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Encl. 3.3
Minutes of the Board of Directors Public Meeting
Held on Wednesday, 28 March 2018 at 10.00 am
In Meeting Room 7 - Delta House
Present:
Andrew Fry (AF) (Chair)
Paul Assinder (PA)
Joyce Fletcher (JF)
Joy Jeffrey (JJ)
Dr. Jas Lidher (JL)
Fayaz Malik (FM)
David Stenson (DS)
Lesley Writtle (LW)

Chair
Interim Director of Finance
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Non Executive Director
Executive Medical Director
Non-Executive Director
Non-Executive Director
Chief Executive

In Attendance
Jo Cadman (JC)
Andy Green (AG)
Judy Griffiths (JG)
Sukhbinder Heer (SH)

Strategy and Transformation Director
Company Secretary
Head of Operational HR
Associate Non-Executive Director

Apologies:
Kathy McAteer (KM)

Non-Executive Director

Ref:
BCP/0104/98/18

Item
PATIENT/CARER STORY
Alistair Scott, Mental Health Nurse at Wolverhampton
CAMHS attended the meeting and presented the story which
outlined the concept of “the voice of the child”.
Mr Scott explained that the patient in the story expressed a
belief that he was a “parasite” or a “broken person” and was
a waste of resources. Clearly taking the “voice of the child”
concept, this would have been detrimental to the patients
mental health if these beliefs were confirmed as valid and left
unchallenged.
He shared the story of the child under the Care of the Trust
and reported that the child’s mental health had improved to
the point that he no longer held these beliefs and was
settling down in his new school.
Dr Lidher raised the importance of listening to the child
separately to the parent in order to get an accurate reflection
of how the child feels.
Dr Lidher added that the concept of listening to the child
does not involve the child having to make any decisions and
a modern approach should be taken.
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Mr Malik asked whether there was anything the Trust could
do better or improve upon.
Dr Lidher felt that the pathway for autism should be reviewed
with a view to enhancing, if possible, the pace.
Ms Fletcher commented that the concept relates more widely
across services in listening to children in all aspect of mental
health, for example children of adults using our services.
Ms Jeffrey agreed and commented that the “voice of the
child” was an important principle within safeguarding and
should be practiced across all services.
In response to Mr Stenson, Mr Scott confirmed that the issue
didn’t present until this stage as it was a key transition year
preparing to go to a new school.
Mr Scott was thanked by the Board for attending the meeting
and left at 10.25am.

BCP/0104/99/18

CHAIR'S COMMUNICATION
Mr Fry reported that the Assembly of Governors had
approved the interim appointments of Ms Writtle as Chief
Executive, and had appointed Mr Fry as Chair and Mr
Stenson as Deputy Chair.
The Chair confirmed that the report from the Chief Executive
would be taken under the private agenda.

BCP/0104/100/18 OPENING MATTERS
BCP/0104/101/18 DECLARATIONS OF INTEREST

None.
BCP/0104/102/18 APOLOGIES FOR ABSENCE

As listed above.
BCP/0104/103/18 MINUTES OF THE PREVIOUS MEETING

The minutes of the previous meeting were agreed as a true
and accurate record.
BCP/0104/104/18 MATTERS ARISING NOT ON THE AGENDA

None.
BCP/0104/105/18 DECLARATION OF ANY OTHER URGENT BUSINESS TO

BE TRANSACTED
None.
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BCP/0104/106/18 REPORT OF THE CHIEF EXECUTIVE

To be taken under the private agenda.
BCP/0104/107/18 RISK AND ASSURANCE
BCP/0104/108/18 BOARD ASSURANCE FRAMEWORK

Ms Fletcher confirmed that the Board Assurance Framework
(BAF) was currently under review following the decision to
end the TCT partnership. She reported that a two stage
review was being undertaken, firstly to refresh the BAF post
TCT and secondly when the strategic risks would be agreed.
She referred to the proposed amendments within the BAF.
Mr Heer noted that the BAF was clearly work in progress and
felt it was important to recognise the work to be done post
TCT including re-establishing credibility with staff and
stakeholders.
IT WAS AGREED:
(i)

To accept proposed amendments with a
view to receiving an updated BAF at the
April 2018 meeting

BCP/0104/109/18 REPORT FROM CHAIR OF MENTAL HEALTH

LEGISLATION SCRUTINY COMMITTEE
Ms Jeffrey presented the report and highlighted the following
key points:
She reported that the committee was pleased to note the
positive trajectory, particularly around DoLs and Mental
Capacity Act Training for staff. The committee sought further
assurance around compliance with level 3 training which had
been an ongoing challenge for the organisation.
Ms Jeffrey advised that an increase in quarter 3 in patients
being detained was noted and the number of patients
transferred to PICU’s, which resulted in female patients
being transferred out of area. It also noted the number of
patients being admitted under Section 136 had increased,
and during that period changes to the 136 admission period
had come into effect, reducing the number of hours for
detention from 72 to 24. It had been confirmed that to date
there had been no breaches.
Ms Jeffrey reported that the committee had requested further
work be carried out to explore whether this area needs to be
covered within the annual report.
It was reported that the Mental Health Legislation Group had
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noted the impact regarding Section 140 and the potential
impact on the organisation. Ms Jeffrey confirmed that this
would be raised regionally through West Midlands Police.
Dr Lidher confirmed that Section 136 was always an area of
risk due to there being only 24 hours to move to a bed and
that this time cannot be extended due to the lack of a bed. It
was a particularly an issue in Children’s Services and work
was being undertaken by NHSE to review the tier 4 CAMHS
beds.
In response to a question from Mr Fry, Dr Lidher confirmed
that some risk s around the Mental Health Legislation were
included on the risk register however this needed to be
monitored.
Mr Malik asked whether there were mitigations in place in
case of a breach.
Dr Lidher confirmed that there was very little that could be
done should a breach occur, but the risk had been shared
and was understood across the system, and escalation
procedures were in place should a breach occur.
Mr Heer asked why so many Hospital Manager Tribunals get
cancelled.
Dr Lidher advised that this was often for positive reasons
such as the patient being discharged.
Mr Fry raised that there had been previous concern
regarding the appraisal system and asked for assurance that
the Associate Hospital Managers (AHM’s) were now on
board with the process.
Ms Jeffrey confirmed that the committee recognised that
there was further work to be done with AHM’s and that the
planned integration work associated with TCT was now to be
pursued with DWMH, but all AHM’s would have received an
appraisal under the process.
Ms Jeffrey advised that the committee had agreed to
increase the frequency of its meetings; Dr Lidher confirmed
this as it was important to raise the profile of the work across
the Trust.
IT WAS RESOLVED:
(i)

To the note the report

BCP/0104/110/18 REPORT FROM CHAIR OF AUDIT COMMITTEE

Mr Stenson outlined the key discussions from the Audit
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Committee held on 14th March 2018.
He reported that the committee had agreed to extend the
contracts for Internal Audit and Local Counter Fraud
Services to 30th June 2019 and approval would be sought
from the Assembly of Governors to extend the contract for
External Audit for a further one year period.
Mr Stenson confirmed that a benchmarking exercise had
been undertaken by Local Counter Fraud relating to the
number of fraud referrals and it was noted that compared
with five other Mental Health Trusts, the Trust were middle of
the range. The committee noted that the main types of
referrals related to members of staff working whilst on sick
leave.
Ms Griffiths confirmed that she had met with Internal Audit
and had agreed to refresh the Sickness Absence Policy
along with the content of employment contracts.
Mr Stenson reported that External Auditor had indicated that
it would be anticipating the long term sustainable options for
the Trust and highlighted the importance of understanding
the long term strategic direction of travel.
Mr Stenson confirmed that the committee discussed the loss
making contracts and it was agreed to refer this to the
Finance and Investment Committee.
It was reported that the committee received the Board
Assurance Framework (BAF) and noted it was currently work
in progress. External Audit highlighted the importance of
identifying the five principle risks for the Trust along with
mitigations.
Mr Stenson confirmed that the Draft Quality Report for
2017/18 was presented and the committee acknowledged
the focus of clinical staff on services during a period of
uncertainty.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/111/18 REPORT FROM CHAIR OF FINANCE AND INVESTMENT

COMMITTEE
Mr Malik presented the report and highlighted the key points.
Mr Malik reported that the full year forecast was £224k better
than plan. He confirmed that agency spend had deteriorated
to 5.1% with the main area of concern continuing to be
medical staffing.
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He advised that the committee had noted that the nonrecurrent CIP savings remain at 49% and equate to a £1.9m
shortfall.
Mr Malik confirmed that the committee received a briefing on
the Gateway process for 2018/19 schemes and noted that
overall schemes had been approved totalling £1.8m, leaving
a gap of £2.4m.
Mr Malik reported that the committee had received an update
on the Learning Disabilities Development Plan and noted the
progress being made.
He advised that the committee had discussed high level risks
and noted that the Board would review these further in its
Strategy session .
Mr Malik reported that a detailed discussion took place
regarding the Clinical Information System (CIS) Business
Case and the committee was content with the robustness of
the strategic case. The committee recommended approval of
the business case on the proviso that a robust legal
agreement was put in place adequately covering joint
arrangements in order to mitigate any associated risks.
IT WAS RESOLVED:
(i)
(ii)

To note the report
To note the recommendation of the
committee with regards to the CIS
Business Case

BCP/0104/112/18 QUALITY AND PATIENT EXPERIENCE
BCP/0104/113/18 6 MONTHLY NURSING ESTABLISHMENT REVIEW

Ms Fletcher highlighted national quality guidance and new
tools which the organisation was currently reviewing.
Ms Fletcher reported that the Mental Health division
continues to experience challenges in relation to the
retention of band 5 nurses which is also a national workforce
challenge. It was reported that the Trust was part of the first
Nursing Associate pilot and the division had identified nine
posts for the Nursing Associate roles. Ms Fletcher confirmed
that the posts would not replace the Registered Nursing
posts and that a review of quality impacts had found that the
posts will enhance the service and should be supported by
the Trust.
Ms Fletcher confirmed that Learning Disability Services were
going through a major transformation through the
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Transforming Care Programme (TCP). She reported that the
acuity of patients was at a much higher level and therefore
demanded an increase in establishment.
Ms Fletcher reported that the Trust was currently part of a
NHSI programme to build on its Nursing Retention Strategy.
Mr Fry asked whether there were any precedents for
exploring more drastic options in terms of recruitment of
registered nurses, for example going abroad to recruit.
Ms Fletcher confirmed that a number of areas had been
explored such as skill mix and enhancing career pathways.
Ms Griffiths reported that the Workforce Plan was being
reviewed and this would also cover staff retention.
Ms Writtle confirmed that more innovative ideas had been
explored and suggested the Board could review the
Workforce Plan at its April 2018 meeting.
Ms Jeffrey raised the link with levels of sickness within the
Learning Disabilities Division and issues around retention.
She felt that this was a particularly high area of concern.
Ms Writtle reported that the Executive Team had discussed
challenges around workforce and had agreed to establish a
new Workforce Planning Group in order to give a higher
profile. She confirmed that Learning Disabilities was
complicated as there had been major changes to working
practice along with genuine sickness issues. The Executive
Team was now exploring how the division could best be
supported.
Mr Stenson raised the increased acuity of patients and the
risks that come from this. He highlighted the importance of
upskilling staff to deal with acute situations. He felt that if the
culture was right, staff wouldn’t want to leave the
organisation.
Mr Heer felt that the Workforce Strategy was key for the
organisation.
IT WAS RESOLVED:
(i)
(ii)

To review the Workforce Strategy at the
April 2018 Meeting
To note the report

BCP/0104/114/18 OPERATIONAL AND CONTRACTUAL PERFORMANCE
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BCP/0104/115/18 INTEGRATED PERFORMANCE REPORT AS AT 28TH
FEBRUARY 2018
Safety, Quality and Patient Experience
Ms Fletcher reported that the overall performance has
generally seen an improving trend across indicators during
the month.
She advised that a Quality Improvement Summit had
recently taken place which focused on lessons learnt from
root cause analysis investigations and Violence and
Aggression.
It was reported that the Flu CQUIN achieved 70.1%
compliance at the end of February 2018 and therefore met
the CQUIN target for 2017/18.
Ms Fletcher confirmed that there had been significant
improvement in month in relation to the percentage of
readmissions within 30 days of discharge.
It was reported that bed occupancy levels and associated
income within Learning Disabilities remained an issue.
Mr Heer felt that the scorecard was helpful however queried
whether all areas were being covered with the right
emphasis on mental health obligations.
Ms Writtle confirmed that the score card was being reviewed
for 2018/19 and there would be some changes.
Ms Writtle raised that the pressure sore incident was
unusual.
Ms Fletcher advised that the patient was admitted with
previous work history of repetitive injury. She stated that the
policy of Management of Pressure Ulcer’s had been
instigated and the incident would be specifically investigated
with an action plan put in place.
Mr Malik raised that Newton Europe had identified pathways
and how they could be improved and asked where this had
been captured.
Dr Lidher confirmed that improving pathways was being
continually reviewed and tested. She confirmed that although
the Newton Europe work provides the data there needs to be
a focus on improvement work.
IT WAS RESOLVED:
(i)

To undertake a further review the balanced
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scorecard for 2018/19 to ensure all areas were being
covered

Workforce and Efficiency
Ms Griffiths reported that sickness absence continues to
present a significant challenge across all divisions and is
worse than the same time last year.
She confirmed that agency spend as a percentage of
substantive pay had increased by 0.15% to 5.14% in
February 2018 and remains red against target however
shows improvement on the same time last year.
It was reported that the turnover rate has continued to
increase however it was felt that the figures may be distorted
due to the Junior Doctor handover, which was being looked
into.
Ms Griffiths reported that performance against both annual
mandatory training and specialist annual mandatory training
continue to improve.
Mr Fry asked how robust the organisation were with staff
sickness.
Ms Griffiths confirmed that a review of patterns of sickness
was undertaken however the approach needed to be
reviewed under the policy. She highlighted the importance of
supporting staff whilst off sick however decisions could be
made sooner.
In response to a further question from Mr Fry, Ms Griffiths
believed that other Trusts weren’t doing anything more
innovative in comparison and sickness remained a
challenge. She commented that it was clear that within the
next year sickness needed to be reduced and a robust
approach would ned to be taken.
Mr Fry felt that it would be useful to understand long term
issues compared with low level sickness.
Mr Green suggested Quality and Safety Committee review
this as part of its work programme.
IT WAS RESOLVED:
(i)

Quality and Safety Committee to review
sickness absence as part of its work
programme.

Page
11
Page
9 of 12

Ref

Item

Action

Financial Performance
Mr Assinder reported that the revenue account at the end of
February 2018 showed a deficit of £2.4m which was £570k
better than plan.
He advised that income was £540k behind plan.
Mr Assinder reported that pay and agency spend had a net
deficit of £123k which given the winter period was a good
position.
Mr Assinder advised that the Trust was currently in
discussion with NHSI regarding the benefits of achieving
better than plan.
It was reported that the CIP position was on track to achieve
the full years target however 49% were recurrent savings
which would leave a significant hit for the next financial year.
Mr Assinder confirmed that the capital programme year to
date was a £881k net spend against a plan of £1788k.
Mr Assinder then reported that the underlying financial
position of the trust showed an underlying gap of £7.2m with
a current plan deficit of £4.3m.
Mr Heer commented that given difficulties over the last 12
months cash performance was neutral which was a good
platform to start from and strengthens the position.
Mr Stenson commented that significant income had been
lost due to changes to services and asked whether there
was an understanding by commissioners regarding the
impact on the Trust and its wider services.
Mr Assinder confirmed that the annual contracting round was
a poor forum to have such discussions and that there was a
move to have strategic discussions with commissioners
which was hoped would be a more successful approach.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/116/18 CORPORATE GOVERNANCE
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BCP/0104/117/18 SCHEDULE OF MATTERS RESERVED FOR BOARD

Mr Green advised that the Board was required to agree the
schedule of matters which it reserves for itself. He confirmed
that the current schedule was reviewed and approved in
March 2017 and no amendments were proposed.
IT WAS RESOLVED:
(i)

To approve the Schedule of Matters
reserved for the Board

BCP/0104/118/18 REGISTER OF GIFTS AND HOSPITALITY

Mr Green reported that the Board were required to approve
the Register of Interests and Register of Gifts and
Hospitality.
He noted an amendment required for Ms Writtle who no
longer was an interest as Interim Director of Operations at
Dudley and Walsall Mental Health Partnership NHS Trust.
IT WAS RESOLVED:
(i)

To approve the Register of Interests and
Register of Gifts and Hospitality subject
to the agreed amendment for Ms Writtle.

BCP/0104/119/18 MINUTES OF SUB-COMMITTEES OF THE BOARD

The minutes of sub-committees were noted for information.
BCP/0104/120/18 MINUTES OF THE MENTAL HEALTH LEGISLATION

SCRUTINY COMMITTEE HELD ON 4TH AUGUST 2018
BCP/0104/121/18 MINUTES OF THE AUDIT COMMITTEE HELD ON 14TH

FEBRUARY 2018
BCP/0104/122/18 MINUTES OF THE FINANCE AND INVESTMENT

COMMITTEE HELD 16TH FEBRUARY 2018
BCP/0104/123/18 ANY OTHER BUSINESS (AS DECLARED IN OPENING

MATTERS)
None.
BCP/0104/124/18 SUMMARY OF ACTIONS AGREED

As detailed within the minutes.
BCP/0104/125/18 ITEMS TO REFER TO BOARD SUB-COMMITTEE'S



Sickness absence to be reviewed by Quality and
Safety Committee work programme

BCP/0104/126/18 ITEMS TO REFER TO ASSEMBLY OF GOVERNORS

None.
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BCP/0104/127/18 RISKS IDENTIFIED

The Chair note that these would be reviewed more fully in
the Strategy Meeting.
BCP/0104/128/18 QUESTIONS FROM THE PUBLIC

Mr Foolehand raised his concerns with regard to the Mental
Health Act Legislation Committee minutes that suggested
data may be missing and was disappointed that information
was not reflected within the reports.
Dr Lidher confirmed that below this committee there was an
operational Mental Health Legislation Group which
scrutinised data and at its last meeting received a detailed
review of the ethnicity element as a baseline for the
organisation moving towards TCT.
Ms Jeffrey agreed that it was important to be sighted as a
Board and confirmed that this detail was reported annually in
detail.
Mr Green confirmed that figures were available to the Board
through the sub-committees.
Mr Foolehand raised that the Mental Health Five Year
Forward View made mention to vertical integration and
asked what this means and was concerned that if this was
happening for physical health why not mental health. He
particularly referred to Wolverhampton services.
Ms Writtle confirmed that she understood that the health
sector would be working together and that a group of GP’s
had been employed by Royal Wolverhampton Hospital
running alongside the Integrated Care Group and would be
looking at key mental health pathways.
BCP/0104/129/18 REVIEW OF MEETING

The Chair thanked all for attending the Committee and closed the meeting at Time Not
Specified
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Public Board Meeting Action Log
Lead

280318/BCP/0104/113/ 6 Monthly Nursing Establishment Review
To review the Workforce Strategy at the April 2018
18
Meeting

J Griffiths

280318/BCP/0104/115/ Integrated Performance Report - Quality, Safety and
18
Experience
To undertake a further review the balanced scorecard
for 2018/19 to ensure all areas were being covered

J Griffiths

Deferred to May-18 in J
Griffiths absence.

Required
Completion
Date

Date
Completed

Items scheduled as per cycle of business that have been deferred
Item
By Whom
Annual Self Certification against License Compliance
Concerns, Complaints and Compliments for year to
31st March 2018

Status

May-18

Open

Apr-18
Update

Open

Apr-18
Update

Open
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280318/BCP/0104/115/ Integrated Performance Report - Workforce and
18
Efficiency
Quality and Safety Committee to review sickness
absence as part of its work programme.

Comments

Due

Deferred to

A Green

Apr-18

May-18

J Fletcher

Apr-18

May-18
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Encl. 5.1

Meeting of:

Board of Directors

Date:

25th April 2018

Subject:

Board Assurance Framework

Presented by:

Joyce Fletcher, Executive Director Nursing, Quality, AHPs and
Psychology

Author:

Governance Assurance Unit

Purpose:

The purpose of the paper is to provide assurance to the Trust
Board in relation to the management and mitigation of risks to
the delivery of the Strategic Objectives and the Quality Priorities.

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
None
Relationship to High Level Risks:
High Level Risk Register supports the formulation of the BAF

Recommendation(s):
The Trust Board is asked to
(i)
note the progress and assurances in terms of controlling and mitigating
the top strategic risks on the Board Assurance Framework and to raise
any questions or areas of concern.
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x
x

x

x
x

Equality & Diversity implications:
None Identified
Regulatory and Compliance matters:
Monitor:

X

Care Quality
Commission:

X

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Finance &
Investment
Other

X

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround
None
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Executive Summary
Outlined within this Board Assurance Framework (BAF) are the principal risks that were
associated with the successful delivery of the Strategic Objectives and Quality Priorities for
2017/18. When considering the Strategic Objectives , Priorities and associated key risks for
2018/19, 5 key risks have been identified that will be articulated within the 2018/19 BAF and
reported to board throughout this financial year as highlighted below:
2018/19 Key Risks:
12345-

Workforce
Possible Damage to the BCPFT Brand
Financial and Clinical Sustainability
Changing Environment
Dudley MCP

A number of existing BAF risks align to these areas of risks as summarised in the table
below. Current BAF risks that do not align to the 2018/19 priorities will be presented to
board to consider removal or remain visibile as a high level risk only within the BAF for May
2018:
BAF Risk ID
BAF ID 1

BAF ID 2

BAF ID 3

BAF ID 7

BAF ID 8

BAF ID 9
BAF ID 10
BAF ID 11

Risk Description
If we do not have robust IT systems in place it will have a
negative impact on quality through wasted productivity and
reduced patient facing time.
If we do not invest in our leadership at all levels of the
organisation we will not deliver safe, effective, caring,
responsive and well led services.
If patients and carers do not identify with the organisation
they may disengage from providing feedback which could
lead to loss of quality, income and services
If we do not retain and recruit enough and the right skilled
staff we cannot create a culture that delivers high quality
safe, effective, caring and responsive services
Risk Description If we do not ensure that staff are engaged,
supported and whose health and wellbeing is maintained,
then there is a risk that this will impact on the quality and
financial/performance goals of the Organisation.

2018/19 Key Risk
alignment
None however
considered for
closure April 2018
None

None

Workforce

Workforce

If we are unable to develop a culture of transformation, it will None
not support delivery of quality or cost effective solutions
If we are unable to measure performance effectively it will
lead to poor decision making and a risk of being
None
unsustainable.
If we are unable to deliver and develop strategic partnerships Changing
Environment
there is a risk to sustainability and the quality of care
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BAF ID 12

If the Trust cannot generate surplus cash it will be
unsustainable and risk the delivery of quality services.

BAF ID 14

If the Trust does not invest in its estate, then our clinical
areas may not support efficiencies in service delivery.
There is a risk that the Trust will fail to meet its
statutory/regulatory duties in relation to fire safety due to
inadequate estate and a lack of compliant training and that
this may result in enforcement action.

BAF ID 17

Financial and
Clinical
Sustainability
None
None but High
Level Risk

New or emerging risks associated with the new key risks will be introduced by the respective
trust lead and reported to board in May.
As part of the continued review by Executive leads, all associated action plans for each risk
have been updated to reflect the current position.
Members are asked to note the progress made against the individual risks and the controls
and assurances to mitigate the risk, including the identification of further actions to close the
gaps in controls and gaps in assurances.
April Update:
There are currently 5 risks graded as High (16-20), 4 Moderate (10-15) and 2 with a current
score of low (1-5/6-9).
Throughout April no new risks were escalated for board consideration.
It is proposed that Risk ID 1 is considered for closure by board as the business case for the
replacement of PAS/HER was approved at the Board meeting on 28th March 2018.
Risk ID 1- If we do not have robust IT systems in place it will have a negative impact on
quality through wasted productivity and reduced patient facing time.
Progress narrative for each risk has been shaded out where necessary given the emphasis
and impact of TCT with a current progress update highlighted at the beginning of each
progress update for Board to consider.
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Strategic Objective

We will Nurture a culture which provides :Safe, effective, caring, responsive and well led services

Risk Appetite
Statement
If we do not have robust IT systems in place it will have a negative impact on quality through wasted productivity and reduced
patient facing time.

Risk ID1 – Datix 602

Executive Lead: Paul Assinder

Controls:

IT infrastructure
IT Department
IT Support contracts
IT policies
IT Strategy
IT systems back up plans
IT work streams in MERIT programmes
2 weekly IT Services manager meeting(service delay) - input from PMO
Monitor and report monthly outages to B&P.
Clinical Records monitoring group
EHR Programme Board
Internal Audit reviews of IT controls (2016)
Report to Management Board

Page 21

Risk Description

Gaps in controls:
Assurances:

Main Manager: Shaun Middlemas

Gaps in Assurances:

Information Assurance Framework

Internal Audit
Assurance Reviews:

In the 18/19 Internal Audit Plan

Likelihood
Initial Risk Rating
4(Likely)
Current Risk Rating
3(Possible)
Target Risk Rating
3(Possible)
Committee where Risk is Monitored:

Consequence
Risk Rating
16
4(Major)
9
3(Moderate)
9
3(Moderate)
Quality and Safety Committee

Date Added:
1st June 2016
Progress



Next Review Date:
30th April 2018
Rating History
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Actions
Action

Due Date
st

Progress Update at Quarter

31 Oct 2017

ICT roadmap with associated time scales to be published outlining actions being taken to
address linked risks including but not limited to windows XP, ageing PC estate, poor
performance, agile working, wireless

31st May 2018

IT will continuously monitor services, to be able to react quickly to outages. Monitoring outputs will
also provide monthly reporting to Business and Performance Committee

28th Feb 2018

IT Forum to be re-established at BCPFT

31st May 2018

Completed - IT Management
Board to be established with
appropriate director oversight

Assurance Framework Audit to be established and completed during quarter 4 - 2017/18 and
repeated in quarter 1 - 2018/19

31st Mar 2019

Completed- Audit plans
now signed off for
2018/19.Completed.
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Infrastructure upgrade programme

Completed- Business Critical
Servers for ESH identified and
installed
ICT strategy document is being
formulated and will be sent to
Execs for initial scrutiny,
reference costs are being sought
for some elements.
Completed - No major outages
have occurred
since the last update in July. Any
major outages will be reported
through IGSG and if required
RCAs completed for serious
incidents.
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Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 Update:
A business case for the replacement of PAS/HER was approved at the Board meeting on 28th March 2018. Therefore this risk can be considered for
closure.
March 2018 Update:
A business case has been developed for the replacement of PAS/HER. If this is approved at the Board meeting on 28th March 18 this risk can be
considered for closure.
Over the past year, there have been numerous incidents reported through the press and localised NHS forums regarding security breaches. The ICT
department has been working on all aspects of service provision which has resulted in minimal disruption on access to systems because of the controls,
processes and solutions put in place by the department.
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WannaCry, May 2017, caused significant issues to a number of NHS Trusts with remedial costs associated, running into millions of pounds. This Trust
was untouched by the outbreak.
The IT department has introduced additional measured including:
Migrated off local E-mail systems and fully adopted the NHS Mail 2 solution,
Removed unsupported operating systems from use i.e. migrated all XP devices to Windows version 7
Undertaking a Windows 10 migration, with Windows 7 being end of life in 2020
Implemented early adoption of Cyber Security solutions direct with Microsoft, to protect the infrastructure
Worked closely with NHS Digital to adopt a full suite of an automatic threat protection solution
Provided solutions that are effective and efficient to support Trust strategic objectives
Currently an ICT strategy document is being formulated and will be sent to Execs for initial scrutiny.
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Strategic Objective

We will Nurture a culture which provides :Safe, effective, caring, responsive and well led services

Risk Appetite
Statement
If we do not invest in our leadership at all levels of the organisation we will not deliver safe, effective, caring, responsive and well
led services.

Risk ID2 – Datix 677

Executive Lead: Jo Cadman

Controls:

Recruitment and retention plan - nursing
Online leadership offers
OD Plan
Equality and Inclusion Board
Workforce Committee
Leadership and engagement plan
Strategic objective development sessions
Widening participation programme
Leading change, adding value
Black Country STP – People strategy
Service delivery plans to monitor team performance at team level
Professional registration
Supervision
Alignment to HEE Leadership consultation / standards EDHR strategy / WRES action plan
Board development
Professional development for Band specific
Cultural Inclusion and Staff Experience Strategy
Leadership Plan
Behavioural Framework
Succession plan
(organisational wide)
Recording and monitoring
Long term retention strategy – robust workforce plan
Consistent measures and standards expected – provided but needs to be implemented / embedded
In place leadership bid funding
Complaints / grievances – HR monitoring compliance
Performance monitoring and reporting
Annual appraisal programme
Annual planning process and review of strategic objectives
Supervision
Well led audit findings
CQC Assessment
Staff survey
HEE / local development
No specific external assurance mechanism. Lack of talent management and succession planning.
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Risk Description

Gaps in controls:

Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Appraisal Audit May 2017

Main Manager: Becky Crowther

Date Added:
April 2017

Next Review Date:
30th April 2018
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Likelihood
Initial Risk Rating
4(Likely)
Current Risk Rating
3(Possible)
Target Risk Rating
2(Unlikely)
Committee where Risk is Monitored:
Actions

Consequence
4(Major)
4(Major)
3(Moderate)
Workforce Committee

Action

Risk Rating
16
12
6

Due Date
st

Progress



Rating History


Progress Update at Quarter

1 May 2017

Completed - for BCP business as usual

Share HEE and external opportunities across the organisation in a timely manner

1st Jun 2017

Completed - Trust continues to receive from
different sources and distributes within own
established channels.

Career pathways

1st Nov 2017

Completed - Career pathway framework updated,
shared with HEE and used as part of the
Apprenticeship pathways. Ward managers
development exploratory meeting with DWMH..
Assistant practitioners and associate nurses
programmes explored and developed.

Develop links with Universities – in conjunction with HR

1st Nov 2017

Conduct leadership diagnostic
1. Staff survey analysis
2. Leadership behaviours survey
3. Board interviews

1st Dec 2017

Completed - This will be continued from an OD
perspective on generic leadership and
management. L&D will continue this in the
apprenticeships and clinical development
Completed These are being rolled out and
monitored via G Howells. Board interviews will be
completed mid-August and Leadership
Behavioural Survey by Oct 17. Outcomes will be
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Develop single OD strategy
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designed into OD workbook and prioritised to
develop leadership skills. Analysis now being
undertaken.
Consider internal capability and resource to diagnose and deliver leadership

1st Dec 2017

Completed. Initially we are developing front line
staff and as change champions capacity required.
Development opportunities are being undertaken
and will continue into March 2018. External
providers have been commissioned to support
clinical workstreams and they are supporting the
leadership diagnostic through their work.
Resource needs to be restructured
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Implement the cultural and leadership programme (NHSi toolkit)

1st Dec 2017

Completed - plan being implemented and
monitored. Utilising the NHSi toolkit to conduct
the cultural diagnostic - board interviews started.
On track (2 yr. plan).The analysis is now being
undertaken.

Explore and implement appropriate leadership opportunities

1st Dec 2017

Completed OD strategy created - Diagnostic
being undertaken - this will determine leadership
priorities. Some ‘cross organisational’ leadership
offers have been made available.On track (2 yr.
plan) being monitored

Explore / research leadership healthcare model and wider leadership frameworks
available

31st Mar 2018

Completed - Will be developed as part of the OD
strategy going forward. Working with HEE to
consider leadership model. Held discussions with
HEE and consultation out until March 18 to utilise
the forward thinking leadership model.
Completed- creating an inclusion and staff
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experience strategy that incorporates leadership
and will utilise the HEE – Forward thinking
leadership. Draft to be ready by Dec 17, with plan
created for Feb 18 – completed – now out for
consultation
31st Mar 2018

Explore and develop the widening participation agenda – including the offerings
of leadership aligned with the apprenticeship levy.

31st May 2018
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WRES / WDES – ensure leadership features within the organisational equality
strategy

WRES plan created. Yassar Mohammed working
with HR to ensure compliance and plans being
implemented. Included within the regular update.
New Equality objectives being reviewed and in
accordance
MERIT.
Completed, WRES submitted and sent to Board
Apprenticeship Levy & management of team risk
paper presented to EMF. Consideration of
securing additional funding to support
management of apprenticeship levy project and
staffing. Wider consultation commenced 10.07.17.
Digital monies and identification of numbers
determined. Awaiting organisational decision as
to recommendations. This is managed through
combined L&D and OD workstreams. Work has
progressed as far as it can at present and is now
dependant on continuation of the Apprenticeship
levy. Apprenticeships will be undertaken by the
organisation and works continues through L&D to
determine opportunities. April Update- Paper
summited workforce committee to consider
development of existing staff in addition to
recruiting new apprentices.
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On Line leadership offering to be available to organisational leaders

30th April 2018

Discussions with HEE to clone the online cultural
inclusion packages. Leadership Strategy and plan
has been submitted to Executives. Proposal
shared with Workforce Committee in April. Pilot
phase commenced with administration teams in
BCPFT.

Succession planning strategy/action plan to be created.

30th June 2018

This is not the key priority at present as we
develop the OD plan Talent and succession
planning need to be developed and consider the
possibilities this provides for differing ways of
working. This has to be considered in line with
the revised Service/HR structures.
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This is being discussed in the HR and L&D work
streams in addition to OD. Correlated to the STP
priorities and LWAB task and finish groups.
The BC LWAB has generated data from ESR and
are defining the BC STP workforce profile.
Being monitored by workforce committee
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Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 Update:
The Cultural Inclusion and Staff Experience Strategy has been reviewed to BCPFT specific as it was created for TCT. This is out for consultation in
addition to a BCPFT Leadership Plan. A ‘cloned’ HEE leadership e-learning site has been created, leadership offerings have been advertised in the
areas of coaching, action learning, and mindfulness with more options to follow next month. An Engagement and Visibility plan has been created and
under implementation to strengthen the senior leadership of the organisation. As part of the staff survey plan a focus on mandatory training / leadership
will be the campaign for the next month and the organisation are being made aware of this.
February / March 2018 Update:
The TCT data has been separated and BCP specific data used to identify priorities.
A leadership visibility and engagement plan has been created and implementation commenced.
The in place leadership bid monies will continue to be used to offer and develop leaders in action learning, mindfulnesss, courageous conversations and
coaching.
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Access to HEE’s online platform will also be available and this will formulate part of the immediate leadership offering.
Clinical leadership continues to progress via the career pathways meetings and Band 7 development programme.
Access to HEE’s online platform will also be available and this will formulate part of the immediate leadership offering.
Clinical leadership continues to progress via the career pathways meetings and Band 7 development programme.
Diagnostics have commenced and 3 completed. – Analysis is being undertaken and this will determine what the leadership priorities should be and
subsequently designed into the OD workbook and plans over a period of 2 years plus.
TCT is offering a combined leadership programme over the next few months delivered by existing BCHC colleagues. This programme is limited but is
still available.
The cultural assessments as part of the TCT work are commencing from May 2017 onwards. Each of the assessments is measured consistently against
set criteria. Board interviews are planned; which question the leadership and cultural will take place from June 17 onwards; An organisation wide
leadership behavioural survey will also commence from June 2017. The Survey has been completed and analysis continues, the outcome /outputs will be
incorporated into the OD workbook and monitored accordingly. The analysis is being undertaken and a leadership visibility plan and leadership
‘compact’ development has commenced.
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External leadership opportunities continue to be undertaken across the organisation.
HR has developed and is delivering a suite of ‘management / leadership sessions relating to policy and procedures.
Appraisals are being conducted across the organisation – ambition for completion by end of June. This has been completed and appraisals closed.
Appraisal season once again open for 2018.
Some limitation of HEE introducing National leadership standards, we are currently part of the consultation and we will run our program alongside the
national agenda to ensure compliance with standards when released on the 1st April 2018.
December/January – Leadership diagnostic is now complete and analysis is currently being undertaken. A leadership compact is being developed as
part of TCT. An BCP leadership (and TCT ) visibility plan has been develop and will be implemented over the next 3 months. The staff survey results
have been released and leaders will be updated on the most prevalent issues relating to organisational leadership.
Review of internal capability and resources to diagnose and deliver leadership has also been completed. The resource needs to be restructured as part
of TCT to ensure the offer is broadened.
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Analysis is currently being undertaken for Cultural and Leadership Programme as part of the NHSI toolkit.
Exploration and implementation of appropriate leadership opportunities will be continual as we move into TCT in order to drive continual improvement
and development.
An internal leadership catalogue is being developed – ready by March 31st
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Strategic Objective

We will involve and listen to patients, carers and family’s experience to continually improve services we provide.

Risk Appetite
Statement
If patients and carers do not identify with the organisation they may disengage from providing feedback which could
lead to loss of quality, income and services

Risk ID3 – Datix 678

Executive Lead: Joyce Fletcher

Controls:

Internal Audit
Assurance Reviews:

FFT survey process
Patient survey workflow across divisions
Patient Experience and Involvement of Communications
Patient and Carer user groups established
MERIT recovery work stream
PEIE group (monthly)
Established complaints/concern management process links with wider patient experience agenda
Reports to Quality and Safety Steering Group (Monthly) with subgroup managing exceptions
Patient Engagement Involvement, Experience (PEIE) key priorities interim (April – October 2017).
Improving consistency of approach across all Divisions
Need to Strengthen FFT process
Developing Trust wide feedback monitoring system
Stakeholder quality review visits
Health Watch scrutiny/reporting
CQC inspection , October 2016
Recovery College report/support to Trust
Reports to Quality and Safety Steering Group (Monthly) with subgroup managing exceptions
National Patient survey
Patient Story to Board
Limited assurance on effectiveness of controls
No systematic evaluation of service transformation
No planned internal audit review
Date Added:
None planned
17th May 2017

Initial Risk Rating
Current Risk Rating

Likelihood
3(Possible)
3(Possible)
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:

Target Risk Rating
1(Rare)
Committee where Risk is Monitored:

Consequence
3(Moderate)
3(Moderate)

Main Manager: Judy McDonald

Risk Rating

3(Moderate)
Quality and Safety Steering Group

Progress
9
9



Next Review Date:
30th April 2018
Rating History




3
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Actions
Action

Due Date
st

Progress Update at Quarter

31 Jul 2017

Completed- New process launched on the intranet. Mechanism to ensure sufficient
supplies of forms and ensure visibility of PALs boxes across the trust in place

Ensure improvement engagement with the
divisional patient experience leads

31st Jan 2018

Complete. Greater support/focus to the divisions by the Patient experience team.
Patient experience continues to engage with heads of nursing/ and other clinical
leaders. Patient experience output now integrated into divisional Q&S reports.
Strategic approach to reporting on patient experience continues to develop. Patient
experience lead continues to attend DMB's and Q&S groups to regularly report on
patient engagement and experience. The patient experience lead has now been
added for regular attendance on all professional board meetings (Nursing Board,
AHP Board, Psychology Board and Clinical Effectivness Groups).

Launch of Asset Management tool in support
of co-production model

31st Jan 2018

PEIE refresh to be explored

31st May 2018

Completed-.Tools in place, final development work by the software development
team continues. tool will now be ready for launch at the end of January. Tool now in
operation.
Review of team structures continues

Feedback mechanism for ‘you said, we did’
and FFT outcomes to front line staff

31st May 2018

Reporting mechanisms in place for collating all concerns, compliments and
complaints into one template for review by heads of nursing.
Patient Experience Manger continues to liaise with the Head of Nursing for
LD/Children’s to consider effective mechanisms for these divisions. Matron and
ward managers are also engaged to continue making improvement in data
collection and feedback approaches. Deadline extended due to staff sickness.

ReQoL rollout as part of recovery work
stream to be completed

31stJuly 2018

The use of data currently being collated for the first wave of ReQoL will be
evaluated to review processes and pathways before implementation into second
wave teams. ReQoL will be embedded into evaluation of courses for all students
attending the Recovery College. Need to Continue to embed a recovery and safety
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FFT process to be reviewed and relaunched
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focus into the ongoing review of CPA, care planning and assessment paperwork
and processes across all services within the mental health directorate. Thus
providing the focus for the 2018/19 Quality Improvement Priority: ‘To promote the
formulation of personalised, recovery focused care plans for adults accessing
BCPFT services in the Mental Health Division.’With further action needed to
develop and lobby for electronic data collection systems which support the use of
ReQoL in clinical practice.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 update:
Consistent process in place for collecting feedback with single a branding, asset management tool developed, next steps are to pilot within a service area
whilst looking to incorporate key lines of enquiry for Care Quality Commission.
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Plan of action:
 To focus on improving data collection from all services
 To develop crib sheet for managers/team leads so teach them how to access all the service feedback for their teams – compliments, comments,
concerns and complaints.
 To encourage teams to develop their own regular forums for looking at feedback for their teams and feeding improvements made into the clinical
effectiveness groups.
Sources of data collection:
 Tell Us How We Did – forms
 Concerns and Complaints Leaflets
 Web based ‘Tell Us How We Did’ form.
 Cards or messages
 Verbal compliments/comments/suggestions/concerns/complaints
Work is well underway to capture when and where Pals feedback forms are given out in each services patient journey.
We have received a significant increase in the number of forms the PEI team are receiving and are utilising extra admin hours as a result to process the
data. This means that teams are on board with this process.
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March 2018 update:
Consistent process in place for collecting feedback with single a branding, asset management tool developed , next steps are to pilot within a service
area whilst looking to incorporate key lines of enquiry for Care Quality Commission.
Plan of action - piloting for both Dale and Brook Wards:
 To focus on improving data collection from both wards on compliments/suggestions and concerns
 To focus on improving feedback on data collected back to wards to look at doing more of what’s working as well as looking at making suggested
improvements to service delivery.
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Sources of data collection:
 Patient Meeting minutes – ‘round of thanks’ (compliments) ‘round of suggestions’ (suggestions!)
 Safe ward wall – farewells/thanks/feedback
 Cards or messages
 Verbal compliments/comments/suggestions/concerns/complaints
 PALS/FFT feedback forms.
The Process:
Collection:
 Give out PALS information leaflets on admission and FFT/PALS forms on review and discharge
 Give all compliments/suggestions/concerns to Ward Clerk to feedback to PEI – via Datix or PEI in box.
Feedback:
 PEI/Matron/Service manager to meet monthly to review all complaints/compliments/suggestions/concerns and to:
o Produce a report on key themes and actions for Divisional Q&S
o Produce clear communication for wards with feedback from compliments/FFT figures/suggestions/concerns and complaints
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Strategic Objective

Attract and retain a well-trained, diverse, flexible, empowered and valued workforce.

Risk Appetite
Statement
If we do not retain and recruit enough and the right skilled staff we cannot create a culture that delivers high quality safe,
effective, caring and responsive services

Risk ID7 – Datix 327

Executive Lead: Judy Griffiths

Controls:

Recruitment & Retention Policy & Procedures;
Vacancy Control Procedures; includes weekly review of Corporate Vacancies by HR and Finance
Staff Forum - Monthly;
Workforce Committee - Monthly
Performance and Programme Management Board - Monthly
Monitoring of Mandatory Training Programme against KPIs - Monthly
Monitoring Sickness Absence against KPIs – Monthly
Weekly review of Corporate Vacancies by HR/Finance Executives;
Recruitment Database and time to hire monitoring.
Leadership and Engagement Plan
Leavers report
Cultural Inclusion and Staff Experience Strategy
Leadership plan
Recruitment and Retention Strategy
Overarching workforce plan
Systems not consistent in their measuring of actual vacancies versus establishment ESR/Finance
Reports to Divisional Management Boards(Monthly);
Reports to Quality & Safety Committee (Two Monthly)
Reports to Board of Directors (Monthly);
Friend & Family surveys
Managers
Internal Audit Programme
Staff satisfaction survey (Feb 2016)
Confirm and Challenge Recovery Plans
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Michelle Heeley, Jenni Carr Smith and Jacqui MillerDemirovska

Long term Workforce Plan, Internal Audit Review and workforce milestones
ESR Annual Leave Audit and Recruitment Audit currently being completed
in April 2018

Date Added:
October 2014

Next Review Date:
30th April 2018

Page 15 of 41

Likelihood
Initial Risk Rating
5(Almost Certain)
Current Risk Rating
3(Possible)
Target Risk Rating
3(Possible)
Committee where Risk is Monitored:
Actions

Consequence
Risk Rating
20
4(Major)
12
4(Major)
12
4(Major)
Quality and Safety Committee

Action

Due Date
th

Progress



Rating History


Progress Update at Quarter

30 Jun 2017

Completed - Rollout of Time to Hire KPI complete

30th Jun 2017

Completed - Program withdrawn following closure of Ridge Hill

Home growing, HCSW progress

30th Jun 2017

Completed – ongoing piece of work through the apprenticeship
scheme.
Completed – Work now continues through the MERIT partnership
agenda.
Completed
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Reviewed the recruitment process for 8wk target, with full
implementation of recruitment database and better reporting
Appropriate offer of jobs to students/ apprentices

Develop stronger links to University (ies)

30th Sep 2017

New approaches being taken to advertising and open days
programme and measurements. Working closer with clinical
services, bank and agency staff
Development of recruitment campaign – Joint recruitment
campaign with Merit – Geography/ approach/ innovative

30th Sep 2017

Organisational Development (Shaping our Future) Plan

30th Sep 2017

Cultural Alignment programme

30th Sep 2017

30th Sep 2017

Completed - Progress being undertaken through the MERIT
partnership agenda
Completed - An organisational development plan has been created
that covers business as usual Reported into QSRG (Quality Risk and
Governance committee) as well as continual business cycle to
include staff survey and WRES.
Completed - This programme has now merged into the wider OD
plan - the specific cultural alignment that commenced has ceased
and has converted into differing elements. The NHSi tool kit is being
used as part of the diagnostic to formulate the OD plan. This will be
monitored and governed by Int. Board and QRGC in the new
organisation.
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31st Jan 2018

Developed approach to management of career pathways,
Apprenticeship Levy, Team Leader Development Programme

30th April 2018

Electronic DBS implementation

30th April 2018

The first cohort are on track TNA steering Group. . These are both
monthly meetings. There is a shared approach currently in place for
this Programme of work This will also include a decision on future
cohorts of TNAs as part of the workforce planning.
The career pathways group has commenced work on the ward
manager development Programme which will later extent to all team
leaders. Aligned to NHS I retention plan
PID being submitted to Gateway in April 2018

Strategic HR work plan developed for 2018/2019

30th April 2018

Draft plan developed, to be finalised in April 2018

Implement HR strategy with key focus on recruitment and
retention and staff health and wellbeing
Secondments into hard to reach areas such as PICU and
community

31st July 2018

Strategy being developed

31st July 2018

Policy Review

30th March
2019

Development of a rotation program continues, new community
preceptorship in place with discussions on revised shift panned
considered through the urgent care board in Mental Health
Full policy review initiated with plan being established with review of
all expected throughout 2018/19.

Increased presence at recruitment events

Ongoing
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Second follower wave pilot- National pilot program to develop
new roles

HR team increased presence at a schedule of recruitment eventsaligned to HR strategy.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 update:
Time to hire continues to show improvement, , however remains slightly above the KPI for March 2018 at 56 working days. LD & MH Divisions have
achieved compliance against the KPI in March 2018. With the implementation of the Performance and Programme Management Board (PPMB)
approach, recovery plans are prepared where Divisions exceed the time to hire and vacancy rate KPIs to ensure a targeted approach to improve
recruitment and retention. Risk reviewed in the absence of TCT. TOR for Workforce Committee and planning process being revised throughout Q1
2018/19
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March 2018 update:
Time to hire has shown a continued improvement, however remains above the KPI of 55 days. With the implementation of the Performance and
Programme Management Board (PPMB) approach, recovery plans are prepared where Divisions exceed the time to hire and vacancy rate KPIs to
ensure a targeted approach to improve recruitment and retention. Risk reviewed in the absence of TCT. TOR for Workforce Committee and planning
process being revised throughout Q1 2018/19
Recruitment and Selection training was delivered to managers during September 2017 to support further reductions in time to hire. In addition, the Trust
continues to ensure regular attendance at recruitment fairs to widen the pool of potential applicants. Joint work programme continues through MERIT.
The Staff satisfaction survey results for 2017 have been submitted and results will be available for comparison in January. Scheduled review of action
plan in relation to recruitment is due to take place within the next quarter. The Internal audit review has been linked to Time to Hire was completed,
compliance to this KPI has improved with a revised KPI to 11 weeks or 55 WDs.
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Strategic Objective

Attract and retain a well-trained, diverse, flexible, empowered and valued workforce.

Risk Appetite
Statement
If we do not ensure that staff are engaged, supported and whose health and wellbeing is maintained, then there is a risk that this
will impact on the quality and financial/performance goals of the Organisation.

Risk ID8 – Datix 332

Executive Lead: Judy Griffiths

Controls:

Vacancy control procedures
Bank and agency staff management
HR strategies and policies
Workforce Committee
Managing attendance policy
HR Business Partnership work
Sickness/absence reports through line management, performance meetings and Trust Board
Occupational Health Service
Staff support Service
Health & Well Being Strategy in place including the Intranet Page
Gateways process
Leaver questionnaire
Annual feedback report from Staff Support Service
Staff survey action plan
Starter questionnaires : measures
Predictability & planning of future workforce
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:
Initial Risk Rating

Main Manager: Michelle Heeley & Jenni Carr-Smith

Reports to Quality & Safety Committee (Two Monthly)
HR Business Partners monitor and review action plan
Internal Audit reviews (2016)
Balance score card
Occupational Health Service bi-monthly meeting
Limited evidence of deliveries against yearly staff survey results

Reports to Board of Directors (Monthly)
ESR – Manager self-service for sickness
Internal Audit 2017
Performance report to Board
Annual report from staff support

Sickness Absence management audit completed April 2017 to be repeated
between April and June 2018
Likelihood
Consequence
Risk Rating
4 (Likely)
4 (Major)
16

Current Risk Rating
4 (Likely)
Target Risk Rating
4 (Likely)
Committee where Risk is Monitored:

3 (Moderate)
3 (Moderate)
Quality and Safety Committee

Date Added:
October 2014
Progress



Next Review Date:
30th April 2018
Rating History


12
12
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Actions
Action
Review of sickness absence management policy

Due Date

Progress Update at Quarter

st

Completed - revised policy to be considered

th

Completed - Strategy in place with board report
submission in July
Completed – Contract to be finalised with Sport
England. Successfully won bid - plan to be set up to
implement wellbeing initiatives
Completed – There is now an annual report provided
by Staff Support Services which includes feedback
on all contacts and activity. Occupational Health
Service also meets at least bi-monthly to discuss any
operational issues – this is monitored by BCPFT as
they are an external provider.
Completed – training developed and dates set
throughout 2018. First session being delivered in
April 2018
Revisions to existing policy made with staff side
consideration in May 2018
1st Draft being presenting to workforce committee in
July 2018
Current contract to be extended until March 2019,
full procurement planned for completion April 2019.

31 Mar 2017

Strategy/action plan to improve the Health and Wellbeing of staff being fully
implemented

30 Apr 2017

Submission of bid to Sport England for £10,000 to support staff health and
wellbeing initiatives

30th Nov 2017

Report on access to Staff Support Services and Occupational Health
Services aligned to Health and Wellbeing of staff at band level

31st Dec 2017

Page 40

Delivery of HR Toolkit training for sickness absence and staff health and
wellbeing

31st March 2018

Review of Sickness Policy

31st May 2018

Implement HR strategy with key focus on recruitment and retention and
staff health and wellbeing

31st July 2018

Review of the Occupational Health( OH) Service Provision

31st Sept 2018

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 Update:
Sickness has shown a significant decrease in March 2018 with overall Trust sickness totalling 4.69% against a KPI of 4.5%. There is still a key focus on
sickness absence and staff health and wellbeing, with HR toolkit training launched in April 2018 which will support managers with sickness absence
management and improving staff health and wellbeing. This training will provide targeted support in relation to staff mental health and wellbeing as this
continues to be the main reason for long-term sickness.
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March 2018 Update:
Senior HR team revisiting the provision of OH going forward and aligned to revised strategy with the risk reviewed in full to account for the additional
actions not implemented in the absence of TCT.
A significant amount of work has been undertaken across the Trust in respect of Staff Health and Wellbeing in order to continue to progress the
implementation of the Health and Wellbeing Strategy. The Health and Wellbeing Group continues to take place on a bi-monthly basis with management,
clinical and staff side attendance to ensure that the programme of work maintains pace. Various initiatives are being offered across the Trust to support
staff in improving their health and wellbeing, including physical exercise classes, staff support workshops and health eating campaigns. Further work
continues to expand the range of initiatives available to staff.
There is now an annual report provided by Staff Support Services which includes feedback on all contacts and activity. Occupational Health Service also
meets at least bi-monthly to discuss any operational issues – this is monitored by BCPFT as they are an external provider. This closes the gap previously
identified in controls.
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Strategic Objective

Resources will be used effectively, innovatively and in a sustainable manner.

Risk Appetite
Statement
If we are unable to develop a culture of transformation, it will not support delivery of quality or cost effective solutions

Risk ID9 – Datix 211

Executive Lead: Jo Cadman

Controls:

Financial Plan
Operational Plan
Service Delivery Plans to monitor performance at team level
Workshops to identify potential schemes
Standing Financial Instructions
Scheme of Delegation
Financial governance arrangements
Financial procedures
Cost Improvement Programme performance reporting
Annual budget and plan
Budgetary Control policy
Enhanced Project Management Office
Good ideas process established
Use of balance sheet flexibilities to address shortfall
Identify additional business opportunities
Regular review of downside scenario plans
Service Line Management
Operational and Clinical ownership
Quality Impact Assessments
Performance reporting
Plans to deliver CIP recurrently
Strategic Trust wide transformational approach to longer term efficiency plans
Reports to Finance & Investment Committee (Monthly)
Reports to Board(Monthly)
Reports to Management Board (Monthly)
CQC Inspection (October 2016)
Monitor investigation (Apr 2016)
Internal Audit review (2017)
Lack of quality benchmarking and comparative data
Benefits realisation, return on investment (ROI)
Date Added:
Next Review Date:
In the 17-18 Internal Audit Plan
April 2014
30th April 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
16

4 (Likely)
4 (Major)

16

4 (Likely)
4 (Major)
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:
Initial Risk Rating
Current Risk Rating

Target Risk Rating
2 (Unlikely)
Committee where Risk is Monitored:

Main Manager: Jo Treacy

4 (Major)
Finance and Investment Committee

8
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Actions
Action

Due Date

Progress Update at Quarter

1 Apr 2017

Completed – Gateway process in now live for all Divisions

Implement early planning process to develop plans for 2018/19
and beyond

30th Sep 2017

Identification of additional business opportunities

1st Oct 2017

Completed - Gateway 1 dates in place planned to take place during
October and November, significant planning jointly between Ops
and PMO;
Completed – agreed process to review, capture and
manage new business opportunities – assessed for strategic,
operational and financial fit for approval through EMF to commit
resources to explore further;
Reports to management board and other committees to provide an
opportunity for operational/corporate leads to identify further
opportunities
On-going – strengthen business partnering approach from PMO
team regularly reviewing benchmarking data to identify
opportunities for working differently
Completed –PMO teams will meet in Oct/Nov to plan forward
consistent strategy (see below). Launched and plan to refocus
based in quality improvement
Reinvigorate good ideas approach through development of
workshops, drop ins and business partnering with Divisions
(including Corporate areas)
Completed – significant efforts to align Directors perspectives and
agree approach (i.e. financial reporting aligned to PMO and Ops
understanding). Fortnightly meetings will support this agreed
approach.
Amended reporting to focus on recurrent schemes as key to adjust
the culture.
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Establish new Gateway process for determining CIP’s

st

Benchmarking to generate future ideas

30th April
2018

Good ideas approach to be expanded

30th April
2018

Strengthen reporting and process to focus on recurrent schemes

1st Nov 2017
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Gateway 1 panels to be completed

20th Nov 2017

Completed - Gateway 1 panels have taken place in Nov/Dec 17.

Challenge recurring CIPS

20th Nov 2017

Completed for 17/18 -until recurrent schemes are fully in place the
Gateway panels will continue to challenge for recurrent delivery.
The panel will need to consider an alternative plan if Divisions are
unable to identify sufficient opportunities. Additional challenge in
ops to transfer non-recurrent schemes to recurrent where possible

Reporting & monitoring process to be reviewed and strengthened 30th April
Ongoing- Team review underway & priorities to be aligned to
2018 revised process within 6 weeks.
to replace Aspyre system
implementing

Agree strategy to strengthen the quality improvement approach to
deliver efficiencies
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Gateway 2 & 3 panels to be arranged for the 2018/19 cycle of
business

30th April
2018

31st March
2018

30th Mar 2018
Maintain close management of the financial position to identify
key variance drivers and enable managers to take remedial setting to

Explore opportunities to strengthen the clinical ownership of ideas.
Share Mersey Care approach with schemes led by Medical
Director. Explore how ownership can be shared & supported across
all Executive team.Develop programme of transformation sessions
to consider innovative ideas; Develop communication programme
to support; Agree sessions at Leadership for Quality events
Completed- All Gateway II panels have been rearranged during
March; Sessions will be scheduled in full for next financial year.
Completed for 17/18 -CIPs to be identified and removed at budget
Simplify the process and provide greater assurance on delivery in
year and more opportunity to develop transformational schemes
during the financial year rather than trying to convert non-recurrent
Schemes to recurrent schemes.

Use of independent review to identify detailed transformational
plans

30th Mar 2018

Completed - Newton Europe have completed an opportunity
assessment across the Mental Health services and presented the
findings at EMF and Management Board during December 17. The
Mental Health Division are in the process of developing business

Page 24 of 41

case to transform and redesign the Mental Health services
supported by Newton Europe. Newton Europe are also in dialogue
with DWMHT re: completing an opportunity assessment which will
support the development and delivery of the Mental Health work
stream plan.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 update:
Gateway 2 panels have taken place in March for all clinical divisions and 18/19 CIP schemes have been presented to panel. A corporate Gateway panel
is scheduled for 27th April 2018. There is still a clear gap in recurrent plans and this will remain a key priority for April and May.
A full gateway panel schedule has been developed and Gateway panels are scheduled for the remainder of the 18/19 financial year. Gateway and PMO
documentation is being reviewed along with the reporting and monitoring process for 18/19.
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March 2018 Update – Gateway 2 panels have been completed and the remainder planned weekly during March due to the transfer to BCPFT only
panels. There is still a clear gap in recurrent plans will be a key priority for March and April.
Newton Europe have completed an opportunity assessment across the Mental Health services and presented the findings at EMF and Management
Board during December 17
There has been significant work on strengthening the approach to delivery of recurrent CIPs – reporting has been amended to support the change in
culture to consider only recurrent schemes as viable, whilst contingency may be supported through non-recurrent actions. Gateway panels have
encouraged CIPs to be owned by all Executive Directors, a shift to be led by clinical leaders should be encouraged and will be developed as we move
forward through TCT.

Whilst there has been significant work in strengthening the recurrent approach to CIP delivery there continue to be gaps in the proportion of schemes
that are delivered recurrently, The recent dissolution of TCT has caused a delay in the development of recurrent plans for BCPFT in isolation as a
number of schemes were predicated on the benefits of working in partnership. Alternative approaches are now being developed, however, this will have
invariably resulted in a delay to delivery during 2018/19. There are still further opportunities to develop schemes in partnership, particularly building on
the work developed with Dudley & Walsall Mental Health Partnership Trust for Mental Health services and alternative back-office schemes.
December/ January – Gateway 1 panels completed
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Strategic Objective

Resources will be used effectively, innovatively and in a sustainable manner.

Risk Appetite
Statement
Risk Description

If we are unable to measure performance effectively it will lead to poor decision making and a risk of being unsustainable.

Risk ID10 – Datix 685

Executive Lead: Paul Assinder

Controls:

Monthly reporting to divisions on contract targets
Activity Working Group
Data warehouse and information reporting tool (i.e. Business Objects).
Proactive and regular reporting of data quality to divisional teams
Automated performance management tool
Standardised data recording, calculating and reporting via a data warehouse and information reporting tool
No automated performance management tool to enhance current warehouse and reporting tool to assist with the standardised
data recording and reporting.
Data Quality policy audit
Standing operating procedures for recording if patient information within timelines , completeness and accuracy
IG Steering Group
Engagement with Newton Europe to scope efficiency opportunity in key areas of the business.
Activity Working Group
Benchmarking data, benefits realisation – ROI
Trust wide strategic transformational approach to measure performance
Date Added:
Next Review Date:
None planned
April 2017
30th April 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
16


4(Likely)
4(Major)

Gaps in controls:
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Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:
Initial Risk Rating

Current Risk Rating
4(Likely)
Target Risk Rating
3(Possible)
Committee where Risk is Monitored:

Main Manager: Hywel Morris

4(Major)
4(Major)
Finance and Investment Committee

16
12
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Actions
Action

Due Date

Ensure KPI definitions and performance against them is understood
across services.

30th April 2018

Progress Update at Quarter
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Meetings with Executive Directors and divisional directors
to review Trust and divisional scorecards for 2018/19 have
been undertaken. Definitions, targets and trajectories are
being agreed in preparation for reporting April data.
th
30 June 2018
Develop DQ action plan to address areas of improvement and consult
Members of Activity Working Group have been requested
within working group
to list quality issues for inclusion in the 2018/19 DQ Action
Plan
th
30 June 2018
Scope data warehouse development
Initial meetings have been organised between Business
Intelligence and IT Development to discuss possible
solutions
30th June 2018
Scope use of performance tool
Initial meetings have been organised between Business
Intelligence and IT Development to discuss possible
solutions
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
March/April 2018 Update:
The above actions have been revised in light of the decision not to progress with TCT. Plans to reduce the risk will develop as the strategic direction of
the Trust becomes clearer.
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Strategic Objective

Resources will be used effectively, innovatively and in a sustainable manner.

Risk Appetite
Statement
If we are unable to deliver and develop strategic partnerships there is a risk to sustainability and the quality of care

Risk ID11 – Datix 648

Executive Lead: Jo Cadman

Controls:

Strategic Programme reports at Board and management board
Executive attendance at Dudley Partnership Board
Engagement in Dudley MCP procurement exercise
Dudley CCG have committed to initial sub-contracting of LD services to maintain BCPFT economy of scale
Agreement of MERIT continuation and reporting through Strategic Programme reports
Executive Director attendance at Merit Steering Group Board CEO and Medical Director.
Membership on Wolverhampton Systems Board, and estates forums
No proactive development of future strategic partners through effective stakeholder engagement strategies (stakeholder strategy
& plan in development)
Reports to Board of Directors,(Monthly)
Management board and Finance & Investment committee (Monthly)
Deloitte’s MCP Risk Review (Q4 16/17)
NED Assurance Group
Reports to Executive Management Forum (EMF) monthly
No identified gaps at this time
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:
Initial Risk Rating
Current Risk Rating

Main Manager: Jo Cadman

None Planned
Likelihood
4 (Likely)
4 (Likely)

Target Risk Rating
3 (Possible)
Committee where Risk is Monitored:

Consequence
4 (Major)
4 (Major)

Risk Rating
16
16

4 (Major)
Board of Directors

12

Date Added:
June 2015
Progress

Next Review Date:
30th April 2018
Rating History
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Actions
Action

Due Date
th

Progress Update at Quarter

30 Jun 2017

Completed - Board of Directors have approved a strategic
partnership response to PQQ with Primary Care and Dudley Group
of Hospitals. Board have agreed that at PQQ stage BCPFT interest
will be that of a sub-contractor to BCHC.

30th April 2018

Board Strategy Day to review existing partnerships and strategies
with all partners. Revised BCPFT strategy needs to be formulated
and fully understood

Local project team to be established to develop Trust Strategy
for Dudley MCP response.

30th Jun 2017

Completed - Project team established, with BCHC as lead across
MCP partnership.

Stakeholder engagement plan to be developed

30th Jun 2017

Draft to be developed to share at Board Strategy session on 28th
March 2018

Tender Websites regularly checked to keep appraised of any
procurement opportunities

30th Jun 2017

Re introduce process and introduce as on-going PMO function.

Updated value proposition to Board (March 1st 2017)

30th Jun 2017

Completed

Develop an internal MERIT group - A steering group with
membership partners developed to manage the MERIT
programme

30th Jun 2017

Completed - Meetings planned with Dudley & Walsall Executives and
Program Director for Walsall

Consolidated reporting of strategic programmes to Management
Board

30th April 2018

Further refresh required. Reports to be shared at management board
on a monthly basis in Integrated Programme Status Report.

Strategy for approach to MCP to be agreed by Board
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Develop and agree approach to Wolverhampton Accountable
Care System identified at Wolverhampton Health and Wellbeing
Board on 18th October 2017

30th Jan 2018

Lesley Writtle is currently writing a paper for the end of January
Board on Wolverhampton Accountable Care System plans.
Engagement with senior leads of Wolverhampton CCG has taken
place. BCP is a member of the Wolverhampton Systems Board (&
planning officers group) which will adapt into the accountable care
systems Board. This links to the Wolverhampton Local Estates
Forum work that the Trust is already engaged in.

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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March /April 2018 Update:
The dissolution of TCT has had a significant impact on all strategic plans, and therefore there is significant work to complete over the coming months to
ensure that BCPFT has a sustainable strategy moving forward.
Key actions to develop the strategy are as follows:
 Complete stakeholder mapping exercise and identify effective strategies to ensure BCPFT is engaged at the appropriate level with all current and
potential strategic partners, this will include planned representation and deputies at all key strategic forums
 Refresh of strategic priorities has taken place, which will feed into the Board strategy day on 28th March 2018
 Regular sharing and updating of information regarding strategic partnerships to ensure considered in local Divisional strategies & plans
 Strategic updates will be provided to management board monthly
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Strategic Objective

Resources will be used effectively, innovatively and in a sustainable manner.

Risk Appetite
Statement
If the Trust cannot generate surplus cash it will be unsustainable and risk the delivery of quality services.

Risk ID12 – Datix 442

Executive Lead: Paul Assinder

Controls:

Financial Plan
Standing Financial Instructions
Financial governance arrangements
Cash flow monitoring
Debtor management
Annual budget and plan
Monthly Cash Meetings
Service Delivery Plans to monitor performance at team level
Workshops to identify potential schemes
Cost Improvement Programme performance reporting
Use of balance sheet flexibilities to address shortfall
Cash draw down/Loan Facility
Agreed capital plan for dealing with identified clinical risk estates issues
Reports to Finance & Investment Committee ( Monthly)
Reports to Board (Monthly)
Monitor investigation (Apr 2016)
Internal Audit reviews (2017 and 2018)
Working Capital Review- Grant Thornton (June 2017)
NHSI support confirmed following TCT termination (27th February 2018)
Planned internal assurance review and benchmarking data
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Angus Hughes

None Planned

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
3 (Possible)
Target Risk Rating
3 (Possible)
Committee where Risk is Monitored:

Consequence
Risk Rating
16
4 (Major)
12
4 (Major)
9
3 (Moderate)
Finance and Investment Committee

Operational Plan
Budgetary Control policy
Financial procedures
Scheme of Delegation
Creditor management
Capital programme management
Regular review of downside scenario plans
Identify additional business opportunities
Good ideas process established
Enhanced Project Management Office
CIP gap and underperformance analysis
Quarterly NHSI Updates (October 2017)
Established Capital Review Group (April 2017)
CQC Inspection (October 2016)
External Audit opinion (May 2017)

Date Added:
Next Review Date:
June 2015
30th April 2018
Progress
Rating History
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Actions
Due Date

Progress Update at Quarter

Establish new Gateway process for determining CIP’s

1st April 2017

Completed - in effect

Manage payments to creditors. Ensure all payments within
reasonable timeframes within available cash balances.
Identify additional business opportunities.
Implemented daily cash forecasting on 12 month rolling basis

31st Oct 2017

Completed - Statement reconciliations are regularly completed.
No immediate cash pressures.

31st Oct 2017

Completed and ongoing

Fortnightly cash meetings- monthly grip and control

31st Oct 2017

Potential intercompany loan through business case with providers
being considered

31st Oct 2017

Proactive discussions with key stakeholders on cash management
arrangements, and establishment of loan facility

31st Oct 2017

Completed and ongoing - Review of accounts payable and credit
control processes and actions
Completed and ongoing - Current Modelling suggests cash flow
can be managed until merger completes
Completed and ongoing - Current Modelling suggests cash flow
can be managed until merger completes

CIP and Income risks under review

30th Mar 2018

Completed - CIP risks constantly reviewed

Benchmarking submissions made, waiting report generation.

30th Mar 2018

Maintain close management of the financial position to identify key
variance drivers and enable managers to take remedial action.

30th Mar 2018

Completed - Benchmarking returns allow us to compare our
payment profiling against sector comparatives. At this point in
time the Trust is effectively managing it's working capital through
effective credit control and management of supplier payments
Current modelling suggests cashflow can be managed positively
until merger completes

Maintain Grip and control measures.

30th Mar 2018

Use of Benchmarking analysis to determine potential CIP areas

30th Mar 2018

Continued drive to identify and implement CIP’s

30th Mar 2018
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Action

Completed and ongoing - Current modelling suggests cashflow
can be managed positively until merger completes
Completed - Benchmarking analysis undertaken for all
transformational plans
CIP Program encourages team to take local ownership
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2017/18 Annual plan being developed with revised CIP targets for
each budget area

30th Mar 2018

Annual plan being developed with revised CIP targets for each
budget area

30th Mar 2018

Completed and ongoing - Draft plan produced, CIP for each area
agreed

Completed and ongoing - Financial plans for 17/18, assumed nonrecurrent vacancy savings to mitigate effect of unidentified CIP
schemes
st
31 March
2018/19 Annual plan submitted with reported deficit, revised CIP
Financial performance will be reported monthly to F&I Committee
targets and projected cash drawdown plan
2019
and monitored against the plan. Regular interface with NHSI will
ensure that liquidity and performance is constantly reviewed and
supported.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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April 2018 Update
The 2018/19 annual plan submission now plans for cash support with effect from September 2018. A drawdown of c.£1.3m will be sufficient to fund the
full 2018/19 financial year. However, there is a potential key risk that cash funding may be required earlier if specific material uncertainties arise
(settlement of the LGPS exit fee – potential risk of £3.7m cash outflow in Q1).
March 2018 Update:
The Trust has been notified by NHSI that it will make cash borrowing available during 2018/19

Cash balances are reasonably stable and improved working capital management ensure that cash outflows are matched against inflows. Essential cash
payments are made as required ensuring business as usual continues. Developed relationships with suppliers and improved confidence in the purchase
ledger function.
Weekly payment runs continue to be monitored making sure that essential payments are made. Daily cash flow monitoring and forecasting ensures that
projected cash outflows are sufficient to meet liabilities.
December/ January - Cash balances continue to exceed plan and whilst the Trust will end up in a favourable cash position at year end, the prolonged
delay of TCT increases the risk to the continued financial sustainability of BCP. There is a cash opportunity for the Trust to benefit from an allocation of
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the NHSI STF for every £ improvement against the plan. Should the TCT delay extend into 2018/19 then the Trust will need to commence discussions
with NHSI to source additional cash funding in Quarter 1 of the next financial year.
Owing to the delay in TCT and unkown transaction date, the risk is increased due to the fact that BCPFT will continue to report a deficit and hence
reduce the cash balance it holds. The current expectation is that the Trust will run out of cash at the beginning of quarter 3 (October), and will be required
to drawdown a revolving working capital facility with NHSI. Discussions with NHSI have been held concerning this scenario, and these will continue over
the coming months to ensure that the proper controls and procedures are in place to manage the working capital facility as and when it is required. This
is currently being considered as part of the annual budget setting process
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Strategic Objective

Resources will be used effectively, innovatively and in a sustainable manner.

Risk Appetite
Statement
If the Trust does not invest in its estate, then our clinical areas may not support efficiencies in service delivery.

Risk ID 14 – Datix 204

Executive Lead: Paul Assinder

Controls:

Estate management
Service contracts
Tenancy/lease agreements
Planned Preventive Maintenance schedule
Estate terrier
Estate Strategy
Capital Programme (Annual)
Estate representative at Group Management Board
Investment & Finance committee agreed to focus capital spend 17/18 on key maintenance areas instead of strategic
developments
Programme of audits, assets register & management
No clinical strategy to influence /define an estates strategy /rationalisation plan
Capital funding may be insufficient for requirements
Reports to Finance & Investment Committee (Monthly)
Reports to Board (Monthly)
Reports to Quality & Safety Committee (Two Monthly)
Internal Audit
CQC Inspection (Oct 2016)
PLACE visits (Annually)
PLACE Assessments (Annually)
Board to Ward Visits
Complex challenge in estate management of “older” infrastructure
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Sophie Wray

In the Internal Audit Plan 17-18

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
2 (Likely)
Committee where Risk is Monitored:

Consequence
Risk Rating
4 (Major)
16
4 (Major)
16
4 (Major)
8
Quality and Safety Committee

Date Added:
April 2014
Progress


Next Review Date:
30th April 2018
Rating History
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Actions
Action

Due Date

Progress Update at Quarter

Regular review of capital programme in partnership with clinical and
Divisional leads

30th Jun 2017

Mock inspections by Board of Directors/KLOE visits

30th Jun 2017

Completed- Capital Programe review continues on a
monthly basis
Completed- Schedule of Reviews in place

Head of Estates improved links with Divisional management to identify
area of risk

2nd Oct 2017

Completed- Estates representative at Management
Board
st
31 May 2018
Rationalisation of estate as part of Estates Strategy to ensure most
Awaiting Clinical Strategy, to inform a combined estates
effective use of capital
strategy and associated rationalisation plan, Due date for
review post TCT
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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March/April 2018 UpdateUntil we have a clinical strategy we are effectively unable to develop a supportive estates strategy. Therefore it is unclear whether we have access to
sufficient capital or not. Until we have completed this work, the risk remains that we cannot generate sufficient capital funds internally to maintain our
current estate. Trust still generating depreciation and funding maintenance capital spend.
Monthly Capital Review groups to prioritise allocation of Trust Capital funds. Inadequate funds to address the existing estate. Inadequate funds to fully
mitigate the estates backlog and clinical risks. However, mitigations are in place to manage risks and the Capital Review Group monitor existing and
collate detail around new risks as they are escalated to the Group.
October - An order has been placed by all three Trusts for an Estates Strategy from an external company. The Clinical strategy will not be initiated until
post TCT, as the transaction date has now changed the due date for the actions have also been amended.
December /January- Archus have been commissioned to undertake a combined estates strategy (across TCT). Nifes have been commissioned to
undertake a 7 facet survey across the three Trusts. This will provide the Trusts with a greater understanding of the condition of its buildings and
opportunities to rationalise (subject to alignment to the new Clinical Strategy).
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Resources will be used effectively, innovatively and in a sustainable manner.

Risk Title

There is a risk that the Trust will fail to meet its statutory/regulatory duties in relation to fire safety due to inadequate estate and a
lack of compliant training and that this may result in enforcement action.

Risk Description

There is a risk that the Trust will fail to meet its statutory and regulatory requirements under the Regulatory Reform (Fire Safety)
Order 2005, and associated NHS Guidance regarding fire safety provision due to a variety of estates related issues including
damaged fire doors, lack of assurance regarding fire ‘compartmentalisation’ across the Trust estate portfolio, fire call points in
some areas are able to be tampered with by patients leading to fire alarm actuations and lack of assurance regarding fire hydrant
provision. The risk is increased due to a lack of attendance on fire safety training by clinical staff, no site-specific fire safety
training being in place and a lack of fire drills being carried out within in-patient areas.

Risk ID 17 – Datix

Executive Lead: Joyce Fletcher

Controls:

Estate Management - six monthly inspections of premises including fire doors. Doors which are beyond repair are being
prioritised for capital Spend 17/18 and 18/19. Planned Preventive Maintenance schedule shows 100% compliance. Capital
Programme to rectify issues on a priority basis. Investment & Finance committee agreed to focus capital spend 17/18 on key
maintenance areas instead of strategic developments. Revised Mandatory Face – Face Fire Training to all Trust Staff, Mandatory
Fire E- Learning Every other year (Non Clinical Staff). Emergency Routes. Reporting to Management Board
Capital funding insufficient for requirements. Monies for replacement works that do not meet criteria for Capital Funding.
Maintenance and replacement programme not robust. One Fire Trainer across Trust. E-Learning non-compliant with Fire
Training for in-patient staff. Staff DNA training. Lack of site-specific fire safety training for in-patient areas. Non adherence to
ensuring Emergency Routes are clear (Edward Street & Penn)
Representative at Group Management Board. Reports to Health & Safety Committee. Escalation reports to Quality & Safety
Committee. Board to Ward Visits to include Fire Safety/Training. West Midland Fire Service Inspection. Micad reporting system
Estate maintenance system (Micad) does not provide assurance level required
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Strategic Objective

Gaps in controls:

Assurances:
Gaps in Assurances:
Internal Audit
Assurance Reviews:

Likelihood
Initial Risk Rating
4 (Likely)
Current Risk Rating
4 (Likely)
Target Risk Rating
2 (Unlikely)
Committee where Risk is Monitored:

Main Manager: Brenda Tattersall

Date Added:
February 2018
Progress

Consequence
Risk Rating
4 (Major)
16
4 (Major)
16

4 (Major)
8
Health & Safety Committee and Quality and Safety Steering Group

Next Review Date:
30th April 2018
Rating History
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Actions
Monthly review of capital programme in partnership with H&S Manager /Fire
Officer
monthly

30 April 2018

30th April 2018

Head of Estates and Divisional Management and H&S Manager / Fire
Officer to identify area of risk associated with Fire Safety

30th April 2018

Compartmentalisation work to be prioritised and monitored monthly via an
Action plan

30th April 2018

Face to Face Fire training to be delivered across Trust to all in-patient staff
Yearly and every other year to all staff

30th May 2018

Fire Doors – A maintenance and replacement programme to be developed
to address the non-compliance to Fire Safety.

30th April 2018

Ensure all staff within in-patient areas undertake ‘site specific’ evacuation
training

30th May 2018
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Mock inspections by Board of Directors/KLOE visits to include Fire Safety /
Training

Due Date
Progress Update at Quarter
Risk report presented at each Capital Review Group
for updates and consideration. Emerging risks are
considered and added to the action plan that outlines
and prioritises all risk that met the criteria for inclusion.
Meeting being scheduled to discuss how Fire Safety
/Training can be incorporated into these visits
Action plan in place for monitoring via ???? that
outlines the areas of high risk.
Estates have received report on areas being
prioritised for compartmentalisation and will progress
works through the Capitol bid process.
36 Training sessions have been scheduled between
February 18 – May 18 for all in-patient staff. Noncompliance monitored via Management board and
RIG
Doors on McArthur to be repaired / replaced. Monies
have been secured for the replacement of doors at
Hallam Street Hospital.
Need to explore additional funding recurrently

Red Routes and Collapse Barriers to be installed to ensure Emergency
30th May 2018
Awaiting contractor to start works
Routes are kept clear
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
April 2018 Update:
Action plan outlining areas of high risk are being presented to Executive Committee in May 2018.
An immediate review of the Trusts Fire Training requirements is being completed and benchmarked. Recommendations/options will be presented for
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consideration.
WMFS attended 10th 2018 (follow up visit) - Recommendations are being sent to the Trust and a repeat inspection in 3 months of Trust premises.
March 2018 Update:
Action plan outlining areas of high risk being presented to Management Board in April 2018.
Number of staff requiring both Fire Response and Fire Evacuation training is 392, to date 108 (9 Sessions) staff trained in the Fire Response and 62 in
the Evacuation training (10 sessions in total).
There are still 181 staff on the register that require the Fire Response training and an further 271 that require the Evacuation training.
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Encl. 5.3

Meeting of:

Board of Directors

Date:

25th April 2018

Subject:

Report from Finance & Investment Committee held on 20th April
2018

Presented by:
Committee

Kathy McAteer, NED – Chair of Finance & Investment

Author:

Kathy McAteer, NED

Purpose:

Information and Recommendations

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.

Relationship to High Level Risks:
As identified in Risk Register
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x

Recommendation(s):
1. To note the report from the Finance & Investment Committee
2. With regard to the lack of progress in addressing high agency costs to cover
Medical posts, that the BoD request that this is given priority by the
Management Board and Workforce Committee and that an action plan is
submitted to FIC and the BoD to provide assurance going forward.
3. To improve recurring CIPs, that a vacancy factor is applied across the Trust
as a recurring saving given ongoing turnover rate, rather than using vacancy
management on a year by year non recurring basis.
4. With regard to the level of underfunding from Sandwell CCG the BoD
escalate this with the CCG and raise it with NHSI as the level of
underfunding is a major contributor to the deficit position and recurring
problems in achieving the MH CIP. It is essential that this issue is resolved
by the time the current contract ends in 2019 as the ongoing position is
unsustainable.
5. An options appraisal should be completed on the future use of both Edward
St and Hallam St hospitals, and that the previous PFI report is also revisited
to explore the options for reducing costs.
Equality & Diversity implications:

There are no implications to consider.

Regulatory and Compliance matters:
x

Monitor:

 All aspects of governance assurance

x

Care Quality
Commission:

 National patient information survey
 Information Governance Toolkit

Other:
None:

N/A
N/A

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds

Audit
Quality & Safety
Finance &
Investment
Other

N/A
None
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X

Executive Summary
A meeting of the Finance & Investment Committee was held on 20th April 2018 and
discussed the following:
1. Financial Position
The unaudited end of year deficit is £2965k, this being better than plan. There have
been no major changes to the key areas of risk which continued to be non-recurring
CIPs and adverse income for mental health and learning disabilities due to bed
occupancy levels. Agency has deteriorated to 5.3% with the main area of concern
continuing to be medical. The Committee is concerned about the lack of progress in
addressing the issue of Medical agency cover as no progress has been made and
the Committee has no assurance that there is ownership by medical leads or
evidence that successes in other areas such as nursing are being following up in the
area of medical vacancies. The Committee recommends that this is escalated to the
BoD to request that this is given priority by the Management Board and Workforce
Committee with a detailed action plan to be submitted to FIC and the BoD to provide
assurance going forward.
The end of year cash position is slightly lower than forecast due to end of year
actions taken on clearing bad debts.
2. CIP Programme:
The 2017/18 CIP was delivered to target with 49% recurrent savings. It was noted
that this is an improvement on the previous year. Post Implementation Reviews are
being completed on an exception basis. There was extensive discussion on the
2018/19 CIP programme which has a current shortfall of £2.9m though it was noted
that another 7-8 schemes are to be added. Key issues raised by the Committee
were:
1. That it is recommended to the BoD that a vacancy factor is applied across the
Trust as a recurring saving given ongoing turnover rate.
2. That there needs to a longer term transformation plan that identifies savings
(and invest to save) over a longer period. The culture needs to change from
that of an annual CIP programme that only looks at the short term to amore
sustainable long term strategy to drive out efficiencies and improvements.
3. That the issues of commissioner underfunding (as identified in the MH
Programme) are aligned to the CIP process as reducing the number of loss
making services would impact on the level of savings required.
3. Contract Negotiation
It was noted that 92% of inclome is secured in signed contracts. Wolverhampton
CCG have no verbally agreed their contract and Wolverhampton City Council debts
have now been settled. Core clinical income is slightly down from last year, nd this is
reflected in the Annual Plan.
4. MH Programme.
There was detailed discussion regarding the MH Developmenty Plan with a
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particular focus on the Bed Strategy, change of Sandwell Commissioner, Physical
Health Psychology and MH First Aid. The Committee were pleased to hear that an
agreement id being finalised with Wolverhampton CCG to enable an increase of
income for over performing beds. Two key areas of concern were identified:
1. The level of underfunding from Sandwell CCG and the constant changes in
Commissioner - a new commissioner has been appointed who is again
talking about the need for a review, which has been promised before. It is
recommended that the BoD escalate this with the CCG and raise it with NHSI
as the level of underfunding is a major contributor to the deficit position and
recurring problems in achieving the MH CIP. It is essential that this issue is
resolved by the time the current contract ends in 2019 as the ongoing position
is unsustainable.
2. The ongoing position of Edward St Hospital which is not being fully utilised
and the need for clarity on the future use of the building. Whilst recognising
the need to take into account the STP and links with Dudley & Walsall,
decisions need to be made about the future use of the building. It is
recommended to the BoD that an options appraisal needs to be completed on
the use of both Edward St and Hallam St hospitals, and that the previous PFI
report is also revisited to explore the options for reducing costs.

5. Future Investments
It was agreed that, following the termination of TCT, that the agenda needs to be
restructured to include regular reports on Investment opportunities, pipeline, and
regular updates on current developments.
6. Annual Plan
The Final Draft was noted with no major changes other than some additional text
being requested by NHSI on Quality and Workforce. Cash drawdown is likely to take
effect from September 2018.
7. High Level Risks
It was agreed that:
1) Risk 419 should be reduced but not closed – new scoring to be approved at
next meeting.
2) Risk 646 to be closed.
8. Electronic Patient Record Procurement
Proposals were approved as this is a mandatory requirement with minimal cost
implications for the next 2 years only.
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Encl. 5.4

Meeting of:

Board of Directors

Date:

25 April 2018

Subject:

Report from the Quality and Safety Meeting held on 12th April
2018

Presented by:

Joy Jeffrey, Non Executive Director

Author:

Joy Jeffrey, Non-Executive Director

Purpose:

To receive

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
None

x

Relationship to High Level Risks:

N/A

Recommendation(s):
1. To note the report from the Quality and Safety Committee Meeting held on 12th
April 2018.
2. That the Board receive a report on the recent unannounced CQC visit to a
BCPfT facility.
1
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Equality & Diversity implications:
None

Regulatory and Compliance matters:
x

Monitor:

All aspects of governance assurance

Care Quality
Commission:
Other:
None:

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

x

None

A meeting of the Quality and Safety Committee was held on the 12 April 2018. The key
points that the committee wishes to draw to the attention of the Board are:
1. Trust wide Sickness Absence Audit
The Director of Human Resources (DHR) provided a report on the findings from a Trust
wide sickness absence audit conducted in May 2017. This audit was undertaken as part of
the recommended actions from an Internal Audit report (2016/17) on monitoring and
managing sickness absence that resulted in a “requires improvement” rating. A sample of 80
staff files was audited and the overall finding had shown limited improvement of records
management.
The committee noted areas of positive practice and was informed that the March 2018
figures (4.9%) for sickness absence had improved against the Trust KPI target (4.5%).
Members were concerned with the findings of variation in practice standards,
inconsistencies and inaccuracies in data recording and filing and possible IG breaches. The
committee was also concerned about the current requirement to record information on two
systems. It recommended that work be undertaken to explore possible solutions when
developing the Electronic Health Record. They supported the recommendations set out in
the report and the proposal to include a number of workforce audits in the Internal audit plan
2
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for 2018/19 as additional assurance.
The committee was not assured that the implementation of the recommendations was
sufficiently robust and requested that this work is linked to GDPR readiness and the Health
and Well being strategy. The committee requested an update in six months on the
implementation of recommendations, to include an action plan and information on the
sickness policy.
2. Workforce Report
The Director of HR provided a further report summarizing 2017/18 information relating to
specific workforce KPI’s, on workforce capacity, staff turnover and sickness absence.
The current vacancy rate for March 2018 is 13.29% and although this is above the agreed
KPI (9%), it represents an improvement on the April 2017(14.18%) rate. The committee
noted the actions being taken to address the ongoing recruitment challenge, particularly for
mental health staff. Members endorsed the work being undertaken as part of the NHSI
Retention scheme and were keen to ensure that this is applied to all disciplines of staff.
Members had an extensive discussion on the data presented and the main issues raised
were:


That workforce issues is a high level risk across the organisation and the committee
would maintain focus on this area due to the potential impact on quality
 The there is a need to ensure that continuous staff engagement and building
resilience across the MDT is embedded in OD plans
 That the organisation needs to review the impact of medical trainee turn over on
retention rates
The committee requested that an update report is provided in six months to include
benchmarking data and staff retirement.
3. Governance Arrangements for National Community Mental Health Survey
The report provided assurance on governance arrangements in place for the Trusts
continual participation in the Care Quality Commissions Annual Community Mental Health
Surveys and that the fieldwork for 2018 has commenced.
4. Quality Improvement Summit
The Director of Nursing reported that the Quality Improvement Summit had been relaunched with an emphasis on learning – particularly linking lessons learned to quality
improvement priorities and setting targets for the following year. The focus for the first
session this year was on violence and aggression, which is a particular challenge for the
organization in light of the implementation of TCP.
The committee sought assurance that the outputs from the session would be shared with
the wider staff groups and were reassured by the plans to launch an intranet page and place
notice boards across all areas of the Trust to highlight Quality Improvement.
5. Divisional Lessons Learnt Report: Mental Health
The Head of Nursing for MH division presented a report that highlighted the key lessons
learned by the division over the past twelve months. She highlighted the following key
3
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points:


That at divisional level, robust local processes had been developed to monitor and
respond to all incidents and complaints.
 That violence and aggression was the highest reporting category of incidents
reported and that the incidence of violence and aggression can vary markedly
dependent upon individual patients.
 That the Trust compared low against other MH organizations in terms of RCA’s and
STEIS and was not an outlier.
She provided three examples of how lessons learnt from two incidents and one complaint
were embedded into practice and outlined how the improvements made had an impact on
divisional performance.
The committee agree that this report was a key piece of work as part of the Board
assurance and requested future reports include examples of lessons learnt from best
practice that have added value across the division.
6. Risk Register: Quality and Safety Committee
The following changes to the Risk register were agreed;



Risk 651 (Mandatory PAS procurement) should be reduced as the Board had
agreed procurement subject to legal agreement.
That risk 647 (Electronic Tracking Availability) should be reviewed and reworded in
light of the Trust not having a system in place, which may present an increased risk
due to GDPR regulations.

7. Serious Untoward Incident Report
It was noted that during March 2018, three incidents were assessed as meeting StEIS
reportable criteria and all reporting timescales had been met.
8. Quality Improvement Capital Plan 2018/19
The Committee was informed about the establishment of a Capital Review meeting to
review capital bids and ensure appropriate schemes were prioritized and risks in relation to
capital works were reviewed regularly. The committee noted the report and requested that
the future report be modified to indicate high level risks and that this is reported back to the
committee six monthly.
9. Report from Chair of Quality and Safety Steering Group
The contents of report were noted in the absence of the Chair.
The key point of note from the QSSG report was the lack of assurance on the management
of complaints and patient experience. The committee was informed that the Annual
Complaints report was due to be presented at April 2018 Board meeting.
10. Annual Clinical Audit Report
The Annual Clinical Audit report provided an overview of the audit process within the
organization. Members recommended that, future reports to the committee should reference
4
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the outcomes from the clinical audit programme, particularly in relation to lessons learnt.
11. Any Other Business
1. The DON informed the committee that a request had been received for provider
information, which was a routine trigger point for a CQC inspection. She confirmed that
systems and processes had been put in place to provide data prior to inspection. She also
confirmed that engagement sessions were taking place across the Trust and the CQC toolkit
was being refreshed which would be available for all members of staff.
The committee requested that a CQC update be added as a regular item on the agenda.
2. The DON reported that there had recently been an unannounced CQC visit to Daisy Bank
based on specific concerns raised in relation to the delayed discharge of a patient. She
confirmed that the delayed discharge for this particular patient had been reported to
commissioners for over twelve months.
The committee requested that this matter be reported to the Board at its April 2018 meeting.

5
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Encl. 7.1

Meeting of:

Board of Directors

Date:

April 2018

Subject:

2017 National Staff Survey Results

Presented by:

Becky Crowther, Associate Director of OD

Author:

Becky Crowther & Gail Parry

Purpose:

Information, assurance and approval

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

x

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
Relationship to High Level Risks:
Number 462: ‘if we do not address issues raised through the staff survey this
could lead to increased sickness, turnover and staff dissatisfaction’.
Recommendation(s):
To note the contents of the report and approve the plan of action and
communication

Page 1 of 22

Page 73

x

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.

Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:

x

Other:
None:

NHS Constitution staff pledges

Previous consideration
Board
Audit

x

Quality & Safety
Other
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Management
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

This Executive Summary Report provides the outline describing next steps with
regard to BCPFT staff survey actions moving forward. With recommendations being
found on page 6.
The attached report provides details of our results and key areas of deterioration and
improvement.
The paper outlines an overall plan of action moving forward that has been discussed
and will be overseen by Workforce Committee.
It is important that we feedback to staff and demonstrate our commitment to respond
and improve in a timely manner. Thus we are targeting 3 immediate actions:1. Staff receiving any non-mandatory training, learning or development
2. Fairness and effectiveness of procedures for reporting errors, near misses
and incidents
3. Flexible working
These will be targeted over the next 3 months in a ‘You said – we did’ methodology.

Attached to the report are the following Appendices for information:Appendix 1 – The Staff Survey Report
– pages 7 - 16
Appendix 2 – The Staff Survey Action Plan – pages 17-19
Appendix 3 – ‘You said, We did’ example - page 20-21
Appendix 4 – Organisational Development plans to deliver the survey – page 22
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Key Findings and Recommendations
Introduction
This paper provides an overview of the 2017 National Staff Survey Results. Survey
fieldwork took place between September and December 2017. On the 6th March
2017, the Co-ordination Centre, Published outputs from the 2017 NHS Staff Survey
for participating organisations.
Prior to the National Coordination Centre releasing BCPFT’s benchmark result
against the sector average of 28 other similar Trusts in the Mental Health/Learning
Disability and Community Trusts sector; our contract provider Quality Health,
undertakes our initial findings based on 18 other similar Trusts
The results outlined in the report are based primarily on the National Coordination
Centre benchmark results (29 trusts); this differs slightly from the key findings from
Quality Health in terms of the top and bottom scores that were presented to the
Management Board on 6th February 2018.
Key Findings
The report is detailed in Appendix 1.
BCPFT had a response rate of 34% (645 out of 1917), using a mixed mode
approach (20 % paper and 80% electronic), this is below average for combined
mental health/learning disability and community trusts (45%), and compares with a
response rate of 40% in this Trust in 2016 (773 out of 1913).
Most results had very little difference to last year; however, interestingly BCPFT
ranked up one place in the league table from last year which means we have an
overall slightly better result analysis. We are now 23/28.
Below is an illustration of the response rates across Directorate for 2017.
Sample
Size

Completed

Not
Returned

Response
Rate

Mental Health

776

204

572

26%

Learning Disabilities

321

107

213

33%

Children’s & Young People

404

133

271

33%

Corporate

416

201

215

48%

Directorate

Page 4 of 22

Page 76

The key findings highlight (National MHLD sector):1. 2 bottom scores remain the same and 4 top scores remain the same as 2016.
2. 3 scores have altered significantly since 2016

Consistent Bottom
Key finding
KF30 Fairness and effectiveness of procedures for
reporting errors, near misses and incidents (the higher the
score the better)
KF15 staff satisfied with the opportunities for flexible
working (the higher the score the better)

2016
3.60

2017 National
3.57 3.76

52%

52%

2016
92%

2017 National
97% 92%

59%

62%

57%

95%

94%

92%

69%

68%

71%

58%

Consistent Top
Key finding
KF11 % of staff appraised in the last 12 months (the higher
the score the better)
KF27 % of staff/colleagues reporting most recent
experience of harassment, bullying or abuse (the higher
the score the better)
KF29 % of staff reporting errors, near misses or incidents
witnessed in the last month (the higher the score the
better)
KF16 % of staff working extra hours (the lower the score
the better)

Significant negative score change (only one of which is in the bottom 5):Question
Staff Satisfaction with level of pay
Staff putting pressure on themselves to come to work
Staff having any (non-mandatory) training learning or
development in the last 12 months

2016
43%
60%
83%

2017
34%
61%
76%

National
32%
56%
75%

Apart from the positive score of ‘increased appraisals’ none of the results have
significant movement for BCPFT staff from last year’s responses – it is purely the
comparative from the national average which generates these as being the top and
bottom scores.
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Recommendations.
Recommendations for the staff survey are:1. Keeping it simple; and where possible link it to other plans such as Strategic
objectives / CQC etc. to reduce duplication and support resilience (so the plan
becomes business as usual / daily practice).
2. Plan to increase ‘staff experience’ not just specifically focus on the ‘bottom 5’
indicators
3. Make it continual - not just to use it as tick box
4. Plan for improvements in the 5 bottom (national MHLD) scores two scores
that have significant movement.
5. Create a generic organisation staff survey plan from the above categories and
then add / populate through local teams with the ambition to positively raise
the ‘holistic’ staff experience working at BCPFT as well as engaging them to
completing the survey in Sept 2018.
6. Showcase positive scores - expand on these to promote and reward success
in the organisation. If we only alter what is negative then we will decrease
morale and innovation.
7. Start immediately – pledge to work on 3 areas on a you said we did campaign
– roll these out monthly
8. Utilise the Visibility and Engagement Plan as a key mechanism to increase
staff experience.
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Appendix 1

The Staff Survey Report

The survey is broken down into 32 key findings under the following nine themes:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Appraisals and support for development
Equality and diversity
Errors and incidents
Health and wellbeing
Job satisfaction
Managers
Patient care and experience
Violence, harassment and bullying
Working patterns

There are two key findings where the Trust has done significantly better than the
average for Combined MHLD Trusts.
Key finding

Score
2016

KF2 % of staff satisfaction with the quality of work 4.12
and care they are able to deliver
(included in the top ranking scores in 2016)

4.06

MHLD
Community
Trusts
3.85

KF11 % of staff appraised in the last 12 months

97%

92%

96%

Score
2017

There are three questions have shown a significant movement since 2016
Question

2016

2017

Staff Satisfaction with level of pay
Staff putting pressure on themselves to come to
work
Staff having any (non-mandatory) training
learning or development in the last 12 months

43%
60%

34%
61%

MHLD
Community
Trusts
32%
56%

83%

76%

75%
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The table below shows the 5 bottom ranking scores compared to MHLD
community Trusts 2017 – those highlighted were in the bottom for 2016.
The highlighted figures define if this is a rationale from BCPFT, national average or both.

Key finding

2016

2017

KF30 Fairness and effectiveness of procedures
for reporting errors, near misses and incidents
(the higher the score the better)
KF15 staff satisfied with the opportunities for
flexible working (the higher the score the better)
KF14 Staff Satisfaction with resourcing and
support (the higher the score the better)
KF32 Effective use of patient/service user
feedback (the higher the score the better)
KF18 % of staff attending work in the last 3
months despite feeling unwell because of
pressure from their manager, colleagues or
themselves (the lower the score the better)

3.60

3.57

MHLD
Community
Trusts
3.76

52%

52%

58%

3.28

3.24

3.33

3.52

3.45

3.69

55%

58%

53%

The table below shows the 5 bottom ranking scores compared to MHLD
community Trusts 2016
Key finding

2016

2017

KF30 Fairness and effectiveness of procedures
for reporting errors, near misses and incidents
(the higher the score the better)
KF15 staff satisfied with the opportunities for
flexible working (the higher the score the better)
KF22 % of staff experiencing physical violence
from patients, relatives or public (the lower the
score the better)
KF19 Organisation and management of interest
in and action on health and wellbeing (the higher
the score the better)
KF8 Staff Satisfaction with level of responsibility
and involvement (the higher the score the better)

3.60

3.57

MHLD
Community
Trusts
3.76

52%

52%

58%

22%

18%

14%

3.61

3.58

3.70

3.84

3.83

3.90

In comparison with bottom ranking scores from 2016, key finding: KF30 and KF15
remain within the bottom scores, and are included on the 2017 staff survey action
plan.
Key findings (KF22, KF19, KF8) no longer included in the bottom ranking scores but
need to be addressed in regards to staff engagement and overall increased staff
experience.
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The table below shows the 5 top ranking scores - those highlighted were in the
top for 2016.
The highlighted figures define if this is a rationale from BCPFT, national average or both.

Key finding

2016

2017

KF11 % of staff appraised in the last 12 months
(the higher the score the better)
KF27 % of staff/colleagues reporting most recent
experience of harassment, bullying or abuse (the
higher the score the better)
KF29 % of staff reporting errors, near misses or
incidents witnessed in the last month (the higher
the score the better)
KF16 % of staff working extra hours (the lower the
score the better)
KF28 % of staff witnessing potentially harmful
errors, near misses or incidents in the last month
(the lower the score the better)

92%

97%

MHLD
Community
Trusts
92%

59%

62%

57%

95%

94%

92%

69%

68%

71%

23%

21%

23%

The table below shows the 5 top ranking scores in 2016
Key finding

2016

2017

KF11 % of staff appraised in the last 12 months
(the higher the score the better)
KF27 % of staff/colleagues reporting most recent
experience of harassment, bullying or abuse (the
higher the score the better)
KF29 % of staff reporting errors, near misses or
incidents witnessed in the last month (the higher
the score the better)
KF16 % of staff working extra hours (the lower the
score the better)
KF2 Staff Satisfaction with the Quality of Work and
care they are able to give

92%

97%

MHLD
Community
Trusts
92%

59%

62%

57%

95%

94%

92%

69%

68%

71%

3.95

3.90

3.85

KF11, KF27, KF29, KF16 all included in the Top Five ranking scores 2016 and Trust
should remain focused on these areas to maintain stability.
Excluded in the 2017 top ranking scores was KF2 Staff satisfaction with the
quality of work and care they are able to give which has shown a slight reduction
although still above the national average. The best score in this category was 4.00.
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Equality
Majority of respondents were female with the largest age population of 51-65 years
of age. The respondents’ main sexual orientation was heterosexual; ethnicity was
White British followed by Asian, with Christianity as the predominant religion,
followed by no religion.
Significant areas of note:
Key finding

Score
2016

Score
2017

Q. 16
Does your org act fairly with regard to career
progression / promotion regardless of ethnicity,
gender, religion, sexual orientation, disability or
age?
Q. 27b Disability / long standing illness
Has your employer made adequate
adjustments(s) to enable you to carry out your
work?

84%

79%

MHLD
Community
Trusts
87%

79%

68%

78%

When QH presented to management Board in Feb 2018, they did not have the
conclusive data nor had they compared it to the national average, thus one of the
recommendations was to ‘urgently’ look at E&D results. The table below identifies
that actually the significant movement is the ‘white staff’ results in relation to KSF21
– this result has not ‘closed the gap’ but it has tipped the balance. 2 other indictors
again pertain to inequality for white staff against the national average.
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Staff Engagement
The report from Quality Health commences with the overall indicator of staff
engagement (which is measured on 3 themes – advocacy; motivation &
involvement). Possible scores range from 1 to 5, with 1 indicating that staff are
poorly engaged (with their work, their team, and their trust) and 5 indicating that staff
are highly engaged.
BCPFT score of 3.72 was below average when compared with trusts of similar type
and has declined from 3.75 since 2016 and against the national average of 3.79.
Staff Engagement breakdown:
1. Advocacy, measured by KF1 (staff recommendation of the trust as a place to
work or receive care. NHS Friends and Family
Q21c “I would recommend my organisation as a place to work” – the
score has improved since 2016, although, significantly lower than national
average
BCPFT
2016
49%

BCPFT MH/LD and
2017
community
Trusts
51%
57%

Q21d “If a Friend or relative needed treatment, I would be happy with the
standard of care provided by this organisation”, scores have declined
since 2016, although higher than in 2015, but significantly lower than the
national average.
BCPFT
2016
57%

BCPFT MH/LD and
2017
community
Trusts
55%
67%

2. Motivation, measured by KF4 (Staff motivation at work) the higher the score the
better
BCPFT
2016
3.92

BCPFT MH/LD and
2017
community
Trusts
3.87
3.93

The score has declined and slightly lower than the national average.
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3. Involvement, percentage of staff able to contribute towards improvements at
work.
BCPFT
2016

BCPFT MH/LD and
2017
community
Trusts
71%
73%

71%

The score has remained the same although lower than national average.

The 2017 results have been categorised into an easily understood table as shown
below which highlights BCPFTs responses.

Category
Your Job
Your Managers
Your Health and
Wellbeing
Your Personal
Development
Your
Organisation
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Questions
27
11
30

Increase
8
2
14

Decrease
12
9
10

No Change
7
0
6

12

4

3

5

7

1

4

2
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Recommendations from Quality Health
In terms of developing the 2018 plan the Trust should bear in mind
recommendations from Quality Health:
•

Examine why scores have remained static

•

Pick two to three issues of strategic importance and focus on those

•

Urgently investigate equality and diversity results: focus on staff experiencing
discrimination and staff who feel the organisation does not act fairly with
regards career progression

•

Reinforce the positive view of commitment from staff and being aware that this
should not come at a cost to their own health and wellbeing

•

Work directly with staff groups to understand why some would not recommend
the organisation as a place to work – and take action accordingly

•

Look what can be done to improve the visibility of senior managers, this could
include 'who we are' on intranet or newsletters or personal visits to
department.

•

Ensure that staff are aware that the organisation seeks feedback from staff on
a regular and ongoing basis; and that action is taken as a result of this

•

Identify the location of spikes in violent incidents from patients and the public
by drilling down into your data where possible. Ensure action is targeted
where appropriate in an effort to reduce incidents.
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BCPFT Previous Action planning process
The 2016 staff survey action plan was based on the bottom ranking scores. The
Board of Directors received a report in January 2017, showing the relevant actions
for each key finding. For example
KF19 Organisation and management of
3.61
3.58
3.70
interest in and action on health and
wellbeing (the higher the score the better)
There is a robust action plan in place to address issues for staff health and
wellbeing, including physical health checks, stress management, resilience training,
smoking cessation, exercise classes
The action plan was created and given to the divisions who were then responsible
for implementing and updating at QSSG on a monthly basis. Feedback received was
that although the plan focussed on the bottom 5, these were not the issues for the
staff.
Unfortunately the plan gained little momentum and was not updated and reported on
consistently.

Next steps
For various reasons (no designated corporate person, divisions identified different
priorities, conflict to other action plans, resilience) the action planning system
described above, did not work effectively for the staff survey results of 2016 - 2017.
Following a workshop with the ‘Workforce Committee’ delegates agreed that the plan
should: Be basic and clear; reduce duplication to other plans where possible.
 Engage and involve the workforce at local levels.
 There should be an organisational action plan that covers the bottom 5, plus a
range of defined organisational actions that align to the QH categories (our
job, your manager etc).
 The generic plan should be shared with all team leaders (not just senior
leaders) and they will be expected to add to this by populating what actions
they are going to undertake locally
 Improve ‘holistic’ staff experience and utilise existing groups / meetings / plans
where possible to reduce duplication, support resilience and focus on making
a difference
 Strategic objectives
 Management Board
 Visibility and Engagement plan
 CQC
 EIB - Equality compliance / WRES / WDES
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Governance
It was suggested at the February Workforce Committee that the governance
arrangements for the action plan be reviewed. The generic / locally populated plans
would feed into the Divisional Meetings and thus Management Board. Monitoring of
progress would be reported to the Workforce Committee on a quarterly basis, from
which a coordinated approach to the action plan, can then be reported into Quality
and Safety Steering Group who in turn can exception report into the Board of
Directors.
As QSSG meet monthly, update reports can still be provided through management
board feedback, divisional meetings and the visibility and engagement plan.
The Board Assurance Framework includes a risk for Staff Survey, and plans are
included and updated by OD and Staff Engagement Manager on a regular basis.
Below is the proposed Governance process.
Figure 1 Assurance Committee Structure (2018)
Board of
of Directors
Directors
Board

Quality and Safety Committee (QSC)
(BAF/HLRR/clinical quality dashboard)
Quality and Safety Steering Group (QSSG)
(BAF/HLRR/clinical quality dashboard)
Monthly exception reporting against
Dashboard KPIs)

(BAF/HLRR/clinical
quality dashboard)
Divisional Quality and Safety
meetings
Workforce Committee
Divisional
Performance
Monthly monitoring
improvement plans submitted and
Management Board
progress reported quarterly
Exceptions / Areas of good practice to
share and learn

Existing local team meetings
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Further information
Staff Friends and Family Test (FFT)
Complementing the National Staff Survey is the mandated quarterly Staff FFT. This
serves as a temperature check between the next National Staff Survey, and runs on
a quarterly basis:
Quarter 1
Quarter 2
Quarter 3
Quarter 4

April – July
Aug – Sept
Sept – Dec
Jan- Mar

Learning Disabilities
Corporate and CAMHS
National Staff Survey
Mental Health Division

Below is an example of results from 2016-2017 and 2017-2018. The Quarter 4
results are still live and due to close at the end of March.
Black Country Partnership NHS Foundation Trust

Reporting
Period

Sample
Size

Question 1
Response
(%) of staff recommending
Rate
as a place to work

Question 2 (%) of staff
recommending as a
place to receive
treatment

Q1

348

29

8%

76%

41%

2016Q2
2017

828

137

17%

60%

31%

Q4

838

66

8%

65%

50%

Q1

341

31

9%

65%

55%

2017Q2
2018

817

54

7%

78%

67%

Q4
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Appendix 2

Staff Survey and communication plan

The OD and staff engagement manager works closely with the communication team and together devise a robust communication
plan that is updated annually. The table below provides details of some of the planned actions for 2018.
Action
Share raw data internally

Date due
30 December 2017

By Whom
OD

Progress
Complete

2

Arrange for Quality Health to present
management report

February 2018

OD

Complete

3

Present staff survey headlines and planning
proposal to workforce committee

Feb 2018

OD

Complete

4

Provide report to Board

Early March 2018

OD

Complete

5

Communicate via full range of communication
tools including e-bulletin, Grapevine, intranet
pages, team brief, intranet pages

March 2018

OD/Comms

In progress

6

Staff Survey workshop to
Identify and recommend themes for action
(Invite extended to change champions, staff
side etc).

March

OD/Workforce Committee

Completed

7

OD attendance to present findings at
divisional level / Management Board

End of March 2018

OD/Divisional Leads

In progress

8

Visibility and Engagement Plan Launched and
engagement opportunities communicated to
entire organisation workforce

April 2018

OD / Comms / Exec

In progress

1
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Results of action plan workshop to be agreed
and circulated to Divisions and wider staff
teams
 New - #We are BCPFT all staff forum
 Comms to be circulated about forthcoming
engagement sessions / how to be involved
 Immediate – plan – targeted response
 Plan submitted to Board
10 Trust, Divisional and local Action Planning

April 2018

Exec / OD / Comms

To be progressed

May 2018

OD/Divisional Leads

To be progressed

11 Plan to be submitted into Annual report

May 2018

OD

To be progressed

12 Local action planning
Communication on updates
- Updates delivered via intranet,
infographics/posters, e-bulletin, team
brief
- Immediate – plan – targeted response
13 Trust, Divisional & Local Action Planning

May 2018

Divisions / Local teams
Comms
OD

To be progressed

June 2018

OD/Divisional Leads

To be progressed

14 Test / Review / Celebrate staff experience
 #WeareBCPFT all staff forum (link to
strategic objective update and staff
Awards)
 Immediate – plan – targeted response
15 Trust & Divisional Action Planning
16 Trust & Divisional Action Planning
17 Test / Review / Celebrate staff experience
#WeareBCPFT all staff forum
18 Staff Survey 2018 Planning
19 Communications before the launch

June / July 2018

OD /Comms/ Exec

To be progressed

July 2018
August 2018
June / July 2018

OD/Divisional Leads
OD/Divisional Leads
OD /Comms/ Exec

To be progressed
To be progressed
To be progressed

August 2018
August 2018

OD/Comms
OD / Communications

To be progressed
To be progressed
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-

Reminder to staff when the staff survey
will be going live
- Option to create a ‘staff survey pack’ to
be available to staff to view which
provides FAQs (this could be linking to
available information from
http://www.nhsstaffsurveys.com)
20 Staff Survey 2018 Launch

September 2018
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21 Communications for launch and during
September –
survey
December 2018
- NHS Staff Survey intranet page
revamp
- Poster
- Intranet banner
- Email signature graphic
- E-bulletin items (bi-weekly)
- Targeted emails to management
(opposite weeks to e-bulletin items sent
from OD)
- Bi-weekly graphic update on each
divisions status
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OD/Comms/Execs/Divisional To be progressed
Leads
OD / Communications
To be progressed

Appendix 3

Immediate response

Respond in a ‘You said – we did’ methodology
1. Staff receiving any non-mandatory training, learning or development
2. Fairness and effectiveness of procedures for reporting errors, near misses
and incidents
3. Flexible working
EXAMPLE:
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Encl. 7.2
Meeting of:

Board of Directors

Date:

25th April 2018

Subject:

Guardian of Safe Working Hours Annual Report (inc. Quarter 4)

Presented by:

Dr Jas Lidher, (Medical Director)

Author:

Dr Nilamadhab Kar, (Guardian of Safe Working)

Purpose:

Information

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive and
well led services.
We will involve and listen to patients, carers and family’s experience to continually
improve services we provide.
We will be a leading provider of specialist mental health, learning disability and
children’s services, proactively seeking opportunities to develop our services,
building partnerships with others, to strengthen and expand the services we
provide.
Attract and retain well-trained, diverse, flexible, empowered and valued workforce.
Resources will be used effectively, innovatively and in a sustainable manner.
None
Relationship to High Level Risks:

N/A

Recommendation(s):

The Board are asked to note the contents of the report.
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x
x

x
x
x

Equality & Diversity implications:
A national Equality Impact Assessment has been completed by the Department of Health.
There are no current implications for BCPFT but any potential implications will be
monitored post-contract implementation.
Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:

x

Other:
None:

General Medical Council, Health Education England

Previous consideration
Board
Audit

Business & Performance
M H Legislation Scrutiny

Quality & Safety
Finance &
Investment
Other

Charitable Funds
Turnaround
None

Page 2 of 10

Page 96

X

Executive Summary
1. BCPFT had implemented the new national Junior Doctors Contract from 1 st
February 2017.
2. The new contract contains safeguards to ensure safe working hours for junior
doctors and as a consequence safe care for patients.
3. The quarterly and annual reporting requirements for Boards with links to
external regulators and annual quality accounts are in place. The purpose of
these reports is to provide assurance to Boards that Junior Doctors working
hours are being monitored as required by the new junior Doctors contract and
that the Trust is complying with safe working hours’ guidance.
4. A new role of Guardian of Safe Working Hours (GSWH) has been created.
5. This is the Annual Report of Safe Working Hours of Black Country Partnership
NHS Foundation Trust covering the period from April 2017 to March 2018.
6. The report also provides specific information on safe working hours for the last
quarter from 1/01/18-31/03/18.
7. The rotas and rest hours at BCPFT remain compliant with the requirements of
the Junior Doctors contract.
8. The Board are asked to note the contents of the report.
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Introduction
1. As part of the introduction of a new national junior Doctor’s contract the guardian of
safe working hours is required to submit a quarterly and annual report to the Trust
Board providing assurance on the safety of working hours.
2. This information contained in this report is the Annual Report for the year 2017-18;
it also contains information for the last quarter of the year (1/01/18-31/03/18).
3. This report will form part of the Trust’s Quality Account and will be made available to
regulators.
1. High level data
Number of doctors/dentists in training (total):
Number of doctors/dentists in training on the new Junior Doctor’s contract (2016)

27
27

a) Exception reports (with regard to working hours)
The tables below outline the number of exception reports raised by junior Doctors in
Quarter 4 . These have been split by division, grade and rota.

Exception reports raised by division
Division
No. exceptions
No. exceptions
carried over
raised
from last report
0
0
Adult Mental
Health
0
0
Old Age

No. exceptions
closed

No. exceptions
outstanding

0

0

0

0

LD

0

0

0

0

CAMHS

0

0

0

0

Total

0

0

0

0

Exception reports by grade
Specialty
No. exceptions
carried over
from last report
0
F1
F2

0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0

0

0

0

0

0

Page 4 of 10

Page 98

CT1-3

0

0

0

0

GP

0

0

0

0

ST 4-6

0

0

0

0

Total

0

0

0

0

Exception reports by rota
Specialty
No. exceptions
No.
carried over from last
exceptions
report
raised
Sandwell
0
0

0

0

Wolverhampton 0

0

0

0

Total

0

0

0

0

Exception reports (response time)
Addressed
within 48 hours

No.
exceptions
closed

Addressed
within 7 days

No. exceptions
outstanding

Addressed in
longer than 7
days

Still open

F1

0

0

0

0

F2

0

0

0

0

CT1-3 / ST1-2

0

0

0

0

ST4-6

0

0

0

0

GP

0

0

0

0

Total

0

0

0

0

During the annual reporting period of 1st April 2017 to 31st March 2018, there were two
exception reports raised by junior doctors within Adult Mental Health specialty. These
exceptions were raised by two separate GP doctors and were resolved within 7 days.
b)

Work schedule reviews

There were no work schedules called for review within the reporting period.
Work schedule reviews by grade
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F1
F2
CT1-3
ST4-6

0
0
0
0

Work schedule reviews by division
Adult Mental Health
0
Old Age

0

LD

0

CAMHS

0

During the annual reporting period of 1st April 2017 to 31st March 2018, there were no work
schedule reviews conducted by divisions/grade.

2. Rota Gaps/Locum Bookings
2.1 Quarter 4 – Overview – 1st January 2018 – 31st March 2018
The tables below outline the number of shifts and hours that were requested to be filled by
agency doctors as a result of gaps on the Junior Doctor on-call rotas across the Trust during
1st January 2018 to 31st March 2018. This is shown by department, grade and reason. It is to
be noted that in the first instance, the existing Junior Doctors are asked to provide cover
however if unable to, agency cover is then sourced. As shown below, out of the 27
shifts/268 hours requested none were filled internally.
Locum bookings (agency) by department
Specialty
Number of shifts Number of shifts
requested
worked
Adult Mental
27
27
Health
0
0
Old Age

Number of hours Number of hours
requested
worked
268
268
0

0

LD

0

0

0

0

CAMHS

0

0

0

0

Total

27

27

268

268
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Locum bookings (agency) by grade
Specialty
Number of shifts
requested
CT1-3
27

Number of shifts
worked
27

Number of hours Number of hours
requested
worked
268
268

ST4-6

0

0

0

0

GP

0

0

0

0

Total

27

27

268

268

Locum bookings (agency) by reason
Specialty
Number of shifts Number of shifts
requested
worked
Vacancy
27
27

Number of hours Number of hours
requested
worked
268
268

Sickness

0

0

0

0

Total

27

27

268

268

2.2

Annual Overview 1st April 2017 – 31st March 2018

Locum bookings (agency) by department
Specialty
Number of shifts Number of shifts
requested
worked
125
125
Adult Mental
Health
0
0
Old Age

Number of hours Number of hours
requested
worked
1184

1184

0

0

LD

0

0

0

0

CAMHS

0

0

0

0

Total

125

125

1184

1184

Locum bookings (agency) by reason
Specialty
Number of shifts Number of shifts
requested
worked
125
125
Vacancy

Number of hours Number of hours
requested
worked
1184

1184

Sickness

0

0

0

0

Total

125

125

1184

1184
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Vacancies – Quarter 4 Overview - 1st January 2018 to 31st March 2018

3.

The table below outlines the vacancies among medical training grades. This is as a result of
gaps on the Black Country rotation training scheme. These vacancies are currently being
filled by agency doctors (CT/GP level).
Vacancies by month
Specialty
Grade
CT/GP

January

February

March

Total gaps
(overall)

6

1

1

8

Number of
shifts uncovered
0

Adult Mental
Health
Old Age

N/A

0

0

0

0

N/A

LD

N/A

0

0

0

0

N/A

CAMHS

ST4-ST6

0

0

0

0

N/A

Vacancies – Annual Overview - 1st April 2017 – 31st March 2018

Specialty

4.

Vacancies by Quarter
Grade
Quarter Quarter
1
2

Quarter
3

Quarter
4

Total gaps
(overall)

Number of
shifts
uncovered

6

9

9

8

32

0

N/A

0

0

0

0

0

N/A

LD

N/A

0

0

0

0

0

N/A

CAMHS

ST4-ST6

0

0

0

0

0

N/A

Adult Mental
Health
Old Age

CT/GP

Fines
There were no fines levied during the reporting period of 1st April 2017 – 31st March 2018.
Fines by department
Department
Adult Mental Health

0

0

Old Age

0

0

Number of fines levied
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Value of fines levied

LD

0

0

CAMHS

0

0

Total

0

0

Fines (cumulative)
Balance at end of
last quarter
0

5.

Fines this quarter
0

Disbursements this
quarter
0

Balance at end of
this quarter
0

Update on progress from the Guardian of Safe Working Hours
The Guardian of safe working hours has worked with junior medical representatives and the
BMA in addition to the Medical Director and HR leads to ensure robust processes are in
place to monitor exception reports/rotas.
The Trust has commissioned Allocate to provide external monitoring of rota compliance.
The Guardian of Safe Working Hours has provided support to Clinical Supervisors and Junior
Doctors in using the Allocate system and understanding the requirements of the new
contract.
The Guardian of safe working hours is continuing to engage in regional forums to
benchmark the Trust’s approach with neighboring organisations.
The Guardian of safe working hours has offered support to consultant trainers when
needed.

6.

Software for exception reporting
The Trust has provided electronic support for exception reporting and review through the
Allocate system. It is now becoming embedded within the practice of both trainees and
trainers.

7.

Junior Doctors Forum on Safe Working Hours
The Trust now has a well-established Junior Doctor’s Safe Working Forum that meets bimonthly.
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The meeting provides oversight and scrutiny of the processes in place to monitor safe
working hours and also assists in addressing any issues.
8.

Summary
The rotas and rest hours at BCPFT remained compliant with the requirements of the Junior
Doctors contract during the reporting period of 1st April 2017 – 31st March 2018.
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Page 105

Reporting Period:
March 2018

Encl. 8.1

Report Date:
25th April 2018

Contents
Section

Page

Page 106

Executive Summary

2

Trust Balanced Scorecard

4

Summary of performance

6

Summary of issues to report

7

Quality Performance

8

Domain 1: Patient Safety

9

Domain 2: Quality Service

19

Domain 3: Patient Experience

24

Use of Resources Performance

24

Domain 4: Workforce and Efficiency

26

Domain 5: Finance

33

Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018

Executive Summary
Safety, Quality and Patient Experience domain
• Mortality review and dashboard: the Trust is required to publish information on deaths, reviews and investigations following
national guidance on Learning from Deaths. BCP Q4 Dashboard and Minimum Data Set is included on p14-16 of this report.
• The Trust has proactively registered an interest in joining a planned NHSI falls collaboration.
• There has been increased demand for male adult mental health beds and a decrease in demand for female adult mental health
beds. The female beds have been made available to MERIT partners.

Workforce and Efficiency domain
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•. Sickness absence rate reduced from 6.1% in February 2018 to 4.69% in March and is now amber rated. This is the lowest reported
percentage over the last 2 years.
•The vacancy rate of 13.29% has increased by 0.12% and remains red rated against the target.

•Agency spend as a percentage of substantive pay has increased by 0.14% to 5.28% in March 2018 and remains rated red against the
target.
•Turnover (15.02%) has continued to increase and is now amber for the second month and is higher than the reported position in
March 2017 (13.94%).
•Performance against all mandatory training indicators have worsened slightly in March. Mandatory training (92.15%), specialist
annual mandatory training (84.92%) and 3 yearly specialist mandatory training (92.40%)..
•Average time to recruit KPI has increased to 58 days, 3 days above the target threshold
•Appraisal season started at the beginning of February and therefore performance was reset to zero. As the target for this indicator is
95% by the end of May, this indicator isn’t RAG rated in the Trust scorecard on p5. At the end of March 2018, 20.24% of all Trust staff
had received an appraisal. This compares with 23.89% at the end of March 2017.
2
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Executive Summary
Financial Performance – March outturn position
The Trust is reporting a full year deficit of £2,965k against a planned deficit of £3,178k.
Variances to plan relate to :
•Income – £99.6 million actual, £0.4 million favourable position.
•Operating Expenditure – £97.9 million actual, £0.9 million favourable position.
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•Non Operating Expenditure - £4.6 million actual, £1.0 million adverse position - related to depreciation

Key risks emerging during 2017/18 included the following:
Bed occupancy levels and associated income within Learning Disabilities and Mental Health.

Working capital - the Trust has net current liabilities of £9.0million.
The Trust breached the Agency cap target of £3.5m.
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4

Page 110
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018

5

Executive Summary
Summary of performance
Commentary
Overall, the Trust has achieved the following performance for March 2018:
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Executive Summary
Summary of issues to report – TRUSTWIDE & LOCAL UNDERPERFORMANCE
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Quality Performance

Safety Domain
Quality Service Domain
Patient Experience Domain

Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018

Domain Summary – Patient Safety
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Safety indicators. Where the Trust has achieved the required
target for the year to date, there are no areas of concern. However, where the Trust did not achieve the required performance to date (or a
specific Division is significantly under-performing), we have provided supporting analysis on the subsequent pages.

KPIs linked to Risks on the Board
Assurance Framework (BAF)
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Where KPIs in Breach are linked to Risks
on the Board Assurance Framework these
will be identified on the relevant Domain
Summary. This month no KPIs are
breaching therefore no linked risks are
identified in this domain.

9

Domain Trends – Safety

15

10

7

7

7

7

7

7

7

7

7

7

7

7
Not Rated

1

1

1

1

5
7

7

7

7

7

6

6

6

6

1
1

2

5

5

1

Red
Amber

6

Green
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0

There was one amber indicator in March which related to safe staffing. A detailed summary
is included on pages 11-13.
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Safety-Safe Staffing
Data summaries on pages 12-13 provide a detailed comparison of actual versus planned staffing including bank and agency use. They
include bed occupancy levels for each of the wards/units to aid analysis of staffing levels/ establishments based on numbers of beds
occupied. A data set of five patient safety related incidents has also been included to support analysis of impacts upon clinical care that
may be correlated with staffing levels; medication errors, falls, absconds, patient to patient assaults and patient assaults to staff. Key
findings are:
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• 7 of the nine adult/older adult mental health wards were (red) below the 90% threshold for registered staff in March.
• Feedback from these wards previously indicated the main reasons for this were ongoing vacancies plus both short-term and long-term
sickness.
• All wards/units had an overall fill rate of less than 100% when registered and unregistered staff are viewed together.
• There was an increase in the use of bank and agency staff in March
• The main reasons requested for registered bank/agency staff continue to be to cover vacancies and sickness
• The main reason requested for unregistered bank/agency staff continues to be for observations
• Staffing levels on all the wards/units where the majority of assaults on staff occurred during March showed combined fill rates of over
100% for registered and unregistered staff.
• A range of patient safety measures previously detailed are in place including safewards, positive behaviour support and person-centred
physical intervention plans.
• Total harm free days for patients on all wards/units for March was 99.6%
Two Safe Staffing Summits have been held which included Heads of Nursing, Unit Managers and Ward staff.
covered:
• Safe Staffing Assurance process
• Retention of Staff
• Roster Management

Three key areas were

Actions following the Summit:
1. A new assurance process has been established to ensure Heads of Nursing and Unit Managers sign off data.
2. Roster Management. Roster Management workshops have been re-established supported by Bank & Rostering manager.
3. A retention action plan is being developed, there have been three staff engagement events. There are three key actions on the
retention plan:
• Continued Professional Development which links into the Career Pathway
• The reduction of violence and aggression and support for staff action plan which is being monitored through the Reducing Incidence of
Violence and Aggression Group (RIVA) chaired by Deputy Director of Nursing
• Health and Wellbeing of staff supported by Health & Wellbeing Group.
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018
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Safety –Safe Staffing
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12

Safety
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Safety-Quarter 4 Mortality Report
In March 2017, The National Quality Board (NQB) introduced new guidance for providers on how they should learn from the deaths of
people in their care. Learning from deaths can help providers improve the quality of care they provide to patients and their families .There
are new minimum reporting requirements for quarterly NHS provider public board meetings. Boards are required to discuss the data and
associated learning and play a role in leading the organisation to improve quality of care.

These new requirements are part of a broader programme of initiatives on learning from the care provided to patients who die . To fulfil
these new expectations Trusts will need to adapt governance arrangements and processes to accommodate the review and reporting of
deaths, including those that are assessed as having been more likely than not to have been caused by problems in care, as well as sharing
and acting upon the learning derived from this process.
One of the new requirements is that all NHS Trusts and Foundation Trusts must collect and publish, on a quarterly basis, specified
information on deaths. The Learning from Deaths framework outlines a reporting requirement that includes sharing information on:
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• The total number deaths in our care and those deaths that the Trust has subjected to case record review.
• Number of deaths investigated under the Serious Incident framework.
• Number of deaths that were reviewed/ investigated and as a result considered more likely than not to be due to problems in care
The data in the dashboard will be collected and published on a quarterly basis together with relevant qualitative information,
interpretation of the data, and what learning and related actions the organisation has derived from it. The suggested best practice in
publication is a paper and an agenda item to a public Board meeting in each quarter.
The national dashboard and guidance for the minimum data set is currently well developed for Acute Trusts. It is recognised by NHSi that
further national work is required to support Mental Health Trusts to be able to fully comply with the new requirements.
A key gap at present is the lack of an agreed methodology to conduct case record reviews in Mental Health. The National Quality Board
recommends that providers take a consistent and evidence based approach to conducting case record reviews. NHSi and the Healthcare
Quality Improvement Partnership (HQIP) commissioned the Royal College of Physicians (RCP) to develop a standardised approach to case
record review referred to as Structured Judgement Review (SJR) and to offer training to Trusts to implement this approach. Structured
Judgement Review documentation or Case Note Review methodology for Mental Health is in development by the Royal College of
Psychiatrists but has not been published to date. We are therefore unable to fully comply with requirements for case record review in
mental health but are working towards this..
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Safety-Quarter 4 Mortality Report
A specific programme using well-tested methodology for the review of Learning Disability Deaths has been commissioned by HQIP This is
the LeDeR programme (Learning Disabilities Mortality Review ) and we are now reporting all learning disability deaths to this programme.
There are separate nationally agreed arrangements for reviewing child deaths.
It is recognised by NHSi that standardised evidence based methodology (Structured Judgement Reviews) for case record review has not yet
been developed and published for Mental Health. It is therefore not possible to fully comply with the national framework but the Trust
continues to work towards this. The Trust is complying with LeDeR requirements around the reporting and investigation of deaths of
individuals with a learning disability and also participates in multiagency processes to review child deaths.
It is accepted that for mental health and community trusts, the national guidance will require further development to fully implement.
Quarter 4 Learning from Deaths Dashboard and Minimum Data Set is included on p16-18.

Page 120
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018

15

Safety-Quarter 4 Mortality Dashboard

Page 121
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2018

16

Safety-Quarter 4 Mortality Report
Total Number of Deaths and Deaths Reviewed
The first table shows that there were 96 deaths reported and reviewed in Quarter 4 of non-learning Disability patients. Overall during
2017-18 there were 263 deaths of non-learning Disability patients reported. There is an increase in reporting of deaths during Quarter 4
2017-18. It is difficult for BCPFT to draw any firm conclusions as most deaths occur within primary care or the local Acute Trusts. Quarter 4
is noted to be the winter period. It is also noteworthy that national enhanced mortality review and reporting requirements have been put
in place during this period. Most deaths do not meet criteria for serious incident investigation. Most deaths are deaths in primary care in
the community or local Acute Trusts from co-morbid physical health conditions where the patient is also known to be receiving services
from BCPFT.
Total Deaths Reviewed by Type of Review
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The Trust currently adopts a root cause analysis (RCA) approach to the investigation of deaths that meet serious incident criteria.

The table shows that that in Quarter 4 (2017-18) 7 deaths required full RCA investigation. 77 deaths reported were identified as requiring
no additional investigation following receipt of an official cause of death.
It is the Trust’s intention to review a sample of these deaths to review the quality of care and identify any areas of learning once the
structured judgement review methodology has been developed for Mental Health by the Royal College of Psychiatrists. An update on this
is expected in Summer 2018. In the interim we continue to screen all deaths and request assurance reports and/or RCA reports when
appropriate.
Learnings Disability Deaths
The Trust continues to participate in the national LeDeR programme that over sees the review of Learning Disability deaths. NHS England
has advised that we continue to demonstrate good levels of reporting into the programme. Most deaths are the deaths in primary care in
the community or local Acute Trusts from co-morbid physical health conditions where the patient is also known to be receiving devices
from BCPFT. In Quarter 4 we reported 14 learning disability deaths into the programme. We reported 58 learning disability deaths during
the year 2017-2018. At the close of Quarter 4 2017-2018 2 deaths reported to the LeDeR programme had been selected for further review
by the programme. Information on lessons learnt is awaited from the LeDeR programme. The LeDeR programme has been identified by
NHS England as needing to make greater progress in conducting reviews across the Black Country system. Dudley CCG are leading on
actions to improve the functioning of the programme.
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Safety-Quarter 4 Mortality Report
Themes in investigations
4 Serious incident investigations following the unexpected death of a patient were closed by Commissioners on Quarter 4 2017-18. A
further 2 Serious incidents were downgraded by commissioners.
Of the 4 closed incidents, all deaths were ruled as suicides. All 4 cases identified contributory factors relating to social issues, 2 of the 4
cases cited bereavement as contributory factors, 2 cases cited substance misuse as contributory and 2 of the cases further cited difficulties
in patient engagement with services as contributory. All 4 cases noted no root cause in respect of BCPFT services.
Deaths linked to problems in care
Following investigation there were no deaths in Q4 identified as being more likely than not due to problems in care
Key learning to drive continuous improvement
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The findings of RCA investigations are used to identify areas of learning to drive continuous improvement. Key areas of learning identified
in Quarter 4 were as follows:
• Risk assessment and care planning
• Record keeping
We have noted that most deaths continue to be due to Natural Causes with the most common cause being Pneumonia.
Improvement priorities
Linking risk assessment to risk management through care planning is an agreed Quality Improvement Priority (2018/2019) for the Mental
Health Division. Improving record keeping remains a key priority for the Trusts. Regular audits continue to take place.
Further work is required to consider a patients physical health co-morbidity with mental health when a death from natural causes such as
Pneumonia is reported.

Recommendations
The Board is requested to note and discuss the report and dashboard.
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Domain Summary – Quality Service
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Quality indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Quality Service
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0

The Quality domain maintained a similar position to February during March with 13 indicators meeting target. One
remedial action plan was closed by commissioners. Consultant led DNAs are red and slightly above target.
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Quality – Area of Underperformance
Contractual – Remedial Action Plans Process / financial penalty
Issue

Due to the Trust signing two year contracts with commissioners in 2017/18 remedial
action plans will be carried forwards into 2018/19. There are currently 4 active plans:
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• Speech and Language waiting times within Dudley Community Services. The agreed
waiting time of 8 weeks breached for 3 consecutive quarters. A RAP was agreed with
commissioners and milestones are being achieved, resulting in a waiting time of 8.8
weeks at the end of March.
• Physiotherapy waiting times within Dudley Learning Disabilities Service exceeded the
6 week wait KPI. A RAP was agreed with the commissioner and an understanding has
been reached that the service needs to separate core Physiotherapy waits from
Postural care waits. The commissioners have acknowledged that there is a gap in
commissioned Postural Care Service. Core Physiotherapy wait times are now in line
with KPI and all milestones due are completed. Monitoring will continue to ensure
the waiting times stay on trajectory.
The following two RAPs relate to Sandwell and Wolverhampton CCGs:
• Level 2 (comprehensive) RCA reports within 60 days and level 3 (independent
investigations) within 6 months – good progress is being made towards the
milestones detailed in the RAP and the Trust has met the target in both February and
March.
• Infection Prevention Control Training – Good progress is being made by the Rapid
Improvement Group and has resulted in the Trust meeting the 85% target
throughout quarter 4, resulting in an achievement of 91.74% at the end of March.

Actions
being
taken

Action

Date

• Dudley Speech & Language Therapy: demand and capacity review April 2018
within community AHP teams
• Dudley LD Physiotherapy : the service is working with commissioners May 2018
to address care pathway issues and a business case that identifies
commissioning gaps will be discussed with commissioners

Related
Issues
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Quality – Area of Underperformance
Percentage compliance with CQUINS (forecast)
Issue
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Actions
being
taken

The year end forecast at the end of March is that the Trust will achieve 84.0% of income
in 2017/18 (Total income loss of £197k). This is the same forecast as reported in
February. The forecasted exceptions to 2017/18 CQUIN achievement are:
• Improving physical healthcare – cardiometabolic assessment and treatment for
patients with psychosis: a successful audit of records is required in Q4 to achieve this
CQUIN. The current compliance rate indicate that the overall target may not be
achieved.
• Improvement of Staff Health & Wellbeing: The Trust failed to achieve improved
responses to 2 out of 3 specific questions in the National Staff Survey on health and
well being , MSK and stress.. As a result, no payment will be received for this element
of the CQUIN.
• Preventing ill health by risky behaviours: achievement is determined by increasing
performance across the indicators. The reason for the exception is that the increase
in performance only attracted partial payment.
Action

Date

• Low compliance with cardiometabolic assessment audits in medical Ongoing
teams are forwarded to clinical directors for further focus & support
– this continues to be sent, improved compliance anticipated
• An standard operating procedure is being developed outlining roles & April 2018
responsibility's for clinicians on the wards guiding them on the process
of what is nationally expected to be offered to patients for each
cardiometabolic assessment
• Ongoing work being undertaken via the Health & Wellbeing Group to Ongoing
put proactive measures in place to ensure this continues to be
focused on

Related
Issues

The majority of CQUINS are forecast to deliver in full for 2017/18.
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Quality – Local Area of Underperformance
DNAs – Consultant Led
Issue

Consultant led DNAs were 20.5% in March against a threshold of 19.8% which is based
on the 2016/17 average. Divisional thresholds were also set on this basis and there
were breaches in older adult mental health and learning disabilities.

Actions
being
taken

Action

Date

All specialties:
• Text message reminder service commences

April 2018

Page 128

Mental Health:
• Monthly DNA Task & Finish group
Ongoing
• Reminder letters will be sent two weeks before planned April 2018
appointments
• Review of DNA policy to support potential discharges back to GP
June 2018
Learning disabilities:
• Adherence to DNA policy/discharge process following 2 DNAs On-going
where clinically safe to do so.
• DNA audit being undertaken covering Dec/Jan and Feb. Action plan April 2018
will be developed to address issues identified
CYPF Division
• Teams with high DNA rates to undertake a 6 week audit to April 2018
ascertain reasons for DNA and take action as appropriate

Related
Issues
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Domain Summary – Patient Experience
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Patient Experience indicators. Where the Trust
has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.

KPIs linked to Risks on the Board
Assurance Framework (BAF)
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Where KPIs in Breach are linked to Risks
on the Board Assurance Framework these
will be identified on the relevant Domain
Summary. This month no KPIs are
breaching therefore no linked risks are
identified in this domain.
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Domain Trends – Patient Experience
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1
0

There were no red indicators within the Patient Experience domain in March
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Use of Resources Performance
Page 131

Workforce and Efficiency Domain

Finance
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Domain Summary – Workforce and Efficiency
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Workforce and Efficiency indicators. Where the
Trust has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve
the required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on
the subsequent pages.
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Domain Trends – Workforce and Efficiency
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0

Sickness rate have improved significantly in March and were amber rated at 4.69% against a 4.5% target.
Vacancy and turnover rates, agency spend and mandatory training compliance all showed a worsening
position during March. Performance against average time to recruit improved and is now within the 55
working day target.
Appraisal performance isn’t RAG rated as 95% target should be met by the end of May.
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Workforce & Efficiency – Local Area of Underperformance
Sickness and Absence
Issue

The sickness rate for March was 0.19% above the 4.5% target, a
significant improvement from the position at the end of February.
Sickness is now amber rated and the lowest reported position over the
last 2 years.

Actions
being
taken

Action
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Related
Issues

Date

Sickness Management training as part of the HR Management Toolkit April 2018
training to be refreshed and new courses delivered to managers

All long-term sickness cases that reach 14 weeks have a formal review to Ongoing
ensure that the appropriate plans are in place to enable a return to work
and/or consider other options available
Ongoing work being undertaken via the Health & Wellbeing Group to put Ongoing
proactive measures in place to reduce sickness absence such as health
checks, staff training and manager training
High levels of sickness impact on bank and agency utilisation and
ultimately the health and well being of staff and quality of services
provided.
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Workforce & Efficiency – Area of Underperformance
Vacancy rate
Issue

The vacancy rate in March was 13.29%, which is an increase 0.12% from the previous
month.
The Trust has an aging workforce which will contribute to a loss of skills and knowledge.

Actions
being
taken

Action

Date

Monthly review and reconciliation of establishment and vacancies Ongoing
between finance and workforce teams
Recruiting managers chased for outstanding documents and on hold Ongoing
vacancies in line with escalation SOP
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Targeted approach to completion of exit questionnaires to identify Ongoing
trends
Review skill mix / roles as and when vacancies are known in advance of Ongoing
staff handing their notice in in order to consider change
All corporate vacancies reviewed at weekly Vacancy Approval Panel

Related
Issues

Ongoing

A high vacancy rate contributes to increased use of temporary staff and may impact on
the health and wellbeing of staff in post.
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Workforce & Efficiency – Area of Underperformance
Agency Spend % of Substantive Pay
Issue

The YTD Agency spend current performance is 5.28% against the 4.5%
target, a increase of 0.14% compared to February. The Trust target is
based on the agency expenditure ceiling of £3,534k applied from 1st
April 2017 to drive a reduction in agency expenditure across all NHS
Trusts and Foundation Trusts.

Actions
being
taken

Action
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Related
Issues

Date

Monthly review of agency spend through the Agency Cap Group ensuring On-going
best practice and systems in place.
Medical staffing team continue to work with clinical directors on all On-going
recruitment campaigns.
Review of job plans to determine if any vacancies can be aligned to in- Ongoing
house cover
Monthly budget reporting meetings

Ongoing

Weekly nurse agency bookings analysis

Ongoing

Inpatient ward rota reviews to reduce use of bank and agency.

Ongoing

The use of agency is driven by vacancy, sickness and patient acuity
factors.
Reducing recruitment delays through streamlined processes supports
the reduction in agency usage.
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Workforce & Efficiency – Area of Underperformance
% bed occupancy rate (including leave)
Issue

Bed occupancy including leave was 80.77 % in March against a target of 85%.
In Learning Disabilities Division, National Transforming Care agenda has resulted in
fewer admissions, more robust hospital avoidance and under-occupancy in Assessment
and Treatment inpatient pathway. Also, length of stay has reduced due to improved
clinical model and care and treatment reviews.

Actions
being
taken

Action

Date

• The Learning Disability Division is working closely with the 4 CCGs in Ongoing
line with TCP to provide more community and intensive support
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• Awaiting final confirmation of observation cost and engagement plan April 2018
from TCP to allow for eventual formal closure of Ridge Hill and
Orchard Hills

• Awaiting TCP response to specifications outlining information April 2018
requirements
• Full model commitment to be signed off by all Health and Wellbeing July 2018
boards

Related
Issues

TCP negotiations around commissioning intentions for A & T continue
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Domain Summary – Finance
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Finance indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Finance
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0

The Trust is reporting a £2,965k deficit against a planned deficit of £3,178k.
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Finance
5.1 Net Income and Expenditure
YTD
Position
Summary
of
Variances

At month 12 the Trust is reporting a full year deficit of £2,965k against a
planned deficit of £3,178k.
The main factors and risks influencing the Trust’s position are:
Summary – M12 £213k favourable; M11 £570k favourable
The income and expenditure position for the Trust is a deficit of £2,965k
compared to a planned deficit of £3,178k.
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Contribution
Mental Health – M12 £1,454k adverse; M11 £1,176k adverse;
• MH is reporting a ontribution of £12,481k, and is being adversely
impacted by loss of revenue streams and cost pressures in pay and non
pay costs.
Learning Disabilities – M12 £1,075k adverse; M11 £937k adverse;
• LD is reporting a contribution of £5,385k, and is being adversely impacted
by loss of revenue streams and pay costs.
Children, Young People and Families – M12 £1,649k favourable; M11
£1,346k favourable;
• CYP&F is reporting a contribution of £6,033k, and is favourably impacted
by additional income along with underspends within pay and non pay.
Support Services – M12 £1,074k favourable; M11 £1,006k favourable;
• Underspend driven by vacancies and delays in recruitment, and
operational non-pay underspends within Corporate and Facilities.
Reserves – M12 £1,079k favourable; M11 £925k favourable

YTD
Actual
£'000
99,641

YTD
Budget
£'000
99,283

(77,992)

(79,426)

1,434

(4,350)

(2,326)

(2,024)

Non-Pay

(15,536)

(17,041)

1,505

EBITDA

1,763

490

1,274

Non Operating Expenditure

(4,559)

(3,568)

(992)

Surplus/(Deficit) before Sustainability

(2,796)

(3,078)

282

(55)

(100)

45

(2,851)

(3,178)

327

Impairment (Losses) / Reversal

(40)

0

(40)

Asset Disposal

(74)

0

(74)

(2,965)

(3,178)

213

Income
Pay
Pay (Agency)

Sustainability
Total Surplus/(Deficit)

Total Surplus/(Deficit) including Asset Disposal

Depreciation and finance Costs – M12 £992k adverse; M11 £523k adverse;
• Depreciation - Adverse variance is a result of four factors
i) 2016/17 valuation saving assumption included within the annual plan being
greater than the actual depreciation saving realised, resulting in a small
increase in the opening valued fixed assets in 2017/18.
ii) Identification of a number of assets on the fixed asset register which
haven't been depreciated. In order to bring the assets net book value in line
with their useful economic lives, an accounting adjustment was made in M8
(November).
iii) Assets Under Construction reclassified to being in use with depreciation
backdated to the date of purchase.
iv) Impact of the DRC valuation for year ending 31st March 2018.
Related
Issues

2018/19 draft financial plan has been developed and submitted to NHSI. The
final version for submission is due 30th April 2018.

Service

Corporate
Facilities Management
CYP&F
Learning Disabilities
Mental Health
Operational Support
Clinical Support Services
Reserves
EBITDA
EBITDA %
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YTD
Variance
£'000
358

YTD Actual
£'000

YTD Budget
£'000

YTD
Variance
£'000

(9,220)
(10,946)
6,033
5,385
12,481
(1,090)
(1,648)
768

(10,305)
(11,042)
4,384
6,460
13,934
(1,209)
(1,421)
(310)

1,085
97
1,649
(1,075)
(1,454)
119
(227)
1,079

1,763
1.8%

490
0.5%

1,274
35

Finance Paper 5.2. Year-end CIP delivery
•
•
•

Issue

•
•
•

Actions being
taken

Key
Performance
Issue
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Division
Learning
Disabilities
CYP & F
Mental
Health
Corporate
Total

•

Overall target was delivered
Only 49% recurrent
Contingency Scheme: Non-recurrent Vacancy
Management delivered £1.76m
The three divisions with the largest recurrent shortfalls
were Mental Health, CYP & F and Estates & Facilities
18/19 CIP Target is £4.25m
Gateway panel approved 39 18/19 schemes for: Learning
Disabilities, Mental Health and CYP&F

•

Post Implementation Reviews for 21 17/18 CIP schemes (to
assess quality impact) are currently being undertaken
Each division is reviewing their Non-Recurring Vacancy
Management position
Gateways scheduled throughout 18/19

•
•
•
•
•

Reliance on the Contingency Scheme: NR VM is exorbitant
Merely 49% of 17/18 schemes were recurrent
19% of the 18/19 Full Year Target is recurring
18/19 recurring shortfall = £3.42m
18/19 overall shortfall = £2.88m

•

Recurring
% of Full
Recurring Non-Recurring
Year
Target

Nonrecurring %
of Full Year
Target

CIP Target
£

Total
£

Shortfall
£

642,000

642,865

-865

460,865

182,000

72%

28%

709,000

532,287

176,713

170,329

361,958

24%

51%

1,776,000

195,892

1,580,108

195,892

0

11%

0%

1,121,000
4,248,000

0
1,371,044

1,121,000
2,876,956

0
827,086

0
543,958

0%
19%

0%
13%

Recurrent / Non
Recurrent
Recurrent
Non-Recurrent
Total
Achieved Savings
% Rec
% N Rec
Total

YTD Plan
(£000)
1,996
2,206
4,202

YTD
Actual
(£000)
2,058
2,144
4,202

Achiev as
YTD
a % of Variance
plan
(£000)
103%
62
97%
-62
100%
0

YTD Forecast
49%

49%

51%

51%

100%

100%

YTD Plan
(£000)

YTD
Actual
(£000)

Corporate
CYP&F
Estates & Facilities
Mental Health
Operational Support
Clinical Support Services
Learning Disabilities

479
675
484
1,764
65
92
643

579
767
292
1,764
119
1
679

121%
114%
60%
100%
183%
1%
106%

100
92
(192)
0
54
(91)
36

Total

4,202

4,202

100%

(0)

Group Performance

Contingency Scheme :
NR VM

YTD Plan
(£000)

Corporate
CYP&F
Estates & Facilities
Mental Health
Operational Support
Clinical Support Services
Learning Disabilities

0
304
313
992
0
91
258

YTD
Actual
(£000)
6
398
118
993
72
0
175

1,958

1,761

Total
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Achiev as
YTD
a % of Variance
plan
(£000)

Achiev as
YTD
a % of Variance
plan
(£000)
6
131%
94
38%
(196)
100%
0
72
0%
(91)
68%
(83)

90%

(197)
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Finance
5.3 Finance Score
In November 2017 NHSI has published an updated
Single Oversight Framework.
There has been no changes to the underlying
framework itself but improvements made to the
structure, format and presentation of the document.

Summary of Scores
Capital Service Capacity
Liquidity (days)
I&E Margin
I&E Margin distance from plan
Agency Spend - Distance from Cap

Plan
2017/18

YTD Actual
2017/18

20%

4
4
4
1
1

4
4
4
1
2

100%

3

3

Weighting
20%
20%
20%
20%

Average Rating

The Finance and Use of Resources metric has been
relabelled to Finance Score to reduce confusion with
the use of resources assessment rating.

Overriding rules applied

-

Yes

Yes

Over riding Risk Score

-

3

3

Is the Trust in Speacial Measures

-

No

No

Revised over riding risk score

-

3

3
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The overall score continues to be based on 5 key
themes of which one is focused upon finances.

The Trust is currently achieving a score of 3 for its
Finance Score, with the Trust being allocated a 2 for
its overall score by NHSI.
The calculation of the finance score is shown in the
table on the right.
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Finance
5.4 Balance Sheet
At month 12 the Trust is reporting a year end cash position of £1,844k.
Non Current assets:
Non current assets have increased in month by £1,924k to £55,754k, this
being the net impact of capital additions, depreciation and the adjustment
for the year end property valuation.
Current assets:
Overall current assets - excluding cash and cash equivalents, have
decreased by £735k in month 12.
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Cash and Other Financial Assets:
Cash has decreased by £1,640k in month.
Current Liabilities:
Overall, current liabilities have decreased in month by £1,899k.
Non Current Liabilities:
The Trust has non current liabilities of £5,936k. This relates to the Hallam
Street PFI scheme and pension fund liability.
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Jan-18

Feb-18

Mar-18

53,982

53,830

55,754

2,086
551
3,616
6,253

505
1,518
3,484
5,507

1,042
246
1,844
3,132

(3,214)
(11,489)
(282)
(14,985)

(2,591)
(11,160)
(315)
(14,066)

(3,026)
(8,406)
(735)
(12,167)

(8,732)

(8,559)

(9,035)

LA Pension
PFI
Total Non Currentl Liabilities

(2,313)
(3,689)
(6,002)

(2,313)
(3,656)
(5,969)

(2,313)
(3,623)
(5,936)

TOTAL ASSETS EMPLOYED

39,248

39,302

40,783

NON CURRENT ASSETS
CURRENT ASSETS
Debtors
Other assets
Cash and cash equivalents
Total Current Assets
CURRENT LIABILITIES
Creditors
Other Liabilities
Capital Creditors
Total Current Liabilties
NET CURRENT ASSETS / (LIABILITIES)
NON CURRENT LIABILITIES
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5.5 Capital Plan
YTD
Position

At M12 the year end capital spend is a
net spend of £1,464k against a plan of
£1,981k resulting in a favourable
variance to plan of £517k.
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Annual Plan
£000's

YTD Plan
£000's

YTD Spend
£000's

YTD Variance
£000's

Better Services/Better care - Backlog Maintenance

500

500

816

(316)

Better Services/Better care - Clinical Risk

500

500

264

236

IM&T - Ops & Development

981

981

884

97

1,981

1,981

1,964

17

Better Services Better Care - Backlog Maintance (PY)

0

0

(205)

205

Better Services Better Care - Clinical Risk (PY)

0

0

(8)

8

Implementation Strategy - IM&T (PY)

0

0

(370)

370

Step Down Langley House - LD (PY)

0

0

84

(84)

1,981

1,981

1,464

517

Area
1
2
3

Gross Capital Spend 2017/18

4
5
6
7

Net Capital Spend 2017/18
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5.6 Underlying financial position
total
Sustainability surplus/
(£000)
(deficit)
(£000)

Pay
Income (£000) Pay (£000) Agency Non pay Non Op
(£000) (£000)
(£000)

Reported Full Year Plan Position
Variance
Reported Out-turn Position

99,283

(79,426)

(2,326)

(17,041)

(3,568)

(100)

(3,178)

358

1,434

(2,024)

1,505

(1,106)

45

213

99,641

(77,992)

(4,350)

(15,536)

(4,673)

(55)

(2,965)

(227)

(1,229)

107

278

0

0

(1,071)

(1,259)

455

52

154

0

0

(598)

(233)

(660)

22

(211)

0

0

(1,082)

0

17

0

(446)

0

0

(429)

0

(127)

0

121

0

0

(6)

0

(95)

0

(7)

0

0

(103)

0

0

0

35

0

0

35

(166)

9

0

(903)

0

0

(1,060)

0

0

0

0

639

0

639

97,756

(79,622)

(4,169)

(16,515)

(4,034)

(55)

(6,639)

Normalising Adjustments
Mental Health
Learning Disabilities
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Children's, Young People & Families
Corporate
Estates & Facilitieis
Operational Support
Clinical Support
Reserves
Non Operating
Normalised Position
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Encl. 9.1
Minutes of the Audit Committee Meeting
held on Wednesday, 14 March 2018 at 2.00 pm
In Meeting Room 7 - Delta House
Present:
Fayaz Malik (FM)
Joy Jeffrey (JJ)
David Stenson (DS) (Chair)
In Attendance
Paul Assinder (PA)
Diane Cartwright (DC)
Angus Hughes (AH)
Natalie Grainger (NG)
Charles Knight (CK)
Joyce Fletcher (JF)

Non-Executive Director
Non-Executive Director
Non-Executive Director

Gus Miah (GM)
Sukhbinder Heer (SH)
Joanne Winwood (JB)

Interim Director of Finance
Internal Audit, WMAC
Deputy Director of Finance
Governance Support Manager
Internal Audit
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
External Auditor
Associate Non-Executive Director
Head of Financial Services

Apologies:
Andy Green (AG) (Secretary)

Company Secretary

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting held on the 14th February 2018
were agreed as a true and accurate record subject to the following
amendments.
Item 3.1, page 5, para 1, to read “It was the Committee’s view that as
the Trust had referred the matter to the NMC, the Trust was
responsible for meeting the cost of the additional work undertaken to
date”.
Item 4.1, page 5, para 5, to read “Mr Miah confirmed that the Trust
would not receive its STF allocation for the year as it had not accepted
its control total”.
Item 5.3, page 8, para 8, to read “Mr Hughes said that there was an
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Ref

Item
issue with some Executive Leads not having visibility of the outstanding
recommendations and consideration should be given to how this will be
picked up. It was agreed that Mr Hughes and Ms Cartwright would
discuss this outside the meeting”. (Action to be updated to reflect
outcome of the discussion).
Item 6.1, page 9, para 3 to read “Mr Hughes indicated that from an
accounting perspective the introduction of the apprenticeship levy was
the only area of contention as to how it should be accounted for.
National guidance has now been issued and the Trust’s treatment is
consistent with that required”.

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business to be transacted
Mr Assinder proposed extending the contracts for Internal Audit,
External Audit and Local Counter Fraud services to 30th June 2019 in
light of the demise of the TCT partnership. He confirmed that final
approval would be required from the Assembly of Governors for
External Audit.
Mr Malik questioned whether this was an opportunity to review the
Internal Audit provision. Mr Assinder indicated that due to time
restrictions an internal audit plan was urgently required and it would be
a more effective approach to extend the existing contract.
Mr Stenson agreed and felt that it was important to ensure consistency
and continuity for the next 15 months whilst the future direction of the
organisation was considered.
Mr Miah raised that due to the position of the Trust he would expect
that the price of both Internal Audit and External Audit services to
increase if the Trust went out to the open market.
Mr Hughes confirmed that due to a change in the procurement rules a
number of contracts were due for renewal within the next 12 months
and the workload was likely to increase.
Ms Jeffrey indicated that it would be useful to receive a report at a
future meeting on the position of contracts as a number of reviews had
stalled due to TCT.
Mr Assinder reported that the process was being discussed as there
were a number of contracts that would need to be taken out to market
as a stand-alone organisation.
Mr Hughes confirmed that a list of contracts was being reviewed and
timelines agreed and further confirmed that he would provide a report
to a future meeting of the Committee.
In response to a question from Ms Jeffrey, Mr Assinder confirmed that
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Ref

Item
there were a small number of licences that would need to be reviewed
as a stand-alone organisation, however, there were potential
opportunities that could arise from this due to a change in the market
conditions which could benefit the organisation.
IT WAS AGREED:
(i)
(ii)

(iii)

That the Internal Audit and Local Counter Fraud
contracts be extended to 30th June 2019.
That a recommendation be made to the Assembly
of Governors that the External Audit contract be
extended.
That Mr Hughes provide a report to a future
meeting of the Committee related to the contracts
being reviewed.

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.

3

LOCAL COUNTER FRAUD

3.1

Progress Report on Current Year Plan
Mr Knight presented the report which provided an update of the work
undertaken in accordance with the antifraud plan for 2017/18.
He confirmed that the work plan was on target for completion and that
the counter fraud plan would be revisited for the full period in light of
the recent announcement regarding the TCT partnership.
Mr Knight reported that presentations would be provided to the Nursing
Board and Management Board during April 2018 as part of raising
awareness of counter fraud issues.
It was reported that the NHS Counter Fraud Authority had issued this
year’s Self Review Tool (SRT) which is designed to measure the
available evidence to quality assess compliance against standards.
Mr Knight confirmed that since the last meeting two new referrals had
been received and are currently in the stages of investigation.
Mr Knight drew the Committee’s attention to the fraud referral
benchmarking which had previously been requested. It was noted that
in comparison with five mental health trusts, the Black Country
Partnership was in the middle of the range. It was further noted that
the main reason for referrals was that members of staff were working
for other organisations whilst on leave due to sickness.
Mr Heer felt that the benchmarking was useful and asked whether
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Item
there was anything included within HR policies regarding staff working
for other Trusts whilst on sick leave.
Mr Hughes suggested the Local Counter Fraud Officer should be
invited to some meetings in order to provide context to the information
provided.
Ms Fletcher confirmed that she understood the HR policy had been
reviewed and agreed to follow this up with HR.
Ms Jeffrey suggested including a robust statement within contracts of
employment as staff were more likely to read the contracts.
Ms Jeffrey raised that information provided on the Nursing and
Midwifery Council’s website indicated that staff working whilst off sick
was becoming an increasing area of concern, particularly in relation to
patient safety.
Mr Stenson felt that urgent action needed to be taken to ensure clarity
for staff and suggested other methods of communication such as the
anti-fraud newsletter and Grapevine should be considered.
Mr Hughes confirmed that awareness continues to be raised and
communications would continue.
It was agreed that a further report would be presented at the April 2018
meeting to ensure clear action was being taken.
IT WAS AGREED:
(i)
(ii)
(iii)

Mr Hughes to invite the Local Counter Fraud
Officer to attend a future Audit Committee meeting
Ms Fletcher to liaise with HR regarding the HR
policy
To receive a report at the April 2018 meeting on
progress with staff working whilst off sick

4

EXTERNAL AUDIT

4.1

External Audit Report
Mr Miah reported that the risks previously highlighted remained
prevalent and included the significant risk in relation to the Trust’s
value for money opinion around financial sustainability.
Mr Miah drew attention to the two mandatory indicators and the local
indicator which had been agreed by the Assembly of Governors.
Mr Miah confirmed that a review had been undertaken regarding the
property valuation of capital schemes and that at year end a physical
verification of assets would be performed in order to consider key
assumptions made in relation to the status of capital projects and the
Trust’s valuation.
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Action

Mr Miah reported that the Trust had performed well to maintain its
financial position, however, the 50 percent non-recurrent savings were
significant. He confirmed that the underlying position would be
reviewed as part of the year-end audit.
Mr Miah highlighted the importance of the Trust having a strategy as it
was not a viable option to continue as a stand-alone organisation and
suggested that the Committee challenge the Board to consider a formal
strategy.
Mr Stenson indicated that the Trust had not considered an alternative
plan to TCT as it had not wanted to undermine the TCT partnership,
however, he felt it was now important to reflect on the lessons learnt
from TCT with clinical support being key.
Mr Stenson confirmed that the strategy would be considered at a
meeting of the Board scheduled for the 28th March 2018.
Mr Miah confirmed that previous audit considerations had been based
around TCT being strategically the best fit solution and the long term
sustainable option and, therefore, it was important to understand the
viable long-term solution.
Mr Assinder felt that this was a contextual issue and as there were now
a number of Trusts in financial difficulties. He reported that the going
concern debate was an NHS wide issue.
Ms Fletcher confirmed that the direction of travel for the Trust was to
be within a Black Country footprint for Mental Health Services that
ensures safe services for patients. She reported that some positive
outcomes had come from TCT in terms of partnerships across the
Black Country that will continue to be built on.
Ms Jeffrey raised that it was important to consider opportunities for
income generation both outside and alongside the STP in the shorter
term.
In response to a question from Mr Malik, Mr Miah confirmed that in
order to prevent the qualification of accounts it was important for the
Board to have a clear clinical strategy supported by strategies for
workforce and finance.
Mr Assinder provided assurance that NHSI had shown unprecedented
support for the Trust in terms of providing financial support if required
and recognition that the strategic position is well defined.
In response to a question from Mr Heer, Mr Miah confirmed that the
format of the qualification was around the financial sustainability of the
organisation. He further confirmed that contract negotiations were
important as there were a number of loss making services.
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Mr Malik suggested referring contract negotiations to the Finance and
Investment Committee to consider in detail.
Mr Stenson noted that the report states that the Trust will require
financial support from September 2018, however, this had now moved
to July 2018.
Mr Miah confirmed that this would be reviewed when auditing the
accounts, however. formal confirmation from NHSI would be helpful.
IT WAS AGREED:
(i)
(ii)

To refer contract negotiations to the Finance and
Investment Committee to consider in detail
To note the report

5

INTERNAL AUDIT

5.1

Internal Audit Report: Assurance Outcomes Summary Report
Ms Cartwright presented the report which provided the main outcomes
of Internal Audit reviews, highlighting the internal audit opinion and
agreed actions to improve risk management.
1.

Expenditure: Non-Pay – Substantial
Ms Cartwright highlighted that £39,961 potential duplicate
payments had been identified.
Ms Winwood confirmed that 33 cases had been reviewed and
dealt with and the outstanding balance was below £3k.

2.

Healthcare Income and Debtors – Substantial
IT WAS AGREED:
(i)

5.2

To note the report

Recommendation Implementation Update
Ms Cartwright presented the report and confirmed that following further
discussions the number of overdue actions had reduced from seven to
five.
Mr Stenson highlighted the importance of maintaining pressure on
leads to ensure actions were implemented in a timely manner.
Mr Heer raised that in order to ensure correct governance it was
important to identify whether actions have been implemented or
whether there was an action plan for implementation.
IT WAS AGREED:
(i)

To note the report
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6.1

Item
GOVERNANCE, RISK MANAGEMENT AND INTERNAL CONTROL
Board Assurance Framework
Ms Fletcher presented the Board Assurance Framework (BAF) which
outlined the principal risks associated with the successful delivery of
the Strategic Objectives and Quality Priorities for 2017/18.
Ms Fletcher reported that the BAF was considered by the Board at its
February meeting and it was agreed that a number of reviews were
required due to the demise of TCT. She confirmed that the reviewed
BAF would be considered in detail by the Board at its meeting in March
and would bring an updated report to the meeting of the Audit
Committee in April 2018.
Mr Miah raised that this Committee would have to assure the Board
that the BAF had been updated prior to the Annual Report being signed
off and suggested it would be useful to consider the top five key risks at
the next meeting.
IT WAS AGREED:
(i)

6.2

To receive an updated BAF at the meeting of the
Audit Committee in April 2018 with the top five
risks prioritised

Losses and Compensation Claims
Ms Winwood presented the report which provided an update on the
Losses and Compensation claims during 2017/18. She confirmed that
to date there were 13 claims on the 2017/18 losses and compensation
claims register, of which 8 have been closed during the year with
payments totalling £14,872.
She reported that one case remains open from 2016/17 as three
quotations are awaited in accordance with the policy in order to agree
the final reimbursement value.
Ms Jeffrey said that it would be helpful to ascertain whether staff
understood the system for losses and compensation claims.
Ms Fletcher confirmed that a Quality Improvement Summit had taken
place on 9th March 2018 with a focus on the reduction of violence and
aggression. She reported that whilst incidents were high the majority
had not resulted in high levels of harm.
Ms Fletcher suspected that not all incidents were being reported which
was important to rectify in terms of improving staff wellbeing.
IT WAS AGREED:
(i)

7

To note the report

QUALITY REPORT
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Action

7.1

Quality Report
Ms Fletcher presented the draft Quality Report and confirmed that the
timetable set by NHSI requires stakeholders to comment on the draft
report, and the final version cannot be completed until after 31st March
2018. She thanked staff for their contribution noting the short lead time.
Ms Fletcher highlighted that the year had been challenging, however,
tremendous work and improvements had taken place.
Ms Fletcher drew the Committee’s attention to the section on learning
from deaths which had been discussed at length by the Board. She
confirmed that national parameters for mental health organisations
reporting had not yet been published which NHSI were aware of.
Ms Fletcher highlighted the good CQC rating which had been achieved
and confirmed that implementations with the CQC action plan had
been maintained.
She highlighted the significant improvements with the Friends and
Family Test and the positive involvement with people who use the
Trust’s services. Ms Fletcher reported that patients had been engaged
with ‘Always Events’ which involves the organisation thinking about
things that will always be done i.e. using patients and carers in coproduction.
Ms Fletcher requested that any comments should be sent to her by the
end of the day prior to the draft report being shared with
commissioners allowing 30 days for feedback.
Mr Stenson acknowledged the work undertaken in compiling the report
and the clinical input highlighted within the report.
Ms Miah felt that the report was a good statutory document and
suggested an easy read version would be useful. He confirmed that the
External Audit team would feedback any further requirements.
Mr Heer suggested that it would be useful to review the report with
small groups of governors as this would assist the process and engage
governors.
IT WAS AGREED:
(i)

To note the draft Quality Report 2017/18 prior to
distribution to key stakeholders.

8

REPORTING RESPONSIBILITIES

8.1

Agree specific recommendations to the Board
 To review the BAF and consider the top five priority risks

8.2

Agree specific recommendations/matters to other sub-committee's
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Item
 Finance and Investment Committee
 Contract negotiations
 Procurement of contracts – update Audit
Committee of issue

8.3

Risks considered
Outlined within the minutes.

9

ANY OTHER URGENT BUSINESS
None.

Action

The Chair thanked all for attending the Committee and closed the meeting at 3.30pm.
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Encl. 9.2
Minutes of the Finance and Investment Committee Meeting
Held on Friday, 16 March 2018 at 10.30 am
In Meeting Room 7 - Delta House
Present:
Paul Assinder (PA)
Andrew Fry (AF)
Fayaz Malik (FM)
Kathy McAteer (KM) (Chair)

Interim Director of Finance
Non-Executive Director
Non-Executive Director
Non-Executive Director

In Attendance
Jo Cadman (JC)
Natalie Grainger (NG)
Angus Hughes (AH)
Chris Masikane (CM)
Steve Phillips (SP)
Sukhbinder Heer (SH)

Strategy and Transformation Director
Governance Support Manager
Deputy Director of Finance
Group Director, LD & CYPF
Divisional Director, Mental Health
Associate Non-Executive Director

Apologies:
Andy Green (AG) (Secretary)
David Stenson (DS)
Lesley Writtle (LW)

Company Secretary
Non-Executive Director
Executive Director of Operations

Ref:
1

Item
OPENING MATTERS
Ms McAteer noted that the committee was currently not quorate until
the arrival of Mr Assinder at 11.05am..

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to the following amendments:
Page 7, item 3.1, It was agreed to read ‘To include 12 month rolling
cashflow from 18/19 reporting.’

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business to be transacted
None.

2

MATTERS ARISING
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Item

Action

2.1

Action Log
The action log was discussed and updated.

2.2

Newton Europe Update
Mr Phillips reported that recommendations had been carried out at a
divisional level however it as currently unclear on ongoing relationships
with Newton Europe following the demise of TCT.
It was agreed to defer the matter to the April 2018 meeting, if the
proposal was to continue with the Newton Europe contract.
IT WAS AGREED:
(i)

3.4

To receive an update at the April 2018 if the
proposal was to continue with the Newton Europe
contract.

Mental Health Programme Plan
It was agreed to take item 3.4 next on the agenda.
Mr Phillips reported that the key issues remain bed management and
the financial sustainability of units. He confirmed that separate
strategies for adults and older adults were being developed and it was
recognized that there was a need for broader discussions across the
Black Country linking to the STP.
Mr Phillips raised that there was a significant business opportunity
going forward with Physical Health Psychology, working with the Royal
Wolverhampton Hospital.
Ms McAteer raised that it was important to focus on future investments
as an FT and this should be included on the agenda of future meetings.
Mr Phillips raised that Mental Health First Aid was a key area of growth
and confirmed that it was hoped to make this an area of self-funding.
Mr Malik felt that he did not have a sense of what was being done over
and above what was being contracted.
Ms Cadman confirmed that the SLR would highlight this and would be
useful to consider.
Ms McAteer agreed that it was important to make the best use of SLR
and suggested a deep dive to clarify contracting issues and
development work as well as transformational work.
Ms Cadman confirmed that she was due to meet with finance
colleagues in order to link financial information with CIP’s and business
opportunities and look at how to work differently with divisions.
Mr Hughes raised that it was important to take time to do things right
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and highlighted the need to align to the Clinical Strategy.
Mr Heer highlighted that there were a number of partners and asked
how this was being prioritized.
Ms Cadman confirmed that a stakeholder plan was being mapped
which would feed into the Board Strategy meeting in March 2018.
It was agreed that Ms Cadman and Mr Assinder would report back to
the April 2018 meeting following discussions.

IT WAS AGREED:
(i)

(ii)

To receive a further report and a “plan on a page”
next month on the overall MH strategy to bring
together SLR, contracts, transformation and
business opportunities
To include a focus on future investments as a
regular agenda item

(Mr Phillips left the meeting at 11.00am.)

3.5

Risk Register: Finance & Investment Committee
It was agreed to take item 3.5 next on the agenda.
Mr Beasley attended the meeting to present the report and the
discussion focused on the impact of the demise of TCT to the risks of
the Trust.
Mr Beasley reported that risk 419 (Breach of License) would need to be
considered if this remains a risk.
(Mr Assinder arrived at 11.05am – it was noted that the meeting was
now quorate)
Mr Fry raised that if NHSI had indicated that they were not planning
enforcement action however felt a risk remained as the organization
was not sustainable.
It was recommended that the Board review this risk with additional
actions to address the current gap.
Mr Beasley raised that risk 646 (IT Strategy) had been heavily
dependent on TCT. Mr Assinder confirmed that the decision around the
Clinical Information System Business Case would potentially mitigate
this risk and it was agreed that the risk would be considered following
the Boards decision on the business case at its March meeting.
IT WAS AGREED:
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Action
(i)
(ii)

2.3

To review risk 419 (breach of license) at the Board
Strategy in March 2018
To review risk 646 (IT Strategy) and amend to
reflect the changed position and reflect the Boards
subsequent decision at its March 2018 meeting

Update on BCP Gateway Meetings
Ms Treacy reported that BCP only Gateway Meetings had now been
made permanent with a full schedule of monthly meetings.
IT WAS AGREED:
(i)

To note the report

3

REVIEW OF FINANCIAL AND OPERATIONAL PERFORMANCE

3.1

Financial Position of the Trust as at 28th February 2018
Mr Hughes reported that year to date performance was £570k
favourable to plan and the reported deficit was £2,427k.
He confirmed that the month 11 surplus reported was £56k (first
monthly surplus reported in 2017/18) and was £220k favourable
against plan.
Full year forecast was £224k better than plan which was facilitated by
forecasting some in year benefits arising from 2016/17 provision
releases.
Mr Hughes confirmed that the Flu CQUIN had been achieved which
would result in the Trust receiving £50k income which had not been
reflected in month 11.
Mr Hughes drew attention to the additional slide that had been included
on agency spend and confirmed that year to date agency spend was
5.1% of total pay. It was forecast that at yearend total agency spend
would be an 11 percent reduction on 2017/18 which was a significant
reduction, particularly in nursing, however there remained an issue with
medics in the Mental Health Division.
Mr Hughes explained that if TCT related agency spend and winter
pressures were taken out of the forecast it would be closer to the
target.
It was reported that the forecast position incorporates an additional
£252k of potential legal costs associated with settlement of the Delta
House legal case. There is a potential to settle the case through
mediation which is scheduled for 26th March 2018. If the case is not
settled through mediation then the judiciary process and court dates in
October 2018 are now being considered. C. £228k was provided for in
2016/17 (£203k still remains).
Mr Hughes confirmed that a £437k depreciation forecast increase had
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been included in month 11 for amortisation of intangible assets relating
to kit and asset write down associated with EHR in consideration of
proposed PAS implementation and roll-out, taking the opportunity to
use favourable performance to mitigate these cost impacts.
Mr Hughes reported that cash was £3.5m at the end of February 2018
which was well above plan. Cash was forecast to be £2.2m at year end
which was better than plan.
In response to a question from Mr Fry, Mr Assinder confirmed that a
rolling 15 month cashflow is being produced and will be reported from
month 1.
Mr Hughes confirmed that as a result of the current year asset
movements and significantly higher cash balances than planned, the
annual PDC value has been re-calculated ahead of the March
payment. The full year value has reduced by £72k, and the Trust has
taken advantage of reducing this cash outflow.
IT WAS AGREED:
(i)

To note the report

(Mr Kearnes arrived at 11.30am)

3.2

Cost Improvement Programme as at 28th February 2018
Ms Treacy presented the report which provided an overview of the
financial performance of the 2017/18 Cost Improvement Programme
(CIP) at month 11. She confirmed that the overall forecast outturn was
marginally below the full year target and reported that across the
divisions the recurring forecast outturn was 49% of the full year target;
year to date the recurrent shortfall was c£1.9m.
It was reported that deep dive work was continuing into non-recurrent
vacancies and a summary would be received at the April 2018 meeting
on where recurrent savings had been identified.
Ms Treacy reported that year to date divisions remain static.
It was confirmed that the non-recurrent vacancy contingency was
£1.4m and work was continuing to rectify the reconciliation of data
which would be reported at the April 2018 meeting along with a
summary of all closed schemes.
Ms Treacy reported that the 2018/19 target set was £4.2m (4.2%) and
to date The Gateway Panel had agreed 13 schemes totaling £1.1m.
She confirmed that it had been agreed that any rejected schemes from
Gateway 1 would be represented at Gateway 2 and agreed to provide
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a summary outside the meeting.
Ms Treacy confirmed that the Mental Health panel remains the most
challenging and that out of 9 schemes presented, one had been
withdrawn and one not accepted. She reported that the target for
mental health was £1,776k however to date only £632k had been
identified. PMO were working closely with the division to review the
schemes.
Mr Heer raised that a comparison with last year along with timings of
schemes would be helpful.
He felt that Mental Health remained the biggest area of concern and
asked what needed to be done differently.
Mr Assinder felt that Mental Health were not able to articulate the
services they provide and highlighted the differences between services
that had been commissioned and those being provided.
Ms Treacy added that Mental Health had been through some
significant transformations and had no clear service specifications with
outcomes not being available.
Ms McAteer felt that given the financial position of the Trust there was
an opportunity to ensure services were being suitably funded with the
support of NHSI.
Mr Malik highlighted the £2.4m gap and felt it was important to
understand how this would be addressed and timelines being worked
towards.
Mr Hughes confirmed that there were a number of contracts that
needed to be reviewed and felt that there was a huge opportunity to
save money through re-tendering. He highlighted that there was a need
to invest in the procurement team in order to generate savings.
Mr Malik asked how the third sector was being used as they could play
a crucial role.
Ms Cadman confirmed that partnerships hadn’t been developed due to
TCT however this would form part of the stakeholder development
work.
IT WAS AGREED:
(i)

(ii)
(iii)

To receive a summary at the April 2018 meeting
on where recurrent savings had been identified
following the deep dive.
Ms Treacy to provide a summary of rejected
schemes outside the meeting
To note the report
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Item
Learning Disabilities Transforming Care Development Plan
Mr Masikane presented the report and highlighted key changes since
the previous update. He reported that there would be a block contract
of 8.5 beds secured for 5 years with some additional capacity in
Penrose for an additional 1.5 beds for spot purchases.
Mr Masikane reported that TCP have committed that funding for LD
services would not be taken out but re-used for new community
services however contract discussions with the CCG’s was critical to
ensure money was not removed.
In response to a question from Mr Heer, Mr Masikane confirmed that
contribution would be built into the contract negotiations.
Mr Heer raised that the inclusion of ten percent management
administration seemed high.
Ms Assinder confirmed that the description of management needed to
be reviewed. He added there was a potential upside of capacity being
sold to Birmingham.
In response to a question from Mr Malik, Mr Masikane confirmed that
consultation was not required as services were being redesigned not
closed.
Ms McAteer asked whether skills were suitable and whether the gap
can be managed by retraining staff.
Mr Masikane confirmed that an in depth training review had been
undertaken. It was recognized that there was a need to have the right
skills and a robust plan was in place.
IT WAS AGREED:
(i)

To note the report

4

INVESTMENTS AND DISINVESTMENTS

4.1

Clinical Information System Business Case
Mr Assinder reported that following the demise of TCT, the issue of the
current clinical system has to be addressed rapidly as the current
license with All Scripts for the Oasis system expires December 2019.
He confirmed that DWMH were in a similar position and proposed a
joint tendering approach using the existing NHS tendering contract
following legal and procurement advice.
Mr Assinder confirmed that the proposal had been discussed with both
BCP and DWMH clinicians and the Trusts clinicians were content with
the product.
Mr Kearnes provided some reassurance to the committee that the
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contingency had been planned nearly twelve months ago in the event
of TCT not going ahead.
He outlined the strategic case that RiO was a specific product for
mental health, children’s, learning disabilities and community services
with a large footprint of users across the West Midlands and confirmed
that Birmingham & Solihull Mental Health (BSMH) had offered support.
He also reported that RiO was one of the commissioners preferred
choice of packages.
Mr Kearnes confirmed that the procurement process was challenging
however legal advice had been taken on discussions and negotiations
and it had been confirmed that the Trust were in a robust legal position
under the Gateshead Framework.
Mr Assinder raised that there was a risk of a third party disputing the
process however felt that this was minimal and could be defended.
Ms Assinder reported that as a standalone organization, the Trust
could not source the upfront capital however DWMH had the financial
headroom to source the capital on behalf of both organisations which
represents good value for money to work jointly.
Mr Assinder confirmed that it was proposed that DWMH would fund the
£2.7m capital which would include the purchase of licenses,
implementation and the project team. BCP would provide the
expertise and staff to support implementation going forward. He
confirmed that additional staff would have to be taken on however it
was planned that this would be capitalized as part of the upfront cost,
with the phasing of capital spend being spread over 2 years.
Mr Assinder reported that the revenue model was based on the sharing
out of capital cost over the life of the system with a yearly revenue
charge to the Trust. He confirmed that this had been based on
headcount however discussions are ongoing with DWMH regarding the
split.
Mr Kearnes advised that if this option wasn’t approved, a solo
procurement process would set back at least 6 to 8 months and would
result in over running on the existing contract. He confirmed that this is
likely to result in an additional fifty percent charge with critical only
support and high maintenance charges and would have significant
impact on regulation.
Mr Heer raised that the cost of implementation can be high and asked
what the impact of these costs would be. He also asked whether a
contingency had been included for any additional cost element.
Mr Kearnes confirmed that the product could be reconfigured as
required and a substantial element of the capital monies had been
allocated to implementation which would include recruiting a RiO
configuration expert. He also confirmed that there was a good working
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relationship with BSMH who had offered their support.
Mr Assinder confirmed that it had recently become apparent that £120k
additional costs had been included which it had been agreed would be
kept as a contingency.
Mr Hughes added that full VAT recovery had been included as part of
the contingency.
Mr Heer raised that the clinical buy in shouldn’t be underestimated. He
also felt that if the proposal was being taken to Board a more prudent
financial view should be taken.
Mr Kearnes reported that the clinical pathways were key and that
clinical staff were being worked with. He confirmed that the system
wouldn’t go live until it had received clinical sign off.
Mr Kearnes confirmed that the structure of the Project Board was being
agreed and would ensure it was clinically rich.
Mr Assinder confirmed that the view of the medical Director was that
the clinicians were satisfied with RiO however would like discussions
regarding elements of the package.
Mr Malik asked whether the supplier was satisfied with the partnership
arrangement.
Mr Assinder confirmed that he had concerns around who would hold
the contract which would need to be agreed. He felt that it was likely for
the contract to be awarded in DWMH name as they are sourcing the
capital cost.

IT WAS AGREED:
(i)

To recommend approval to the Board on the
proviso that a clear and robust legal agreement
was put in place with BCP and DWMH that
adequately covers the joint arrangement

5

ANNUAL PLAN

5.1

Draft Annual Plan 2018/19
Mr Hughes confirmed that the draft Annual Plan 2018/19 had been
submitted in accordance with NHSI deadlines. He reported that the
final submission would be presented at the April 2018 meeting.
IT WAS AGREED:
(i)

To receive the final Annual Plan 2018/19 at the
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Action
April 2018 meeting.

6

REPORTING RESPONSIBILITIES

6.1

Agree Specific Recommendations to the Board
 Recommend a review of risk 419 (Breach of License) and 646
(IT Strategy)
 Recommend the approval of the RiO business case on the
proviso that a robust legal agreement is put in place between
BCP and DWMH that adequately covers the joint arrangements

6.2

Agree Specific Recommendations/matters to other sub-committee's
None.

6.3

Consider matters referred from other sub-committee's
None.

6.4

Consider Risks
As outlines within the minutes.

7

ANY OTHER BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting.
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Encl. 9.3
Minutes of the Quality and Safety Committee Meeting
Held on Thursday, 8 February 2018 at 9.30 am
In Meeting Room 9 - Delta House
Present:
Joy Jeffrey (JJ) (Chair)
David Stenson (DS)
In Attendance
Diane Cartwright (DC)
Joyce Fletcher (JF)

Non Executive Director
Non-Executive Director

Natalie Grainger (NG)
Andy Green (AG)
Judy Griffiths (JG)
Rd. Jas Lidher (JL)
Brenda Tattersall (B)

Internal Audit, WMAC
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Governance Support Manager
Company Secretary
Head of Operational HR
Executive Medical Director
Head of Governance Assurance

Apologies:
Kathy McAteer (KM)
Jo Treacy (JT)
Lesley Writtle (LW)

Non-Executive Director
Transformation Programme Manager
Executive Director of Operations

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to the following amendments:
Item 3.4, page 9, para 3 to read: Mr Stenson raised concerns over how
unexpected deaths were being responded to.
Item 3.4, page 9, para 4 remove ‘confirmed’.

1.4

Matters arising not on the agenda
Ms Griffiths confirmed that an update on sickness would be presented
at the April 2018 meeting.

1.5

Declaration of any other urgent business
None.
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Action

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.

2.2

Update on Fire Safety Training
Ms Tattersall reported that a concern was raised at the December 2017
meeting regarding the move from e learning to face-to-face fire training,
which had left a gap in inpatient areas. She confirmed that this training
was specific to evacuation training and when brought to the attention of
the organisation a plan had been put in place to ensure inpatient staff
receive suitable training by the end of March 2018.
Ms Tattersall reported that recently, a fire related incident had taken
place at the McArthur Unit. The Fire Officer had raised concerns and
she reported that these were being dealt by the organisation.
Ms Jeffrey requested that an update on other issues relating to Fire
Safety be reported to the Quality and Safety Steering Group in
February 2018.
Mr Stenson raised that there were a number of staff had not attended
the training and asked whether there would be a focus on those staff
by line managers. Ms Tattersall confirmed that dates had been sent to
Line Managers in order for them to ensure staff attend.
Ms Fletcher confirmed that the Rapid Improvement Group had been
established to monitor training closely and also the Programme
Performance Management Board (PPMB) would challenge divisions on
their training targets.
IT WAS AGREED:
(i)

An update on other issues relating to Fire Safety to
be reported to the Quality and Safety Steering
Group in February 2018

2.3

Capital Plan 2018/19
Deferred to April 2018.

2.4

Reducing Incidences of Violence and Aggression
Ms Fletcher presented an update report on the working group
‘Reducing Incidences of Violence and Aggression’ (RIVA) which was
established in 2017 to examine the above issue.
She reported that the levels of violence continued to be monitored and
a reduction had been seen across divisions. She confirmed that the
RIVA group was reviewing the original Restrictive Intervention
Reduction Programme and other initiatives aimed at reducing violence
and aggression levels.
The group undertook a small staff survey to gather staff views on
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current initiatives and identify areas for improvement. The results from
66 staff, indicated a number of areas of concern and also suggestions
for improvement.
She confirmed that the RIVA group planned to update the strategic
plan and develop an action plan to support changes and the
implementation of a bespoke training programme across the
organisation.
Ms Fletcher confirmed that a Quality Summit had been arranged for
March 2018, which will focus on the theme of violence and aggression.
The summit will provide an opportunity for staff to discuss the results of
the survey.
Ms Jeffrey felt that this was a good review of what was in place and
suggested it should be extended to evaluate the effectiveness of
programmes as part of the assurance process and should be included
as part of the summit.
Ms Jeffrey further highlighted the complexity of patients within the
Learning Disabilities Division and asked whether anything had been
raised in relation to training needs.
Ms Fletcher confirmed that the MAPPA Team provided bespoke
training to wards and that ‘Positive Behaviour Support’ had been rolled
out across LD.
Dr Lidher highlighted that within Learning Disabilities, patients were
often admitted due to a background of violent, aggressive and
challenging behaviour. She raised that it was important to be mindful of
TCP and the risks moving forward and that it should not be
underestimated how much consideration should be given to the
environment.
She confirmed that there had been a previous discussion at Board
regarding capital funding through the STP to enhance the environment.
The funding had not been received and confirmed that there was not
money within the capital programme to fund improvement.
Dr Lidher reported that this was a complex transition, which should be
monitored. She confirmed that it was recognised that inpatient areas
were the highest areas of risk when moving towards a single unit
complex.
In response to a question from Mr Stenson, Dr Lidher confirmed that
Black Country Commissioners did spend time on units and that they
were supportive of local beds.
Ms Jeffrey raised that the appointment of a Learning Disability
champion would be helpful.
Mr Green reported that there had been a revision of the Single
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Oversight Framework by NHSI and that the clause relating to
aggressive cost reductions requiring quality oversight had been
removed. He felt that it was important for the Committee and Board to
be aware of this change.
Ms Fletcher endorsed the points made by Dr Lidher and confirmed that
there were challenges with the complexity and acuity of patients and
the environment was not supportive. She raised that moving towards
one unit through TCP would raise a number of additional issues.
Mr Stenson raised that there were common themes some of which
were cultural and did not cost money.
Ms Fletcher reported that the majority of incidents were low harm
however these became wearing to staff over time. She raised that the
estate could often have an impact on staff as they often do not have a
break out area to go to.
Ms Griffiths raised that the consistency regarding boundaries can have
serious implications for staff.
Ms Fletcher confirmed that the Local Security Manager was rolling out
training in this regard.
Ms Jeffrey felt that the report highlighted a number of issues integral to
the organisation and requested the actions from the Quality Summit be
reported back to the Committee.
Ms Jeffrey suggested that wider issues around TCP required
discussion outside the meeting in terms of how it is addressed through
TCT planning.
IT WAS AGREED:
(i)
(ii)

(iii)

To receive a summary report and action plan from
the Quality Summit at the April 2018 meeting
To report to the Board the Issues identified relating
to the revised Single Oversight Framework and
potential implications
The wider issues around TCP to be discussed
outside the meeting and be addressed through
TCT planning

3

EXTERNAL ASSURANCE

3.1

Newton Europe Findings
Deferred to the April 2018 meeting.

4

INTERNAL GOVERNANCE AND ASSURANCE
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Item
Report from Chair of Quality and Safety Steering Group (QSSG)
Dr Lidher reported that there were no exceptions in relation to violence
and aggression incidents. She highlighted that there were variations
month on month between Divisions however, the data continues to
show that a small number of patients have a significant impact on the
figures.
Dr Lidher confirmed that the number of restraints with a prone element
had increased to 22, which was twice the monthly average. It was
reported that seclusion was monitored very closely and it was apparent
that seclusion was not being used regularly.
Dr Lidher reported on a positive note that, the Mental Health Division
had reported the inpatient records audits had provided optimal or
substantial assurance on quality, care planning and risk assessments
with the exception of Friar and Charlemont, which were moderate
assurance.
It was confirmed that the dip in CPA 7 day follow up had seen
improved performance in December 2017. Dr Lidher reported that
QSSG had requested a deep dive and the mental health division would
be doing more work to ensure consistency.
Dr Lidher raised concerns around the ongoing issues with vacancy
rates, sickness absence and turnover rates. Ms Griffiths confirmed that
she would bring a combined report for workforce issues to the April
2018 meeting.
Ms Fletcher reported that with regards to specialist mandatory training,
improvements had been seen.
Dr Lidher reported that issues had been identified around the patient
search policy and QSSG had supported a review to ensure it was
updated in line with national guidance. She highlighted that the Datix
menu would need to be updated to reflect the changes.
It was reported that QSSG had noted complaints breaches, which had
not been seen historically and highlighted the complexity of the
changes within the system.
In response to a question from Mr Stenson, Dr Lidher reported that
QSSG received detailed breakdowns of registered versus unregistered
staffing levels on each unit and that data is triangulated.
Ms Jeffrey requested that more detail be provided at the April 2018
meeting regarding lack of consistency in relation to physical health
assessments along with assurance on what is being done to address.
Dr Lidher suggested this be tied into the Mental Health Divisional
Report.
IT WAS AGREED:
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Action
(i)
(ii)

4.2

Ms Griffiths to present a combined report on
workforce issues at the April 2018 meeting.
Mental Health Divisional Report to provide details
regarding lack of consistency with physical health
assessments and assurance on what is being
done to address the issue at the April 2018
meeting

High Level Risk Register
Ms Tattersall reported that no new risks had been identified during the
reporting period, one risk had been reviewed, two risks were overdue
for review and six risks were active but not yet due for review.
She confirmed that the risks overdue for review were 647 and 651. In
relation to risk 647, Electronic Tracking Availability, a draft business
case would be presented to Finance and Investment Committee and a
Senior Project Manager would be identified to move this forward.
She reported that with regards to risk 651, Mandatory PAS
procurement, options were being discussed across TCT and it had
been agreed that a recommendation would be made to Executive
Management Forum for a new system pending Board approval.
Ms Jeffrey raised concerns around risk 704, Lower Clusters (MH
CCT’s) and asked whether a risk assessment was being undertaken as
there was large number of patients involved.
Ms Fletcher confirmed that she was aware that an assessment and
priority system was in place and that the Rapid Improvement Group
(RIG) had been set up to oversee this process. She suggested that it
would be useful to receive an update on the work of the RIG at a future
meeting.
Mr Stenson asked how long patients were waiting. Ms Tattersall
confirmed that she would provide this information outside the meeting.
Ms Jeffrey raised that a number of abbreviations had been used and
suggested a key was included and also for issues within risks to be
prioritised.
Mr Green suggested that the BAF Summary Sheet presented at Board
would be useful for the Committee as a reference.
The committee reviewed the risks and agreed that there were no risks
to be escalated to the BAF.

IT WAS AGREED:
(i)

To receive an update on the work of RIG at a
future meeting.
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(ii)
(iii)

4.3

Ms Tattersall to provide waiting times for patients
outside the meeting
To include a key of abbreviations and priority of
issues on the risk register

Serious Incident Narrative Report
It was noted that the report was in different format to that received
previously. Mr Green advised that it was important that the committee
are assured around the process.
Ms Tattersall reported that two serious incidents had been reported,
four RCA investigation reports were returned to commissioners and
commissioners closed nine serious incidents.
She confirmed that the process had been reviewed through the
Mortality Group and no concerns were identified however
improvements continue to be made.
Ms Jeffrey requested an update on assurance around the process.
Dr Lidher confirmed that there was a need to agree how assurance is
obtained outside the meeting. Ms Fletcher agreed that the report to the
April 2018 meeting would include the correct format with assurance.
Mr Green raised that it would be helpful for the Committee to receive
comments on the process. In terms of lessons learnt he suggested that
case studies would be useful as better assurance can be provided that
processes are working.
Mr Stenson raised the number of deaths within the report and asked
whether this linked with the Mortality Report. He asked if death occurs
when a patient was not in the Trusts care, is the same review
undertaken by other organisations.
Dr Lidher confirmed that it would depend on the cause of death and
that if there was learning around the care of the patient, this should be
considered.
It was agreed that Ms Fletcher, Dr Lidher and Ms Tattersall would meet
outside the meeting to agree the process and report to February’s
QSSG.
Ms Jeffrey suggested an internal audit review be considered on the
incident reporting process in order to provide assurance.
IT WAS AGREED:
(i)

(ii)

Ms Fletcher, Dr Lidher and Ms Tattersall to meet
outside the meeting to agree the process and
report to February’s QSSG.
To consider Internal Audit review on the incident
reporting process in order to provide assurance.
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4.4

Equality and Quality Impact Assessment
Ms Fletcher confirmed that the report was provided for information and
an update would be received at a future meeting.
Ms Jeffrey felt that it would be useful to have sight of the quality impact
process and asked for assurance that the process is robust with the
impact on quality and equality fully understood.
Dr Lidher confirmed that the Gateway 1 panels for 2018/19 had taken
place and Gateway 2 panels had been scheduled, which include
presentations of the QIA’s and EQIA’s against each of the schemes.
She reported that historically the Trust had a clear process around the
Gateway process and Star Chamber to review quality and equality
impact assessments. The 2018/19 process proposed by BCHC was led
by colleagues at BCHC in the context of the transaction taking place on
1st December 2017. As the transaction has now been delayed there
continued to be an expectation that BCHC would lead the process with
additional BCP panel members.
Dr Lidher raised that it was important for the Committee to note
difference processes and approaches to governance, which need to be
tested.
Dr Lidher explained that the length of the delay and uncertainty around
the transaction was creating difficulties and changes may need to be
made to the governance if the delay continues
The Committee were directed to the proposed Quality Impact
Assessment Template and confirmed that amendments had been
requested. In particular the sign off of the scheme as it would need to
be clear who was taking responsibility for signing off schemes.
Mr Green advised that the process had been agreed in the context of
the transaction taking place and the delay had raised a number of
points in terms of how to move this forward. He confirmed that there
was an issue relating to conflicts of interests, which raises concerns
with a number of processes going forward.
Ms Jeffrey felt that this raises significant assurance issues if the
appropriate representation from the BCP was not available on the
panels. She not feel assured as this would not allow for full discussion
on the impact and implications of schemes.
Mr Stenson raised that the issue was around accountability and who
would make the decision around a CIP scheme and the potential
impact on care. He confirmed that there would need to be a clear
governance process in order for BCP colleagues not to be put in a
position that they could not defend.
IT WAS AGREED:
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Action
(i)

4.5

To note the report

Appraisal Record Keeping
Ms Fletcher presented the report, which outlined the agreed action plan
following the internal Appraisal Audit in May 2017, which had
highlighted issues around appraisals being recorded inappropriately.
In response to a question from Ms Griffiths, Ms Fletcher confirmed that
the appraisal completion checklist had been circulated and should be
completed with the appraisal paperwork.
Ms Jeffrey raised that this could be an opportunity for managers to ask
a question about work experience in other parts of the organisation as
part of a retention strategy.

IT WAS AGREED:
(i)

To note the report

5

REPORTING RESPONSIBILITIES

5.1

Agree Specific Recommendations to the Board
 Issues identified relating to the revised Single Oversight
Framework and potential implications

5.2

Agree specific recommendations/matters to other sub-committee's
 Fire Safety to QSSG
 Serious Incident Report to QSSG

5.3

Risks Considered
Outlined within the minutes.

6

ANY OTHER BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting at Time Not
Specified
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