe first year.then increasing in
prioritisation toward the final years of the charity strategic implementation timeframe

Fig 2 — Charity strategic prioritisation schedule

Quality

Service Innovation

Research & Innovation

Education & Training

Partnerships & Promotion

Finance & Sustainability

Adapting Post Pandemic

Low
Medium
High

Workforce planning

In order to fully realise the research and innovation strategy the Charity will need to make key
appointments. It is envisaged that there will be a gradual introduction of research expertise over the
five year implementation period and an emphasis on joint appointments with academic institutions
sharing a strategic interest in the five research areas. The proposed build up of staff as shown in Table

7

173



2 (below) implies a 50:50 partnership on the funding of these appointments. This will be subject to
negotiations and discussions with our Academic Partners. The bulk of appointments will be spread
over the first three years, allowing a gradual development of the research capability. This gradual
approach will allow the charity to control the development of the function and maintain some degree
of flexibility. Joint posts would also allow the Charity to maintain a clear research agenda. The plan is
to deliver the strategy with smaller numbers of very highly skilled research staff (Professors and senior
lecturers) and higher numbers of supporting research staff (research assistants, PhD students, M.Sc.
students, secondments). Research assistants would support the academic teams as well as
contributing to important cross charity projects which can add value. It is anticipated that all
appointments will carry designations with a clear link to the charity (e.g. St Andrews Professor and St
Andrews Senior Lecturer). The Charity would also be intimately involved in all aspects of the
recruitment of candidates, appointments, job planning and regular appraisals. There will also be
clinical secondments provided on a rolling 24 month basis.

Academic posts contributing to St Andrews

Each academic post would be expected to make a significant and sustained contribution to St Andrews
research culture as well as building a research programme around a.designated theme. Each post
would be subject to an annual St Andrews appraisal. The job description for each appointment would
include (amongst other elements):

e Engaging in high quality research whichrhas a demenstrable@academic and clinical impact

e Contributing/coordinating a programme of internal research activities such as training events,
seminars, CPD events.

e Providing ‘outreach’ guidance andsupport for members of staff with an interest in research.

e Attending and participating in external national@and international events to network, promote
St Andrews work, and providea conduit.forf new and exciting research insights to flow into
the Charity.

The workforce plan across the five years/is shown below with the proportion of the appointment
funded by St Andrews (Table 2):

Table 2
Year 1 Year 2 Year 3 Year 4 Year 5
Additional staff
resource 2022/23 2023/24 2024/25 2026/27 2027/28

Professors (joint One FT (0.5 One FT (0.5
appointment) funded by St funded by St

Andrews) Andrews)
Senior One FT (0.5 One FT (0.5
Lectureship (joint funded by St funded by St
appointment) Andrews) Andrews)
Lecturer/Research | One FT (0.5 One FT (0.5 One FT (0.5
assistants funded by St funded by St funded by St

Andrews) Andrews) Andrews)
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Post graduate Joint PhD Joint PhD
Research PhD appointment appointment
(though grant | (though
funding) grant
funding)
Research Rolling 0.5 Rolling 0.5
secondments secondment secondment
(24 months (24months
duration) duration)
(clinical or (clinical or non
non clinical) clinical)
Scholarships and
bursaries One substantial bursary/scholarship per year (cost to be derived from benevolent
sources, trustees, governors, industry etc.)
Cumulative 1 WTE professor 2 WTE 2 WTE 2 WTE 2 WTE
staffing resource professor Professor Professor Professor
1 WTE lecturer
(All jointly funded 1 WTE senior 2 WTE senior »( 2 WTE senior 2 WTE senior
(50% st Lecturer Lecturer Lecturer Lecturer
Andrews/50%
academic 2 WTE 3 WTE 3 WTElecturer | 3 WTE lecturer
institution - apart lecturer lecturer
from
secondments) 05 0.5 0.5
secondment 0.5 secondment secondment
secondment
1 joint PhD 2 Joint PhD 2 Joint PhD
appointment 2 Joint PhD appointment appointment
(through grant | appointment | (through grant | (through grant
funding) (through funding) funding)
grant
funding)

Current €apability

The Charity already has an established research team who will continue to provide ongoing support
for the implementation of the strategy. It is envisaged that this ‘core’ team will always be required to
provide the necessary fundamental infrastructure; direction, operational management, governance,
project management skills, administration etc. to provide sustainability of the function. The ‘core’
team will continue to receive funding from charity revenue as is currently the case. Due to the
complexity and high level negotiations needed to develop strong academic partnerships with
universities, the Charity will need to appoint a senior academic in the first year with substantial
experience in order to provide the necessary skill to lead on the academic developments; it is
therefore necessary that we would appoint a member of staff at a very senior level in the first year
(Professor) with one of our academic partners.

Funding Profile
Each pound of Charity income must be spent wisely and translate into maximum value. Furthermore,
investment in research and innovation should demonstrate measurable improvements in outcomes

9

175



and deliverables. The additional funding required for the workforce plan, over the next five years (over
and above the ‘core’ R&I team) is shown below. Average and competitive salary estimates have been
used below. It is anticipated that by the final year the department will be generating a significant
amount of money through joint university funding, grants and research awards, supported by regular
successful applications to NIHR/MRC/Wellcome etc. The five year funding required by St Andrews to
implement the strategy is shown in Table 3 (below). Again it is assumed that the Universities would
fund 50% of salaries.

Table 3
Year Staffing (WTE) Individual,cost Total Cost per
(£) year (£)
Year 1 2022/23 e 0.5 WTE professor 57,456 85,428
e 0.5 WTE Lecturer/Researcher 27,972
Year 2 2023/24 e 1 WTE professor 114,912 251,982
e 0.5 WTE senior lecturer 31,626
e 1 WTE lecturer/researcher 55,944
e 0.5secondment 36,000
e 1Joint PhD 13,500
Year 3 2024/25 e 1 WTE Professor 114,912 332,388
e 1 WTE senior Lecturer 63,252
e 1.5 WTE lecturér/researcher 91.224
e 0.5 secondment 36,000
e 2 JointPhD 27,000
Year4 | 2025/26 e 1 WTE Professor. 114,912 364,014
e 1.5WTE senior Lecturer 94,878
e 1.5 WIE lecturer/researcher 91,224
e 0.5secondment 36,000
e 2 Joint PhD 27,000
Year5 | 2026/27 e 1 WTE Professor 114,912 364,014
e . 1.5 WTE senior Lecturer 94,878
e 1.5 WTE lécturer/researcher 91,224
e 0.5secondment 36,000
e 2 Joint PhD 27,000
1,397,826

Total over five years for additional staffing costs

Average salary without 26% pension and NI

Professor: £91,200, Senior lecturer: £50,200, lecturer/research Fellow £44,400, PhD candidate stipend: 27,000

Average salary including 26% pension and NI (PhD stipend is non pensionable)

Professor £114,912, Senior lecturer: £63,252, Lecturer/research fellow: £55,944, PhD candidate stipend: 27,000.
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Culture change

The principle governing the culture of the charity will be that all clinicians are consumers of research
in order to remain up to date with the latest developments particularly around treatments and some
colleagues will also be producers of research. As noted above a fundamental element of the
implementation plan will be changing the culture of the organisation so that we nurture greater
understanding, curiosity and skill around research and innovation across the organisation. To this end,
multiple activities will be planned across the implementation timeframe including, research days,
seminars, CPD events, conferences and invited guest lectures and speakers etc. A rich and varied
schedule of high quality research opportunities would also support St Andrews in increasing its
attractiveness to future potential employees. We would also actively promote multiple bursaries and
scholarships, with an emphasis on prestige, engaging our governors, trustees and other benevolent
friends of the Charity. Such academic prizes would be awarded through competition and seek to
elevate the reputation of the Charity.

Key performance indicators

Implementation of the strategy will be the responsibility of the first SeniorJoint appointment along
with the existing Research team on behalf of the charity executive. The board will'have oversight of
activities including an annual report highlighting the progress towards the key performance indicators.
Each key performance indicator is listed below in Table 4, and constitutes.a measurable target aligned
to the core ambitions in the research and innovation strategy:

Table 4
CORE AMBITIONS KPI
R&I having impact on charity care and processes We will establish an ‘impact assessment’ for all
projects to ensure they add maximum value.
e Target: 75% of projects attaining a
good/excellent impact assessment.
Being an exemplar institution for co-production Feedback from external and internal stakeholders.

practices in Research and innovation
e Target: Above 90% positive feedback.

We will focus on 5 key research areas to bring We will complete regular audits indicating whether
maximum benefit and value the gating procedure aligns all new projects to the
five priority areas.

e Target: 100% of projects aligned after April
2023.

Long-term income streams will be developed We will have a year on year growth in grant funding
(NIHR, Wellcome etc.).

e Target: year on year grant funding growth

Provision of research opportunities Number of workshops, conference and symposia

11
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e Target: increasing number of conferences,
workshops and symposia over the 5 year
period.

Nurturing partnerships

Number of joint projects with academia, industry
and the third sector.

e Target: increasing number of joint projects
with academia, industry and the third
sector.

Improved reputation

We will conduct a stakeheolder review to understand
how R&l is contributing to the overall reputation of
St Andrews

e Target: Stakeholder feedback will be
overwhelmingly positive (over 90%).

Successful applications for research funding

We will increase our capability to win grant funding
from large national bedies (NIHR, Wellcome etc.).

e Target: increasing number of successful
grant applications

Peer-reviewed publications and presentations at
national and international meetings

There will see a year on year increase in the number
of peer reviewed articles and presentations at high
quality conferences.

e Target: increasing number of peer reviewed
articles and presentation at conferences.

Barriers€@impleméntation

Table 5 (below)indicates the main anticipated barriers to the implementation of the research and
innovation strategy.over the five year period. It also highlights corresponding mitigating actions to

reduce the risk:

Potential barrier

Mitigation

The Identification of suitable Universities with
1 | whom to partner.

We already have an established and strong
relationships with several universities who could
potentially align with our research strategy.

Ability to recruit suitable research staff with
2 | the right skills and seniority to carry out
independent research in line with the strategic
priority areas.

We may need to pay above market level salaries to
entice suitable candidates.

12
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Capacity to promote and support the
3 | development of the research capability among
the existing St Andrew’s staff

The charity will need to prioritise research and
Innovation as an important strategic activity. There will
need to be ring fenced time for workshops etc. and
staff being involved in research and innovation
activities.

Development of an appropriate research
4 | infrastructure within St Andrew’s to facilitate
and support the new joint academic posts and
increased research portfolio.

There is an existing research team with experience and
skill who can help to develop the appropriate
infrastructure for expansion.

Inability to obtain  funding
5 NIHR/MRC/Wellcome etc.

through

Joint posts will allow the charity to access the expertise
of established academics (Professors) who have track
records in successful funding applications.

Ability to effectively change the culture of the
6 | organisation to one in which it is research
focused.

A cultural change plan using established and evidence
based methods (e.g. Kotter’s 8 steps of change) will be
used over the first several years to maximise success.

Achieving satisfactory partnership
7 | arrangements with target Universities

The charity will have professorial input, high level
guidance (Board input) and legal expertise to negotiate
favourably.

Succeeding in making appointments in line
8 | with the timetable

The posts will be attractive to potential candidates
through designated research team support. The core
team has an in-house ‘project manager to ensure
advertising, recruitment and on-boarding are
completed to time.

Negotiating the Charity having similar per
9 | patients funding for patients takingpart in

Therincorporation of senior researchers in the team
(Professor/Senior lecturer) will bring substantial

10 | Fundraising

research experience and skills around costing and access to
NIHRfunding per patient.
Satisfactory  support and “success in |, The Charity has established contacts with notable and

benevolent friends/supporters who can help to raise
or donate capital.
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Paper for Board of Directors

Information Governance Data Protection and Security

Topic Toolkit (DPST) - Annual Submission

Date of Meeting Click or tap to enter a date.

Agenda Iltem 16

Author Lucy Neville

Responsible Executive John Clarke

Discussed at Previous Board Meeting Standard annual submission

Patient and Carer Involvement No patient involvement required for this submission

The Information, Governance Group,/ (IGG) has led the

Staff Involvement . .
review of the requirements.

Review and comment

Infofrmation
Report Purpose o
Decision or Approval

O X OO

Assurance

Key Lines Of Enquiry: SsAEOcOROWKX

Strategic Focus Area Quality

People

O
Cd
Delivering Value Ll
New Partnerships O

X

Buildings and Information

Innovation and Research O

Committee meetings where this item has The internal audit on the DSPT 2021/22 concluded with
been considered adequate assurance and was presented to ARC in April
2022

Report Summary and Key Points to Note

We believe we have taken all reasonable steps to ensure compliance with the DSPT requirement. We would like to
acknowledge, that as part of the process to complete this work, we have captured some areas for improvement to
ensure we continually assess and audit our data security and protection controls. This work will be overseen by the
IGG, which is part of their remit.

As a result of the detailed due diligence undertaken, internal audit assurance and the re-accreditation of ISO27001,
we are confident that the DSPT requirements will be met.
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Therefore, the Board is asked to approve the submission to NHS Digital of the DSPT, which reflects a “Standards
met” position however note that action continues to be taken through the IGG, to review, monitor, and ensure
continual improvement in Information Governance within the organisation

Appendices
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Information Governance Data Protection and Security Toolkit (DPST)
Annual Submission

Executive Summary

St Andrew’s must undertake an annual assessment, called the Data Security and Protection
Toolkit (DSPT) to identify and evidence its current compliance against a set of recognised
data protection and data security standards, which is then assessed by NHS Digital. The
Data Protection Officer has been co-ordinating this work over the last year through the
Information Governance Group (IGG) with support from key staff including, the Senior
Information Risk Owner (SIRO) (Sanjith Kamath), Caldicott Guardian (Andy Brogan) CIO
(John Clarke), Head of Audit and the IT Security Team.

The DSPT does not have a score rating, unlike previous versions, instead, it identifies if a
standard is met or not- The assessment of St Andrew’s regarding the DSPT for this year, will
be “Standards Met”.

The assessment criteria have been ratified by InformationnGovernance Group (IGG) during
the period November 2021 to March 2022.

The DSPT requires CEC and the Board to be informed on Information Governances risks
and to approve the annual submission.

Background

The toolkit allows organisations to/measure theirperformance against the National Data
Guardian’s 10 data security standards and align with the General Data Protection Regulation
(GDPR) and Data Protection‘Act,2018: All organisations that have access to NHS patient
data and systems must use the toolkit to provide@assurances that they are practising good
data security and that personal datais handled in line with data security standards- It also
puts organisations in@position where they have the tools and processes to respond and
deal with information governance incidents.

Completing the toolkit is a contractual requirement in the NHS England standard conditions
contract (section 21.2) that relevant providers undertake DSP Toolkit assessments on an
annual basis: “The Provider must complete and publish an annual information governance
assessment‘and must demonstrate satisfactory compliance as defined in the Information
Governance Toalkit (or any successor framework), as applicable to the Services and the
Provider’s organisation type.”

DSPT assessments are to be submitted by 30th June annually.

Summary of Work Undertaken

In the last year a significant amount of work was undertaken to ensure St Andrew’s meets
the DSPT standards. This year work has included:

o We have introduced a layered approach to how we advise people how their personal
information will be used. An easy read version of the Patients and Service Users Privacy
Notice has been created and we have also created a patient leaflet which has been
distributed by the Wards.
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We have developed a Privacy by Design and Default Procedure and framework enforces that
ensure that privacy and data protection are embedded throughout the entire life cycle of
technologies, from the early design stage through deployment, use and disposal.

We have surveyed all of our IT software to ensure we that we documented where we have
not been able to keep software up to date. This has involved carrying out data security risk
assessments and working with our main IT Supplier to ensure we are capturing any risks and
where required ensuring we have mitigation plans in place,

The Information Governance risk register has undergone significant development and is much
improved to ensure that we are capturing our risks consistently and that where required, they
are escalated to the right people at the right time.

A review of our training and education requirements has taken place, and we have completely
re-designed the E learning modules on Information Security and Information Governance. We

have developed three levels of training for staff depending on their role and what data they
access and what they do with it- we expect the new modules will go live by the end of June
2022. This new approach to training helps us consider the differing needs of staff groups
rather than providing a single training resource.
o The Information Security Team now provide regular metrics to the boeard:to aid the
understanding of the information security landscape. The updatefincludes the following items-
vulnerability management, audits undertaken, security incidents, outstanding security
updates, and blocked network attacks.
o We have worked with procurement colleagues to develop a centralised list of all suppliers that
process personal data on the Charity’s behalf. Previously, this information was held by a
number of teams and there was no standardised process in collating.and holding the data
processing agreement. Now, the IG are keeping all data processing agreements and
evidence items in one place which helps us in demonstrating our accountability requirements.

Data Security and Toolkit Position

The DSPT is an online self-assessment tool that allows organisations to measure their
performance against the National Data Guardian’s 10 data security standards. The

standards are outlined here:

People

Ensure staff are equipped-to
handle information respectfully
and safely

Process

Ensure/the organisation
proactively prevents data
security breaches and
responds appropriately to
incidents or near misses.

Technology

Ensure technology is secure
and up to date

1. All staff ensurefthat personal
confidential data is handled,
stored and transmitted
securely, whether in‘electronic
or paper form.

4. Personal confidential data is
only accessible to staff who
need it for their current role
and access is removed as
soon as it is no longer
required.

8. No unsupported operating
systems, software or internet
browsers are used within the IT
estate.

2. All staff understand their
obligation to handle information
responsibly and their personal
accountability for deliberate or
avoidable breaches

5. Processes are reviewed at
least annually to identify and
improve processes which have
caused breaches or near
misses

9. A strategy is in place for
protecting IT systems from
cyber threats which is based
on a proven cyber security
framework such as Cyber
Essentials.

3. All staff complete
appropriate annual data
security training and pass a
mandatory test

6. Cyber attacks against
services are identified and
resisted and CareCERT
security advice is responded to

10. IT suppliers are held
accountable via contracts for
protecting the personal
confidential data they process

7. A continuity plan is in place
to respond to threats to data
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security, including significant
data breaches or near misses,
and it is tested once a year as
a minimum, with a report to
senior management

One of the standards of the DSPT is ensuring that organisations meet a 95% completion
rate of staff who work with personal data, undertaking their mandatory Information
Governance training. Our highest completion rate so far has been 91%. We are working with
the senior management team to try to reach the 95% target by the 30" June 2022.

However, it should be noted that we require all staff to complete the training, regardless of
whether they work with personal data. The IGG have received assurance that 95% of staff
who have access to personal and confidential data have completed.the training.

As St Andrew’s is certified to the information security management standard
1ISO27001:2013, we automatically meet some of the more technical IT requirements of the
DSPT. ISO27001 accreditation involves an externally verified audit and this saves us
considerable time in this annual assessment, and it should be noted that our DPST
accreditation is dependent on continued adherence to 1ISO27001, thereforeithe loss of this
accreditation would pose a significant risk to achieving this key standard.

We believe we have taken all reasonable steps to ensure compliance with the DSPT
requirement. We would like to acknowledge, that'as,part of the process to complete this
work, we have captured some areas forimprovement to ensure we continually assess and
audit our data security and protection‘controls. This work will'be overseen by the IGG, which
is part of their remit.

Requirement of the Group

As a result of the detailed due diligence undertaken and the re-accredited 1ISO27001, we are
confident that the DSPT requirementwill be met before we are required to submit the
assessment to NHS Digital.

Therefore, the Board is asked to approve the submission to NHS Digital of the DSPT, which
reflects a “Standards met” position hewever note that action continues to be taken through

the IGG, tofreview, monitor, and ensure continual improvement in Information Governance
within the organisation.

Lucy Neville (Data Protection Officer)
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Questions from the
Public for the Board

(Paul Burstow - Verbal)




Any Other Urgent

Business
(Paul Burstow - Verbal)
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Date of Next
Board Meeting in Public -

Tuesday 26 July 2022
9.00am

(Paul Burstow - Verbal)
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