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Board of Directors Meeting (PUBLIC)

27 February 2019, 13:30 to 15:30
Board Room, St Nicholas Hospital, Gosforth, NE3 3XT

Attendees

Board members

Alexis Cleveland (Non-Executive Director) , Peter Studd (Non-Executive Director) , Miriam Harte (Non-Executive Director) ,

James Duncan (Executive Director of Finance and Deputy Chief Executive) ,

Lynne Shaw (Executive Director of Workforce and Organisational Development) , Les Boobis (Non-Executive Director) ,

John Lawlor (Chief Executive) , Gary O'Hare (Executive Director of Nursing and Chief Operating Officer) ,

Rajesh Nadkarni (Executive Medical Director) , Lisa Quinn (Executive Director of Commissioning and Quality Assurance), Ken Jarrold (Chair) ,
Michael Robinson (Non-Executive Director)

In attendance

Debbie Henderson (Deputy Director of Corporate Affairs and Communications) ,

Melanie Bash (Lead Consultant Clinical Psychologist (for item 1 only)), Angela Shields (Clinical Lead (for item 1 only)) ,

Dr Dipo (Specialty Doctor (for item 1 only)), Claire Hay (Occupational Therapist (for item 1 only)) ,

Simon Mason (Clinical Lead Chaplain (for item 14 only)) , Andrew Cole (Consultant Psychiatrist (for item 14 only)) ,

Esther Cohen Tovee (Director of AHPs and Psychological Services (for item 14 and 15 only)) ,

Janice O’Hare (Cumbria Programme Lead (item 13 only)) , Anne Moore (Group Nurse Director Safer Care (for item 16 only))

Meeting minutes

1. Service User/Carer Experience
Ken Jarrold opened the meeting and welcomed those in attendance.

A special welcome was extended to two service users and members of staff in support. The service users shared
their personal experience of Mental Health Services provided by NTW, and described their experience of care and
treatment in the Richardson Intensive Eating Disorder Service.

John Lawlor expressed his appreciation for sharing their story with the Board and acknowledged the lack of support
services available to those suffering from eating disorders before they enter the hospital/acute environment. John
suggested that the Trust engage with users of the service as part of the future development of services, particularly
out-patient facilities.

Ken Jarrold thanked the service users on behalf of the Board for sharing their story and wished them the very best
for the future.

2. Apologies ’(§
Apologies had been received from David Arthur, Non-Executive Director $®

3. Declarations of Interest (%)
Gary O’Hare declared an interest in relation to item 13 and his dual role as Director of Nursing for NTW and CPFT. &A‘Q/\
Janice O’Hare declared an interest in relation to item 13 and her role as Cumbria Programme Lead. There were no .

other conflicts of interest declared for this meeting.

4. Minutes of the previous meeting: Wednesday 23 January 2019 6‘\0 ,\9
Q

Item 5 under Matters Arising should read “John Lawlor advised the Board Sarah Rushbrooke, Group Directo@
himself would meet with the carer in the near future...”. {(_,

The Board of Directors approved the minutes of the meeting held 23 January 2019 as an accurate rea@}g to
the above amendment. Q

4. BoD public meeting minutes 23-01-19.pdf
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5. Action list and matters arising not included on the agenda
There was nothing on the action list to review and there were no matters arising.

5. Action List.pdf

6. Chair's Remarks
Ken Jarrold introduced the meeting and welcomed those in attendance.

Ken referred on the Board Away Day held on 26th February and was pleased that the Board had taken an
opportunity to discuss in detail the operational plan and challenges for the next 12 months and beyond. A discussion
also took place to reflect on the current challenges at a national level, the NHS Long Term Plan and its relationship
with the wider Integrated Care System. Ken also took an opportunity to thank the CEDAR Programme Team for
providing an update on the Trusts Estates Strategy.

The Board received and noted the Chair's Remarks.

7. Chief Executive's Report

John Lawlor presented the Chief Executive’s report and highlighted the record number of nominations received for
the NTW Staff Excellence Awards scheduled to take place on 8th March 2019.

John briefed the Board on Cadabams Mental Healthcare Services in Bangalore, India and their visit to the Trust and
its services in February. The Trust and Cadabams have committed to working in partnership to build on their shared
set of values with agreement to take forward key areas of work around sharing good practice, training and
development and exploring opportunities to providing mental health care to the poorest 40% of the population.

John referred to recent press coverage regarding proposals to re-develop the Centre for Ageing and Vitality, in
Newcastle. This followed an agreement by Newcastle upon Tyne NHS FTs to sell the majority of the site to Newcastle
University. The Trust have received assurance that its specialist older people’s services and adult services, including
the Hadrian Clinic, would remain on site to enable the changes proposed in the ‘Deciding Together’ process to be
agreed and implemented.

In response to the request from the Department of Health and Social Care on preparing for an EU Exit, the Trust have
undertaken a risk assessment and developed action plans which were shared with the Board at the development
meeting held on 23rd January. Where appropriate, the Trusts plans would be shared with the NHS England EU
Exit/Emergency Preparedness, Resilience and Response Team.

Ken Jarrold took an opportunity to comment on the development of an Enhanced Bed Management service to
provide patients with an improved admission, treatment and discharge process.

The Board received and noted the Chief Executive’s Update.

7. CEO Report Feb 2019.pdf

Quality, Clinical and Patient Issues

8. Pharmacy and Medicines optimisation report $Q,’O
Rajesh Nadkarni presented the Pharmacy and Optimisation Annual Report to the Board for 2017/18. The report 6
provided an overview of work during the year including: the principles of medicines optimisation; the implementation Q

of the robotic dispensing of medication compliance packs; developing the pharmacy workforce; and improvements in ’0
governance and process. (\Q/

Miriam Harte commended the team, particularly in terms of the impact of pharmacy and medicines initiatives &\\ rlj\

described in the report on patient care.

N

Ken Jarrold commented that changes in medication and medication management since the establishment of the NHS, ,0(\
had been one of the most significant advances in mental health services, and commended the team for their ongoing (\ ,&
commitment to ensuring safe management of medicines. \OQ/ q

The Board received the Pharmacy and Medicines Optimisation Report. § Q)\'

8a. Pharmacy and Medicines Optimisation Report 2017_18 Cover Sheet.pdf &?C)\fl/

8b. Pharmacy and Medicines Optimisation Report 2017_18 Presentation.pdf (

o' \V
é&\
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9. Controlled drugs accountable Officer annual report

Rajesh Nadkarni presented the Controlled Drugs Accountable Officer Annual Report to the Board for 2017/18 and
highlighted key developments throughout the year including updating of the Trust’s Controlled Drugs Policy, regular
controlled drugs stock checks and completion of a comprehensive controlled drugs audit. Rajesh made particular
reference to the relocation of pharmacy controlled drug stocks to automated Omnicell Cabinets to optimise medicines
security and reduce the risk of drug selection errors.

Alexis Cleveland commented that the risk based approach to the management of controlled drugs was also
important.

The Board received the Controlled Drugs Accountable Officer Annual Report.

9. Controlled Drugs Accountable Officer Annual Report 2017_18.pdf

10. Commissioning and Quality Assurance Report (Month 10)

Lisa Quinn spoke to the Commissioning and Quality Assurance report to update the Board in relation to the Trust's
position against the Single Oversight Framework, and referred to the slight reduction in sickness absence as well as
an improvement in January sickness absence in comparison to January 2018.

The Sunderland Improving Access to Psychological Therapies Service reported an increase in relation to those
cases moving to recovery which had been reported at 52.6% for the month. The Trust also reported seven
inappropriate out of area bed days in January 2019.

In terms of the Trusts financial position, at month 10, James Duncan reported a year to date surplus of £2.9m, £1.0m
ahead of plan. He also noted the Trust’s finance and use of resources score of 1 and the forecast year-end rating of
3. The forecast surplus was £3.5m, including Provider Sustainability Funding of £2.0m, which was in line with the
Control Total, although the Board recognised the risks to achieving this.

James noted an increase in pay costs and spending on temporary staffing and the need reduce this to achieve the
planned spend and the 2018/19 Control Total. Work continued to improve efficiency and productivity and deliver the
required staffing reductions.

James advised that as well as planning for the submission of the Trust’s final Operating Plan for 2019/20 in April
following Board approval in March, a significant amount of work was being undertaken on longer term planning, both
at organisational level and at a wider system level.

Ken Jarrold emphasised the importance of being an organisation able to deliver on contracts and finance as a means
to ensure the focus continued to be firmly on quality, safety and service user and carer experience.

The Board received the Integrated Commissioning and Quality Assurance report.

10. Commissioning & QA Report Month 10.pdf

Workforce

11. Workforce Directorate Quarterly update

Lynne Shaw presented the Workforce Quarterly Update report to advise the Board on the key work and
developments made since the last meeting. @Q/

Lynne highlighted the Trust’s achievement of the ‘Maintaining Excellence’ standard with the Better Health at Work 6
Award (BHAWA) for 2018, awarded to organisations who have sustained their health and wellbeing activity at Q
‘Continuing Excellence’ level for a substantial period of time. The BHAWA is a regional award scheme which ’0
recognises and endorses workplaces that motivate workers in developing a sustainable culture of health and <

wellbeing. &*Qflj\

Ken Jarrold referred to strategic aim ‘partnership working with Trade Unions (TUs) and emphasised the importance of \ ’\:’
building on and maintaining the current strong relationships with TUs in NTW. Lynne agreed that the Trust continues (\ Q

to work in close partnership with TUs, but also stated that the teams were looking at further developing this, \’0

particularly in terms of the health and wellbeing agenda. Q}

The Board received the Workforce Directorate Quarterly update. (g\OQ@
11. Quarterly Workforce Report - Feb 19.pdf \(\o
0
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12. Gender Pay Gap

Lynne Shaw advised Board members that legislation had been introduced which made it statutory for organisations
with 250 or more employees to report annually on their gender pay gap and publish statutory calculations every year
to show the size of the pay gap between male and female employees. Lynne reminded Board members of the six key
requirements.

Lynne briefed the Board on the actions to reduce the Gender Pay Gap which included continuing to review internal
processes with regard to recruitment, return to work and career development, and would actively encourage and
support female doctors with applications for Clinical Excellence Awards (CEAs). The Trust is also developing an
internal network group to look at proactive initiatives to support gender issues as well as supporting the Equality and

T G

Human Rights Commission’s “Working Forward” campaign.

Miriam Harte noted the significant gap with regard to CEAs. Lynne noted that a significant amount of work had been
carried out including providing support to female doctors in their applications, and advised that in terms of
benchmarking, the Trust was not an outlier.

Alexis Cleveland reminded Board members of the distinction between gender pay gap and equal pay, but supported
the further work being undertaken with regard to CEAs. John Lawlor asked if the information presented was
prescribed and suggested including allocation of awards as a percentage of the entire cohort of male and female
consultants.

Lynne also presented the Gender Pay Gap report on behalf of NTW Solutions, the Trust’s subsidiary company and
confirmed that no bonus payments were made within the reference period, resulting in no gender pay to report in this
area.

With regard to NTW Solutions, Peter Studd confirmed that the report had been submitted to the NTW Solutions Board
meeting in February and asked if wider benchmarking could be included in future reports, particularly comparisons
between the public and private sector. Lynne confirmed that the reports were publicly available and agreed to
incorporate this into future reports.

It should be noted that the median pay gap for NTW Solutions between 2017 and 2018 was not comparable. When
the initial 2017 report was produced the company was still in its infancy. In respect of the 2018 figures, the Company
had been established for 12 months. As the Gender Pay calculations look at the retrospective months’ payroll a full
month of enhanced, on call or unsociable work patterns has been calculated. The estates workforce in the UK
generally remains heavily male dominated, from apprenticeship level right through to director level, whereas the
facilities workforce in the UK generally was heavily female dominated.

The Board received the Gender Pay Gap Report for the Trust and NTW Solutions and approved the reports for
publication on the Trust's website.

12a. Gender Pay Gap Report 2018Trust Board.pdf
12b. Gender Pay Gap NTW Solutions Report.pdf

Strategy and Partnerships
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13. Cumbria

Lisa Quinn presented the report to the Board which required consideration and approval of the Full Business Case
(FBC) in relation to the transfer of Mental Health and Learning Disability Services in North Cumbria. It was
acknowledged that the Board had received opportunity to review the FBC during its development at a number of
meetings prior to final submission.

Lisa advised that the Case for Change had been predicated on wide engagement and listening events. The Board
acknowledged that following submission of the draft FBC to NHSI, no concerns or issues had been raised by NHSI
and correspondence had been received which reaffirmed the process which had been undertaken (appendix 6). Lisa
referred to appendix 7 which confirmed that although services transferred would be subject to CQC inspection,
aggregated ratings from the previously separate services would not be subject to inspection for up to two years post-
transfer. The Board were advised however, that the CQC were currently undergoing a review of their inspection
regime, and this could be subject to change at a later date. With regard to appendix 5, Lisa highlighted the letter of
support from North Cumbria CCG and the support received from the CCG during the process to date.

Ken Jarrold recognised that this represented a significant decision for the Trust Board and joined Lisa in commending
the work of Gary O’Hare and Janice O’Hare which underpinned the process to date.

Peter Studd referred to section 10 of the FBC regarding consultation and asked for further details of how this work
would be undertaken. Lisa stated that a robust communication and engagement plan was under development which
incorporate plans to engage with staff, Governors, key stakeholders and service users and formal consultation with
staff would be undertaken as part of the planning for transfer of staff.

James Duncan referred to the letter from the CCGs confirming their position and non-recurring transitional support.
Whilst it was acknowledged that contractual agreements were yet to be confirmed, support and commitment was in
place from stakeholders for the purposes of supporting the approval of the FBC.

Alexis Cleveland agreed that throughout the transaction process the Board have given due regard to all conditions
associated with the transfer and received assurance that the associated risks have been managed and mitigated
appropriately and commended the report. Non-Executive Directors have received sufficient opportunity ask
questions throughout the process. Lisa provided an overview of the conditions of transfer including: a commitment
for revenue and not taking NTW services into deficit level in the first year; quality impact on NTW, reaffirmed by the
letter received from the CQC; capital availability and support for future applications to the wider Integrated Care
System, including support from regulators; and NTW involvement in any system changes in North Cumbria.

The Board discussed the current position relating to the number of areas which remained outstanding and were
reassured that progress and would be resolved as part of the implementation process.

Ken Jarrold supported the FBC and thanked Lisa and the team for the assurance received throughout the process.
He also reminded members of the Board that this was also an opportunity for both organisations to learn from each
other to enhance the care and treatment for patients in the region.

Lisa advised that a letter to Cumbria Partnership NHS Foundation Trust would be compiled on behalf of the Board
outlining the Board’s decision and discussion at the meeting.

The Board of Directors approved the final NHS Improvement Self-Assessment and Full Business Case for the transfer
of Mental Health and Learning Disabilities Services from Cumbria Partnership NHS Foundation Trust to
Northumberland Tyne and Wear NHS Foundation Trust.

13a. Cumbria NHSI Self Assessment and FBC Final.pdf
13b. NTW North Cumbria MH&LD FBC Feb 19 Final.pdf

13c. Appendix 5 Letter of Support from North Cumbria CCG 13 February 2019.pdf ’O(
13d. Appendix 6 Letter of Support to Approach and Self Certification NHSI 30 January 2019.pdf @Q/
13e. Appendix 7 Letter to NTW regarding CQC position on ratings post merger or acquisition.pdf b
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14. Citizens Tyne and Wear MH Commission

Simon Mason, Andrew Cole and Esther Cohen Tovee presented the report on the work of Tyne and Wear Citizens
which established a Citizens Commission on Mental Health with nine key mental health themes being discussed by
teams across three public events in Newcastle, Sunderland and Durham. The findings of the Commission were
published as the report ‘Living Well’ which highlighted 17 actions, which the Mental Health Action Team of Tyne and
Wear Citizens has promoted, including several reflecting the Trusts mental health work-streams.

The Board were asked to consider the proposal to develop further the partnership between Tyne and Wear Citizens
and NTW through the sponsorship of people to be trained as leaders in the practice of community organising, the
benefits of which were outlined to the Board.

Miriam Harte commended the work of Citizen Tyne and Wear and referred to it as an ideal source of intelligence,
particularly with regard to the Trust’s aims and objectives relating to equality and diversity.

Margaret Adams, Public Governor and in attendance as an observer noted that the initiative appeared to be focused
primarily in the North of the patch and asked if there were plans to extend the scope to South of the river. Simon
advised that scope can often be limited in terms of capacity and demand however, plans are underway to grow
capacity to organisations across Tyne and Wear.

Ken Jarrold agreed that by further supporting the work of Tyne and Wear Citizens, it could potentially further improve
the relationship between the Trust and the service users and carers.

Ken and John also took an opportunity to inform Board members that Andrew Cole would be leaving the Trust in the
near future and thanked him for his 30 years of service to NTW and his significant contribution to patient care.

The Board of Directors noted the Citizens Tyne and Wear Mental Health Commission update and approved the
delegated authority to the Executive Team to take forward proposals for further support and sponsorship.

14a. Citizens T&W cover sheet.pdf
14b. Citizens T&W proposal.pdf

15. Psychological Services Strategy update

Esther Cohen-Tovee presented the Board with an update on delivery of the Trust's Psychological Services Strategy
2017-22, previously approved by the Board in June 2017. The update also included the priorities for 2019. Les
Boobis congratulated the teams on the service provided.

The Board noted the Psychological Services Strategy Update.

15. Psychological Services Strategy Feb 19 cover sheet.pdf

16. Nursing Strategy

Gary O’Hare introduced Anne Moore to present the Trust’s Nursing Strategy which builds on the six existing strategic
aims. The strategy will enable the achievement of Trust strategic ambitions through supporting delivery of the Trusts
quality goals and priorities.

The strategy has been developed with input from service users, carers and nursing staff through discussion,
presentation, nursing forums and team meetings, and is aligned to the Trusts Workforce Strategy, including
leadership and health and wellbeing objectives.

The launch of the NTW Academy has also helped bring together multi professional education, learning and Q:O
development. This will support the Nurse Academy in partnership with local Universities, enabling delivery of the @
‘Grow your Own’ Nursing Strategy. b

Whilst fully endorsing the strategy, Alexis Cleveland noted that the strategy did not include any measures of success ’00

or key performance indicators and welcomed future updates on progress to deliver the strategy. (\Q,

Ken Jarrold made particular reference to the role of nurses in shaping patient experience and the core values &\\ /\

outlined in the strategy. Ken also encouraged Board members to attend the Trust’'s Nursing Conference scheduled ‘.

to take place on 6th March. (\ \Q’\'

The Board received and noted the Nursing Strategy. (\’0,& *

16a. Nursing Strategy - Front Street.pdf ‘QQ/

16b. Nursing Strategy 2019-2024 Final Draft Trust Board.pdf Q<(\

(A
Minutes/Papers for Information %O \’1,
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17. Committee updates

With regard to Resource Business and Assurance Committee, Peter Studd informed the Board of the appointment of
Andrew Buckley, Non-Executive Director to the Board of NTW Solutions Limited. Andrew ill take up his post from 1st
March 2019.

There were no other updates from Board Sub-Committees.

18. Council of Governors' Issues

Ken Jarrold briefed the Board on the recent Service User and Carer Group which provides a forum for service users
and carers to discuss issues as well as receiving updates and presentations from the Trust.

19. Any Other Business

There was no other business to discuss.

20. Questions from the Public

There were no questions from the public

Date, time and place of next meeting:

21. Wednesday, 27 March 2019, 1:30pm to 3:30pm, Conference Room,
Northgate, Morpeth, NE61 3BP.

Information
Non-Executive Directors

Information
Ken Jarrold, Chair

Information
Ken Jarrold, Chair

Discussion
Ken Jarrold, Chair

Information
Chair

Q/’OQ
&S
VN
Eo”
SN
Y
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Northumberland, Tyne and Wear NHS Foundation Trust

Board of Directors Meeting

Meeting Date: 27 March 2019

Title and Author of Paper: Chief Executive’s Report
John Lawlor, Chief Executive

Paper for Debate, Decision or Information: Information

Key Points to Note:

Trust updates

NTW Academy update

Staff Awards

5" NTW Annual Nursing Conference
CEDAR Programme Board update
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Regional updates

5. NHS Improvement / NHS England Changes and Director Team for North Region
6. ICS and ICP Developments

National updates

7. NHS Workforce Disability Equality Standard

8. NHS Staff and Learners’ Mental Wellbeing Commission (‘
9. Clinically-led review of NHS access standards $@’O
10. Consultation on Legislative Changes O
RS
7
<)
(\ng'\/
X0,0°
N
Q
&K
O
< ngv
®)
O

Outcome required: For information

1/6 9/97



Chief Executive’s Report

27 March 2019
Trust updates

1. NTW Academy update

We have 5 Nurses commencing the Advanced Clinical Practitioner Programme
following an apprenticeship route in late March. The role is open to AHPs too but
there were no applicants this time other than from nursing. We expect to have a
second small cohort later in 2019. The programme takes 2-3 years (part-time
release) depending on the entry point of the individual. This is great news for us in
National Apprenticeship Week (week commencing 4" March 2019) as we further
develop our apprenticeship nursing pathway by building on our 39 pre-registration
apprentices who began their programmes in January and the expected second cohort
of circa 25 starting in July.

With the new pre-registration apprentice nurses in January and those expected in
July, alongside partnership working with University of Sunderland to accept ‘NTW
BSc Hons students’ through a non HEE commissioned route, we will have 102
additional trainee nurses in our system than a year ago. We are expecting this to
reduce slightly in number in the next 2 years to give us a sustainable amount of circa
50-60 additional qualified nurses per year by the end of 2021 as predicted in the
Nursing Business Case 2018.

2. Staff Awards

On Friday 8" March 2019 the Trust held its annual staff awards at the Civic Centre in
Newcastle. It was a lovely evening hosted by Steve and Karen from Metro Radio’s
Breakfast show. Following a record 731 nominations, 21 awards were announced on
the night to individual teams who have made a significant contribution to the Trust. It
was fabulous opportunity to showcase all of the amazing work which goes on in NTW
and what makes the Trust a great place to work.

\S
3. 5" NTW Annual Nursing Conference — Delivering Compassion in Practice: Q:O
Shaping the Future b$

The fifth NTW Annual Nursing Conference celebrating the success and progress of
the Nursing Strategy 2015-2019 took place on 6" March. The event was attended®! %\
approximately 300 staff from the Trust including Service Users, Students, Supp&r
Workers, Qualified staff and Senior Managers together with external agenc¥\ @t,s
including CCG and University partners. &\@ G*

The event showcased the progress against the Nursing Strategy a abg\@&/ hted the
significant innovation and practice development against the six st ims. Gary
O’Hare highlighted the uniqueness of nursing in making a differgié patients and
families and how proud he was of the achievements nurses@br@rde both within and
external to the Trust. Q

Presentations highlighted the Trust approach to ‘growing our own’ practitioners and
investing in staff to develop to an extended scope of practice. The Nursing Academy

2/6 10/97
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Regional updates

5. NHS Improvement / NHS England Changes and Director Team for North Rﬁ%@

12 month progress report demonstrated the strides made as a significant enabler to
support the development of our nursing workforce.

The impact of the presentation from external speaker Carolyn Cleveland
demonstrated, through her personal story of loss, how important empathy and
compassion are to patients, families and practitioners equally. The session was a
powerful display of the emotional impact on a personal level, and reminded everyone
of the efforts everyone makes each day to do a good job and the impact it has
personally.

Margaret Kitching, Chief Nurse for the North, NHSE spoke in support of Ruth May
(recently appointed Chief Nursing Officer) and her plans to develop the future vision
for nursing and how NTW will engage in this process. Margaret also commended the
Trust for the significant examples of innovation she observed in the stands and
through discussions with staff.

Several workshops were well attended and there were numerous displays and
interactive stands again highlighting nursing and multi professional team working. The
event launched the Nursing Strategy for the next 5 years.

You can upload the video which was produced from the Nursing Conference: here

. CEDAR Update

The Strategic Outline Case (SOC) for the CEDAR Project is being considered by the
NHS Improvement Capital Panel in April, and the Trust has received a number of
gueries on the case by the national team. These have been responded to. All interim
moves to support the programme have now been agreed and are in the process of
being actioned.

After detailed consideration the CEDAR Board has agreed a preferred location for the
integrated secure facilities on the Northgate site, with the development now to be
progressed on the southern part of the site. Discussion with stakeholders including
staff and local councils have commenced. The Trust has also received confirmation
that it will no longer have to test the alternative funding route of a Regional Health :
Infrastructure Company in its Outline Business Case. This follows the Chancellor’s ,O{
statement regarding PFI in his Autumn Statement. $®

Qb
(o)
<
o\
It has been announced that lan Dalton will stand down and that Simon St{;zvﬁés‘@ﬁﬂ’
become the joint Chief Executive of NHSE and NHSI. This had previousjyzbegi
rejected on the basis that as each organisation is established in statute@i i ’?’equired
that each have its own Chief Executive. As part of the new arrange ts, a Chief
Operating Officer will be appointed across both organisations, WW&) t as nominal
Chief Executive of NHSI for legislative purposes. The two ch u@g)gb th
organisations will remain in place. As a result of this further&s}y s in aligning the
two organisations and their structures are expected. Q

The regional teams for NHSI/E have been announced with some appointments still to

be made. This confirms that Richard Barker will be the Regional Director for the

North East and Yorkshire, with other key appointments being Tim Savage as Director
2
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of Finance, Margaret Kitching as Chief Nurse, Mike Prentice as Medical Director,
Daniel Hartley as Director of Workforce and Organisational Development and Robert
Cornall as Director of Commissioning.

ICS and ICP Developments

Work continues on developing the operational and longer term plan for the North East
and North Cumbria Integrated Care System (ICS). Due to the changes to NHS
Improvement and NHS England described above there has been some delay in
developing the national plans for taking the ICS model forward. As a result it is not
expected that there will be any further change to the status of the North East and
North Cumbria for 15t April 2019 (under the Aspirant ICS Programme it had been
expected to be formally announced as an ICS from that date). However, this has not
affected the ongoing work and a conference on 6™ March took place to take forward
thinking on Governance. Work is now ongoing on actioning the outcomes of this
workshop.

There has also been a review of the work-streams across the ICS and these have
now been reduced to five. These are Workforce, Digital, Prevention, Optimising
Healthcare and Mental Health. In addition the existing work on Learning Disabilities
through the Transforming Care Programme has been recognised. Finally a workshop
is planned for the 30™ April to take forward he work of the Mental Health Work-stream
and to support the development of the mental health elements of the ICS Five Year
Plan.

National updates

7. NHS Workforce Disability Equality Standard

The NHS Workforce Disability Equality Standard (WDES) comes into force on 15t April

2019 and is a set of specific measures (metrics) that will enable NHS organisations to

compare the experiences of disabled and non-disabled staff. This information will

then be used by organisations to develop a local action plan and enable them to

demonstrate progress against the indicators of disability equality. The WDES is

important because research shows that a motivated, included and valued workforce

helps to deliver high quality patient care, increased patient satisfaction and improved .
patient safety. ’O(

Z
The implementation of the WDES will enable NHS Trusts and Foundation Trusts to G$
better understand the experiences of their disabled staff. It will support positive Q
change for existing employees and enable a more inclusive environment for disableg
people working in the NHS. Like the Workforce Race Equality Standard on Whi%; ﬂaef\
WDES is in part modelled, it will also identify good practice and compare perfo %J%e
regionally and by type of Trust. A detailed report will be brought to Trust Bo Ebl"@)&bril
detailing the requirements of the WDES and recommendations for how \i/@neet

those requirements.
! o
. NHS Staff and Learners’ Mental Wellbeing Commission > ’}9
o\

The HEE draft Health and Care Workforce Strategy for Engl@%&kozr Facing the
Facts, Shaping the Future - announced a new Commission ondne mental wellbeing of
NHS staff and learners.
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. Clinically-led review of NHS access standards

The Commission was led by Sir Keith Pearson, former Chair of Health Education
England, and by Professor Simon Gregory, Director and Dean of Education and
Quality, Midlands and East, as Programme Clinical Director.

An interim report was presented to the Secretary of State for Health and Social Care
in summer 2018 and the final report builds on the literature review and research
findings of that interim report working with a Commission panel of subject advisors
and experts.

The panel heard from staff working in the NHS whose wellbeing has been adversely
affected by workplace experiences, and from several families bereaved by the death
of a loved one who ended their life while in the employment of the NHS. The
Commission also heard from representatives of beacons of best practice where
colleague wellbeing is supported and championed. In addition, visits took place
nationwide to find out more about how organisations are valuing, supporting and
caring for their staff and for learners on undergraduate clinical education placements
or receiving postgraduate training.

The Commission’s aim is to see an NHS where staff and learners are happy and feel
fulfilled in their work, where they look forward to going to work and are proud of the
care they provide to their patients. There is good evidence that happy staff are more
compassionate and provide safer care.

The final report was published in February 2019 and was written to support the new
NHS Long Term Plan. It has a total of 33 recommendations that are applicable to
NHS organisations, learning institutions and the wider NHS Framework.

The summary report can be found here

The Trust is committed to supporting the wellbeing and health of its workforce and
this work aligns with Strategic Aim 4 of the Workforce strategy: ‘we will help staff to
keep healthy, maximising wellbeing and prioritising absence management’. The
recommendations and good practice detailed within the report are currently being
reviewed and mapped to work already undertaken or including them for consideration
as future actions within the Trust approach to the wellbeing and health agenda.

2

N
Professor Stephen Powis, NHS National Medical Director, has published his interim G
report setting out proposals to update several existing standards.

The review proposes a humber of changes to existing standards for mental hea ,{%&
cancer, physical urgent and emergency services and elective care. As set out in
NHS Long term plan, the review also introduces new standards for urgent a{@} Q\’

emergency mental health services. \’O o
Q/
The interim report states that the new standards will: @ Q’\,

introduce short waits for a far wider range of important cllngé(fsg&lces
provide standards that help improve clinical quality and

lock-in short waits for A&E and planned surgery

help, rather than penalise, trusts who modernise their care.
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In relation to Mental Health the plans include continuing to expand access to talking
therapies, perinatal mental health services and access to crisis care. In the next ten
years the NHS 111 will be developed as the single point of access for anyone
experiencing mental health crisis, enabling them to access 24/7 age-appropriate
mental health community support. The interim report recommends the following
standards be tested:

e Expert assessment within hours for emergency referrals and within 24hr for urgent
referrals in community mental health crisis

e Access within one hour of referral to liaison psychiatry services and children and
young people’s equivalent in A&E departments

e Four-week waiting times for children and young people who need specialist
mental health services

e Four-week waiting times for adults and older adult community mental health teams

The NHS Provider summary of the report is attached as Appendix A.
10.Consultation on Legislative Changes

The NHS Long Term Plan included suggested legislative changes to help implement
the plan easier and faster. These changes will have far-reaching implications for the
development of the NHS over the next ten years. The proposals centre on a number
of areas:

¢ Reducing the role of the competition and markets authority in the NHS

Making it clearer on the route to avoid competitive tendering processes in the
interests of patient care

Changing payment systems in the NHS

Enabling the formal creation of integrated care organisations

Enabling NHSI/E to enforce mergers and acquisitions

Setting capital limits for NHS Foundation Trusts (this is already done for non-FTs)
Enabling the creation of joint management and governance arrangements across
commissioners and providers

NHS England are inviting patients, clinicians, NHS Leaders and partner organisations

as well as national professional and representative bodies to provide their views on Q/’O(
these potential proposals for changing current primary legislation relating to the NHS. @
A helpful summary from NHS Providers is attached as Appendix B and Board ’OQ

members are invited to submit comments to James Duncan Deputy Chief Executi\(é&
by 5" April, which will inform an organisational response to be submitted by the&*qj\

deadline of 25" April. You can access the link here (}\Q\,
N <o
ef
o
$O< < ‘o
R
5
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Clinically-led review of NHS access standards

Professor Stephen Powis, NHS National Medical Director, has published his interim report setting out
proposals to update several of the existing performance standards set out in the NHS constitution
handbook. The review was commissioned by the Prime Minister to ensure that NHS performance
measures reflect and encourage the latest medical practice and support the delivery of the long term
plan. This briefing provides a summary of the proposals. For further information, please contact:
Claire.helm@nhsproviders.org.

The review proposes a number of changes to existing standards for mental health, cancer, physical urgent
and emergency services and elective care. As set out in the NHS Long term plan, the review also
introduces new standards for urgent and emergency mental health services

The interim report states that the new standards will:

e introduce short waits for a far wider range of important clinical services
e provide standards that help improve clinical quality and outcomes

e |ock-in short waits for A&E and planned surgery

e help, rather than penalise, trusts who modernise their care.

The proposed new standards will be piloted and evaluated during 2019/20 which will form a transition ’b‘
year between the old targets and updated standards. $®

O

X

Z
)
There are currently several access standards that apply to a limited number of mental health ser\/@ﬂ,
covering access to talking therapies, starting treatment for psychosis and eating disorder tre%ﬁé@"ﬁo}

.

hild d e. 0. 0"
children and young people Qf\ \{O

A\®)
The Long term plan outlines how the NHS will continue on the current trajectory o@é\ %ﬂ*c?ially
expanding mental health services to deliver parity of esteem with physical healQ&%\(es. The plans
include continuing to expand access to talking therapies, perinatal mental h@a%)\ vices and access to
crisis care. In the next ten years the NHS 111 is the single point of access for an%ne experiencing mental
health crisis can access 24/7 age-appropriate mental health community support.

NHS Providers | ON THE BRIEFING | Page 1
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The Long term plan also sets out a range of other goals for crisis, community service, and new care models.
A few of the changes for urgent and emergency mental health service and the projected trajectory for
coverage are included in the review and set out below.

Projected trajectory for transformation in urgent and emergency mental health services

Current

Expected % of adult
liaison services at core
24

30%

Expected % of adult
community mental
health crisis services
that are 24/7

45%

Expected % of urgent &
emergency community
and liaison children and
young people’s services
at core 24

24%

19/20

20/21 21/22

22/23

27/28

40%  50%  59%  64%  70% 100%
70%  100%  100%  100%  100% 100%
30%  35%  47%  70%  100% 100%

Proposed mental health standards

The review recommends that the following standards be tested. In addition consideration will be given to
any thresholds that might accompany the standards:

Measure

Expert assessment within
hours for emergency
referrals; and within 24
hours for urgent referrals in
community mental

health crisis services.

NHS Providers | ON THE DAY BRIEFING | Page 2

Clinical rationale

While for many people with
urgent mental health
needs, A&E is appropriate,
consensus among
clinicians, patients and
commissioners is that many
urgent mental health needs
could be met more
effectively in the
community.

Appropriate response times
will need to be explored as
part of testing. Many local
areas have already set a

Implications for patient care

\S
&Q”b
Rapid assessment of needs QC
to determine urgency,and
clear communication of

expected next steps to&hseori\
patient or referrer. x N
Many needs will W&n
the telephone \by»
facilitating 5@0 non
urgent Eﬁu\%gi%
Wh%&&%;ﬁe are assessed

as h urgent or
emergency needs, they will
need timely face-to-face
assessment from a
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local target of four hours, specialist mental health
for example. However, the professional.

severity and need of

individual patients will need

to be taken into account —

some patients will need a

quicker response.

Access within one hour of ~ Patients of all ages Someone experiencing a
referral to liaison psychiatry presenting in A&E in crisis mental health crisis would
services and children and require quick assessment to receive a response from the
young people’s equivalent  determine risk. If they are liaison mental health
in A&E departments. not seen quickly, the A&E service within one hour.
environment can
) exacerbate symptoms and

they may leave without
treatment, potentially with
risk of serious harm or
suicide. Managing patients
who have not been
assessed adds pressure and
anxiety to staff.

Four-week waiting times for Waits for treatment for Maximum of four weeks
children and young people  children and young from referral to an
who need specialist mental people’s mental health assessment and start of
health services. services vary significantly treatment or plan in NHS
3 from referral to treatment. ~ funded services and/or
Long waits can impact both appropriate sign posting or
clinically and on the interface with other
individual waiting for services, including outside
treatment. the provider and specialist .
community services. ,0(
Four-week waiting times for Clear waiting times are to Maximum of four weeks $®
adult and older adult be incorporated into the from referral to an O
community mental health  design of new integrated assessment and start of ,OQ
teams. primary and community treatment or plan in NHS (\Q/
4 mental health services, to funded services and/ovg*

ensure that all individuals appropriate sign po%irg&gro
are seen within a clinically  interface with oth@(‘se wces
appropriate time. including outsi h@b
provider an Clist
communig ,e1/® es.
OA
SV
»

NHS Providers | ON THE DAY BRIEFING | Page 3
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Testing the mental health standards

Pilots to test the four-week commitment for children and young people’s mental health are already
underway. NHS England has asked pilot sites to set out what it would take for them to reach a four-week
waiting time, track progress, and improve over the next three years.

In 2019/20, selected Integrated Care System (ICS) and Sustainability and Transformation Partnership (STP)
areas will receive additional funding, working with primary care networks and other local partners, to
deliver improved and more integrated community mental health care for adults and older people with
moderate to severe mental health needs. As part of this, local areas will test the four-week waiting time
standard.

The review states that the urgent and emergency mental health standards will be brought together with
the wider changes in urgent and emergency care and tested together.

Cancer

There are currently nine specific cancer standards that have been in place in their current form since 2009.
They measure the time taken to see a specialist following an urgent referral from a GP, the time to receive
treatment from diagnosis and other standards depending on the occurrence.

One pillar of the NHS Long term plan is to improve early detection of cancer and to bring cancer survival
rates in line with other comparative countries. The proposals set out in the review offer a faster diagnosis
standard, bring together existing urgent referral routes into one standard and guarantee treatment is
started quickly.

Under the new standards people will have the expectation of diagnosis within one month and treatment .
to start within two months. &
Q/’b
QD
Proposed cancer standards O

The review recommends that following standards be tested:

Measure Clinical rationale

Faster Diagnosis Standard: ~ Urgent cases include:
Maximum 28- day wait to - those referred by their GP

communication of with urgent cancer
definitive cancer / not symptoms;

1 cancer diagnosis for - those referred by their GP
patients referred urgently with breast symptoms; %)
(including those with breast - those referred by cancer Improves on current two-
symptoms) and from NHS screening services. week waiting time, as
cancer screening. measures time to receive

NHS Providers | ON THE DAY BRIEFING | Page 4
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Maximum two-month (62-
day) wait to first treatment
from urgent GP referral
(including for breast

>  symptoms) and NHS cancer
screening.

Maximum one-month (31-
day) wait from decision to
treat to any cancer

3 treatment for all cancer
patients.

Testing the cancer standards

It is important that people
are diagnosed quickly after
referral so they can start
treatment as soon as
possible.

Patients will need to have
their first appointment with
a consultant well before the
28- day point to ensure
communication of
diagnosis within that
timeframe.

Includes urgent cases as
above. Having a single
headline measure, and
ensuring the clinical
guidance governing
inclusion within it reflects
modern clinical practice,
adds clarity and greater
focus on what really
matters.

All cancer patients need to
begin treatment quickly
after the decision to treat is
taken.

onthed ’J\\
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diagnosis, rather than time
to be first seen by a
consultant.

Brings together existing
urgent referral routes into
one simple standard.

Brings together three
existing urgent referral
routes into one simplified
standard.

Maintains guarantee of
swift start to treatment for
all cancer patients.

Brings together four
existing treatment
standards into one
simplified standard.

The review is yet to determine how the new standards will be tested and evaluated. The interim repg\m
commits to engagement with key stakeholders, including the cancer community in agreeing the&\ /{/\

approach.

Based on the findings, the new standards are expected to be rolled out from April 20 Qfo))\'

Urgent and Emergency Care

O ‘Q\' :
\’006 .
S

SV \

The clinical review of ambulance standards in 2017 set out a range of new res&?se time targets for the
ambulance service. In addition to these there is one other urgent and emergency care standard - a
maximum four hour wait in A&E from arrival to admission, transfer or discharge.

NHS Providers | ON THE BRIEFING | Page 5
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The four hour waiting time target has been in place since 2004. The review sets out a range of changes to

urgent and emergency care services in the past 15 years which means that the standard is out of date.
These include the introduction of NHS 111, specialist stroke services, trauma centres, heart attack centres

and acute stroke units, and increased use of same day emergency care treatment.

The review sets out a list of shortcomings of the existing standard, all of which the review states are

addressed by the proposed standards:

1 The standard does not measure total waiting times

2 The standard does not differentiate between severity of condition

3 The standard measures a single point in often very complex patient pathways

4 There is strong evidence that hospital processes, rather than clinical judgement, are resulting in
admissions or discharge in the immediate period before a patient breaches the standard.

5 The standard is actually not well understood by the public who believe they will receive treatment
within four hours.

The proposed changes in urgent and emergency care sit alongside other elements of the Long term plan
including the improvements in community and reablement services which are aimed at reducing
readmission to hospital.

Proposed urgent and emergency care standards

The review recommends that following standards be tested:

Access standards

Measure

Time to initial clinical

assessment in Emergency
Departments and Urgent
Treatment Centres (type 1
and 3 A&E departments).

Time to emergency

5  treatment for critically ill

and injured patients.

NHS Providers | ON THE |
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Clinical rationale

Focus on patient safety
prioritisation and streaming
to the most appropriate
service, including liaison
psychiatry and community
mental health crisis
services.

This needs to be easily

understandable for patients,

and is regarded by the
public as important.

Highest priority patients get
high-quality care with

specific time-to-treatments,
with proven clinical benefit.

Implications for patient care

This will identify life-
threatening conditions
faster. It ensures timely
clinical assessment to
identify anybody who is in
need of immediate

treatment, and allo ,\'
patients to be dwe%@d@

the service and Q@gz oner
Qh ir

best able to

needs at a tagein

the pa‘g@q N rney.
’l/

Com p@?e a package of
treatment in the first hour
after arrival for life
threatening conditions such

2

$®

O

,00
M
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as:
- stroke;

- heart attack (MI-STEMI);
- major trauma;

- critically ill patients
(including

sepsis);

- acute severe asthma;

- mental health
presentation

Time in A&E (all A&E Measure the mean waiting  Measures the time all

departments and mental time for all patients. patients are in A&E.

health equivalents). Strengthen rules on Reduce risk of patient harm

3 reporting prolonged trolley  through long waits for
waits for admission, admission or inappropriate
including reporting to the ~ admission. Reduce very
CcaQc. long waits for those who
need care.

Utilisation of Incentivise avoidance of Identifies a group of

Same Day overnight admission and patients with urgent

Emergency Care. improve hospital flow. healthcare needs who

would benefit from rapid
assessment and review by a
senior clinician. The aim is
to complete all diagnostic
4 tests, treatment and care
that are required in a single
day, in order to avoid an
unnecessary overnight

hospital stay. .
- &
Reduction in overnight Q
admissions and improved $
patient experience. Qb
(3
Z
Supporting indicator AQ/\
Call response standards for  Assure a rapid response, Ensures that a pa @§S®
111and 999. and match patients is answered and{a,b
(including mental health promptly wh@?’s@gklng
5 patients) to the service that help by te
best meets their needs. Encour@’e |ents to
acc @ hospital
nd to make

use o elephone triage.

NHS Providers | ON THE DAY BRIEFING | Page 7
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Testing of the urgent and emergency care standards

NHS England and NHS Improvement are identifying a number of sites to work with over the coming six
months to field test the above measures. The sites will provide a spread in terms of geography, a range of
urban, rural, and mixed communities and sites with varying current performance against the existing
standard.

The testing cycles will run in four to six week cycles from April 2019, with plans to roll out the final
recommendations to all trusts this autumn. Trusts that are not a test site will continue to measure the
existing standard.

Elective care

There are currently three standards set out in the NHS constitution relating to elective care which cover
how quickly a patient can expect to begin consultant led care, a diagnostic standard and a standard for
those who have their operations cancelled at late notice.

It is evident that the introduction of the 18 week target had a significant impact in reducing the number of
people waiting over a year for a routine operation.

The Long term plan states that the NHS will have a zero tolerance approach to people waiting over 52
weeks for a routine operation. The review argues that the extensive redesign of outpatients and
diagnostics services over the next five years means that it is only right that changes to access standards to
elective care are also considered.

The proposals put forward in the review see a continuation of a diagnostic standard but also says it will
test two different approaches for measuring the waiting list. First, the tests will consider if the current

thresholds are appropriate with the possibility of these being changed. Secondly, the testing will consider ’0(

the impact of changing the measure to an average wait target. $®
O

Proposed elective standards X

4
The review recommends that following standards be tested: AQ/\

Measure Clinical rationale Implications for patient care

Access standards (60 Q’»O)
SV
Maximum wait of six weeks Ensure that patients are Nee &q%re consistent
from referral to test, for accessing diagnostic tests  ach @I;ent in all places.
1 diagnostic tests. quickly, so that a diagnosis  AchieVe opportunity for
can be reached and faster overall pathway to
treatment can beginin a diagnosis and decision and

NHS Providers | ON THE | BRIEFING | Page 8
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Defined number of
maximum weeks wait

for incomplete pathways,
with a percentage
threshold.

OR

Average wait target for
incomplete pathways.

Supporting standards

26-week patient choice
offer.

52-week treatment
guarantee.

BRIEFING | Page 9

timely manner.

Will test both approaches
to consider the impact on
prioritisation of care and
reduction of long waits.

Every week counts for all
patients in achieving an
average, hence keeps
focus on patients at all
stages of their pathway.

Ensures that patients who
have not accessed
treatment within

recommended timeframe,
are able to choose whether

to access faster treatment
elsewhere in a managed
way.

This is too long for any
patient to wait and
incentivising action to
eliminate 52-week waits
will focus on finding
solutions to services that
are unable to meet
demand.

Testing of the elective care standards
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create a clear plan for
treatment earlier.

Measure from the point of
referral until treatment.
Clock stops and starts will
reflect new arrangements
for outpatients.

Faster care for many
patients by re-directing to
providers who can treat
them more quickly.

All patients must be treated
within 52 weeks, with fines
imposed on commissioners

and providers who are
jointly accountable if not.

Z
S
&A ’\
In line with the other changes, NHS England and NHS Improvement will field test variants ofd@t
alternative approaches to the proposed elective access standards across a range of pilot {}es
appropriate spread and mix. The review states that the testing approach is likely to in

testing the use of average waiting times. Testing will seek to evaluate the channg\ \ rdmg, changes
to reporting, changes to operational process and the outcomes and experlen

|ents

Q

Q)group of sites

2

$®
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e The proposals for each distinct service area will be tested across pilot sites.

e During the testing phase, NHS England and NHS Improvement say they will engage with partners and
key stakeholders. This will include the clinical community, and patients and the public through working
with Healthwatch.

e NHS England and NHS Improvement will evaluate the testing for each proposal by applying the
following principles to guarantee the changes:
promote safety and outcomes
drive improvement in patient experience
are clinically meaningful, accurate and practically achievable
ensure the sickest and most urgent patients are given priority
ensure patients get the right service in the right place
are simple and easy to understand for patients and the public
do not worsen inequalities
e The public will be consulted on any changes to the NHS constitution handbook

e The timeframe broadly sets six months for testing with rolling out in the autumn. The final
recommendations are expected in spring 2020.

Responding to the announcement of plans to trial new NHS clinical standards, including new
standards for mental health and cancer care, the deputy chief executive of NHS Providers, Saffron
Cordery, said:

"The key NHS targets have played a valuable role in improving access to care. They have become a widely <
recognised indicator of NHS performance. But clinical practice moves on so it is right to consider whether Q:O(
they remain relevant and reflect best practice. @

O

Q

"In order to win public confidence, it will be vital to ensure this process is clinically led and that any 4
changes have been carefully tested and evaluated. Any roll out will need to be incremental and ﬁt\/\
have the full backing of the clinical community and leadership of NHS trusts. This is particularl i(n ortent
in view of the fact that performance against the current standards has slipped. We must gu a@nst any
sense of 'moving the goalposts' to bring the standards back within reach. (Zf ©
AY) ,\/0)

Ultimately, the decision to change the constitutional standards will lie with politic&bs\h"@t it must be
informed by clear and compelling evidence on best clinical practice — and dri@‘n‘bﬁ’w atisin the best
interests of patients and service users." Q’b

NHS Providers | ON THE BRIEFING | Page 1
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Proposals for possible changes to legislation

The NHS long term plan sets out NHS England’s and NHS Improvement’s (NHSE/I) view that the
current policy direction towards collaboration and integration within local systems can “generally” be
achieved within the current statutory framework, but that “legislative change would support more
rapid progress”. The plan included an overview of barriers to collaborative working which NHSE/I
would like to address via legislative change. They have now published an engagement document,
Implementing the NHS long term plan: proposals for possible changes to legis/ation, setting out their
top level proposals for change. These were described in terms of the plan depending “mainly on
collective endeavour”, with local and national NHS bodies needing to work together to redesign care
around patients.

There is an eight week period in which to submit responses to the proposals. This briefing document
summarises NHSE/I's proposals and gives NHS Providers’ initial analysis, as well as our press statement.
We have also set out a number of questions for members, and would be grateful for your views and
experiences — please send any comments to Ferelith Gaze (ferelith.gaze@nhsproviders.org) by 22
March to ensure they can be properly reflected in our response. You may also want to submit your
own response — we suspect that different members may have different views on some of the
proposals, depending on their particular circumstances.

The passage of these proposals will unfold against the backdrop of a number of difficult realities facing
NHS legislation. There is the practical issue of Brexit dominating the parliamentary timetable for some time
to come. There is the political sensitivity for the Conservative government in bringing forward health

for the frontline, even while current structures may be presenting unnecessary barriers. @Q
7

Wy
The long term plan, and the Secretary of State, have been keen to argue that any proposals shouﬁ%@p
from the NHS itself, rather than be politically driven, and that there should be a consensus in&\@i em
forward. For the same reason, the proposals make piecemeal rather than wholesale chang{mo@HS
legislation. \QQ/ O)\'

& Q\’
. . . . y NA?)

However, NHS legislation on issues of integration (and therefore competition) a \ e scale proposed
here need detailed, robust and transparent scrutiny. In particular, we wouldg@g’;ﬁb‘t the proposals
introduce the potential for both greater integration, but also greater interventfQ by the NHS arm’s length
bodies. We also need to consider whether alternative, non-legislative approaches would, in some cases, be
more reasonable and proportionate. Where legislation is the appropriate response, given the complexity
and sensitivity of NHS legislation, further consideration is needed as to how to avoid unintended
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consequences. This will be particularly important since any individual changes on particular issues need to
work within and maintain the clarity and consistency of the existing wider legal framework which will
remain unchanged.

NHS Providers would therefore welcome member views on the overall direction of travel of these
proposals.

Below we summarise each of the proposals and give our initial analysis. We will develop this analysis in the
coming weeks as we consider the implications of changes. We are seeking member feedback on the
proposals, and your experiences of current legislation and regulations to develop the evidence base for
our formal response to NHSE/I. We will also continue to seek to influence proposals, and involve trusts,
over the coming weeks and months through a range of avenues. We are pleased that the document
makes specific reference to the important of NHS Providers’ involvement in the drafting process (para 41).

Collaboration and competition

Summary of proposals

NHSE/I are concerned that current competition requirements act as a drag on efforts to improve
collaboration between NHS bodies and provide integrated care. The Competition and Markets Authority
(CMA) has powers to investigate and intervene in proposed NHS mergers. As the NHS is a publicly funded
service, democratically accountable to the Secretary of State and to Parliament, NHSE/I consider that the
NHS should be able to make its own decisions in relation to mergers, taking into account the potential
benefits for patients.

PROPOSAL 1: removing the CMA's duty to review foundation trust mergers

NHS Improvement has concurrent powers with the CMA to apply UK and EU competition law to the
provision of healthcare services in England. NHSE/I do not think it necessary for these powers to be held in
parallel, and their removal would allow greater focus on oversight of and support for improvement. NHS N
Improvement would still be able (through licence conditions) to prevent anti-competitive behaviour ig,
certain circumstances where it is against patients’ interests. &Ao,lj\

PROPOSAL 2: removing NHS Improvement’s competition powers and duty to prevent ar&i; \'
competitive behaviour @(\b‘.
N6

2
Under the 2012 Act, where there are sufficient objections to proposed licence conditi No%he national
tariff payment system, NHS Improvement must either refer the relevant proposqlé@?tw MA or consult
on a revised set of proposals. NHSE/I consider that NHS Improvement (vvith$t§ %‘fgf?and in the case of
the tariff) should be able to reach final decisions on these matters without re e@’b o the CMA, provided it
has consulted on the proposals and given any concerns raised proper consideration.
PROPOSAL 3: removing the requirement for NHS Improvement to refer contested licence conditions

or national tariff provisions to the CMA
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NHS Providers initial analysis

NHS Providers’ view is that while competition can, in some circumstances, be one driver of quality and
service improvement in the NHS, it must be applied carefully and sensibly to the ultimate benefit of
patients. In other circumstances, over rigid application of competition principles can operate against the
interest of patients. For example, a number of providers have been seeking to undertake mergers or
acquisitions to address workforce challenges, enable better patterns of service delivery and drive
efficiencies. However, the CMA’s involvement in the merger approval process has, in the view of many
providers, added unnecessary duplication, cost and complexity into the transaction process. We therefore
think it likely that most providers will find it helpful to remove the CMA'’s duty to review provider mergers,
as an overly stringent application of competition requirements to the NHS .

However, this proposal should be read in conjunction with proposal 10 (where NHS Improvement seeks
the power to direct foundation trust mergers and acquisitions — see later in this document for our analysis).
An unintended consequence could be that weakening the role of competition in the NHS also weakens
provider board autonomy in the longer term, because the process of deciding service/institutional
configurations is centrally directed rather than negotiated and there is no recourse to an independent
third party

With regards to the proposal to remove the CMA'’s potential involvement in licence and tariff objections,
this removes a final recourse for providers, albeit one mediated by NHS Improvement. The question to
consider here is whether the presence of this backstop has the effect of encouraging robust and
reasonable working practices by NHSE/I. It is worth remembering the scale of disagreement between the
provider sector and NHSE/I on the framing of the tariff a few years ago when providers triggered the
formal tariff objection mechanism. The Government has now amended the terms of that mechanism to
make it much more difficult for providers to trigger. We assume members might want to try to secure a
"quid pro quo” for the loss of the right of CMA referral, in the form of clear guarantees of what NHSE/I

means when it says that it will seriously consider any objections. ,0{
&Q/
Questions for members on proposals 1 to 3 (\t}
e What elements of the presence of the CMA in the mergers process have been a) beneficial and b) ¢,
disadvantageous? &Ao,i\

e How concerned are you by the proposal to remove the requirements on NHS Improvemenbtogsfﬂ to
the CMA (a) contested licence conditions and (b) contested national tariff provisions? O o

e Please could you let us know about any occasions that you have contested, or consj (@j’c}ﬁnteSting,
your licence conditions. 0(0 Q’\
e Do you have any further comments or concerns about these proposals? {{9(,)\/1’

e Would you agree with the idea of securing a “quid pro quo” for loss ofth%@ﬁ){{&‘CMA referral?
Q

NHS Providers | Page 3
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Procurement rules

Summary of proposals

Procurement of healthcare services in the NHS is carried out under two sets of regulations: the
Procurement, Patient Choice and Competition Regulations (PPCC regulations; made under powers in the
2012 Act), and the Public Contracts Regulations 2015 (implementing EU rules on public procurement).

NHSE/I consider that NHS commissioners should be able to arrange for NHS providers to provide services
without necessarily seeking expressions of interest from the wider market. Under the current system,
protracted procurement processes incur potentially wasteful legal and administrative costs, and it can be
difficult for NHS organisations to collaborate and use their collective resources in the most effective way.

NHSE/I propose that, rather than a necessary procurement process, it would, instead, be for commissioners
to use their discretion. The key test in awarding a contract would be whether NHS commissioners were:
obtaining “best value” from their resources, in terms of the likely impact on quality of care and health
outcomes; whether they were acting in the best interests of patients; and whether they were actively
considering relevant issues in making any decisions.

PROPOSAL 4: regulations made under section 75 of the Health and Social Care Act 2012 should be
revoked and the powers in primary legislation under which they are made should be repealed and
replaced by a best value test

PROPOSAL 5: removing NHS commissioners and NHS providers from the scope of Public Contracts
Regulations, and instead making NHS commissioners subject to a best value test, supported by
statutory guidance

The way in which the Public Contracts Regulations 2015 can be changed will depend in part on how the
UK exits the EU. It will also depend on other legislative proposals which affect the nature of arrangements {
between NHS commissioners and NHS providers. $®’0
In rescinding the PPCC regulations, requirements in relation to patient choice are intended to continue ,b{\b

under the standing rules given to commissioners and licence conditions for providers. The power to sgt

standing rules in primary legislation would also be explicitly amended to require inclusion of patle@\ ’i\

choice rights. VO
(\b‘g’\/
. initial Ivsi Q}\’O\fo’
NHS Providers initial analysis 020
Careful analysis of these regulations is required. It would seem that greater comm{'\ ' iscretion in

procurement processes would be helpful in reducing the burden on trusts, paeror community and
mental health trusts whose services are more regularly subject to tendering%p ther clarification is
required in a number of areas. For example, there is considerable uncertainty a%out the nature of the
amendments to the Public Procurement Regulations, and more widely, the extent to which competition
rules will still apply to day-to-day procurement. The definition of and guidance around the “best value test”
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will also need further clarification and consideration. Meanwhile, we should be mindful of the role of
patient choice and how this would be enacted in absence of the regulations.

Questions for members on proposals 4 and 5

e Rescinding these regulations seems likely to reduce the burden on trusts for retendering, but please let
us know if you are aware that there are any elements of these regulations that are beneficial and would
otherwise be lost.

e Do you have any further comments or concerns about these proposals? Are you, for example, happy
with a return / move to greater commissioner discretion on whether to tender or not?

National NHS payment systems

Summary of proposals

Changes to the national tariff have been made for 2019/20 with the stated objectives of supporting
providers and commissioners to work more collaboratively and develop a more aligned system of
payments and incentives. The national tariff also already provides for a degree of flexibility, with providers
and commissioners able to agree local payment approaches. However, NHSE/I consider that legislative
changes could help further this approach.

PROPOSAL 6: on the tariff: (a) national prices can be set as a formula rather than a fixed value; (b) a
power for national prices to be applied only in specified circumstances; and (c) allow in-year
adjustments without consultation to some treatments within the tariff

Currently, providers can apply to NHS Improvement to make changes to tariff prices if agreement with
local commissioners on modifications cannot be reached. NHSE/I view this as out of keeping with moves
towards integrated care systems (ICSs) where commissioners and providers take shared responsibility for

managing their collective financial resources. s

PROPOSAL 7: once ICSs are fully developed, the power to apply to NHS Improvement to make local /&

modifications to tariff prices should be removed $®
Q

It is not currently possible to set national tariff prices for section 7a public health services commisﬂon@’gy

NHS England or CCGs on behalf of the Secretary of State. This has created difficulties where these }QAQEQS

are part of a patient pathway for a particular service, for example, screening newborn babies’ Pke}aﬁ;,a]{
Q

part of their mothers’ maternity care. ’(}(\ )
PROPOSAL 8: national tariff can include prices for section 7a public health services Qf\ \,b
AY) ,\9
NHS Providers initial analysis (\06’19
Lo\

We would question any broad power to adjust treatments in the tariff With(@@ ,}Omultation, and will
seek further clarification here. We will also consider further how the payment §stem would work in
practice if prices are set as a formula rather than a fixed value and with national prices for certain
circumstances.
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We would also question whether it is an appropriate point to remove NHS Improvement’s role in resolving
disputes over local modifications to prices, even when ICSs are fully developed, as we can still foresee
potential for provider / commissioner disagreement as long as there are separate, distinct, statutory
entities. We would welcome member views on this. We agree with the ambition that modifications should
be agreed locally. However, an emphasis on collaboration over competition and a drive towards
integrated care systems are not sufficient drivers to ensure that disputes will not arise in the future. We are
also aware that some trusts (for example University Hospitals Morecambe Bay) have used the local
modification process to identify where a trust has a structural deficit that commissioners ought to be
taking account of in its contracted pricing. We assume that this process will, in future, be part of each
individual trust’s discussion with NHSE/I on access to the new Financial Recovery Fund (FRF). But some
might regard it as premature to remove this avenue for identifying a provider structural deficit before we
can be sure that the FRF process will achieve a similar objective.

Questions for members on proposals 6 to 8

e Please let us know your views on proposal 6, and in particular, national prices being set as a formula,
and the power for national prices to be applied only in specified circumstances.

e Please could you let us know of any occasions where you have applied to NHS Improvement to make
local modifications to tariff prices and the result of this application.

e Do you have any further comments or concerns about these proposals?

Integrated care trusts

Summary of proposals

The integrated care provider (ICP) contract provides for a situation where local health systems wish to

bring some services together under the responsibility of a single provider organisation, supported by a
single contract and a combined budget. However, in some cases, it may be difficult for commissioners to
identify an existing organisation that could take on responsibility for a contract of this kind. It could be that

a group of local GP practices and a provider of community, mental health and/or hospital services wished ¢
to come together. However, the existing legislative framework doesn't lend itself to these circumstancem%\
a new NHS foundation trust cannot be established from scratch and the 2012 Act did not envisage tbg/
creation of new NHS trusts. NHSE/I therefore propose that the Secretary of State be given the pofﬁ‘e quée
able to set up new integrated care trusts. (\6?6».

PROPOSAL 9: Secretary of State to be able to set up new integrated care trusts (\’l> o
>y
A\
Integrated care trusts would only be established where local commissioners wished\to88ing services

together under a single contract and where it is necessary to establish a new sp&%&s\;rpose
organisational vehicle to do so, and where there has been appropriate Iocal@@)&aﬁent. The resulting
ICP would: Q

e Have a contractual duty to deliver and improve health and care for a defined population
e Actas a provider of integrated care with the freedom to organise resources across a range of services
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e Beruninaway that involves the local community and the full range of health care professionals
e Be accountable to commissioners for its performance

Taken together with the procurement proposals, this power to establish a new trust would also support
the expectation in the long term plan that the ICP contract should be held by public statutory providers.

NHS Providers initial analysis

While we understand that this proposal could create some helpful flexibility within the system, we are
cautious about its implementation. Whether created from existing entities or newly formed, establishing a
new trust is a considerable undertaking. We need to be clear on when this would be pursued, and how
this would be driven, and what consideration would be given to potentially valid alternatives (such as a
merger). We would be keen to have assurances that new trusts would not be set up without the explicit
support of all partners in the local health economy in question. There also need to be appropriate
protections for existing NHS providers serving the area. There might, for example, be a possibility that the
threat of creation of a new integrated trust could be used as leverage to get an existing trust to behave in
a particular way. In our discussions with NHSE/I over this clause we asked for specific protection for
providers but this has been translated as “appropriate local engagement”.

The duties, autonomy, governance and accountabilities of a new form of trust require careful
consideration, not least since the proposal is to create a new type of trust rather than a foundation trust,
and enabling vertical integration between secondary and primary care may mean establishing an
organisation with a different composition from the current model. We will also explore how these trusts
will be able to integrate services across a local system, with primary care particularly in mind.

Questions for members on proposal 9

e To what extent do you think this proposal presents your local system with an opportunity, particularly {

to develop more integrated models of care? $®/0
e What provisions or protections for NHS trusts and foundation trusts would you consider important as S

part of taking this proposal forward? @Q
e Do you have any further comments or concerns about these proposals? QQ’

A
Mergers and acquisitions ’0(\2;6\/
\ *

Summary of proposals ‘Oéo)\'
In some circumstances, NHSE/I believe that plans to improve the management of alth services

through mergers and acquisitions can be frustrated by the reluctance of one Io&\ \to consider such a
change. NHS Improvement can already direct NHS trusts in this respect. Ho@va)\{t can only take
equivalent action in relation to NHS foundation trusts in the event of trust spe&l administration — that is,
where there is a serious failure or risk of failure.
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PROPOSAL 10: NHS Improvement to have targeted powers to direct mergers or acquisitions
involving NHS foundation trusts, in specific circumstances only, where a clear patient benefit has
been shown

NHSE/I are proposing that NHS Improvement should have the power to direct NHS foundation trusts to:

e Enterinto arrangements to consider and/or to prepare for a merger or acquisition with an NHS trust or
other NHS foundation trust

e Merge with an NHS trust or other NHS foundation trust

e Be acquired by another NHS foundation trust

Such an approach would change organisational accountability in a local system, and is distinct from
changes to service provision. Decisions on service changes would remain a matter for local commissioners
and providers, subject to national tests (such as strong patient engagement, preservation of patient
choice, a clear clinical benefit, and support from local clinical commissioners).

NHS Providers initial analysis

In our view, any proposal for NHS Improvement to hold a broad power of direction over foundation trust
mergers and acquisitions would cut across the ability of FT boards to carry out their responsibilities and be
held properly accountable to the public for the quality of care they provide. That said, we know there are
circumstances in which some members would welcome greater direction from the centre with regard to
the structure of the local providers in their area, particularly if circumstances arise where one trust is
unreasonably preventing a change in organisational form that every other member of a local system
supports.

We have been debating the scope of this power with NHSI for some time. We argued that a general power
to direct was wholly inappropriate. The proposals therefore talk about a targeted power for use in specific
circumstances only. We recognise, however, that some members are likely to still have concerns. @/é
We believe that greater clarity is needed as to the circumstances under which this power would be used (\G$
(for example, how is the need for a merger or acquisition determined and how does NHS Improvement 2
become involved). Would the power, for example, be more acceptable, if NHSE/I committed that it u{d
only be used after a trust had been given the opportunity to determine for itself whether it was
sustainable in a standalone form, and NHSI and all other providers in the area disagreed WIthQ\% @?’Wer It
therefore feels important to explore alternatives have been considered, and whether wo Hl more
effective and appropriate for NHS Improvement to hold a role more akin to arbiter m&@ e@nt of local
system dispute than director of that system). 0 q,Q

X

This proposal also needs to be considered in conjunction with a number of \proposals These include
proposal 1, as the CMA would not have a role in investigating and intervening such changes; proposal 9,
and the ability to create new integrated care trusts; and proposal 11, relating to NHS Improvement's
direction of FT capital spending given the further impact on governance and control.
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Questions for members on proposal 10

e We would argue strongly against a broadly drawn power for NHS Improvement to direct mergers and
acquisitions on the basis that it interferes with appropriate trust autonomy and accountability. Please
could you tell us:

If you agree with that stance

If there are alternative approaches to such a power, such as an arbitration role for NHS Improvement,
which you would consider to be more helpful in your local system

The circumstances, if any, under which you would consider an ‘in extremis use’ of this power to be
appropriate

e Do you have any further comments or concerns about these proposals?

Capital spending

Summary of proposals

There is an urgent need to invest in NHS buildings and facilities, and a more coordinated and collaborative
approach to planning capital investment is required to support this. NHSE/I see that, while parliament
approves an annual financial envelope for capital expenditure across the Department of Health and Social
Care and the NHS, the lack of mechanisms to set capital spending for NHS foundation trusts is a barrier to a
more collective approach. It can therefore be that, because of uncertainty around foundation trust capital
spending, it is necessary to constrain or delay capital spending by trusts that may be more urgent or
address higher priority needs. The inability of NHSE/I to control capital spend by FTs and, they argue, the
inaccurate forecasting of such spend, also means that the risk of the NHS breaking its overall capital
spending limit, is too great.

PROPOSAL 11: NHS Improvement to have powers to set annual capital spending limits for NHS
foundation trusts

:
NHSE/I say they would want to avoid, where possible, cutting across the freedoms that FTs have to build Q/’O(
up funding reserves or borrow money. The power to set annual spending limits would not prevent FTs $
from using their funding reserves for capital investment, but it would mean that they would need to agr o
with NHS Improvement, working with local health systems, when to make large capital investments(\Q,
A
NHS Providers initial analysis (\Q\Q\,'
Capital maintenance and investment is a key part of service delivery, and we question theg@ogé@s’tances
under which NHS Improvement would be better placed to make a decision here than¥he st board,
especially bearing in mind that the consequences for under-investment will sit wi Gust. Whilst we
recognise the risks around breaking capital limits, we would argue that this riskQ n elevated by the
poor quality and opaqueness of the capital allocation process operated by NP??E%]\and the Department of
Health and Social Care. It is this, rather than trust failings, that is the largest con%butor to inaccurate trust
capital spend forecasting.
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Subject to member views, NHS Providers intends to oppose this proposal. While appropriate controls over
capital spending are necessary, we would question whether a legislative response which blurs trust
autonomy and accountability is appropriate, especially when more proportionate and collaborative
approaches could be pursued. For example, NHS Providers has argued for some time that a more robust
capital bidding and prioritisation regime is needed in order to give trusts certainty over the coming years
and frame their investments within a set of strategic priorities.

Questions for members on proposal 11

e Please could you let us know of any instances within your local system where there have been disputes
around capital spending?

e Please could you let us know of any instances in your local area where NHS Improvement has used its
powers in relation to NHS trusts (as opposed to NHS foundation trust) capital spending, and the results
of this?

e \What complications or opportunities do you foresee central direction of capital creating for your trust
and/or local system?

e [fthereis a need for greater accuracy in forecasting capital expenditure to reduce the risk of exceeding
the aggregate NHS capital limit, are there other ways in which this could be achieved that avoid the
need for NHSI to have a power of direction over FT capital spending?

e Do you have any further comments or concerns about these proposals?

Provider and commissioner joint working

Summary of proposals

NHSE/I want NHS organisations to work with each other as ICSs to jointly plan and improve care delivery.

However, they believe that establishing ICSs as distinct, new organisational entities would involve a

complex reassignment of functions that currently sit with CCGs and trusts. Instead, they propose to {
change primary legislation to remove barriers to collaboration, and make legal provisions to allow CCGs éb
and NHS providers to take joint decisions. b$

PROPOSAL 12: NHS providers and CCGs to be able to create joint committees Q
PROPOSAL 13: NHS England to be able to publish guidance on joint committee governance an@,

appropriate delegation &Ao,i\

Q'Y

Joint committees would not remove the existing responsibilities of CCGs and NHS provide\r@(} n@
committees would be required to act openly and transparently, and would need to work %y that
avoids conflicts of interests (for example, a commissioner would not be able to delcigé}eé ecisions on
purchasing services to a joint committee). ,6\(0\’1/

VY
NHSE/I also view it as sensible to allow NHS providers to form their own joint c@’a\ﬂittees (CCGs can
already do so). These could include representation from other bodies, such as primary care networks, GP
practices or the voluntary sector. These committees could bring local care providers together to set up
clinical services networks, a single estates strategy or shared IT, HR and pharmacy services.
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Legislation currently specifies that CCG governing bodies must include a registered nurse and a doctor
who is not a GP, neither of whom should be working for a provider where the CCG has commissioning
arrangements. NHSE/I view it as inconsistent to allow GPs to sit on governing bodies but prevent the
designated nurse and doctor from working for other local providers, and see this rule as too limiting for
CCGs to plan services effectively.

PROPOSAL 14: allowing CCGs more freedom to have governing body members who work as
clinicians for local providers

Joint roles may be a way of improving integrated care. While joint appointments can already be made,
NHSE/I recognise that the legislation is ambiguous and organisations can leave themselves open to
challenge in the future for the appointments they make.

PROPOSAL 15: making it easier for CCGs and NHS providers to make joint appointments

NHS Providers initial analysis

The NHS is clearly in transition from a system focussed on individual CCGs / providers to one focussed on
integrated local health and care systems. In the absence of legislation creating local health and care
systems as formal legal entities to replace trusts and CCGs, we recognise the potential power of joint
committees to help speed this transition. We believe there are currently two main uses of the joint
committee approach: to bring groups of providers together into a common decision making structure,
and as a means of cross system decision making covering both CCGs and providers in more advanced
local systems.

However, as we understand the current proposals, the creation of a joint committee would mean that a
trust could then be bound, potentially against its will, to decisions made by that committee even while the
trust retains its accountability for those decisions. There will be some who are concerned by such a lack of
clarity over how responsibilities are held, not least given the level of risk managed at trust level. Others
might also highlight the potential absence of challenge within this model, as otherwise provided by non- <
executive directors (NEDs) within a trust’s unitary board. The value of NEDs is recognised — and has been &be
consistently strengthened over time — within the governance codes for the private sector, and we would ¢y
encourage the same within the NHS. >
Z
We are therefore keen to understand how different members see the balance of benefit / risk hef&A Y\
weighing up the benefit of being able to speed the transition to integrated local systems ag%ﬁ}t‘@'@rlsk of
losing the clarity of accountability of current unitary trust boards. NHSE/I's proposals prov "
protection that the creation of joint committees is a matter for local discretion. It vvou Oﬁlpful to
understand if this is sufficient protection or whether this needs further definition ( v;i;% appens if one
member of a local system refuses to accept a joint committee all other membe@tﬁf{.@\a system support).

Regarding steps to enable joint provider-commissioner appointments, while v@ recognise the intention
here to support system working, we need to be equally mindful that the purchaser-provider split is being
maintained. Whether and where a joint appointment creates conflicts for the incumbent, or blurs board
accountability, needs careful consideration.
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Questions for members on proposals 12 to 15

e Have you explored the creation of a joint committee? If so, for what purpose and to what benefit?
Equally, have you tried and failed to set up such a committee and if so, why did it fail?

e Are there any circumstances under which you can envisage your trust creating a joint committee (in
any given combination of other trust(s) or CCG(s))? And what protections do you think are needed?

e Have you sought to make any joint appointments with a CCG to date? If so, please could you outline
the key considerations for your trust in doing so.

e Do you have any further comments or concerns about these proposals?

Shared duties for providers and commissioners

Summary of proposals

NHS bodies are already bound by strong duties to provide or arrange high quality care and financial
stewardship as individual organisations. However, NHSE/I do not believe that these are sufficient to ensure
local systems plan and deliver care across organisational boundaries in ways that secure the best possible
quality of care and health outcomes for local communities.

PROPOSAL 16: a shared duty for CCGs and NHS providers to promote the triple aim of better health
for everyone, better care for all patients, and efficient use of NHS resources, both for their local
system and for the wider NHS

NHSE/I believe that this change would support the goal of strengthening the chain of accountability for
managing public money within and between NHS organisations. The legal duties that currently apply
might be amended or extended to ensure consistency and support this triple aim.

NHS Providers initial analysis

<
We suspect that whilst most members will be supportive of the policy intent of this proposal, some might ,0(
have reservations about it being added to existing duties, even recognising that they may be refined in $®
parallel. A shared duty in this manner might, to some, seem to be in tension with trust boards’ (\b

accountabilities for their organisation and organisational delivery. Further general duties may generate 2
conflicts and it may be prudent to re-emphasise existing legislation and its policy intent rather thanA ng
an extra layer. N,
L
(\C‘Q’\/
O
SR
e [f your existing duties remained as they are, do you foresee any conflicts arising f\g@ @'Eaddition of a
triple aim duty shared across local systems, including with CCGs? &(\%\’L
v

Questions for members on proposals

e Do you have any further comments or concerns about these proposals? $0

O
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Joined up commissioning

Summary of proposals

Commissioning responsibilities are split across CCGs, NHS England and local authorities, meaning that
public health, primary care, hospital care and specialist services are organised by different bodies. NHSE/I
want to join up commissioning without major organisational restructuring.

PROPOSAL 17: removing the barriers that limit the ability of CCGs, local authorities and NHS England
to work together and take decisions jointly

NHSE/I identify barriers to joined up commissioning as including:

e The inability of CCGs holding delegated functions (for example, commissioning primary medical care
on behalf of NHS England) to then enter into formal joint decision-making arrangements for that
function with neighbouring CCGs or local government (as this would constitute unlawful double
delegation)

e The public health functions carried out by NHS England on behalf of the Secretary of State (such as
national screening and immunisation programnmes) cannot be jointly commissioned by NHS England
and one or more CCGs, making it harder to take account of local issues

e (CCGs working together cannot currently make joint decisions other than by formally merging.

PROPOSAL 18: (a) NHS England can allow groups of CCGs to collaborate to arrange services for their
combined populations; (b) CCGs can carry out delegated functions as if they were their own; and (c)
groups of CCGs in joint and lead commissioner arrangements can make decisions and pool funds
across their functions

PROPOSAL 19: NHS England can commission, or jointly commission, or delegate to groups of CCGs,
section 7a public health functions

These changes would empower CCGs to make joint decisions and promote integration, although NHS Q‘
England would retain its overall responsibilities. NHS England would also be required to consult on any $®®
plans to delegate services to CCGs. >

’OQ

Services that form part of care pathways can include services commissioned variously by NHS Englaq@
CCGs or local authorities. For example, CCGs commission services for patients with kidney diseasé, -
England for patients with kidney failure. Such splits can hinder efforts to organise care aroun%\ﬁyé@%e'ds of

patients, as has been the case in integrating specialist mental health services with comm@y—k@%d
mental health and social care services. NHSE/| believe that CCGs should be more invo qd cisions

around specialised services, but the only mechanism currently available is for full re\sﬁg ipoility for
individual services to be transferred to all CCGs. Yet this would not be appropri@%\ rvices which need
to be planned on a larger population scale. %0 \’]/

PROPOSAL 20: NHS England can enter into formal joint commissioning arkarigements with CCGs

NHS Providers | Page 13
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NHS Providers initial analysis

NHS Providers has raised a number of concerns around fragmented commissioning pathways, especially
relating to mental health and specialised services. We also note the success of pilots to transfer
responsibility for specialised commissioning of some forensic mental health services to providers and the
desire to speed up and extend this approach. We would therefore welcome steps to streamline
commissioning and support improvements to patient care. Wee are also mindful of other concurrent
changes taking place, particularly the closer working of NHS England and NHS Improvement with the
appointment of joint regional directors, and the potential growing role for providers in undertaking
tactical commissioning or lead provider roles. We will be interested to understand how powers would be
shared between CCGs, local authorities and NHS England, and also to understand the impact of these
proposals on the commissioner-provider relationship at every level. We will also urge that providers are
appropriately consulted as CCGs work more closely together to promote service integration.

Questions for members on proposals

e [f you have experienced joint commissioning by NHS England and a CCG, do you have any concerns
arising from that process which may be relevant here? Have there been any benefits or lessons learned
to feed into these changes?

e Do you have any further comments or concerns about these proposals?

National leadership

Summary of proposals

There are limits on how far NHS England and NHS Improvement can work together. For example, there is

no provision to formally carry out functions jointly, there are constraints on sharing board members, and

they have separate accountability arrangements to the Secretary of State. This causes unhelpful and ‘
cumbersome bureaucracy for both organisations. NHSE/I are instead looking to go further in speaking <
with one voice, setting consistent expectations across the health system, developing a single oversight $®®
and support framework, bringing together national work programmes, and using collective resources S

more efficiently. @Q
PROPOSAL 21: NHS England and NHS Improvement should be brought together more cIoserQQ/

beyond the limits of the current legislation, whilst clarifying the accountability to SecretaryQ S

and Parliament Oy’

PROPOSAL 22: closer working should be achieved by: either (a) creating a single org (;@'n which
combines all the relevant functions of NHS England and NHS Improvement; or (b.)d@aw the

existing bodies as they are, but provide more flexibility to work together, inclu '}Swers to carry

out functions jointly or to delegate or transfer functions to each other, and@f\}@\g ibility to have
non-executive Board members in common

At present, there are different legislative arrangements for the accountability between the Secretary of
State and each of NHS England, Monitor and the Trust Development Authority. If a single body were
created, accountability would need to be appropriately defined. Moreover, the Health and Social Care
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Select Committee has recommended that all national NHS arm’s length bodies (ALBs) act in a more joined-
up way, particularly on priority areas such as prevention of ill-health and workforce education and training.
Responsibility for these issues sits in different organisations, specifically Public Health England and Health
Education England.

PROPOSAL 23: enable wider collaboration between ALBs by establishing new powers for the
Secretary of State to transfer, or require delegation of, ALB functions to other ALBs, and create new
functions of ALBs

NHS Providers initial analysis

These proposals are a further significant shift in the way the NHS is led at a national level, with important
implications for trusts and their leaders. While increased coordination and consistency is welcome, there
remain significant risks within this approach which need careful consideration. These include the
importance of understanding provider needs, risks and the task set for them, as well as a proportionate
approach to regulation and support which take account of continuing lines of provider autonomy and
accountability. There are also some who believe that the formal merger of NHSE/I would create a single
organisation that was too large to function effectively and, potentially, represented too great a
concentration of power. We are therefore interested in members’ views on whether full; merger or greater
working together is seen as preferable. We will seek greater clarity around these proposals and how
NHSE/I would envisage their future relationship with the sector, whether they are acting as a single or
more aligned entity.

While there is a logic for giving the Secretary of State greater power to transfer responsibility between

arms length bodies we would be keen to hear from members if they think such an approach would bring
increased risks or disadvantages.

Questions for members on proposals

\S
e What is important for your trust in its relationship with NHS Improvement to see maintained in the Q/’O
future closer working arrangements of NHSE/I? G$
e Where would you see increased coordination and alignment as most beneficial to your trust? ,b(\

e Would you prefer to see NHSE/I to fully merge or work more closely together, and why? Q
e What risks or disadvantages can you see to the Secretary of State having greater power to trarﬁ@x Y\

responsibilities between arms length bodies? (\6\6\'
e Do you have any further comments or concerns about these proposals? (\’0\{0"
&QJ\?’
Q
A

Responding to the consultation on proposed legislative changes, the chief g&%@e of NHS Providers,
Chris Hopson said:

“The NHS has spent the last five years trying to find ways to create integrated local health and care systems
within a legislative framework based on competition and individual institutions. This isn't a straightforward
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task. It adds risk, uncertainty and complexity to the job of frontline leaders already grappling with
significant financial, demand and workforce challenges.

"As the service works to fulfil the ambitions of the NHS long term plan, it makes sense to review whether
we can make enabling changes through legislation, recognising that there are other possible ways of
addressing the tensions between the current legislative framework and the desired direction of future
travel.

"It is vital that we consider any changes carefully, work through the detail and co-create any changes with
those affected, as the Health and Social Care Select Committee has suggested. We therefore welcome NHS
England’s and NHS Improvement's first step in announcing this engagement exercise and their
commitment to a process of co-production.

"We will consult NHS foundation trusts and trusts, but we think there are proposals here that the provider
sector will welcome and find helpful. We will wish to explore with providers the cumulative effect of the
proposals, and we will want to talk to our members about two particular areas.

“First, the principle of trust boards being completely accountable for all that happens within their trust,
and having the appropriate power and freedom to discharge that responsibility effectively, is central to the
way the NHS currently works. It is the key governance mechanism to manage the level of safety, clinical,
operational and financial risk inherent in the frontline delivery of hospital, mental health, community and
ambulance services. As much as we all support integrated care within local health and care systems, we
must approach anything that cuts across this clear trust board accountability with caution. We will
therefore want to look very carefully at the proposals for NHSE/I to take powers to direct trust level merger
and acquisition activity and set their capital limits.

“The second is how we manage the transition from an NHS legal framework based on competition and )
individual institutions to one of collaborative, integrated local health and care systems. The changes Q/’é
proposed are targeted as they seek to avoid a wholesale restructure and another top down re- $
organisation. However, they do create something of a halfway house and we must ensure that this half (\b

way house would deliver more effectively for patients than what we currently have, and that it would @e@

robust, appropriate and consistent. We will therefore want, for example, to carefully consider pro&@g@{\

such as joint committee decision making between commissioners and providers and the abili%g)g@e

Secretary of State to create new integrated trusts in this context.” \’b(\b"
N
A\
SRy
o q,Q
OXA
o
S\

R
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Northumberland, Tyne and Wear NHS Foundation Trust

Board of Directors

Meeting Date: 27" March 2019

Title and Author of Paper: 2019-20 Quality Priorities Proposal
Anna Foster, Deputy Director of Commissioning & Quality Assurance

Executive Lead: Lisa Quinn, Executive Director of Commissioning & Quality
Assurance

Paper for Debate, Decision or Information: Decision

Key Points to Note:

1. The purpose of this paper is to update to the Trust Board with proposals for quality
priorities in 2019-20. Trust Board is asked to approve the proposals being put
forward.

2. The 18-19 Quality Account will be finalised in May 2019. This will include final
reported progress against this year’s quality priorities and agreed quality priorities
for 2019-20.

3. This paper has also been taken at Corporate Decision Team Quality and Quality
and Performance Committee for their approval of the proposals for Quality
Priorities 2019-20.

Risks Highlighted: none

Does this affect any Board Assurance Framework/Corporate Risks: No

\S
N
Equal Opportunities, Legal and Other Implications: n/a >
)
U
: . : —
Outcome required: for information only &A‘,ﬁ\
(‘\QIQ\'
Link to Policies and Strategies: none Q0 o°
S5
A0
&‘9@\%
\S
O \V
%Qo)\
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Northumberland,
Tyne and Wear

NHS Foundation Trust

Board of Directors
27 March 2019

Quality Priority setting 2019-20

PURPOSE

To provide assurance to Trust Board with an update of progress towards development
of Quality Priorities for 2019-20, following engagement with stakeholders in the period
November 2018 to January 2019 and discussion of draft proposals at Trust Board
meeting (closed) in February 2019.

2018/19 QUALITY PRIORITIES

1. In 2018-2019 the Trust has been working towards four quality priorities which
support the three long term quality goals included in the NTW strategy. These
are:

Improving the impatient experience

Waiting times

Embedding Triangle of Care

Embedding Trust Values

apop

2. The first two quality priorities listed above were implemented with the
expectation that they would remain in place for 3 years, therefore it is

proposed that these continue into 2019-20 with quarterly milestones set out in <
Appendices 1&2. @,O(
3. Itis proposed that the Embedding Triangle of Care work would continue but 3}$
would no longer be classed as a Trust Quality Priority. Progress will in future ’OQ
be monitored through regular updates to the Service User & Carer o
Involvement & Experience Group and assurance provided through the Tru%ﬁo/\
Quality & Performance Committee. SV
O’
4. ltis proposed that the Embedding Trust Values work would continue i o
would no longer be classed as a Trust Quality Priority. Progress wi uture

be monitored through regular updates to the Corporate Decisio -
Quiality sub group and assurance provided through the Trus [
Performance Committee. O("qﬁ’)

%Qo)\
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DETERMINING NEW QUALITY PRIORITIES FOR 2019-2020

5. A major new quality priority is proposed in 2019/20, relating to the new
Equality, Diversity & Inclusion Strategy. This has been developed in
conjunction with stakeholders (including staff), locality groups and the Equality
& Diversity Lead. Detailed quarterly milestones are attached at Appendix 3.

6. A further new quality priority has been developed following discussion at the
Trust Board, evaluating the impact of staff sickness on the quality of care
delivered. Detailed quarterly milestones are attached at Appendix 4.

7. Therefore the four proposed quality priorities for 2019-20 are as follows:

Safety:

Improving The Inpatient Experience

Clinical Effectiveness:

Equality, Diversity & Inclusion

Evaluating the impact of staff sickness
on Quality

Service User & Carer Experience:

Improving Waiting Times

RECOMMENDATIONS

The Trust Board is asked to consider/debate the proposed 2019/20 quality priorities,
including the quarterly milestones as set out in Appendices 1-4, and approve the

proposals within the report.

\S
Anna Foster $®/O
Deputy Director of Commissioning & Quality Assurance S
March 2019 Q
Q/’O
N
(\bjg'\/
N}
N
2
AS) &fb
SAO
NOALS
o\
S
R
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Appendix 1

Improving the inpatient experience

Safe

Rationale

Evidence suggests that high bed occupancy negatively impacts upon the quality
and experience of inpatient care. The Royal College of Psychiatrists recommend
an occupancy rate of 85% as optimal for effective care; this allows for timely
admissions to ‘local’ beds and greater levels of direct patient care.

Moving towards and maintaining optimal bed occupancy in the Trust’s Adult, Older
Peoples and Learning Disability wards will be enabled by the implementation of
the Trusts Bed Utilisation Marginal Gains project.

Working towards eliminating inappropriate out of area bed placements.

Working towards reducing internal OAT within NTW beds.

Quarters 1
to 4
Milestones

Continue to monitor average bed occupancy on adult and older people’s mental
health wards against the baseline period (January to March 2018).

Continue to monitor average patient days receiving inappropriate out of area
treatment (OAT).

Implement reporting average patient days receiving OAT within NTW

Continue to monitoring service user and carer experience (metrics: Points of You
and ‘travel’ themed complaints).

Page 4 of 9
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Appendix 2

Access and Waiting Times

Experience

Rationale | To ensure Trust services are responsive and accessible, and that no-one waits
more than 18 weeks to access community services.

Quarters + Continue to reporting waiting times to treatment for adult and OPS MH

1-4 services

milestones | « Split CYPS waiting times reporting into pathways (using 2" contact as
treatment proxy), monitor and report using new format

+ Continue to monitor and report Gender Dysphoria, adult ADHD diagnosis
and adult ASD diagnosis waiting times

\
&
>
Q/,OQ
<)
O ‘6\' ’
0.6
<
SRS
o@ N
A
o'\
S
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Appendix 3

Equality, Diversity & Inclusion Strategy

Clinical Effectiveness

Rationale | By removing the barriers that people with protected characteristics face in
accessing our services, we will improve the quality of care for all. This Quality
Priority complements Equality, Diversity & Inclusion Strategy 2018-2022.

The initial phase of the quality priority will allow locality groups time to establish
local needs before deciding what actions are necessary to meet them.

Progress against this quality priority will be monitored via the Trust Equality,
Diversity & Inclusion Steering Group.

Nb following feedback from the Trust Board in February 2019, the milestones
have been expanded to include a broader range of protected characteristics.

Quarters See overleaf
1-4

milestones
N
&
O
Q//OQ
A
SN2
0.6
<
A
SO
Vv
o\
St
(Sb
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Draft Equality & Diversity Quality Priority Milestones 2019/2020: (nb it is proposed that the actions are incorporated into the existing Equality, Diversity & Inclusion Action Plan)

Lead/team:

Quarter 1

Quarter 2

Quarter 3

Quarter 4

1 | Locality Groups

e Collate data on local third
sector, voluntary and other
groups

Develop action plans to
develop links & raise
awareness among teams of
local community links

¢ Raise awareness of SOMIS
through services

e Commence inclusion of
actions in Q&P reports

e Provide recent case studies
as evidence of actions taken

e Implement SOMIS recording

e Monitor & report progress
against local action plans

e Provide recent case studies
as evidence of actions taken

2 | Equality & Diversity Lead

e Share locality baseline E&D info
with groups

e Develop action plan template

e Conduct analysis of BAME
population use of Trust services

e Establish links with local BAME

Report progress against
action plan

e Report progress against
action plan

e Report progress against
action plan

forums
e Report progress against action
plan
3 | NTW Academy e Scope masterclasses in cultural e Scope masterclasses in e Implement masterclasses e Implement masterclasses
awareness cultural awareness

4 | Chaplaincy Team

e Advise localities of local faith &
community group links

Locality Groups to develop
action plans to develop links
& raise awareness among
teams of local faith and
community links

e
e Localj Qﬁroups to report
pr%glsp S again action plans

X

&

e Locality Groups to report
progress again action plans

5 | Commissioning & Quality
Assurance

e Scope RIO enhancements
required to meet SOMIS

e Commission NEQOS to
undertake in depth population
analysis & benchmarking by PC

e Commence analysis of
experience data by PC

Required RIO changes re
SOMIS completed. .
Baseline SOMIS measu ez‘>0
calculated QO

O

(<O
N

«

QS

N

AD
AJe Receive and share NEQOS
population analysis
e Commence analysis of

outcomes measures data by

PC

e Monitor recording of SOMIS

e Commence review of PoY
format to include more PC
data

6 | Accessible Information
Standard Group

e Audit of Rio to ensure that
accessible information fields are
being completed in an adequate
manner

e Compare to Summer 2018 Audit

e Report findings to EDI/BDG

Accessible Iq?%r‘mation
Standard Rolicy to be
devel and approved
We guestion to
as@ertain awareness of the

qg%ndard and give a link to
&AHT/ policy

e Develop resources on
dedicated intranet page to
raise awareness and
support staff in the delivery
of the Accessible
Information Standard

e Communications Campaign

e Monitor the uptake of
training packages.

OVN to highlight the availability of
K0 training packages
7 | BAME Staff Network e Engage with BAME staff Qf\ N e Training of Cultural e Report progress against e Report progress against
)

seeking network links ALY

\}(QQ\'
WA
O

L
%%b\’”

Ambassadors
Communications to raise
awareness of the Cultural
Ambassadors Initiative.
Baseline of Discipline and
Grievance information prior
to the start of the

Workforce Race Equality
Standard action plan

Workforce Race Equality
Standard action plan

Page 7 of 9
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Lead/team: Quarter 1 Quarter 2 Quarter 3 Quarter 4
implementation of Cultural
Ambassadors
e Publication of WRES
Actions
8 | Disability Staff Network e Prepare submission for the e Publish Workforce Disability e Report progress against e Report progress against
Workforce Disability Equality Equality Standard action Workforce Disability Workforce Disability
Standard plan Equality Standard action Equality Standard action
plan plan
9 | LGBT+ Staff Network e Develop resources to raise e Develop resources to raise e Develop LGBT+ allies e Develop LGBT+ allies
awareness and support staff in awareness and support staff programme programme
implementing the SOMIS in implementing the SOMIS
e Develop LGBT+ allies e Develop LGBT+ allies
programme programme
10 | Mental Health Staff e Engage with staff seeking ¢ Engage with staff seeking e Develop resources to raise e Develop resources to raise
Network network links network links awareness about the awareness about the
purpose of the network purpose of the network
11 | Communications Team o e Plan campaign to raise e Implement SOMIS o
awareness of SOMIS campaign
9§3
. : : . : ®
PC = protected characteristic SOMIS = Sexual Orientation Monitoring Information Standard (oq/\
&%%
06
Q)
N\
{}O
&O
Qﬁ\
(<O
\2\%
($
N
O
Q/,OQ
O
A
L
(\G‘Q’\/
N}
N
SN
<>4qS>
OXA
S0
%Qa)\
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Appendix 4

Evaluating the impact of staff sickness of quality

Clinical Effectiveness

Rationale | The link between staffing levels and patient outcomes is well documented.
The Trust has experienced elevated staff sickness absence rates during 2018-
19. While there are many staff health and wellbeing initiatives in place, aimed at
reducing these absences, there has been little evaluation of the impact of
sickness absences on the quality of care delivered. Comparative analyses,
broken down into locality groups and CBUs where possible, will be undertaken
as follows:
Quarter 1 Determine methodology for conducting a comparative analysis of staff sickness
milestones | absence rates and factors such as:
e HONOS outcomes data
e staff survey feedback (specific questions re sickness)
e age/absence reason/gender/ethnicity/length of service data from ESR
¢ Relevant complaints
e Relevant Points of You feedback
e CQC community survey findings
e Use of temporary staff
e Average bed occupancy
e Caseload sizes (community teams)
e Waiting times (community teams)
Establish a measure of “continuity of care” for community services, taking into
consideration data available relating to patient contacts, staff undertaking
patient contacts, care co-ordinator information.
Quarter 2 Undertake a comparative analysis of staff sickness absence rates and relevant
milestones | factors for inpatient settings.
Report findings to CDT-Q
Quarter 3 Undertake a comparative analysis of staff sickness absence rates and relevapbt(\‘
milestones | factors for community settings including continuity of care measure. 2
)
Report findings to CDT-Q &A.’.lx
{\6\(\,»
Quarter 4 Undertake a comparative analysis of staff sickness absence rate \[l/qu"elevant
milestones | factors for specialist inpatient settings. 7 o
QY
Report findings to CDT-Q \(\\} \’19

For more info see this 2018 report: https://www.picker.orq/wp-%

SR
%

content/uploads/2014/12/ Risks-to-care-qualitv-and-staff-welIbein@VR-SS-vS-

Final.pdf
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Northumberland, Tyne and Wear NHS Foundation Trust
Board of Directors

| Meeting Date: 27" March 2019 \

Title and Author of Paper: Annual Review of Board Assurance Framework and
Corporate Risk Register — Julie Robson, Corporate and Quality Governance
Manager

Executive Lead: Lisa Quinn, Executive Director of Commissioning and Quality
Assurance

Paper for Debate, Decision or Information: Information

Key Points to Note:

1. To provide the process followed to review the Risk Appetite in preparation
for 2019-20.

2. To provide the process followed to review current risks moving into 2019-
20.

3. To provide a review of risk movement through 2018-19.

Risks Highlighted:

As highlighted in the paper.

Does this affect any Board Assurance Framework/Corporate Risks?

Yes — Report detailing the review of the Board Assurance Framework and
Corporate Risk Register.

Equal Opportunities, Legal and Other Implications: Q:O(
Addressed in Board Assurance Framework and Corporate Risk Register 3}$
Q
(o)
Outcome Required: Qo
O
<)
1. To share with the Board of Directors the process in hand to review the ris k N
appetite and BAF in preparation for 2019-20. Q i
2. To note the movement in risks through 2018-19. \’<> <O
3. To provide an end of year BAF and CRR to the Board of DII‘eCtOI'ée O)
> \V
Link to Policies and Strategies: $0 \q/
Q

Risk Management Strategy and Risk Management Policy
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NHS

Northumberland,
Tyne and Wear

MHS Foundation Trust

Annual Review of Board Assurance Framework and Corporate Risk
Register 18/19

Purpose

The Northumberland, Tyne & Wear NHS Foundation Trust Board Assurance
Framework/Corporate Risk Register (BAF/CRR) identifies the strategic ambitions
and key risks facing the organisation in achieving the strategic ambitions.

This paper provides:

e Overview of the risks currently held on the Board Assurance
Framework/Corporate Risk Register

e A review of the risks held on the Board Assurance Framework/Corporate Risk
Register over the past year which includes changes to risk scores and
actions.

e The questionnaire document which has been presented to Board of Directors
to ask if risks are still appropriate and whether they should be carried forward
to 2019-2020.

e The questionnaire to review the current risk appetite scores

e Consideration of issues not currently captured on the Board Assurance
Framework/Corporate Risk Register.

1.0 Board Assurance Framework and Corporate Risk Register: Current
Position

The below graph shows a summary of both the overall number and grade of risks
held on the Board Assurance Framework/Corporate Risk Registers as at March
2019. In the quarter there has been no change to the number of risks held on the
BAF/CRR. Please see Appendix 1 for full BAF/CRR.

S
&
Board Assurance Framework/Corporate Risk Register S
Q
)
March _1 2 8 QQ/
Januar — 8 &A"i\
Y s ) b\g’\o
October = i (\90(;6.
uly — % 8&()@@
Aoril | fl/Q 9
p IEs— ) ,{'Q \
9
0 1 2 3 4 5 6 7 é\ 9 10

H High Moderate ®ELow ™ Verylow
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1.1. Risk Appetite

There are currently 9 of the risks held on the BAF/CRR which are exceeding risk
appetite and 2 which are within risk appetite, these are shown in the table below.

Risk Risk description Risk Appetite

Ref

SA1.2 | Restrictions of Capital Funding nationally and lack of | Finance/ViM
flexibility on PFI leading to failure to meet our aim to (12-16)
achieve first class environments to support care and
increasing risk of harm to patients through continuing
to use sub optimal environments

SAl1.3 | That there are adverse impacts on clinical care due to | Quality
potential future changes in the clinical pathways Effectiveness
through changes in commissioning of Services. (6-10)

SAl.4 | The risk that high quality, evidence based and safe Quality
services will not be provided if there are difficulties in | Effectiveness
accessing services in a timely manner due to waiting | (6-10)
times and bed pressures resulting in the inability to
sufficient sufficiently responsive to demands.

SAl.1 | If the Trust were to acquire additional geographical Compliance/
areas this could have a detrimental impact on NTW Regulatory
as an Organisation. (6-10)

SA3.2 | Inability to control regional issues including the Quality
development of integrated new care models and Effectiveness
alliance working could affect the sustainability of MH | (6-10)
and disability services.

SA4.1 | That we have significant loss of income through Finance/ViM
competition and national policy including the (12-16)
possibility of losing large services and localities.

SA4.2 | That we do not manage our resources effectively Finance/ViM
through failing to deliver required service change and | (12-16)
productivity gains including within the Trust FDP

SA5.1 | That we do not meet compliance and quality Compliance/
standards Regulatory

(6-10)

SAL5.2 | That we do not meet statutory and legal requirements | Compliance/

in relation to Mental Health Legislation Regulatory
(6-10)

SAL.5 | That there are risks to the safety of service users and | Quality Safety
others if we do not have safe and supportive clinical (1-5) N
environments. L (,\

SA5.9 | Inability to recruit the required number of medical staff | Quality (Q\’ \,V)
or provide alternative ways of multidisciplinary Effecti {59
working to support clinical areas could result in the (6-105~-H
inability to provide safe, effective, high class service go,,)\’lf

<3

Key: Red exceeding risk appetite, amber within risk appetite and green below risk

appetite.

Current
Risk
Score
10
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2.0 Board Assurance Framework and Corporate Risk Register: Annual Review
of changes to BAF/CRR

The BAF/CRR are reviewed routinely with the each of the Executive Director Leads
and during the period April 2018 to March 2019 the following movement occurred:

2.1 Quarter 1

Escalation/De-escalation of risks:
e There was a decrease in the number of risks held on the BAF/CRR from 12 to
10. 1 risk was de-escalated, and 2 risks were merged SA1.9 and SA4.2 with
a new risk description provided.

Changes in risk scores:
e 2 risks had residual risk scores reduced (SA3.2, SA4.2)
e 1 risk had residual risk score increased (SA1.4)
e 1 risk which had the target risk score amended in line with risk appetite
(SAL.3)

Actions Completed:
e 5risks had actions completed and moved to controls (SA1.2, SA1.3, S1.4,
SA5.1, SA5.2)

Exceeding Risk Appetite:
e 8 out of 10 of the risks exceeded risk appetite.

2.2 Quarter 2

Escalation/De-escalation of risks:

e There was an increase in the number of risks held on the BAF/CRR from 10
to 11. Arisk was escalated in relation to “if the Trust were to acquire
additional geographical areas this could have a detrimental impact on NTW as
an Organisation” SA1.10.

Changes in risk scores: ‘

e 1 risk had residual risk score increased (SA1.4) ijo(
Actions Completed: O
e 1 risk had actions completed and moved to controls (SA1.4) @Q
7
Exceeding Risk Appetite: &Ao,lj\
e 9 out of 11 of the risks exceeded risk appetite during quarter 2. G\Q\/\
3.6
N
2
<D,§)
<
OV
o\
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N
Q
4
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2.3 Quarter 3

Escalation/De-escalation of risks:
e The number of risks on the BAF/CRR remains the same as quarter 2.

Changes in risk scores:
e 1 risk had residual risk score reduced (SA1.2)

Actions Completed:
e 5risks had actions completed and moved to controls (SAL1.2, SA1.10, SA4.2,
SA5.1, SA5.9)

Exceeding Risk Appetite:
e 9 out of 11 of the risks exceeded risk appetite during quarter 3.

2.4 Quarter 4

Escalation/De-escalation of risks:
e During quarter 4 the number of risks on the BAF/CRR remains the same as
quarter 3:

Changes in risk scores:
e There have been no changes to risk scores during Quarter 4

Actions Completed:
e 5risks had actions completed and moved to controls (SA1.4, SA1.10, SA5.1,
SA5.5, SA5.9)

Exceeding Risk Appetite:
e 9 outof 11 of the risks exceeded risk appetite during quarter 4.

The table below provides a summary of the changes to each of the risks held on the Q:O(
BAF/CRR over the year April 2018 to March 2019. $
e
Q/’O
N
(\bjg'\/
N}
SN
<
AS) &gb
<
OV
o\
\S
O \V
%Qa)\
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SA1.2 Restrictions of Capital Funding nationally and . .
Risk Ref |lack of flexibility on PFI leading to failure to |- 09/01/19 change in residual| o, oo\ iihin risk Q):)
. . Financial and risk rating from 15to 10 . . . . .
1681 meet our aim to achieve first class appetite and has Actions complete in relation to: /\
) . . value for 10 (53 to 5x2 due to the . . . . L . q
environments to support care and increasing . .. |remained so since ICS Supported nationally and funding identified
- ) T Maoney completion of actions in |. e b
James risk of harm to patients through continuing to . . identification
. : relation to ICS Bid) )§(
Duncan use sub optimal environments
SA1.3 That there are adverse impacts on clinical 6\/
Risk Ref . P L . Target risk score amended |Risk has continued to . . . . \}
care due to potential future changes in clinical |Quality L ) . . Action complete in relation to:- {
1682 . . 12 from 4x1 to 4x2 in line with |exceed risk appetite |, e . &
pathways through changes in the Effectiveness . . . Contract negotiations for the coming year
RO - risk appetite during the year.
. . commissioning of Services
Lisa Quinn - O
P - T - - N
SA14 There is a risk th_at hlgh quality, ewdence _ . . >
. based safe services will not be provided if 04/09/18 change in residual | . . . . . . 6
Risk Ref . ) } T . S Risk has continued to |Action complete in relation to:
there are difficulties accessing services ina  |Quality risk increased from 4x3 to . . .
1683 . I . 16 exceed risk appetite |* creating capacity to care workstre have now been established and
timely manner due to waiting times and bed  |Effectiveness 4x4 .
- LT . during the year. monthly updates to the BDG
Gary O'Hare |Pr@SSures resulting in the inability to Further actions added
v sufficiently respond to demands \O)
Actions complete in rel h<ﬁ‘to.
* OBC and approval b ard to move to FBC
*Completion of thg,feview of capacity to deliver
SA1.10 identificati s and mitigations
Risk Ref If the Trust were to acquire additional Compliance There has been no change |Risk has continued to |, 9 . . . .
. ) ) . . . . Board ap | for transfer of services following consideration of FBC
1680 geographical areas this could have a and 12 inthe risk score since  |exceed risk appetite
detrimental impact on NTW as an organisation |Regulatory identification of risk during the year. Actio e?ded )
Lisa Quinn * Fu&r actions to develop robust implementation plans and agree contract
\@onthly dialogue with Trust Beard
, \\ ¥ COntract agreed
SA3.2 NI
Risk Ref Inability to control regional issues including the . . . .
1685 development of integrated new care models  |Quality Change in residual risk |Risk has co \6\ No change to actions during the year. But additional controls and assurance in
. . . 12 score reduced from 4x4 to exceed ri
and alliance working could affect the Effectiveness 4x3 durin relation to partnership groups added.
John Lawlor  |sustainability of MH and disability services QQ
SA4.1 That we have significant loss of income J
Risk Ref 9" . . Financial and There has been no cha lGI! contmued to
through competition, choice and national . .
1686 i h L . value for 20 in the risk score sm& ed risk appetite  |No change to actions during the year.
policy including the passibility of losing large . . ] <
. o Money identification o ing the year.
. . services and localities. ’],»
Lisa Quinn A \

N

Q7
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SA4.2
Risk Ref 1687

That we do not manage our
resources effectively through failing

Financial and

Change in residual risk

Risk is within risk
appetite and has

Actions complete in relation to: 4
* Workforce plan and capacity to support internal change - combined with action in %

relation to capacity to care initiatives /\
Actions added:- 6))

&

to deliver required service change value for 15 score reduced from 5x4 to . ) . .
and productivity aains including within |Mone 5x3 remained so since 5 year operational plan approval - Sept 2019
James Duncan P v g y identification * Operational Plan 18/20 submission April 2019
the Trust FDP . .
* Reporting on plan to be revised March 2019 X,
* Annual budget and delivery sign off March 2019 K2
SAS"I . Compliance There has been no change [Risk has continued to |Additional control added in relation to: (\)
Risk Ref 1688 |That we do not meet compliance & ) - . . - . ]
Quality Standards and 15 in the risk score since  |exceed risk appetite Self Assessment of Leadership and Governance Board Repoit (January 2019)
Lisa Quinn y Regulatory identification of risk during the year. * Internal Audit Report of Well Led Self Assessment - S tial Assurance
Actions complete in relation to: ‘{}
*CQC MHL Reviewer visit themes/issues: Q’O
*CQC/MHA reviewer session to be delivered at ing and improvement group:
SAS.2 CQC/MHL reviewer session delivered at learning and development group in
Risk Ref 1691 |That we do not meet statutory and Compliance There has been no change (Risk has continued to P group
) - . ) ) : . . November 2018
legal requirements in relation to and 12 in the risk score since  |exceed risk appetite
Il::jdeks:;ni Mental Health Legislation Regulatory identification of risk during the year. Actions added in relation to: %
* New process now in place wit ordinary meeting to take place in March 2019 to
allocate themes to ensure they abe being addressed with progress to be reported
back to the MHL 7\
Actions complete in relafiGh to:-
SA55 That there are risks to the safety of ) . Identified training fi . ar]d staff eligible for training Developrnent ofa. c?ntrallsed
! ) . There has been no change |Risk has continued to |management and $ervice delivery model for SALT and dysphagia to maximise
Risk Ref 1692 |service users and others if we do not . ) ) : . . h -
. - Quality Safety 10 in the risk score since  |exceed risk appetite |deployment of g dysphagia trained SALTs
have safe and supportive clinical . . . - . . : . . . .
. ) identification of risk during the year. all the mana ent actions have been completed. Medical devices inventory is now
Gary O'Hare environments. o
held wnhm@e CAFM system (moved to control and assurance)
\0 Pa
Inability to recruit the required | A H'A ﬂete in relation to:-
SA5.9 number of medical staff or provide . . the streamtining of recruitment process — medical recruitment function has moved to
. . S . There has been no change |Risk has continued to e . )
Risk Ref alternative ways of multidisciplinary | Quality . - . . . al staff team and is now a control with assurance
. L g 12 in the risk score since  |exceed risk appetite
working to support clinical areas Effectiveness identification of risk .
Gary O'Hare could result in the inability to provide @ﬂ‘rol added - international recruits have arrived in the Trust and are in post and

safe, effective, high class services

during the year.
NG
(7.9)

[eeployed across the Trust

0
SO
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3.0 BAF/CRR: Are the current Risks relevant for 2019-20?

The Board of Directors have received a survey to seek their individual views on
current risks continuing into 2019-20 (Appendix 2).

This outcome will be considered through the Board development session in March
and results will be shared in the April ‘Going forward’ BAF/CRR.

The Board of Directors will be considering current risks and future risks in the light of
the operational plan presented to the Board in March.

4.0 BAF/CRR: Consideration of Issues not captured on BAF/CRR

The Board of Directors will consider through the Board development session in
March whether there are risks not yet captured, which going forward, impact on the
delivery of the Trust’'s Strategic Ambitions.

To note there are a number of operational issues that are reported to the Board of
Directors through the Risk Management process that are being held and managed at
the appropriate levels of the organisation. Through the use of the Risk Appetite the
Board of Directors will see risks managed and held at lower levels of the
organisation that are breaching the risk appetite. Examples include:

Access and Waiting Times
Sickness

Staff capacity
Environmental shortfalls

5.0 BAF/CRR: Annual Review of Risk Appetite

The Board of Directors have received a survey to seek their individual views on the
current risk appetite framework (Appendix 3). This framework has been in place for 2

years and has been reviewed annually. $®’O(
O

6.0 Recommendations ’00
QQ/
)
(}\

e To note the process in hand with the Board of Directors to review the nst@%Qg tite
and BAF in preparation for 2019-20. Q, )

e To note the movement in risks through 2018-19. f@x
‘o
O
S

The Board of Directors are asked to:

e Torecieve an end of year BAF/CRR.
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Appendix 2

Risk Ref Risk Owner Risk Description No Un-decided
If the Trust were to acquire additional geographical
SAL10 Lisa Quinn areas this could have a detrimental impact on NTW as
Risk Ref 1680 > ¢0 P
an organisation
Restrictions of Capital Funding nationally and lack of
flexibility on PFlleading to failure to meet our aim to
SA1.2 ) ) ;
. James Duncan |achieve first class environments to support care and
Risk Ref 1681 ) Lo ) S
increasing risk of harm to patients through continuing to
use sub optimal environments
That there are adverse impacts on clinical care due to
SA1.3 . ) . .
) Lisa Quinn potential future changes in clinical pathways through
Risk Ref 1682 . T X
changes in the commissioning of Services
There is a risk that high quality, evidence based safe
services will not be provided if there are difficulties
SAl4 ! : S "
. Gary O'Hare accessing services in a timely manner due to waiting
Risk Ref 1683 . A o
times and bed pressures resulting in the inability to
sufficiently respond to demands
Inability to control regional issues including the
SA3.2 John Lawlor development of integrated new care models and
Risk Ref 1685 alliance working could affect the sustainability of MH
and disability services
That we have significant loss of income through
SA4.1 . ) " . X . ?
. Lisa Quinn competition, choice and national policy including the
Risk Ref 1686 L . . -
possibility of losing large services and localities.
That we do not manage our resources effectively
SA4.2 o - ) ]
Risk Ref 1687 James Duncan |[through failing to deliver required service change and
productivity gains including within the Trust FDP
SAS.1 Lisa Quinn That we do not meet compliance & Quality Standards
Risk Ref 1688 P Y
SA5.2 . . | That we do not meet statutory and legal requirements in
Risk Ref 1691 Rajesh Nadkarni relation to Mental Health Legislation
That there are risks to the safety of service users and
SASS Gary O'Hare others if we do not have safe and supportive clinical
Risk Ref 1602 | ~27 ; upp
environments.
Inability to recruit the required number of medical staff
SA5.9 Gary O'Hare or provide alternative ways of multidisciplinary working
Risk Ref v to support clinical areas could result in the inability to

provide safe, effective, high class services
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Appendix 3

Category

Risk Appetite

Current Risk
Appetite Score

Is this score still
appropriate?

If no, proposed
new score

Yes No

Clinical Innovation

NTW has a MODERATE risk appetite for Clinical
Innovation that does not compromise quality of care.

12-16

Commercial

NTW has a HIGH risk appetite for Commercial gain
whilst ensuring quality and sustainability for our
Service users.

20-25

Compliance/Regulatory

NTW has a LOW risk appetite for
Compliance/Regulatory risk which may compromise
the Trust's compliance with its statutory duties and
regulatory requirements.

6-10

Financial/Value for Money

NTW has a MODERATE risk appetite for
financial/VfM which may grow the size of the
organisation whilst ensuring we minimising the
possibility of financial loss and comply with statutory
requirements.

12-16

Partnerships

NTW has a HIGH risk appetite for partnerships
which may support and benefit the people we serve.

20-15

Reputation

NTW has 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.

12-16

Quality Effectiveness

NTW has a LOW risk appetite for risk that may
compromise the delivery of outcomes for our
service users.

6-10

Quality Experience

NTW has a LOW risk appetite for risks that may
affect the experience of our service users.

6-10

Quality Safety

NTW has a VERY LOW risk appetite for risks that
may compromise safety.

15

Workforce

NTW has a MODERATE risk appetite for actions
and decisions taken in relation to workforce.

12-16

10
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NHS

Risk Ref | 1681

Northumberland,
Tyne and Wear

NHS Foundation Trust

Strategic Ambition: 1

Working together with service users and carers we will provide excellent care, supporting people on their personal journey to wellbeing. cgf)b
o’
Corporate Risk: Risk Rating: Impact Likelihood Score>§§< Rating
Restrictions on capital funding nationally and lack é
of flexibility on PFI leading to a failure to meet our &ﬁo
aim to achieve first class environments to support Risk on Identification 5 3 Q) 15 Moderate
care and increasing the risk of harm to patients Residual Risk (with current controls in place): 5 2 QC’ 10 Low
through continuing use of sub-optimal Target Risk (after improved controls): 5 0 5 Very Low
sub-optimal environments. Risk Appetite: Finance/VfM QJ\\ Within
QU
Controls & Mitigation Assurances/ Evidence \z\% Gaps in Controls
(what are we currently doing about the risk) (how do we know we are making an impact) S (actions to achieve target risk )
1. CEDAR Programme Board Established with 1. Minutes of CEDAR Programme Board 1. Aéet sales identified - reporting through RBAC
key Partners. 2. CEDAR Documents ,&h%rogress to be commenced April 2019
2. CEDAR Programme Delivery NTW 1718 23 Capital Planning b
3. CERA Programmes 3. CERA Documents. @Q‘
4. Business Case approved for interim solution 4. Business Case Document <
for WAA and Newcastle/Gateshead. &AQ/\
Building programme in place e}\ ,»
5. ICS supported nationally and funding 5. ICS - Bid Document O Q
identified (\Q}xb ’
6. CEDAR Business Case process in place 6. Business case cycle for boa Q/e@ings.
\\r /\Q
Lo\’
Ref: SA1.2 | o'\

Review Comments: Residual risk score reduced from 5x3 to 5x2 due to a&i@?l\)eing completed in relation to ICS bid outcome and building programme in place for
Newcastle/Gateshead

Executive Lead: Deputy Chief Executive |Board Sub Committee: RBAC |Updated/Review Date: 9 January 2019

SA1.2
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Risk Ref | 1682

NHS'

Northumberland,

Tyne and Wear
NHS Foundation Trust

Strategic Ambition: 1

Working together with service users and carers we will provide excellent care, supporting people on their personal journey to wellbeing.

/\
S

S
Corporate Risk: Risk Rating: Impact Likelihood Score &Q)/Rating
That there are adverse impacts on clinical care due Q
to potential future changes in clinical pathways ,00
through changes in the commissioning of Services. Risk on Identification 4 3 6/012 Moderate
Residual Risk (with current controls in place): 4 3 3 12 Moderate
Target Risk (after improved controls): 5 1 (,O 5 Very Low
Risk Appetite: Quality Effectiveness: _

o
S

Controls & Mitigation
(what are we currently doing about the risk)

-~
< Gaps in Controls
(Actions to achieve target risk)

Assurances/ Evidence
(how do we know we are making an impact) P

1.Integrated Governance Framework

2.Agreed contracts signed and framework in place.
for managing change

3.Locality Partnership arrangements

4. Well led action plan complete

5. All CCG contracts agreed

1. Independent review of governance-Process 1. Move towards lead/prime provider models
Amber/Green rating assessment. @d alliance contracts by April 2019
2.Contract monitoring and contract change «\ )ﬂ(ontract negotiations ongoing for the
reporting process to CDT and RBAC. 1€6ming year to ensure that consideration is

3. Updates from Locality Partnership meetln%sf\\ given to impact on clinical care - April 2019

4. Well led action plan document.
5. Contract documentation.

Ref: SA1.3 |

Review Comments: additional action in relation to contract negotiations for the cc}n@?\year has been added - to be reviewed quarterly next review due April

2019

Executive Lead: Executive Director of Commissioning
& Quality Assurance

Board Sub Committee: RBAC Updated/Review Date: January 2019

SAl1.3
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[Risk Ref | 1683

NHS!

Northumberland,
Tyne and Wear
NHS Foundation Trust

Strategic Ambition: 1

Working together with service users and carers we will provide excellent care, supporting people on their journey to wellbeing.

R
A O
Principal Risk: Risk Rating: Impact Likelihood ScorQDU) Rating
There is a risk that high quality, evidence based safe >§§<
services will not be provide if there are difficulties é,
accessing services in a timely manner due to waiting | [Risk on identification (Feb 2012): 4 4 &@ 16 Moderate
times and bed pressures resulting in the inability to Residual Risk (with current controls in place): 4 4 Q 16 Moderate
sufficiently respond to demands. Target Risk (after improved controls): 4 ,(‘L\O 4 Very Low
Risk Appetite: Quality Effectiv@@ss _
S

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

<(O Gaps in Controls
. )\@ (actions to take to achieve target)

1.Integrated Grovernance Framework.
2.Performance review monitoring and
reporting incl compliance with standards,
indicators,CQINN.

3.0perational and Clinical Policies

and Procedures.

4. Annual Quality Account.

5. CQC Compliance Group.

6. Trustwide access and waiting times standard
group established.

7. Waiting times dashboard

8. Creating capacity to care workstreams are
established

1.Independent review of governance against
Well-Led Framework January 2016

1/2/4.External Audit of Quality Account
1.0Operational Plan 2016/17 reviewed by b
NHSI. ’b(\
2.Reports to CDTQ,Q&P and QRG's.

3. Compliance with policies reviewed nh(\
5. CQC review rated outstanding.

6. Minutes of access and waltln%ﬂmegtandard
group.

7. Monitoring of the waitj
8. Monthly updates to

0

%@s dashboard

zZ

Q

gﬁan 18/19

1. @nitoring and Delivery of Operational

2. Delivery of 5 Year Trust Strategy 2017-2022

and supporting strategies.

3. Complete Access and Waiting times Standard Gro
Group work plan.

4. Internal Audit 18/19 - please see audit plan

Ref: SA1.4 |

Review Comments: Update action and control detailing workstreams}l'@‘are established

Executive Lead: Executive Director of Nursing and
Chief Operating Officer

Board Sub-Committee: Q&P

Reviewed: 05 March 2019

SAl.A4
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NHS

[Risk Ref | 1680 Northumberland,

Tyne and Wear
NHS Foundation Trust |, b

Strategic Ambition: 1 /\Q))
Working together with service users and carers we will provide excellent care, supporting people on their personal journey to wellbeing. (OO>
X
S

Principal Risk: Risk Rating: Impact Likelihood Score (Q/ Rating
If the Trust were to acquire additional geographical Q&
areas this could have a detrimental impact on NTW \O
as an Organisation. Risk on identification (May 2017): 4 4 G’(‘)QIG Moderate

Residual Risk (with current controls in place): 4 3 \§\ 12 Moderate

Target Risk (after improved controls): 4 2 (,0 8 Low

Risk Appetite: Compliance & Reg{iﬁgc‘)ry _

@K‘
Controls & Mitigation Assurances/ Evidence ’(§ ‘ Gaps in Controls
(what are we currently doing about the risk) (how do we know we are making an impact) &Q/(Actions to achieve target risk)
1. Joint Programme Board 1. Minutes of meetings 1. On@ﬁg dialogue with Trust Board - Monthly
2. Due Diligence 2. Due Diligence Report 2. @ust implementation plans development
3. Exec Leadership 3. Identified Exec Leadership <_\QAgreed contract
4. Specific Capacity Identified 4. |dentified NTW Team &\‘qj\
5. Clear Oversight by Trust Board 5. Board Development Sessions C\ NE
WA
N
\06
a4 N
Ref: SA1.10 S AQ
Review Comments: Updated actions as complete and agreed new actions ‘{9(,) v
S0

Executive Lead: Executive Director of Commissioning Q
and Quality Assurance Board Sub Committee: RBAC Last Updated/Reviewed: 5 March 2019

SA1.10
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NHS
|Ri5k Ref | 1685 Northumberland,
Tyne and Wear
NHS Foundation Trust
Strategic Ambition: 3 /\Qb
Working with partners there will be "no health without mental health" and services will be "joined up" (OO)
X
o
Principal Risk: Risk Rating: Impact Likelihood Score <\5JRat|ng
Inability to control regional issues including the Q& ‘
development of integrated new care models and '\O
alliance working could affect the sustainability of MH| [Risk on identification (May 2017): 5 4 6’5%0 _
and Disability Services. Residual Risk (with current controls in place): 4 3 \>Q 12 Moderate
Target Risk (after improved controls): 4 2 (,O 8 Low
Risk Appetite: Quality Effectivenes) _
Q\(‘

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

’(§ ‘ Gaps in Controls
\AQ('Actions to achieve target risk)

1. Executive and Group leadership embedded
in each CCG/LA area to ensure that MH and
disabilities services are sustainable.

2. Leadership of the ICS MH workstream.

3. Involvement in DTDT programme for OP and
acute MH services

4. Member of Gateshead care partnership

5. Member of Exec group for MCP in Sunderland
6. Member of the ICS Health Strategy Group

7. Member of North and Central ICPs

8. Member of Northumberland Transformation
Board

9. Member of the Newcastle Joint Exec Group

1. Successfully influenced service models
across a number of localities.

2. Established close relationships with senior
clinicians, managerial leaders across

acute trusts and some GP practices. Regular

Al
O

updates/monitoring of ICS via Exec/CDT/BOABg\ .
Papers from MH ICS workstreams e{\ \,(O

. Regular updates via Execs/CDT/Board ) \?)

. Regular updates via Execs/CDT/BO@ ,LQ
. Regular updates via Execs/CDT, \

. Regular updates via Execs/ B gr

d
. Regular updates via Execs/C ard
. Regular updates via Execs/CDT/Board

. Regular updates via Execs/CDT/Board

O 00 N O U b W

|

vV L.

1.ICP :Bership arrangements to be confirmed
2. 'I;8<Be the lead/prime provider for MH and
p\@abilities across the NTW Footprint

’ﬁ{nalise the implementation plan for STP MH
‘Workstreams
4. Delivery of NCM business strategy

6/17

SA3.2

65/97



Ref: SA3.2 |

Review Comments: Debbie Henderson reviewed risk and confirmed that there is no change
©
Executive Lead: Chief Executive |Board Sub Committee: Board |Last Updated/Reviewed: 19/03/2019 ,\qg)
S
&%%
2)
&
Q
‘{}O
&b
<§>
(<O
@
&
2>
&Q/
O
ijo(\
&S
(\bjg’\/
X0, o°
N
<
\S) Nfb
o
SV
&6\
o \V
*3258\

SA3.2
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[Risk Ref | 1686

NHS

Northumberland,
Tyne and Wear

NHS Foundation Trust

Strategic Ambition 4

The Trusts Mental Health and Disability Services will be sustainable and deliver real value to the people who use them.

Principal Risk: Risk Rating: Impact Likelihood Score

That we have significant loss of income through

competition, choice and national policy,including

the possibility of losing large services & localities. Risk on identification May 2009): 4 4 &1@0
Residual Risk (with current controls in place): 5 4 Q 20
Target Risk (after improved controls): 5 2 \O 10
Risk Appetite: Finance/ViM QY

O

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

<(\G)aps in Controls
(\aygﬁns to take to achieve target)

1. Agreed contracts in place and process for
variations for managing change

2. Locality Partnerships

3. New Models of Care for CAMHS Tier 4

4. Business Case and Tender Process

5. Achievement of contractual standards

1. NTW1617 27 Agreements - Substantial
Assurances with no issues of note

1. NTW 1718 22 Commissioning income
Monitoring - Substantial Assurance

2 & 3 Quarterly partnership meetings minutes. 4
4. NTW1617 36 Responding to Tenders - (\Q/
Substantial Assurance &\ fi\
5. Monitored via Commissioning Report e}\ \:»
Monthly

N

1. Intern&Pg\)roject structure for future Forensic
servic%%nd specialist childrens services

2 tral locality to develop proposals for
@ture or forensic services

3. Seek agreement of Recovery programme
with Northumberland CCG

4. Small areas of non compliance with Quality
standards being monitored with action in place

Ref: SA4.1

S

D
. . . N A}
Review Comments: Reviewed action: agreement of recovery programme nowa;%ed

Executive Lead: Executive Director of Commissioning
and Quality Assurance

Board Sub-Committee: RBAC

Updated/Review Date: 06 March 2019

SA4.1
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[Risk Ref | 1687

NHS

Northumberland,
Tyne and Wear

NHS Foundation Trust
Strategic Ambition: 4 /\Q
The Trusts Mental Health and Disability Services will be sustainable and deliver real value to the people who use them. (,9
)2% A4
Corporate Risk: Risk Rating: Impact Likelihood Score éBating
That we do not manage our resources effectively q
through failing to deliver required service change Q&
and productivity gains included within the Trust FDP | [Risk on Identification 5 3 %@ Moderate
Residual Risk (with current controls in place): 5 3 6/0 5 Moderate
Target Risk (after improved controls): 5 2 . \(\ 10 Low

Risk Appetite:

Financial/VfM

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

§Gaps in Controls

{Actions to achieve target risk)

1. Integrated Governance Framework

2. Financial Strategy/FDP

3. Financial and Operational Policy and
procedure

4. Quality Goals and Quality Account

5. Accountability Framework

6. Quarterly review of financial delivery

7. Programme agreed for capacity to care and
Trust innovation capacity expanded

8. Going Concern Report

1. Annual governance statement, quality account,
quality account/annual accounts.

2. Operational Plan 18/19 agreed by NHSI.

3. Policy and PGN NTW 1718 26 payroll

expenditure, NTW 171839 cashier &4
4. External audit of quality account C\ ‘,\
5. Accountability framework reports ’O(\ O

6. Quarterly review delivered at RBAC e{\ \{O )
7. Capacity to care programme

1. Delive @f\éreating capacity to care initiatives

2. Inte@a audit review of capacity to care

pro@%nme to be agreed in internal audit plan

,ypperational plan 19/20 due for submission
-Apr-19

4.”5 year plan to be approved by the Board in

Sep-19

5. Annual Budget and Delivery plan sign off at

Mar-19 Board

6. Reporting on plan to be revised Mar-19 Board

NN,
8. Going Concern Report Audit Comr@ft@g@q 18

Ref: SA4.2 |

.{K/\C\\ 4

Review Comments: James Duncan reviewed risk - Identified further actions which a{\g ed.” James at next review to look at reducing the likelihood score
Q

Executive Lead: Deputy Chief Executive/Executive
Director of Nursing and Chief Operating Officer

Board Sub Committee: RBAC

Updated/Review Date: 19/03/2019

9/17
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[Risk Ref | 1688

NHS

Northumberland,

Tyne and Wear
NHS Foundation Trust

Strategic Ambition: 5

The Trust will be a centre of excellence for Mental Health and Disability.

Corporate Risk:
That we do not meet compliance & Quality
Standards

Risk Rating:

Risk on Identification
Residual Risk (with current controls in place):
Target Risk (after improved controls):

Impact

5
5
5

Likelihood

3
3
1

Score

F

/\
(¢
15>§§<ij

&

Moderate
Moderate
Very Low

Risk Appetite:

Compliance/Regulatory:
\\

/\\

XO)

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

\'in Controls

(Acticns to achieve target risk)

1. Integrated Governance Framework.

2.Trust Policies and Procedures.

3.Compliance with NICE Guidance.

4.CQC Compliance Group-review of compliance
and Action Plans.

5.Performance Review/Integrated
Commissioning and Assurance reports.

6. Accountability Framework meetings

7. Regulatory framework of CQC and NHSI.

8. Agreement of Quality Priorities

1.Independent review of governance
amber / green rating

2. Compliance with policy and procedures

3. CQC MHA Visits and completed action plans

3.Sm

NTW1718 09 CQC Process-Substantial Assurance ‘& ace
4. Reports and updates to board sub committees t\‘

5. Reports/updates to board sub sommittees QO f

6. Accountability Framework document Q/,b

7.NTW1718 09 CQC process substantial f{i@”‘e

8. Monitoried via reports/updates

O’

1. Well led
2. Clinical@u it 18/19 - Please see audit Plan
eas of non-compliance with quality
standards to be monitored with action plans

AW
n plans complete

Ref: SA5.1 |

Review Comments: Action added re: small areas of non-compliance with\?@fiﬁy standards

Executive Lead: Executive Director Commissioning &
Quality Assurance

Board Sub Committee: Q&P

Updated/Review Date: 06 March 2019

SAS5.1
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Risk Ref | 1691

NHS

Northumberland,
Tyne and Wear

NHS Foundation Trust

Strategic Ambition 5

The Trust will be a centre of excellence for Mental Health and Disability.

Corporate Risk:
That we do not meet statutory and legal
requirements in relation to Mental Health

Risk Rating:

Impact Likelihood Score %ﬁhg
D

3

12 (O Moderate
X

Legislation Risk on Identification 4 3
Residual Risk (with current controls in place): 4 3 %Q, Moderate
Target Risk (after improved controls): 4 2 1(08 Low
Risk Appetite: Compliance/ Regu}.éthry: _
J\O\

Controls & Mitigation
(what are we currently doing about the risk)

Assurances/ Evidence
(how do we know we are making an impact)

NG
in Controls
(Aqti@s to achieve target risk)

1.Integrated Governance Framework

2.Trust Policies and Procedures relating to
relevant Acts and practice

3.Decision Making Framework

Performance review/integrated performance
reports

5. Mental Health Legislation Committee

6. Process for 135/136 legislation with
external stakeholders

7. New process in place for monitoring themes
from MHA Reviewer visits through MHL Steering
Group

1.Independent review of governance

2. Compliance with policy/training requirement
NTW1617 33 MHA Section 17 - good level of
assurance

NTW 1718 42 MHA Statutory functions - good
level of assurance

3. Decision making framework document

4. Reports to Board and sub Committees Qo
5. Minutes of Mental Health Legislation &AQ/\
Committee 6\ \:’

6. 135/136 action plan complete Q Q

7. MHL Group papers and update.é\ \,b‘

O

Q

4. Clinical Audit 18/19 - Please see audit plan

1. 1A 1415/Qm/’/30: MHA Patients Rights

Comple anagement actions and await

outc of re-audit undertaken during Q2 18/19

2. rovement review of MHA Training - 77.8%
nternal Audit 18/19 - Please see audit plan

5. New process now in place with extra ordinary
meeting to take place in March 2019 to

allocate themes to ensure they are being
addressed with progress to be reported back to
MHL Steering Group - to review progress in 6
months

8. CQC MHA Reviewer session delivered at 8. Minutes and papers from Ls&ﬁiq and 6. To monitor the effectiveness of process for
learning & development group in November 18 Development Group 0(0 Q'\' monitoring and reporting on themes from
{{’(\%\q’ MHA Reviewer visits
ok
Q

Ref: SA5.2 |

Review Comments: Risk reviewed - no change to risk score

Executive Lead: Executive Medical Director

|Board Sub Committee: MHL Group

|Updated/Review Date: 08 March 2019

SAS5.2
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[Risk Ref | 1692 No nhumb%
Tyne and Wear
NHS Foundation Trust
—— ©
Strategic Ambition: 5 q§9
The Trust will be a centre of excellence for Mental Health and Disability. Q/\
AV3 b .

Corporate Risk: Risk Rating: Impact Likelihood Score KI}'Xfing
That there are risks to the safety of service users 0@
and others if we do not have safe and supportive &<
clinical environments. Risk on Identification 5 3 ’160 Moderate

Residual Risk (with current controls in place): 5 2 <10 Low

Target Risk (after improved controls): 4 2 G 8 Low

Risk Appetite: Quality Safety: . (\\g‘\ _

. X
Controls & Mitigation (what are we currently doing Assurances/ Evidence (how do we know we are Gaps in Contrc@lfrther actions to achieve target
about the risk) making an impact) ¢ risk 2016/17)
1.Integrated Governance Framework. 1. Annual review of Governance Framework. 1. Intern Ié@it 18/19 - please see audit plan
2.Trust Policies and Procedures. 2. Policy Monitoring Framework including 2. Outc and completion of deciding
3.Reporting and monitoring of complaints, Auditable standards, KPI and Annual review. tog r April 2019
litigation,incidents etc. 3.Safety Report to Board Sub Committee and 3. ﬁélivery of OP Interim Plan
4.National Reports on Quality and Safety. Board. (*%/kdentification of supervision capacity
5. The medical devices management actions 4. Performance reports to Q & P &\’],
have now been completed and are managed 5. Devices appropriately managed and auditeci\G\Q> :
effectively O (O
N
A
QY
VY
e
SOV

Ref: SA5.5 | (gb
Review Comments: Action completed and control added re: medical devices and fire safety internal audit
Executive Lead: Executive Director of Nursing and Updated/Review Date: 06 March 2019
Chief Operating Officer Board Sub Committee: Q&P

SA5.5
12/17 71/97



NHS

Northumberland,

Tyne and Wear
NHS Foundation Trust

[Risk Ref | 1694

Strategic Ambition: 5 /\q
The Trust will be a centre of excellence for Mental Health and Disability. ©
)2% A4

Principal Risk: Risk Rating: Impact Likelihood Score é@ating

Inability to recruit the required number of medical q

staff or provide alternative ways of multidisciplinary Q&

working to support clinical areas could result in the Risk on identification (April 2018): 4 4 & Moderate

inability to provide safe, effective, high class Residual Risk (with current controls in place): 4 3 G’§\Z Moderate

services. Target Risk (after improved controls): 4 2 . \(\ 8 Low
Risk Appetite: Quality Effectiveness (,0 ; _

2
X

Controls & Mitigation Assurances/ Evidence ’(§ ‘ Gaps in Controls
(what are we currently doing about the risk) (how do we know we are making an impact) &@Actions to achieve target risk)
1. Workforce Strategy 1. Delivery of worforce strategy 1. Complete international recruitment
2. RPIW Medical Recruitment 2. RPIW Medical Recruitment outcomes papers camﬁgn. Quartely updates
3. NTW International recruitment competency 3. NTW Recruitment competency documents. mplementation of Medical Induction
process 4. OPEL Framework Documents. &Aﬁf‘gramme 2018 - quarterly updates
4. OPEL Framework 5. MDT leadership advice and support available N
5. MDT Collegiate Leadership Team in place 6. All still in post and deployed across the TrustCh R
6. All seven fellowship international recruits 7. The medical staffing team manage the {\ )
arrived into the Trust in December 2018 medical recruitment function ,‘\Oe,\o)
7. The medical recruitment functions have been \}Qq/gy
moved to the medical staffing team {{9(,)\

Ref: SA5.9
Comments: Updated action and added control re: medical recruitment functions to rﬁe@%\ staffing team

Executive Lead: Executive Director of Nursing and Board Sub Committee: Q&P Last Updated/Reviewed: 5 March 2019

Chief Operating Officer

SA5.9
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Internal Audit Plan

Review Area 201819
Ql Q2 Q3 Q4 BAF/CRR Ref Final Issue Date
Head of Audit Opinion °
Assurance Framework °
Leadership, Management and Governance (WELL-LED) N
Complaints and claims °
Research and Development °
Third Party Assurance °
Risk Management ° NO)
IM&T Governance, Controls & Strategy (incl.GDE) ° SA1.7 =\’ r\
GDPR . SAL7 \(\V
Network Continous Testing - Server Operational Management QO
. . SA1.7 K%
Penetration Test ° SA1.7 g%\'
Desktop management: Windows 10 deployment ° SAl1.7 p \S N
TAeR System - IT General Controls ° SA1.7 ‘\\Q/I
IAPTUS System - IT General Controls . SAl1.7 N
UK CRIS Research System o SAL.7 /AQV
TRAC System - NTW Solutions system ° SA1.7,\Q/
IT Security Incident Management ° S.(I\X\,:\/\
Information Governance Toolkit ° N S\Ai&’ e
Premises Assurance Model [ . /AQ\; SA.%).S
'\ ¥
NHS Improvement Single Oversight Framework - Finance/UoR m@qu SAB.S
Security Management L] . ‘:\;\Q\' SA5.5
Patient Experience ° ){92,\\ v SA5.1
Performance Management and Reporting ° O: \’]/
Quality Account ° Qo ' ° SAl1.4
Waste Management °
Fire Safety °
Organisational Culture °
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2018/19

Review Area
Q1 Q2 Q3 Q4 BAF/CRR Ref Final Issue Date
Joint Working Arrangements .
Capital Procurement °
Salary Overpayments ° SA4.2
Procurement (Rolling Programme) ° SA4.2
Key Financial Systems ° SA4.2
Cashiering Services (] SA4.2
Patient Monies and belongings L] SA4.2
Non-Pay PAYE ° SA4.2
Losses and Special Payments ° SA4.2 ’
Charitable Funds ° SA4.2 AG('
Recruitment and Selection (inc DBS) ° SA1.4 ) ,\Q\
Time and Attendance . , <<V
Medical Revalidation o \\2;9
Medical Job Planning (] (v
Professional Registration ° N 0,‘7\
Occupational Health Service ° .
Staff Appraisal ° QD
Skills and Training ° o_,o
Monitoring of Absence ° L\ \;\
Local Level Clinical Audit Process ° . “."1/‘
Mortality Reporting . O »)(51\«
Incident Mangement (excl. Serious Incidents) ° (\,O;\ ») :
. . . w‘
Mental Health Act Rolling Programme (patient rights/CTO) . _60{\;\9 SA5.2
Medical Devices . ‘x\\) \’)/V SA5.5
Medicine Management . R n\:‘q?)\
Medicine Management EPMA %:\ \ . °
Health and Safety ° ~
Domestic Homecide °
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Clinical Audit Plan

2018/19
Review Area
Qi Q2 Q3 Q4 BAF/CRR Ref Final Issue Date
Clinical Supervision SA5.5 (,)b
Nutrition /\%
Seclusion ° SA5.1 bq
Care Coordination (North) ° SA5.1 >§§<
Care Coordination (Central) SA5.1 é&'
Care Coordination (South) ° SA5.1 &ﬁo
Clustering SA5.1 A0
POMH - UK National Audit: Assessement of the side effects of Depot ,5{,\\)
Antipsychotics and Physical Health Monitoring ° SA5.1 .{\G
Medication Summaries and Discharge Letters . SA5.1 , Q\
Domestic Homicide Investigation action plan ° O -
Mental Health Act Patient Rights . SA5.2 \?:J
Mental Health Act CTO SAS5.2 \ﬁ
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Northumberland, Tyne and Wear NHS Foundation Trust

Board of Directors

| Meeting Date: 27 March 2019 |

Title and Author of Paper: Integrated Commissioning & Quality Assurance Report
(Month 11 February 2019) — Anna Foster, Deputy Director of Commissioning & Quality
Assurance

\ Executive Lead: Lisa Quinn, Executive Director of Commissioning & Quality Assurance \

Paper for Debate, Decision or Information: Information & Discussion

Key Points to Note:

1. This report provides an update of Commissioning & Quality Assurance issues as at
28™ February 2019.

2. Ongoing priority areas continue to be waiting times, sickness absence and
information governance training.

3. The Trustwide appraisal figure has reduced to 84.7% this month, which is below
the Trust standard of 85%.

Risks Highlighted: waiting times, physical health and CQUIN

Does this affect any Board Assurance Framework/Corporate Risks: Yes

Equal Opportunities, Legal and Other Implications: none .

Outcome Required / Recommendations: for information and discussion @Q’

>

Link to Policies and Strategies: NHS Improvement — Single Oversight Framework, ¢,

2017/18 NHS Standard Contract, 2017-19 Planning Guidance and standard contrag{AQ,lj\

2017-18 Accountability Framework X ,\/
/7\(\/ ‘9

L
0‘2’\9\’
&QQ
e
X%
%Qn)\
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Executive Summary:

The Trust remains assigned to segment 1 by NHS Improvement as assessed against
the Single Oversight Framework (SOF).

. There have been two Mental Health Act reviewer visits received since the last report

relating to Ward 31a and Aidan. There were actions which had been resolved along
with some remaining as unresolved from previous visits Wards 3 and 4 at Walkergate
Park have been added to the CQC Mental Health Act reviewer visit schedule

. NHS England and South Tyneside fully achieved the contract requirements during

month 11. There are a number of contract requirements largely relating to CPA metrics
and seven day follow up which were not achieved across other local CCG contracts
during the month

. Seven of the ten CQUIN scheme requirements have been internally forecast to be

achieved for Quarter 4, however there are risks identified to quarter 4 delivery in relation
to elements of the physical health CQUIN (discharge summaries), improving services
for people with mental health needs who present to A&E and Transitions out of
Children’s and Young People’s Mental Health Services.

. The number of people waiting more than 18 weeks to access services has decreased

this month in both adult and children’s community services with the exception of
Sunderland South Tyneside CYPS.

. Training rates have continued to see most courses above the required standard. There

are two courses more than 5% below the required standard which are MHA Combined
Training (77.2% was 77.5% last month) and PMVA Basic Training (79.3% was 80.1%
last month).

. Reported appraisal rates have decreased to 84.7% in the month Trustwide, which is

2

below the Trust standard. $®

10.When comparing the January 2019 provisional figure (6.24%) to the February 2019 O

provisional figure (5.92%), the in month sickness has improved by 0.32%, however
confirmed January 2019 in month figure is 6.1% which is a reduction of 0.14% o

previously reported figure. The 12 month rolling average sickness rate has incfe to

5.79% in the month. C‘Q\
11.At Month 11 the Trust has a year to date surplus of £4.1m which |s ’Mead of

plan. The Trust’s finance and use of resources score is currently 1@ﬂ forecast

year-end rating is a 3.

’“‘o\
\

Page 1
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Other issues to note:

e The NHS Improvement model hospital now includes data in relation to Leadership
and Improvement, clinical service lines and opportunities.

e Sunderland IAPT service has reported an increase in relation to those moving to
recovery which has been reported at 56.2% for the month.

e The numbers entering treatment for Sunderland IAPT service has not been achieved
in month 11.

e The number of follow up contacts conducted within 7 days of discharge has
decreased in the month and is reported at 95%. In 2019/20 we will start to monitor
follow ups within 72 hours of discharge.

e There were thirty seven inappropriate out of area bed days reported in February
2019.

¢ Information Governance training is reported at 93.1% at the end of February 2019
and work is ongoing to improve this.

e Doctors in training figures have been collated manually this month due to the
continuing ongoing technical issues outside of NTW relating to the transfer of the
training records. Work is ongoing to produce these figures electronically and will be
available via the dashboards in April 2019.

e The service user and carer FFT recommend score has increased to 87% this month
which is below the national average.

e There has been a decrease in the number of clusters undertaken at review in {
yo)
February 2019. $@
e The Data Quality Maturity Index has been published for Quarter 2 2018-19 and i§z§\a>
reported at 95.8% which is a slight decrease from Quarter 1 (96%) QQ'
A

Page 2
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Regulatory

Commissioning and Quality Assurance Summary Dashboard — February 2019
1 The Trust’s assigned shadow segment under the Single Oversight Framework
remains assigned as segment “1” (maximum autonomy).

Single Oversight Framework
Use of Resources
Score:
|

There has been two Mental Health Act reviewer visits during the month to Ward 31a and Aidan waxd.
There were actions noted as resolved and some remained unresolved from previous visit

3

CQC
Overall Rating Number of

“Must Dos”

Contract

Outstanding
Contract Summary: Percentage of Quallty Standards achieved in the month:

NHS England Northumberland North Newcastle / | South Tyneside | Sunderland | Durham, Darlington
CCG Tyneside Gateshead CCG CCG & Tees CCGs
CCG CCG

Internal

faN
~a number of contract

NHS England and South Tyneside contracts achieved the contract requirements during month 11. However, there
requirements largely relating to CPA metrics, seven day follow up and IAPT numbers entering treatment which werg’not achieved across

other local CCG contracts during the month. Sunderland IAPT service has reported an increase in those movmng recovery in the month,
now at 56.2%

There has been one Commissioner quality visit during the month to Cleadon Ward at Monkwearmouth |tal

The Specialised Mental Health data submission quality score has remained static at 91.5% at the Ias ISSIOI’] and work is ongoing to

improve this further

CQUIN - Quarter 4 internal assessment RAG rating:
Staff Health Improving CYPS
MH needs | Transitions
at A&E

Alcohol and | Health &
Tobacco Justice

CAMHS
Inpatient
Transitions

Discharge &
Resettlement

Reducing
Restrictive
Practices

low-Secure
There is a current risk to the Physical Health CQUIN at Quarter 4 due to challengs};\evidmg GPs with summary care plan information and

discharge summaries within required timescales. A risk has also been identifie Improvmg services for people with mental health
needs who present to A&E CQUIN due to an increase in reported attendancgh E@ments of the CYPS Transitions CQUIN have been
forecast as amber. 0 Q

Accountability Framework

North Locality Care Group Score: Feb 2019 | Central Locality Carg 2 0 c' Score: Feb 2019 | South Locality Care Group Score: Feb 2019

The group is below standard in The g% Oié below standard in The group is below standard on 7
4 relation to CPP metrics and training 4 relation to CPA metrics and a 4 day follow up, the IAPT access
elements number of internal requirements target and a number of internal
requirements.

Page 3
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Quality Priorities: Quarter 4 internal assessment RAG rating

Improving the inpatient Improve Waiting times for referrals to Implement principles of the Embedding Trust Values
experience multidisciplinary teams Triangle of Care

Waiting Times

The number of people waiting more than 18 weeks to access services has decreased in the month for adults and children’s community
services. While there are continuing pressures on waiting times across the organisation, particularly within community services for chiIdre&ﬂfﬂO
and young people. Each locality group have developed action plans which continue to be monitored via the Business Delivery Group e

Executive Management Team. O
Workforce Statutory & Essential Training: Appraisals:
Number of courses | Number of courses Clinical risk training (81.3%) and Appraisal ratés have
Standard Achieved | <5% below standard Information Governance (93.1%) are decrease@to 84.7% in
Trustwide: Trustwide: within 5% of the required standard, MHA Febm«a& 19 (was 85.6%
combined training (77.2%) and PMVA Ias(month).
15 basic training (79.3%) remain at more than ,‘00
5% below the standard. 2O
Sickness Absence:
NTW Sickness (Rolling 12 months) 2015 to date The provisional “in month” NTW Sicknggs lin month) 201516 to 2018/19
0% sickness absence rate is above | ** 2
TR ~ | | the 5% target at 5.92% for 5o X
5.6% February 2019 %
. The rolling 12 month sickness 5-0@
-l averagghasmcreasedto 5 _ _ -
(PSS EIEEEIILERRI IR 8| 9% inthemonth S S i s et i b
%ﬁioou%ﬁgoom%ﬁioﬂu%ﬂioﬂm A@

EOHEGEI At Month 11, the Trust has a surplus of £4.1m which is £1.4m ahead of plan&Abé}f}cy spend is £6.6m which is £0.8m below the
trajectory of our NHSI allocated agency ceiling of £8.0m but £2.0m above T(us{:p anned spend. The forecast surplus is £6.5m,
including Provider Sustainability Funding (PSF) of £3.5m (£2.0m core r(&@m incentive funding). The Trust is forecasting the
receipt of £1.5m matched incentive funding as it now expects to exc%Q @Qére control total excluding PSF by that amount.

The Trust’s finance and use of resources score is currently a 1 %ﬁ@‘%@forecast year-end risk rating is a 3.
D

The main financial pressures relate to pay, slippage on fi
The Trust needs to reduce pay costs and spending on te y staffing (agency, bank and overtime) to achieve planned spend
and deliver its plans for next year. Work is ongoing to improve efficiency and productivity and deliver the required staffing
reductions.

livery plan schemes and reductions in secure services income.

Page 4
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Financial Performance Dashboard

NTW Income & Expenditure

Control Totals

YTD YTD YTD

Plan Actual Variance

£m £m £m
Income 294.8 293.4 1.4
Pay (232.6) (232.8) 0.2
Non Pay (59.5) (56.5) (3.0)
Surplus/(Deficit) 2.7 4.1 (1.4)

Agency Spend

1 2 3

4

8

®WPlan WActual ® Ceiling

5 6

1,000

= - ‘
10 1

g

g

&

g

g

g

0

achieved at Mth11 which is in line with plan.
In addition to its planned £12.6m efficiency savings
the Trust needsto deliver £2.3m of service retractions

YTD YTD YTD Key Indicators YTD Forecast
Plan Actual Variance /\
£m £m £m
Risk Rating 1 G‘
MNorth 225 235 (1.0)
Agency Spend £6.6m £7. %
Central 22.8 20.8 2.0
FDP Deliver £11.0m 6m
South 26.6 276 (1.0) Y fé
Central Depts ©9.2) | 67.8) 1.4) Cash £25.0m 4 (\{24 om
Surplus/(Deficit) 2.7 4.1 (1.4) Capital Spend £5.9§ £8.2m
Bank Spend Key Issues/R
+  Surplus/Deficit- £4.2m s Ius at Mth11 which is
£1.4m ahead of plan.
« Control Total — The g.g is forecasting a surplus of
£6.5mwhich meefs it £3.5m Control Total.
+ Risk Rating—T e of Resourcesrating is a 1 at
Mth11 & the fof\ecastyear-end rating is a 3.
+ Paycostsin ed this month and were higher than
plan
«  Main preyéves - Pay overspendsin a number of
areas age on FDP schemes and reductionsin
secn@emicesincome.
«  Agenty Spend— Agencyceiling is £8.0m and Trust
ed spendis £4.9min 18/19. Spend at Mth11 is
§ mwhich is £0.8m below the NHSI allocated
iling trajectory but £2.0m above plan.
@ Financial Delivery Plan - Savings of £11m have been
1 2 3 4 8

mPlan = Actual

lﬂil

\’00

©

fﬁ

to support Northumberland CCG’s Recovery Plan.
Cash — £25.0m at Mth11 which is £6.2m above plan.
Capital Spend - £5.9mat Mth11 which is £5.8mless
than plan.

Reporting to NHSI — Number of Agency shifts and number of shifts that b@ac%the agency cap

04/02/2019 | 11/02/2019 | 18/02/2019 25;02’ 2(da'9
Medical 90 15 95 15 95 15 7716
Qual Nursing 60 5 55 5 61 5 \Y 5
Ung Nursing 452 491 482
A&C 61 78 93 76
663 20/ 719 20/ 731 20 670 21

In February the Trust reported an average
of 20 price cap breaches (15 medical and
5 qualified nursing). In February 3 medics
were paid over the price cap, with one
being paid over £100 per hour.

Page 5
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Northumberland, Tyne and Wear NHS Foundation Trust

Board of Directors

Meeting Date: 27 March 2019

Title and Author of Paper: Interim Workforce Implementation Plan - Lynne Shaw, Acting
Executive Director of Workforce and OD

Executive Lead: Lynne Shaw, Acting Executive Director of Workforce and OD

Paper for Debate, Decision or Information: Information

Key Points to Note:

- Letter received on 6 March 2019 from Baroness Dido Harding and Julian Hartley who are
leading the work on the Workforce Implementation Plan: emerging priorities and actions

- Sets out five emerging themes and potential actions for 2019/20, asking for input around
the following areas by 15 March 2019:

)] We can make a significant difference to our ability to recruit and retain staff by
making the NHS a better place to work

i) If our workforce plan is to succeed we must start by making real changes to improve
the leadership culture in the NHS

iii) Although there are workforce shortages in a number of professions, disciplines and
regions, the biggest single challenge we currently face nationally is in the nursing
and midwifery profession

iv) To deliver on the vision of the 215t century care set out in the Long Term Plan will
not simply require ‘more of the same’ but a different skill mix, new types of roles and
different ways of working

V) We must look again at respective roles and responsibilities for workforce across the @Q
national bodies and their regional teams, ICSs, and local employers to ensure we @Q’

are doing the right things at the right level. o8
- Response letter from ICS/STP Lead | North East and North Cumbria Q/’Z}Q
O
A7)
S
Risks Highlighted: N/A Q\’O\Q)"
RVCH
Does this affect any Board Assurance Framework/Corporate Risst\Q \’19
Please state Yes or No  NO Oé( <
AN
AV

Equal Opportunities, Legal and Other Implications: N/A

1/2 84/97
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Outcome Required:

Information

Link to Policies and Strategies: NHS Long Term Plan

Workforce and OD Strategy
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Wednesday 6 March 2019 m

To:
NHS trust and foundation trust chief executives and chairs

NHS clinical commissioning group accountable officers and chairs

Dear colleague,

Interim Workforce Implementation Plan: emerging priorities and actions

Following the recent publication of the NHS Long Term Plan, we have been tasked by the Prime
Minister and Secretary of State for Health and Social Care to develop an interim Workforce
Implementation Plan, as part of the overall Implementation Plan for the NHS Long Term Plan
(LTP).

The Interim Plan will be published in early April and will include a 2019/20 action plan together
with a more detailed vision of how our workforce will transform over the next ten years. A full
implementation plan will follow within two months of the conclusion of the Comprehensive
Spending Review.

At this critical point in our work, we are seeking your views on our thinking so far and potential
actions for 2019/20, following the last five weeks of intensive engagement with a broad range of
partners from across the NHS, think tanks, regulatory bodies, academia and trade unions. This
is consistent with our commitment to an inclusive and collaborative approach to developing the
Plan, as well as maximising the value of your contributions in view of the pressing timescale.

To deliver 21 century care for our patients, we will need a transformed workforce — engaged,
motivated and supported; with compassionate and inclusive leadership and working in positive |
cultures; with sufficient nursing staff and the right number of staff across all disciplines and all @(
regions. We know that we don’t simply need more of the same, but also a new skill mix which is $®
more responsive to local patient and population needs. Finally, these actions will need to be >
delivered through a new workforce operating model where the right activities are done at the ’OQ

right level, whether this is employers, Integrated Care Systems (ICSs), regional or national

<
bodies. Q
A
This letter sets out the emerging vision, potential 2019/20 actions and some key questions Q\Q’\,’
each of these five emerging themes, on which we would really value your input. \@(\6,
N

Theme 1: We can make a significant difference to our ability to recruit and re
making the NHS a better place to work. O Q
AV

Our vision: We know many people feel the NHS is a great place to work, t@% le tell us it
could be much better. We know that the added stress from gaps in rotas use burnout,
while the Pearson report on NHS staff and leaners’ mental wellbeing sets ol Some of the most
serious cases of harm to our people’s mental health and wellbeing. Similar themes emerge from

1/7

WORKING TOGETHER FOR THE NHS
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the recently published results of the 2018 NHS Staff Survey where worryingly more people have
reported experiencing bullying harassment and abuse in their workplace in the last 12 months.

We need to make the NHS an employer of excellence — valuing, supporting, developing and
investing in our people. To do this we must create a modern employment culture fit for the 21°
century, to meet the expectations of the people joining the NHS now and retain the people
currently working in the NHS. This means significantly increasing flexible working through a
combination of technology and a change in HR practices, giving people greater choice over
their working patterns and helping them achieve a better work-life balance. Our people should
expect a varied career and the ability to maintain a portfolio of personal and professional
interests.

We need to widen patrticipation in both education and training, and NHS careers, so that the
workforce in 10 years’ time better reflects the population it serves. It means maximising the
contribution of both our clinical and non-clinical workforce, as well as our volunteers and the
broader workforce.

We must prioritise the physical and mental health and wellbeing of our staff. All NHS staff
should expect to work in an environment where their concerns are welcomed and taken
seriously, and they don’t suffer any negative consequences if they raise concerns. We must
weed out discrimination, violence, bullying and harassment across the NHS, and provide better
support for people who have been at the receiving end of unacceptable behaviours and actions.

Much of this starts with good line management practices — focussing on the management basics
such as ensuring staff are able to take their breaks, have access to hot food, somewhere to rest
and recharge, and a manager who thanks them when they work late.

Potential actions for 2019/20

e Consultation on a new deal with staff, building on the NHS Constitution, setting out what
they can expect from the NHS as a world-class and modern employer

e Associated campaign to engage all our people; framework to support Boards on how to
engage with their people; good practice case studies of employers that are at the vanguard
on this agenda

e Further action to improve health and wellbeing, including implementing the
recommendations from the recently published NHS staff and learners’ mental wellbeing
commission

¢ Next steps on tackling violence and aggression, and bullying and harassment @(
¢ Embedding the Workforce Race Equality Standard and consulting on Workforce Disability @Q/
Standard O
e Expanding the NHS Improvement retention programme to all trusts and developing an @Q
equivalent program for Primary Care Q/
e Streamlining induction and training processes, and passporting training and quallflcatlons&ﬁ flj\
across different employers and settings AN
¢ Review of the impact of pensions policy on retention and options to resolve ,O(\ bQ
| Qf\ S
Key questions

¢ Have we captured the key areas we need to focus on in 2019/20 to make th%{@-@)} better
place to work? Is anything missing or less of a priority? &

e We are keen to ensure that this workstream is relevant to all parts of t Qﬁ\l are there
specific actions we should consider to ensure we capture the needs of staff working in the
community and primary care?

e What more can we do nationally to create the right conditions for success?
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Theme 2: If our workforce plan is to succeed we must start by making real changes to
improve the leadership culture in the NHS.

Our vision: Our ability to continue to recruit and retain the best staff depends on us creating a
positive and engaging culture — a culture which needs to start at the very top of the NHS. There
is clear evidence that organisations with highly engaged staff deliver high quality and
sustainable care for patients. It is no coincidence that these organisations also use established
guality improvement methods, which draw on staff and service users’ knowledge and
experience to continuously improve services.

It is also clear that this positive leadership is not consistently demonstrated across the system in
national bodies, providers or commissioners. If we are to deliver the promise of the LTP we
need to acknowledge this and improve our leadership culture and capacity. We need to support
and encourage our very best leaders to take on the most difficult roles, and create a pipeline of
clinical and non-clinical talent ready to take on Board leadership positions in future.

We all recognise the increased need for system collaboration and service transformation means
new and different leadership challenges, in particular for our most senior people. These
challenges also apply to the senior leaders of the national bodies as we come together to
establish new structures and ways of working. This provides a valuable opportunity to co-
produce a new deal with our leaders that sets out the ‘gives and gets’.

This is not just about Board leadership. Middle management often sets the culture of our
organisations for our front-line staff. We need to do more to embed strong management skills
and support and develop our middle managers to lead through engagement and improvement,
rather than command and control.

Potential actions for 2019/20

e Review of the support provided to challenged organisations by NHSI/E to ensure it reflects
the inclusive and compassionate leadership we know delivers

e Develop a consistent, whole system approach for identifying, assessing, developing,
deploying and supporting our talent to include:
o rolling out regional talent boards
o resources to support development of system leadership skills
o consulting on common job descriptions, competency, values and behaviour frameworks

for board level roles and other recommendations from recent reports by Tom Kark QC «
and Sir Ron Kerr <

o reviewing investment in talent management programs for all our staff Q,,O

e Co-production of new ‘leadership compact’ between NHS Improvement/NHS England and $
Chief Executive Officers/Accountable Officers and Chairs which will set out the, values, QG
behaviours and competencies expected of senior leaders, and the support and development Q/’O
those senior leaders should expect in return QO A

¢ Review of the national oversight frameworks to ensure they are reflecting the inclusive ané\*f},
compassionate leadership we know delivers, specifically the Care Quality Commission/iNHS™,
Improvement well-led framework, NHS Improvement Single Oversight Framework % H
England Improvement and Assessment Framework to enable measurement of cu&; eN
leadership, inclusion and organisational health A

o@ N

Key questions ,6\ v

o Do you agree that improving the leadership culture in the NHS is critic tﬁ\\@%re to address
our workforce challenges? If so, have we got the right immediate acti%’[? reate the
conditions for local systems and organisations to improve? Is anything sing or less of a
priority?
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Theme 3: Although there are workforce shortages in a number of professions, disciplines
and regions, the biggest single challenge we currently face nationally is in the nursing
and midwifery profession.

Our vision: We currently have vacancies across all branches of nursing, with the most
significant shortages in mental health, learning disability and community nursing. We have also
seen a decline in mature students choosing to train as nurses. Our initial analysis suggests that
this position is unlikely to improve in the near future without a serious focus on the supply,
development and retention of the nursing and midwifery workforce.

We recognise the urgent need to boost entrants to nursing and midwifery courses, and we are
examining all available options. In addition, there are actions that we can take in 2019/20, within
existing budgets, including a focus on improving retention, reinvigorating the undergraduate
nursing pipeline, and recruiting overseas nurses.

In parallel, we must increase our efforts to make nursing a more attractive career choice, so we
have more entrants to the profession. We will also need to maximise system capacity by more
actively engaging with our Higher Education Institutions (HEIS) to ensure there are enough
places for those wanting to enter education and training.

We must explore the routes into the profession, focussing on maximising the contribution of the
apprenticeship and new Nursing Associate routes. We know we also need to bridge the gap
from education to employment by supporting our nurses better to manage this transition. We will
explore an expansion of Health Education England’s RePAIR initiative to stem attrition during
training; the role of a job guarantee scheme to match graduates with employers; increase the
focus on newly qualified nurses in NHS Improvement’s retention programme; and enable our
nurses to move within and between employers and sectors, so they can have fulfilling careers.

Finally, we must foster a culture of continuous development that supports our nursing and
midwifery staff to meet their personal aspirations, as well as meeting the needs of the NHS
through the development of new and advanced practice.

Potential actions for 2019/20

e 5,000 expansion of clinical placements for impact September 2019 intake

¢ New annual campaign and targeted approaches to school leavers, in particular 15 to 17-
year olds (linked to volunteering and work experience programmes to maximise
opportunities for exposure to health careers)

2

&Q/

O

o Review of current Return to Practice processes to determine whether these can make a Q
further contribution to increasing supply Q/’O
Details of the job guarantee offer, and an approach to preceptorship and early career Q A
support as part of an expanded retention programme Aq/

\ >
b Q¥

Key questions

Do you agree that our highest priority for further investment is nursing and midwifesy* <O
Are these the right actions in the short to medium term and is this the right dw{@(ﬂp
travel? Have we missed anything critical?

4/7
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Theme 4: To deliver on the vision of 215 century care set out in the LTP will not simply
require ‘more of the same’ but a different skill mix, new types of roles and different ways
of working.

Our vision: To deliver the model of care set out in the LTP will require the transformation of our
workforce. While this is already underway in some parts of our workforce, with the introduction
of critical new roles such as Physician Associates and Nursing Associates, we must accelerate
our efforts to bring about a different skill mix and new ways of working to meet patient and
population need. The creation of a more flexible and adaptive workforce will require the further
development and upskilling of our people to enable us to make the best use of their talents, as
well as ensuring we can get the most from critical new roles and our wider workforce of
volunteers and partners.

To deliver truly population-based care we will need to change the way we work, with
multidisciplinary team models across professions, care settings and organisations becoming the
norm. We will need to facilitate this movement of staff by recognising relevant skills and training
acquired in different settings, and removing barriers to integrated care provision. We will also
need to harness the potential of technology to enable our people to work more flexibly and
spend more time with patients, as well as equip them with the skills needed to operate in a
world constantly evolving as a result of digital and genomic innovation.

The Apprenticeship Levy represents an important opportunity to widen participation and secure
valuable new skills for our workforce, and ICSs will need to work together to use the levy
funding available to them to secure the skills required locally. The newly established National
Academy of Advancing Practice will also lead development of and agree the standards for multi-
professional credentials, which are another means of safely and effectively widening the skill
mix of our workforce.

We must ensure that we fully embed and maximise the contribution made by new roles, such as
Nursing Associates and Physician Associates, including by planning for a sustainable pipeline
and clarifying career pathways. We now have a shared national definition of advanced level
practice. During 2019/20 we will support employers to identify and fully utilise this part of our
workforce, including by updating ESR so that we are able to track numbers of advanced
practitioners and better plan their deployment.

It is clear that we have not been investing sufficiently in Continuing Professional Development
(CPD) and the development of our workforce more broadly. We know that this has an important

bearing on the morale, and ultimately the retention, of our people. It is also a critical enabler of Q:b(
new and extended practice which will enable our people to adapt to the changing skill mix that $
will be required in the future. This is why we want to review how current funding is being O
targeted to ensure it is being used to upskill our people. ,0(\

Finally, our people will need to be equipped to make the most of the digital age. We will use a A /\
range of learning programmes to drive digital skills leadership for system and organlsatlonal N
leaders through both the established Digital Academy and other education providers, pro d\ \%\'
the development for change leaders and aspiring leaders. We will launch an easy to u

learning hub where content on everything from robotics to genomics will be easily ac@S}sm}Q to

all.
@ Q\/
Potential actions for 2019/20
e Tools and good practice case studies to support systems to maximise Q‘é‘l@%f the
apprenticeship levy
e 4 new multi-professional credentials and details of the next set for devel ment
Review of priorities areas for CPD investment
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¢ Establishment of sustainable NHS Digital Academy; plans to ensure new areas such as Al
are included in curricula; establishment of a board level leadership development model; and
a digital workforce planning exercise

Key questions

e Are these the right actions in the short to medium term and is this the right direction of
travel?

e What other actions could we take to transform the skill mix of our workforce and enable new
ways of working?

Theme 5: We must look again at respective roles and responsibilities for workforce
across the national bodies and their regional teams, ICSs, and local employers, to ensure
we are doing the right things at the right level.

Our vision: The LTP is clear that the main organising unit of our health system will be ICSs,
and all local health economies will move to become ICSs over the next 5 years. It is clear that
different organisations and geographies have different workforce demands, different cultures
and different local labour markets, so the way we recruit, retain and develop our people is going
to be critical to the success of ICSs.

We will clarify the respective roles and responsibilities of the national bodies, aligning these
under a shared strategic vision, to eliminate duplication and provide an enhanced support offer
for local systems. This will mean supporting the development of more robust local workforce
plans, that together inform national plans, and are more than a product of simply reconciling
activity and finances. We must equally equip systems to transform their workforce, helping them
to identify skills gaps, think creatively about how to address these and remove any barriers to
new ways of working.

We will therefore seek to devolve more workforce activities to local systems, with the
accompanying resources, as they are ready. These decisions will be informed by a framework
that allows for benchmarking to determine whether the necessary enablers are in place and
codifies the support that emerging ICSs can expect from NHS Improvement/NHS England and
Health Education England regional teams.

Finally, we understand that to plan our workforce effectively we need a single, real time, <
workforce dataset available to national, system and local bodies. We must also take steps to Q/’O
address the gaps in our workforce data, beginning with Primary Care. b@
Potential actions for 2019/20 Q}Q

o Clarity about the roles and responsibilities of the national bodies and their regional teams, Z

STPs/ICSs and local employers on workforce, with a roadmap for greater devolution of &AQ/\
responsibilities and resources to STPs/ICSs and the support offer from regional teams SV
o Details of the critical path to establish single, real time, workforce dataset available to 6 Q,\'

national, system and local bodies, built up from local systems (\’O (o
Key questions O’
e Do you agree we should devolve more responsibility for workforce to reglqghqqlg
STPs/ICSs?

e What activities would best be done at STP/ICSs level, and what enal&&@,@‘@freqwred to
make this a reality?
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How you can feedback to us

We are very keen for your rapid input on all the areas outlined by 15th March, and you can

feedback by:

¢ Emailing the team on nhsi.ltpworkforce@nhs.net

e Posting a question or comment on TalkHealthandCare
https://dhscworkforce.crowdicity.com/category/browse

Our people are the NHS'’s greatest asset. We believe that we can achieve significant change in
the coming financial year working with everyone who wants to make a difference on the people
agenda — unleashing creativity to make better use of the financial resources we have currently
and providing support to address challenges at the right level of the system.

Thank you in advance for making the time to respond.

Yours

Baroness Dido Harding Julian Hartley

Chair, NHS Improvement Chief Executive, Leeds Teaching
Chair, Workforce Implementation Plan Hospitals NHS Trust

National Executive Lead, NHS Workforce
Implementation Plan
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Join our Journey

North East and North Cumbria

Waterfront 4
15 March 2019 Goldcrest Way

Newburn Riverside
Newcastle upon Tyne

By email: nhsi.ltpworkforce@nhs.net NE15 8NY

. . . Tel: 0113 825 3011
Baroness Dido Harding, Chair, E-mail: kathryn.shanks@nhs.net

NHS Improvement

Julian Hartley, National Executive Lead,
NHS Workforce Implementation Plan

Dear Dido and Julian,

Interim Workforce Implementation Plan: Emerging Priorities and Actions -
Response from the North East and North Cumbria STP /Emergent ICS

Thank you for your letter dated 6 March and the invitation to share views on thinking so
far and the potential actions for 19/20.

This letter forms the response from the North East and North Cumbria STP and we have
sought views from our STP leaders and partners to inform the content.

We welcome the opportunity to influence and shape the workforce agenda, notably the
opportunity arising within Theme 5 to look at respective roles and responsibilities for
workforce moving towards greater local ownership. We want to work with you and
national partners on bringing much needed change to our collective approach to
workforce. (
QJ’O
We see this as moving to a position where the workforce agenda is locally owned and @
directed, bringing a much needed shift from the current fragmented position amongst
many partners. We firmly believe this will enable us to be better placed to meet the (o}
needs of our local populations and deliver great employment experiences and (\Q/
opportunities across health and care in the region. &\\rlj\

responses from our colleagues and partners. For ease our 3 key points areé
summary below: A\S) A
<o

o
1. Our STP leaders collectively and actively support Theme 5 a@@%me a

devolution of responsibility for workforce to our region. %On)\q/
Q

\ \,
We recognise there is a lot of information in this response, and equally, in thosé\b‘g
& o&? in
o)

Join our Journey
North East and N C:

orth Cumbria
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2. We passionately support Theme 1 and agree the NHS needs to become a better
place to work. Whilst this will focus on significant areas of work (staff
engagement, training etc) it also needs to be about the smaller but symbolic
issues and the things which really matter to staff.

As we shift our patient narrative to ‘what matters to you?’ this approach now
equally needs to apply to staff if we truly aspire to be a ‘world class and modern
employer’.

3. We agree with Theme 2 in that the importance of leadership and culture, at all
levels (especially leading by example from national leaders) is critical if we are to
successfully address our workforce challenges.

Theme 1: We can make a significant difference to our ability to recruit and retain
staff by making the NHS a better place to work

We strongly support work in this area and have already established a ‘Becoming a great
place to work’ stream within our regional workforce programme. For too long, the focus

has been predominantly on recruitment and supply and we need to continue to move to

more of a balance across recruitment and retention agendas.

As a system, we support working towards better employment experiences for all our
staff, and in the spirit of integrated care systems, we aspire for this to be across the full
range of health and care services. We need more local control to be able to do this.

Employment experiences flow from the culture of an organisation and require a strong
focus on the small things which matter to staff. This is about good employee
engagement and treating people with respect. We believe these include a greater
emphasis on environments and facilities, for example appropriate rest facilities, the right
equipment to do the job, access to WiFi, food and lockers (as per any ‘world-class and
modern employer’).

We believe there is a requirement to lead by example, not solely supporting further ‘
action on health and wellbeing but a fundamental mind set shift to work with the <
workforce as members of our local populations, supporting them and their families to Q:O

lead healthier lives. C$

We collectively need to change the narrative to talk more positively about careers in@’Z>
health and care, shining a light on excellent practice, positive stories and experiences,{ A
and create better and deserved employment experiences for staff with protectéd\fl,

characteristics. \ *
QG‘Q\,

.

(%
We wish to see a mandating of streamlining work relating to recruitment,@gn’mfg and
occupational health processes so that as staff move around our services ey @0 so ina
safe, efficient, and simplified way, being respectful of their time and priay @Nledge.
Expand this work to include, for example, pass porting and in the s afyone NHS' a
,g)@?ral redeployment
Q

standardised suite of core workforce policies and procedures an
processes.
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Community and primary care staff often work to a broad range of terms and conditions
and some standardisation of terms is viewed as helpful, whilst the whole sector
considers it would benefit from improved funding and access to CPD and protected
learning time.

Equally, where small numbers of staff don’t align with NHS values and the culture we
aspire to, we need to be able to work with flexibility and speed to end employment
without protracted HR processes.

And finally, we fully support the review of the impact of pension policy on retention
and options to resolve. Given the arising pressures and changing work patterns for
colleagues, (of particular concern, some of our senior clinicians whose experience and
knowledge we need to retain) we seek a firm commitment to do so.

Theme 2: If our workforce plan is to succeed we must start by making a real
change to improve the leadership culture in the NHS

We welcome your clear acknowledgement that positive leadership is not consistently
demonstrated across the system in national bodies, providers or commissioners and the
intention to produce a new deal with leaders. The tone for all our work, at national,
regional and local level arises from this and as set out earlier, we are strong in our view
about ‘leading by example’ and the importance of compassionate, collective
leadership from, and for all. We agree leadership culture, at all levels, is critical if we
are to successfully address our workforce challenges. We need to move from a
commitment to change, to doing so in practice.

At a local level we need to be supported to take appropriate risks, to innovate and
to be trusted to try out new things, reviewing and learning from our actions as we go.
We aim to be bold and courageous and need support from our national partners to be
so, with a recognition that successful change requires engagement, collaboration and
time to implement and embed.

Whilst leadership at all levels is important, we need to support, develop and trust the
line managers and supervisors across services, equipping them to develop strong,
supportive working relationships with their staff. It is the strength of these personal
relationships that often critically impact on the issues within theme 1, good employment
experiences and retention of staff.

Z
LA

Theme 3: Although there are workforce shortages in a number of professions’ﬂ N

disciplines and regions, the biggest single challenge we currently face na%@}n‘@y’
o

is in the nursing and midwifery profession >

g yp Q}\ N
We agree that the highest priority for further investment is nursing and micwifery but this
must not be at the cost of neglecting other workforce challenge GPs and

paramedics, or the opportunities to work differently, to explore widex &5 rce
transformation or the importance and contributions of the multi-d I}Q ry team and
other professions. Q
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There is strong support within the region to ensure appropriate support for primary care
nursing and specifically points relating to the return of on-site nursing schools, ensuring
time for training, work experience opportunities, creating appropriate placements,
student pathways, wider incentives (for example affordable housing offers), expanding
work with schools and volunteering.

We have had requests to re-establish bursaries for nurse training and to reform the
apprenticeship levy, supporting salaries and work place mentorship and inclusion of
solutions to all including the primary care workforce.

Theme 4: To deliver on the vision of 21st century care set out in the LTP will not
simply require ‘more of the same’ but a different skill mix, new type of roles and
different ways of working

We welcome the information within this section and believe that this holds the key to
unlocking some of the workforce solutions, yet brings some of the greatest
challenges. Any workforce transformation, aligned to ICSs, needs to be considered
across health and care, and this presents challenges to long established ways of
working, professional and organisational boundaries. We need support at a national
level from ALBs and colleges to develop and deliver this new and different way of
working and seek to work proactively and positively with a wide range of local partners
on our workforce challenges, including for example, housing, education, the voluntary
sector, patients and their carers.

We support the potential actions and are firm in our view that flexibility and
adaptability of the workforce (training and employment models, working across
sectors, being digitally enabled) lies at the heart of this along with a clear focus on the
wider determinants of health, promotion, prevention and self-management and with
greater devolution, can drive this locally through the ICS.

Theme 5: We must look again at respective roles and responsibilities for
workforce across the national bodies and their regional teams, ICSs, and local

employers, to ensure we are doing the right things at the right level ’(§
<

We strongly agree with, and look forward to, more devolved responsibility for C$

workforce to regions and STPs/ICSs. We have a number of high performing Q

organisations in the region and we are building on our successes and relationships, ’b

working together to become an integrated care system. \Q/\

Workforce is one of our top priority areas for focus, essential to the delivery of hi Q\’
guality, safe services and we have established a regional workforce programm
regional Board to oversee this work.

With the devolution of greater responsibilities, we believe we can de elop and
deliver regional workforce solutions which will meet our local neq é@\i serve our
local populations in accordance with the priorities of the ICS. W ognlse this

won’t always be easy given some of our current challenges and histofic workforce
shortages, notably in the medical workforce.
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We would welcome the opportunity to create a single, coordinated and joined up
regional approach to the workforce agenda, focusing on economies of scale and
driven by population health data. This will require the management and deployment of
resources at regional level, with arising responsibility and accountability, notably
those currently within HEE and the Leadership Academy.

We seek greater transparency about current use and distribution of resource by
ALBs along with a review of current decision making structures but would welcome
greater responsibility for recruitment, CPD and other workforce funding and the
alignment of HEE staff under the management of the ICS, working together to ensure
resources and efforts are deployed to meet locally owned strategic workforce
needs, priorities and innovations.

We value the continuation of national work on NHS workforce systems, notably ESR and
NHS Jobs and the work which is building to strengthen and profile the NHS HR
profession, its value and contribution and we hope to see further work on this led by the
new Chief People Officer.

In summary we welcome the direction of travel and suggested areas for focus. We need
to move towards greater recognition and rewards for good people management practice
and position the workforce agenda as a core, essential component of an overall
approach to quality, performance and resources; all of which are needed for high quality,
safe, effective services.

We support the overall vision, notably the delegation of responsibilities to ICS level and
look forward to shaping an implementation plan and offering our region as a pilot or early
adopter for resulting change.

Yours sincerely

\
N
Alan Foster S
ICS/STP Lead | North East and North Cumbria ’b(\
Z
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