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The next meeting will be held on Wednesday, 22 May 2019 at 1.00 pm in Meeting Room 7 Delta House

Page 2 of 2

Encl. 3.3

Minutes of the Board of Directors Public Meeting
Held on Wednesday, 27 March 2019 at 1.00 pm
In Meeting Room 7 - Delta House
Present:
Andrew Fry (AF)
Paul Assinder (PA)
Jo Cadman (JC)
Joy Jeffrey (JJ)
Dr. Jas Lidher (JL)
Kathy McAteer (KM)
David Stenson (DS)
Lesley Writtle (LW)
In Attendance
Andy Green (AG)
Judy Griffiths (JG)
Scott Humphries (SH)
Judy McDonald (JM)
Kuli Kaur-Wilson
Simon Thompson
Gail Parry (GP)

Chair
Chief Finance Officer
Director of Strategy and Transformation
Non-Executive Director
Medical Director
Non-Executive Director
Non-Executive Director
Chief Executive

Company Secretary
Director of Workforce
Divisional Director, learning Disabilities and CYPF
Deputy Director of Nursing
Associate Director of Transformation
Systemic Family Therapist (Item 1 only)
Organisational Development and Staff Engagement
Manager (Item 7.1)

Jacqui Webb (JW)

Board Support Officer

Apologies:
Sukhbinder Heer (SH)
Chris Masikane (CM)

Associate Non-Executive Director
Director of Operations

Ref:
BCP/0104/36/19

Item
PATIENT/CARER STORY
Mr Simon Thompson, Systemic Family Therapist for Eating
Disorders was welcomed to the meeting to present on the
work of the team and a patient journey.
He explained that he and his team were part of the Child and
Adolescent Mental Health Service (CAMHS).
He then referred to the patient story. The Patient – Amy –
was in her early teens and once assessed had been
diagnosed with Anorexia Nervosa. Amy had been referred
by her GP and had been seen within 2 weeks. She and her
family were seen by the Multidisciplinary team and following
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a care plan had restored to 100% Weight for Height and had
moved to the third phase of the recovery model.
Mr Thompson said that the family had really appreciated the
assistance of the team especially as they were experiencing
additional difficulties with the father suffering from recurrent
illness.
Ms Writtle commended Mr Thompson and asked how the
team generated their resilience in dealing with such complex
and emotive issues.
Mr Thompson explained that it was very important the team
operated robust mechanisms to support each other. It was a
very open relationship whereby information was always
being shared and support meetings were regularly held.
Ms Jeffrey said the efforts of the team were really
commendable and asked if real time feedback from each
other had any impact on their approaches and overall
modelling of how cases were dealt with.
Mr Thompson said they always operated a safe mechanism
and the values of the team were always upheld by each
other. Family feedback was very useful and was used to
develop different approaches to cases.
In response to Mr Stenson, Mr Thompson said last year
there had seen 30 referrals and to date for this year there
had been 90 already and felt that the effects of social media
had had a detrimental effect on patients.
Mr Fry queried if there was anything the Board could do to
support him and the team further?
Mr Thompson replied that having opportunities to speak
within this type of forum raised the profile of the work the
team were doing. He said that for the future he was looking
at day service support options such as parent and carers
groups and multi-family therapy.
Ms Writtle said that she would ensure that when she was
organising her visits she would include a visit to the team.
Mr Fry thanked Mr Thompson for his time and asked that
thanks be passed onto the team for their continued service.
IT WAS AGREED:
To note the report.
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BCP/0104/37/19

Item
CHAIR'S COMMUNICATION
Mr Fry informed the meeting that the Assembly of Governors
meeting would be taking place on 2 April.

BCP/0104/38/19

OPENING MATTERS

BCP/0104/39/19

DECLARATIONS OF INTEREST
None.

BCP/0104/40/19

APOLOGIES FOR ABSENCE
As noted above.

BCP/0104/41/19

MINUTES OF THE PREVIOUS MEETING
The minutes of the previous meeting were agreed as a true
and correct record.

BCP/0104/42/19

MATTERS ARISING NOT ON THE AGENDA
None.

BCP/0104/43/19

DECLARATION OF ANY OTHER URGENT BUSINESS TO
BE TRANSACTED
None.

BCP/0104/44/19

REPORT OF THE CHIEF EXECUTIVE
Ms Writtle opened by informing the meeting that the strategic
case for the merger of BCPFT and DWMH had now been
submitted received by NHSI. Subsequently, Ms Jo Cadman
had been appointed Programme Director and a supporting
team was in the process of being formed.
Regarding possible consequences of the uncertainty around
Brexit, Ms Writtle gave reassurance that the Trust was as
prepared as could be for the possibility of a no deal exit from
the EU. A daily report was prepared which addressed any
concerns which may arise and the Business Continuity team
met on a regular basis.
IT WAS AGREED:
To note the report.

BCP/0104/45/19

HIGH LEVEL RISK REGISTER
Mr Green introduced the report and explained that the
register had been updated and the format had been
modified. No new risks were being presented to the Board.
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Mr Green continued that further to the Board’s decision at its
last meeting Risk 332, which addressed engagement with
staff and health and well-being had now been split into two
separate risks. These risks had been reviewed and were
proposed to be downgraded to Risk score of 12.
IT WAS AGREED:
To note the high level risk register and approve the
downgrading of risk 332a and 332b.

BCP/0104/47/19

BOARD ASSURANCE FRAMEWORK
Mr Green explained that the Board Assurance Framework
(BAF) document had been reformatted into a more simplified
version and correlated with the High Level Risk Register
(HLRR).
Ms Jeffrey commented the reformatting of the report was a
positive step.
IT WAS AGREED:
To receive and note the Board Assurance Framework.

BCP/0104/48/19

REPORT OF THE CHAIR OF THE AUDIT COMMITTEE
Mr Stenson reported that concerns with the progress in
implementing the annual Audit Plan had been addressed
with the current internal auditors.
The report was noted.

BCP/0104/49/19

REPORT OF THE CHAIR FOR FINANCE AND
INVESTMENT COMMITTEE
The report was noted.

BCP/0104/50/19

STRATEGY AND BUSINESS TRANSACTIONS

BCP/0104/51/19

ANNUAL PLAN 2019/20
Mr Assinder introduced the report. This was the final version
of the 2019/20 Annual Plan and was due for submission by 4
April 2019 which required Board Workforce template
He advised the annual plan had been prepared on the basis
that the NHSI advised control total of breakeven would be
accepted.
Mr Fry was pleased that the CIP was in a much better
position than in previous years which was very positive.
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Mr Stenson queried if the STP situation had impacted on the
planning of services and Ms Kaur-Wilson responded that it
had not made a huge difference.
Ms Jeffrey referred to page 51 and thought it would be
beneficial when describing the merger to include “clinically
driven”. She continued that the plan showed many good
quality indicators which was positive.
Mr Green referred to page 70 and asked the reference to
Public Health shown in the table have “Dudley” added to it.
IT WAS AGREED:
To approve the report to include the amendments noted by
the Board and delegate the authority to approve the 2019/20
annual plan submission and any subsequent changes to the
report to the Chief Executive Officer and Chief Finance
Officer.

BCP/0104/52/19

BUSINESS CASE SCOPING FOR NEW CARE MODEL
ALLIANCE FOR LEARNING AND DISABILITIES
INCLUDING MEMORANDUM OF UNDERSTANDING
Mr Humphries introduced the report.
It provided an overview and update on the development and
scope of the proposed West Midlands Learning Disability
provider alliance which was jointly taking a lead in this
scoping work including a joint undertaking to explore what a
West Midlands new model of care would look like, and its
implications for individual organisations.
Mr Humphries added that it was vital that BCPFT were
engaged at all levels of work due to the potential risk of
being isolated from a developing work stream that would
have an impact on local and regional LD provision.
The requirement of the signing of the Memorandum of
Understanding (MoU) was in order to permit the exploratory
work to begin. Mr Humphries explained that although there
were no immediate risks it was a concern following more
recent information received that the programme could have
ongoing risks which BCPFT would need to be sighted on.
Dr Lidher raised concerns at the direction this initiative was
taking. She felt there were great risks associated with this
proposal including the separation of Learning Disability
speciality from Mental Health and the loss of local services
for local population. She added there appeared to be no
clinical benefit. She felt it important that the scope needed
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clarification prior to commitment.
Mr Heer concurred with Dr Lidher’s comments and
suggested we respond and explain that the Trust was
uncomfortable with the scoping of the initiative.
Ms Writtle commented that the Trust should sign up to the
Alliance in order that we have a united approach and added
her belief that the STP would not support a model which was
out of the Black Country area.
Mr Green commented that the proposed Memorandum of
Understanding contained contradictory terms, especially in
relation to NHSE, which was not a provider and obligations
to meet NHSE requirements, and he felt this should be
clarified.
Ms Writtle felt that a conversation should be had with other
providers prior to responding.
IT WAS AGREED:
To seek the views of other providers within the proposed
Alliance prior to responding.

BCP/0104/53/19

QUALITY AND PATIENT EXPERIENCE

BCP/0104/54/19

STAFF SATISFACTION SURVEY - OUTCOME AND
ACTION PLAN
Ms Griffiths updated the meeting that this report contained
the results for the 2018 staff survey and addressed
recommendations for improvements in the future.
Mr Fry asked that members address any data related
questions to Ms Parry outside of the meeting.
Ms Parry then continued that the response rate was
disappointing at a 36% return and was looking at ways in
which staff could become more engaged in taking part in the
survey.
Ms Writtle concurred that the results were poor and she
personally felt it did not seem to correlate with feedback she
was receiving from staff separately. She added there
needed to be a more creative push in how the survey was
managed.
Ms Jeffrey commented that she was also disappointed and
reported that she had visited a unit where staff had
commented that they would have preferred hard copy
responses rather than electronic.
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Dr Lidher commented that the survey results reflected on the
Board and felt this was a priority going forward.
Ms Jeffrey agreed and stressed that as a Board we should
take ownership of this as it was not a positive reflection on
members.
Mr Fry thanked Ms Parry for report and requested that this
item be revisited by the Board in its future meetings.
IT WAS AGREED:
To note the report.

BCP/0104/55/19

OPERATIONAL AND CONTRACTUAL PERFORMANCE

BCP/0104/56/19

QUALITY AND PERFORMANCE REPORT AS AT 28
FEBRUARY 2019
Ms McDonald explained that the Trust were part of a joint
employer led initiative with DWMH in conjunction with higher
education institutions to look at the return to work practice.
Returnees would be employed and offered contracts when
the programme was complete.
She continued that assurance had been sought that systems
were in place to support NHSI proposed visit to Hallam
Street around infection control.
Mr Assinder then covered financial aspects of the report. He
said that February had seen a surplus of £172k against a
planned deficit of £1,038k.
IT WAS AGREED:
To note the report.

BCP/0104/57/19

CORPORATE GOVERNANCE

BCP/0104/58/19

RAISING CONCERNS UPDATE
Mr Fry pointed out that the term “Whistleblowing” should be
replaced with “Raising Concerns” and asked for all reports
and agendas to reflect going forward.
Ms Griffiths reported that there were currently two cases,
one being in the Macarthur unit. It was asked if this was a
vexatious issue and Ms Griffiths responded that there were
different elements running through the case and a
comprehensive review was now being undertaken.
Mr Green added that the original complaint was from a
member of staff raising concern about another member of
staff. That issue had been dealt with but these had been
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new matters raised at each communication and it was felt
important to review these carefully.
Ms Griffiths concluded that a Table Top review would be
brought to the April meeting which would update on the three
identified cases linked to serious clinical or safeguarding
concerns raised during 2018.
Ms McAteer stated she was pleased to receive clarification
of the table top review as she had been concerned that the
safeguarding process was not being followed.
Ms Writtle added that recruitment was underway for the role
of an independent Freedom to Speak Up Guardian.
IT WAS AGREED:
To note the report.

BCP/0104/59/19

MINUTES OF SUB-COMMITTEES OF THE BOARD

BCP/0104/60/19

MINUTES OF THE AUDIT COMMITTEE DATED 13
FEBRUARY 2019
The minutes of the Audit Committee dated 13 February 2019
were noted.

BCP/0104/61/19

MINUTES OF THE FINANCE AND INVESTMENT
COMMITTEE 21 FEBRUARY 2019
The minutes of the Finance and Investment Committee
dated 21 February 2019 were noted.

BCP/0104/62/19

ANY OTHER BUSINESS (AS DECLARED IN OPENING
MATTERS)

BCP/0104/63/19

SUMMARY OF ACTIONS AGREED
As agreed throughout the meeting.

BCP/0104/64/19

ITEMS TO REFER TO BOARD SUB-COMMITTEE'S
None.

BCP/0104/65/19

ITEMS TO REFER TO ASSEMBLY OF GOVERNORS
None.

BCP/0104/66/19

RISKS IDENTIFIED
As discussed throughout the meeting.
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BCP/0104/67/19

Item
QUESTIONS FROM THE PUBLIC
Mr Fry opened up the meeting for questions from Mr Cash,
Governor who was in attendance.
Mr Cash had attended a recent workshop held on 4 March
which focussed on the Annual Plan and the Trust’s priorities.
He said it had proved very interesting and had prompted
some extremely good conversations around workforce, staff
retention and responses to the recent staff survey.
He continued that it had identified that the Trust had many
old buildings in use and that work was being carried out to
maintain them.
Mr Fry thanked Mr Cash for his attendance and his positive
comments on the Trusts future plans.

The Chair thanked all for attending the Committee.
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Increased Agency Spend
Approaches to reducing reliance on agency staff
usage to be considered at the Board Strategy
Session

J Griffiths/
J Fletcher

Serious Incident, RCA and Regulation 28
Lessons Learned
Further development of the report to include narrative
on benchmarked Trust position.

J Fletcher

Jun-19

Open

Patient Experience: Complaints
Future report to include indicators of timelines of
responses and consider evaluation of feedback from
compllainants after response

J Fletcher

Jun-19

Open

A Green/
C Masikane

TBC

Open

Apr-19

Open

Ongoing

Open

Apr-19

Open

Ongoing

Open

BCP/0104/18/19

Childrens Services
Interactive session on role of Childrens Services at
future Board Strategy Day.

BCP/0104/26/19

Whistleblowing and Concerns
Table top review on 3 cases linked to serious clinical
& safeguarding concerns.

BCP/0104/31/19

Any Other Business
Format of Future Meetings

BCP/0104/52/19

Business Case Scoping for New Model
Approval

BCP/0104/54/19

Staff Satisfaction Survey

Received at Nov-18 BoD
Agenda item for Feb 19 as part of the Workforce:
Approach to Recruitment, Retention and Use of
Temporary Staff
Recruitment discussed at Feb 19 agreed update
required for April 2019

Required
Completion
Date
Apr-19

K McAteer Ceri Evans to present in April
J Griffiths

AF/AG

AF/AG to review the format of agenda and duration
of future meetings

C Masikane Review impact of new information prior to
S Humphries considering MoU.
J Griffiths

Review approach.

Items scheduled as per cycle of business that have been deferred
Item
By Whom
New Technologies
Briefing of new technologies across the Trust to
Board Strategy Session
Regulatory Compliance
Schedule of Matters Reserved for the Board

Corporate Governance
Insurance Arrangements

Future Items not on the cycle of business
Item

P Assinder

To be included at next board strategy / development
session. D. Pandall taking item forward with PA as
sponsor.
Deferred from March 2019

A Green

Open

Due

Deferred to

Nov-18

May-19

Mar-19

Apr-19

Mar-19

Apr-19

Deffered from March 2019
A Green

By Whom

Due

Reason
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Encl. 4.1

Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

High Level Risk Register

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary

Purpose:

Review

Recommendation(s):
-

To confirm the high level risks as extracted from the annual plan; and
To review the assessment of risks and adequacy of mitigation plans;

Relationship to strategic objectives:
High Level risks identified may compromise ability to achieve strategic objectives

Relationship to High Level Risks:

All related

Equality & Diversity implications:
An Equality Impact Assessment has not been completed
There are no implications to consider within the report. Mitigation action plans may
have implications that are addressed separately
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Regulatory and Compliance matters:
X

NHSI

Licence conditions; Single Oversight Framework

X

Care Quality
Commission:

Well led

Other:
None:

Previous Board level consideration
X

Board

Each meeting

X

Quality & Safety

Each meeting

X

Audit

March 2019
(as part of
review of
Board
Assurance
Framework)

X

Other

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds

None
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Each meeting

Executive Summary

The current high level risk register is attached.
The Annual Operational Plan for 2019/20, which was approved in March 2019,
included risks that could either compromise either the delivery of the strategic
objectives or result in a breach of licence obligations and are presented as follows:
- Financial standing: the Trust improved its financial performance in 2018/19
and has planned to operate a revenue break-even in 2019/20 but recognises
a deterioration in the revenue position could adversely impact its cash flow
and the provision of services;
- Recruitment and retention of staff: like the majority of NHS providers, the
Trust is effected by national shortages of trained front- line staff, and it is
acknowledged that inability to recruit and retain an appropriately skilled and
experience workforce could lead to the increased use of temporary staff with
the consequent risks of impairments in service quality and increased costs;
- Violence and Aggression: there has been a noticeable increase in violence
and aggression and whilst this has been mitigated to some extent the adverse
effects on service quality remain of concern;
- Engagement with staff: the results of the annual staff satisfaction survey of
2018 indicate improvement is needed in our overall approach to secure
meaningful staff engagement which if unaddressed could ultimately result in
deterioration in both service quality and productivity;
- Physical environment: the Trust has in large an ageing estate that is not
conducive to best clinical practice and could compromise the quality and
safety of service provision.
- Sustainability of service provision: the Board of Directors remains committed
to its objective of achieving longer term sustainability of service provision
through its plan to merge with Dudley & Walsall Mental Health Partnership
NHS Trust. However, the increasing focus on the development of integrated
NHS care service providers could either in part or fully jeopardise this plan.
Other than the sustainability risk, all others had been reported on the register during
2018/19.
The register also includes those relating to health and well-being of staff, Brexit and
the medicines supply contract.
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Risk Grading Matrix
Qualitative Measures of Consequences (Actual/Potential)
Descriptor

Insignificant
1

Adverse event requiring no/minimal
intervention or treatment
No working days lost

Injury Physical /
Psychological

Patient
Experience

Environmental
/ Estates
Impact

Staffing &
Competence

Minor
2

Minor injury or illness – first aid treatment
needed
Any patient safety or employee incident that
required minor treatment and caused minimal
harm to one or more persons
Impact prevented – any patient or Any patient safety incident that required
extra observation
employee safety incident that had the
1 – 4 days off work
potential to cause harm but was Health associated infection which may/did
prevented, resulting in no harm
result in semi-permanent harm
Affects 1-2 patients/service users
Impact not prevented – any patient or
Reduced
of patient
employee level
safety
incidentexperience
where nowhich Unsatisfactory patient experience directly
is not due to delivery of clinical care
due to clinical care – readily resolvable
harm has occurred
Increase in length of stay by 1-3 days

Fire Safety

General
Security

Catastrophic
5

Moderate injury or illness requiring professional Major injury / long term incapacity / disability
intervention
(e.g. loss of limb)
Any patient or employee incident causing
Any patient or employee safety incident that
significant but not permanent harm to one or
appears to have resulted in permanent harm
more people
to one or more persons
Any patient safety incident resulting in
>14 days off work
moderate increase in treatment.
Affects 16 – 50 patients/service users
RIDDOR / Agency reportable incident
4 - 14 days off work
Event which impacts on (3-15) patients

Fatalities
Multiple permanent injuries or irreversible
health effects
Any patient or employee safety incident that
directly resulted in the death of one or more
persons
An event affecting >50 patients/service users

Unsatisfactory management of patient care Unsatisfactory management of patient care
– local resolution (with potential to go to
with long term effects
independent review)
Increased length of hospital stay >15 days
Increased length of hospital stay by 4 – 15
Misdiagnosis
days

Incident leading to death
Totally unsatisfactory level or quality of
treatment / service

Onsite/offsite release of harmful substance or
gas with realised detrimental / catastrophic
effects
Release of illegal pollutants (e.g. into the air
or water supply or illegal disposal of waste by
Trust staff or contractors
Loss of building / major piece of equipment
vital to the Trusts business
Heavy snowfall resulting in lack of critical
staff / delivery / loss of critical services to site
where we have to look at site closure, etc.

Short term low staffing level (<1 day)
On-going low staffing level – minor reduction
temporary disruption to patient care
in quality of patient care
Minor competency related failure reduces Unresolved trend relating to competency
service quality <1 day
reducing service quality
75% - 95% staff attendance at mandatory /
key training

Late delivery of key objective / service due
to lack of staff
50% - 75% staff attendance at mandatory
/ key training
Unsafe staffing level
Error due to ineffective training /
competency

Uncertain delivery of key objective / service
due to lack of staff
25%-50% staff attendance at mandatory /
key training
Unsafe staffing level >5days
Serious error due to ineffective training and /
or competency

Non-delivery of key objective / service due to
lack of staff
Ongoing unsafe staffing levels
Loss of several key staff on ongoing basis
Critical error due to lack of staff or insufficient
training and / or competency
Less than 25% attendance at mandatory /
key training on an ongoing basis

1 ombudsman enquiry (not accepted for <10 ombudsman enquiry (not accepted for
investigation)
investigation)
Minor implications for patient safety if
unresolved
Claim <£10K
Inquest (category 2)

Ombudsman accepts enquiries for
investigation
Claim(s) between £10K - £100K
Moderate implications for patient safety if
unresolved
Inquest (Category 1)

Ombudsman upholds complaints following
investigation 1 or more
Claim(s) between £100K - £1M
Non-compliance with national standards with
significant risk to patients if unresolved
inquest (category 1)

Publication by the ombudsman following
upheld complaints with recommendations
Single major claim
Inquest (category 1)
Claims >£4.9M

Loss of 0.25 – 0.5% of Trust budget
Loss of 0.25 – 0.5% of turnover

Loss of 0.5 – 1% of Trust budget
Loss of 0.5 – 1% of turnover

Loss >1% of Trust budget
Loss >1% of turnover

Loss of 0.1 - 0.25% of Trust budget
Financial - Loss of < 0.1% of Trust budget
Loss of < 0.1% of turnover
Loss of 0.1-0.25% of turnover
Divisional /
Organisational
Business / Loss/Interruption of >1 hour; no impact onShort term disruption, of >8 hours, with minor
delivery of patient care / ability to provide impact
Service
services
Interruption

Adverse
Publicity /
Reputation

Major
4

Onsite release of harmful substance or Onsite release of harmful substance or gas On site release of harmful substance or gas Offsite release of harmful substance or gas
gas averted
contained
no detrimental effect
with no detrimental effect / on-site release
Light frost requiring gritting to localised Minor damage to Trust property - easily
Moderate damage to Trust property –
with potential for detrimental effect
areas
remedied <£10K
remedied by Trust staff / replacement of items Major damage to Trust property –
Heavy frost that raises risk of slips, trips &
required £10K - £50K
external organisations required to remedy falls
Light snow fall that requires additional gritting associated costs >£50K
increasing risk of falls, travel disruption for
Heavy snow fall that impacts on travel and
staff etc.
requires snow clearing/additional measures
etc.

Complaints / Potential for settlement / litigation <£500
Inquest (category 2)
Claims

Inspection /
Statutory Duty

Moderate
3

Small number of recommendations which Minor recommendations which can be
focus on minor quality improvement
implemented by low level of management
issues
action
No or minimal impact or breach of guidance Breach of Statutory legislation
/ statutory duty
No audit trail to demonstrate that objectives
Minor non-compliance with standards
are being met (NICE; HSE; Quality Standards
etc.)

Loss / interruption of >1 day
Loss / interruption of >1 week
Disruption causes unacceptable impact on
Sustained loss of service which has
patient care
serious impact on delivery of patient care
Non-permanent loss of ability to provide service resulting in contingency plans being invoked
Temporary service closure

Permanent loss of core service / facility
Disruption to facility leading to significant
‘knock-on’ effect across local health economy
Extended service closure

Challenging recommendations which can be Enforcement action
addressed with appropriate action plans
Multiple breaches of statutory duty
Single breach of statutory duty
Improvement Notice
Non-compliance with CQC core standards or Critical Report from a regulatory authority
Key Lines of Enquiry in one or a few areas Requires improvement rating from CQC
Potential breach of NHSI license
Major non-compliance with core standards
and/or multiple KLOEs
Breach of NHSI license and NHSI
intervention

Multiple breaches of statutory duty
Prosecution
Severely critical report
Complete systems change required
No objectives / standards being met
Inadequate rating following on from CQC
inspection
NHSI enforcement and management

Rumours
Potential for public concern

Local Media – short term – minor effect on Local media – long term – moderate effect – National media <3 days – public confidence National/International adverse publicity >3
public attitudes / staff morale
impact on public perception of Trust & staff
in organisation undermined – use of services days
Elements of public expectation not met
morale
affected
MP concerned (questions in the House)
Total loss of public confidence

Minor non-compliance with fire safety
codes of practice that will not
compromise staff and patient safety

Fire code non-compliance that as a
Significant fire risk or Fire Code nonSignificant fire risk or serious breach of
Significant fire risk that in the event of fire will
consequence could compromise staff taking compliance that will compromise staff taking
statutory legislation that could compromise
compromise life safety
effective action in the event of fire
effective action in the event of fire
life safety or render the Trust liable to
prosecution

Security incident with no adverse outcome Security incident managed locally
Security incident leading to compromised staff / Serious compromise of staff/patient safety
Infant / young person abduction
Low level climb point which leads to no Controlled drug discrepancy – accounted for patient safety
Patient uses climb point and falls or jumps Patient accesses climb point and results in
harm - patient climbs and is brought
Climb point used by patient and leads to
Controlled drug discrepancy – not accounted which leads to absconsion or serious injury
roof access, or a significant fall from height,
down or returns safely
minor injury including bruising or grazing
/ accounted for
leading to death or serious injury. Potential
Patent climbs and accesses to non-patient
for consideration as a Never Event
area or results in injury requiring medical
intervention
Breach of confidentiality – no adverse

Breach of confidentiality – readily resolvable Breach of confidentiality – complaint initiated Breach of confidentiality – more than one
Breach of confidentiality – large numbers
Health records documentation incident – patient patient
Unplanned loss of IT facilities >1 week
care affected with short term consequence Unplanned loss of IT facilities >1 day but less Health records / documentation incident –
than one week
catastrophic consequence
Health records / documentation incident –
patient care affected - major consequence

outcome
Unplanned loss of IT facilities <1 day
Information Unplanned
loss of IT facilities <half a day Health records incident / documentation
Governance / IT Health records / documentation incident – incident – readily resolvable
no adverse outcome

Medication
Safety

Incorrect medication or dose prescribed Medicine omitted without clinical reason – no Medicine omitted without clinical reason with
Medicine omitted without clinical reason with Medicine omitted without clinical reason with
/dispensed /administered, but not taken
adverse effects
potential adverse effects
adverse effects
adverse effects leading to death
Wrong drug or dosage administered with no Wrong drug, dosage or expired medication
Wrong drug or dosage administered with
Wrong drug, dosage or expired medication
adverse effects
dispensed and administered with potential
adverse effects
dispenses or administered with adverse effects
Expired medication dispensed and
adverse effects
Expired medication dispensed and
leading to death
administered – no adverse effects
Medication administered via wrong route with
administered with adverse effects
Medication administered via wrong route with
Medication administered via wrong route – no potential adverse effects
Medication administered via wrong route with adverse effects leading to death
adverse effects
Monitoring during drug therapy not undertaken or adverse effects
Monitoring during drug therapy not undertaken
Monitoring during drug therapy not undertaken not taken into consideration with potential
Monitoring during drug therapy not
or not taken into consideration with adverse
or not taken into consideration with no adverse adverse effects
undertaken or not taken into consideration
effects leading to death
effects
with adverse effects

Performance / Insignificant cost increase/slippage
Negligible change in scope or quality
Strategic
Objectives

Plans/targets slip by <1 month
<5% over budget
Minor change in scope or quality

Targets/plans slip by 3-6 months
5-10% over budget
Client approval needed for change in scope or
quality
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Target/plans slip by 6 months
10-25% over budget
Unable to meet secondary objectives

Targets/plans will not be achieved
>25% over budget
Unable to meet primary objectives

Qualitative Measures of Likelihood
The following risk grading tables adhere to the NPSA Risk Guidance
Level

Example

% of Risk

Descriptor

1

10 – 30%

Unlikely
Do not expect it to happen / happen again, but it may

3

30 – 60%

Possible
It is possible that it may occur / recur
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4

60 – 90%

Likely
Is likely to occur / recur, but is not a persistent issue.

5

1

2

3

4

5

1

1

2

3

4

5

2

2

4

6

8

10

3

3

6

9

12

15

4

4

8

12

16

20

5

5

10

15

20

25

≤10%

Rare
Difficult to believe that this will ever happen / happen again

2

Consequence
Likelihood

≥90%

Almost Certain
Will almost certainly occur / reoccur, and could be a persistent issue
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High Level Risk Register February 2019

High Level Risk Register February 2019
ID

Opened

Description

Likelihood

Consequences

Rating
(initial)

Inability to recruit and retain substantive staff may result in
increased usage of temporary staff that may compromise
quality and efficiency of services.

327

Oct-14

5

4

20

Inability to engage staff and support their health and wellbeing could result in sub-optimal service delivery and
increased costs.

332

Oct-14

HLRR v3 NOV 2018

4

16

The Trust risks running out of cash during the financial year
due to poor Income and Expenditure (I&E) performance
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442

4

Jun-15

4

4

Page 1 of 2

16

Mitigating Actions in place
Recovery Plans in place for areas where vacancies are reported above 9% and are reviewed on a
monthly basis at the Performance and Programme Management Board.
Alternative options being explored for recruitment and retention initiatives for new and existing
staff.
Recruitment and Retention Group has been set up to support the delivery of the relevant area of
the workforce strategy.
Engagerment in all major nursing recruitment events in partnership with bodies such as Royal
College of Nursing, Local Education and other Trusts.
Implementation of new roles in supporting alternative recruitment pathways with the first cohort of
Trainee Nurse Associates completing in April 2019.
Overseas recruitment of medical staff alongside a Clinical Fellowship Programme in conjunction
with Royal Wolverhampton NHS Trust.

Significant work is being undertaken within the Divisions to support the reduction of sickness
absence with a particular focus on long-term sickness cases and supporting staff to return to work.
The Time to Change employer pledge is currently being progressed to provide greater support
and awareness for employee mental health and the Trust has signed up to the 'Dying to Work'
Campaign to support terminally ill employees.
Mental Health First Aid Training continues to be rolled out across the Trust and is accessible for
all staff.
A Health and Wellbeing Roadshow in currently being planned and this is expected to take place in
February/March 2019.
The sickness absence policy will be reviewed to support a more proactive approach to improving
staff health and wellbeing.
Recommendations within recent (January 2019) Internal Audit report on Sickness Absence
Management will be addressed in the next 3 to 6 months

1) The Board has approved a revised I&E plan with an improved NHSI Financial control total.
This will result in the Trust benefitting from c.£1.8m of additional cash which will be received
during the 2018/19 and 2019/20 financial years.
2) There is an underlying improvement in the I&E performance of the Trust from Q3 onwards
which will improve the cash position.
3) The Trust is now in receipt of drawdown funding from NHSi, of £1.1m by the end of this
financial year, and is reflected in long term borrowings.
4) Cash balances continue to be managed extremely closely.
5) The Trust has established and agency expenditure Rapid Improvement Group led by the
Deputy Director of Nursing.
6) The Trust has established and oversees recruitment initiative focusing on agency medical staff
due to the high cost per individual. Reports on the current progress of agency spending is reported
monthly via the Finance and Investment committee and reviewed via this an reports to board.

Likelihood

Consequence

Rating Likelihood
(current)

Consequence

Rating Review date
(Target)

Exec Lead

Director of
Workforce

Group/Committee(s) responsible

4

4

16

3

4

12

Apr-19

Quality & Safety

4

4

16

4

3

12

Apr-19

Director of
Workforce

Quality & Safety

3

4

12

3

3

9

May-19

Chief Financial
Officer

Finance & Investment

High Level Risk Register February 2019

ID

Opened

204

Apr-14

Description

Delivery of safe and effective care could be compromised by
a range of issues, short term and long term including, but not
limited to:
Ligature points
Space issues
Meeting future regulatory challenges
Future dormitory requirements
Backlog of maintenance issues

Likelihood

Consequence

Rating
(initial)

Jul-18

4

4

16

4

4

16

Failure of the Government to adequately plan for an exit
from the European Union could result in significant risk to
service delivery, patient safety and financial performance of
the Trust.
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TBC

Feb-19

5

3

15

Uncertaintly over the continuity of the current medicines
supply contract may result in suppply disruption causing
harm to patients.
794

TBC

HLRR v3 NOV 2018

Dec-18

Mar-19

3

Sustainability of service provision: the objective of achieving
longer term Sustainability of service provision through its
plan to merge with Dudley & Walsall Mental Health
Partnership NHS Trust could be jeopardised by the
increasing focus on the development of integrated NHS care
service providers.

Likelihood

Consequence

Rating
(current)

Likelihood

Consequence

Rating
(Target)

Review date

Exec Lead

Group/Committee(s) responsible

1) The clinical risk based capital prioritisation process adopted, allocates capital spending each
year to the highest areas of clinical risk.
2) Ligature management plans, photo ligature points
3) Risk Management Policy and Environmental Risk Assessments.
4) Appointment of Head of Health and Safety.
5) Appropriate levels of staff- safe staffing reports

Violence and aggression linked to increased patient acuity within
inpatient areas may cause harm mto patients and staff

754

Mitigating Actions in place

5

15

Risk assessment and screening of admissions to inpatient services in place.
Action plan in place to specifically support the Penrose Unit.
Referral to alternative inpatient services when necessary (PICU, Low and medium secure services)
MAPA training
Support from Local Security Specialist and referral to police when appropriate
Safe wards programme
Staff wellbeing and support service
Trust wide 'reducing violence and aggression' (RIVA) Group

Key work streams and assurances received from National (Government) level. Business
Continuity Plans are being tested to ensure resilience and risk assessments are being undertaken
internally currently to determine impact across the 9 work streams which are:
-Medicine
-Vaccines
-Clinical Trials & Research and Clinical Networks
-Medical Devices and Clinical Consumables
-Non clinical consumables
-Workforce
-Reciprocal healthcare and overseas visitors
-Data
-Blood

1) Interim arrangement in place with the existing contractor to ensure ongoing provision whilst
negotiations atke place
2) Plans for re-procurement exercise put in place
3) Neighbouring Trusts engaged to identify alternative supply and contract options

2

4

8

2

4

8

Apr-19

Chief Financial
Officer & Director
of Operations

Quality & Safety

3

4

12

2

4

8

Apr-19

Director of
Operations

Quality & Safety

5

3

15

5

2

10

Apr-19

Chief Executive

Board

3

5

15

2

3

6

Apr-19

Medical Director

Quality & Safety

4

5

20

2

4

8

Ongoing

Chief Executive

Board

Planned merger with DWMH and associated work programme
Engagement with PLACE initiatives
Engagement with STP programme
4

5
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Encl. 4.3

Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

Report from Finance & Investment Committee held on 18th April
2019

Presented by:
Committee

Kathy McAteer, NED – Chair of Finance & Investment

Author:

Kathy McAteer, NED

Purpose:

Information and Recommendations

Recommendation(s):
The BoD are recommended to:
a) Commend the financial turnaround during 2018/19
b) Note that the impact of the MCP on the CYPF SLR will be considered by the
Committee at its June meeting
c) To consider its strategy on the Trust bidding for new contracts
d) Reports to the Governors Assembly on the CQUINs

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.
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x

Relationship to High Level Risks:

As identified in Risk Register

Equality & Diversity implications:
There are no implications to consider

Regulatory and Compliance matters:
NHSI

All aspects of governance assurance

Care Quality
Commission:

National patient information survey
Information Governance Toolkit

Other:
None:

N/A
N/A

Previous Board level consideration
Board

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other
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N/A

X

Executive Summary
A meeting of the Finance & Investment Committee was held on 18th April 2019 and
the following is bought to attention of the BoD:
1) Areas of Assurance or Reassurance
The Committee received reassurance on the year end financial position, the CIP
for 2018/19 and 2019/20 and the CQUIN outcome for 2018/19 and the proposed
CQUINs for 2019/20.
2) Approvals made by the Committee in its delegated powers
None
3) Approvals recommended to the BoD
None
4) Revision of any High Level Risks
The Committee is content with the controls for risk number204.
5) New Risks identified
Risks identified related to the CQUIN for 2019/10 with regard to the flu vaccine
and the Data Quality indicators.
6) Matters for escalation to the BoD
There were 4 issues identified to be brought to the attention of the BoD:
a) That the Board should commend the financial turnaround during 2018/19
b) To note that the impact of the MCP on the CYPF SLR will be considered
by the Committee at its June meeting
c) To consider The Board’s strategy on the Trust bidding for new contracts
(eg. geography /core business)
d) That the Board report to the Governors Assembly on the CQUINs following
discussion by Quality & Safety Committee as recommended below
7) Referrals to other committees
Following a detailed discussion regarding the CQUINs for 2019/20, it was noted
that most of the CQUINs relate to clinical quality and therefore the Quality &
Safety Committee should seek assurance that these are aligned to the Quality
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Improvement priorities. There should then be feedback to FIC where there is a
strategic decision that any CQUIN targets will not be met and the financial
implications of this.
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Encl. 4.6

Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

Trust Workforce Progress Report - Recruitment

Presented by:

Judy Griffiths, Director of Workforce

Author:

Michelle Heeley, HR Business Partner

Purpose:

Discussion

Recommendation(s):

The Board note the contents for information purposes in support of the overall
Workforce Strategy

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

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.
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.
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Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no implications to consider.

Regulatory and Compliance matters:
NHSI
Care Quality
Commission:
Other:
None:

CQC Standards

Previous Board level consideration
Board

February
2019

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other
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Executive Summary
The purpose of this report to provide an update to the Board of Directors on the
progress being made against the Trust Workforce Challenges and Risks with a
particular focus on Recruitment and Retention, a core priority of the Workforce
Strategy. The report contains a range of information to inform discussion and offer
assurance to the Board. The report covers the period April 2018 – March 2019. It
also highlights a number of current strategies and recommendations to continue to
address workforce issues (Appendix 1).
The report provides an summary overview of the following key areas:





Overarching performance against workforce KPIs
Recruitment and Retention
Workforce Capacity and Workforce Efficiencies
Sickness Absence

The report is aligned to the Trust’s high level workforce risks in respect of
recruitment and retention, health and wellbeing and identifies that these continue to
be the most challenging areas in respect of the workforce.
Vacancy rates across the Trust remain above KPI of 9% at the end of Quarter 4
reported at 11.8%; however it is important for the Board to be aware of the
significant and continued improvement from 14.98% at the end of Quarter 1.
Recruitment strategies developed to support the reduction in vacancies are
summarised on page 4.
as previously reported the Trust’s sickness absence rate remains above KPI and
has increased from 5.4% at the end of Quarter 1 to 6.6% at the end of Quarter 4 an
analysis is provided on page 7 and 8 of this report.
Work across the Trust will continue to focus on improvements in reducing and
mitigating these high level risks associated with absence including financial and
staffing.
A number of recommendations are set out on page 9 of this report to further address
the workforce challenges and improve a number of priorities with a particular focus
on recruitment and retention.
In summary, whilst this report identifies that there continues to be significant
challenges in respect of our workforce, it is important to draw the Board’s attention to
the scale of the work undertaken to date, resulting in all other workforce KPIs being
reported as green or amber, as set out in the summary on page 2. It is of particular
note that staff turnover has reduced from 14.59% in Quarter 1 to 13.37% in Quarter
4 which has supported the Trust achieving the target agreed with the NHSI
Retention Initiative set to maintain turnover rate.
Whilst recruitment remains a challenge as detailed in this report the Board are asked
to note that the Trust successfully recruited 325 new starters between Quarter 1 and
Quarter 4 with a total of 293 leavers.
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Appendix 1a

Recruitment and Retention Strategies Implemented or Planned for 2019/20
It is recognised that the Trust continues to face significant challenges in recruiting to the following staff groups:
Registered Mental Health Nurses
Registered Learning Disabilities Nurses
Senior/Management Level Nurses
Medical Clinicians (Speciality Doctors)
To address these hard to recruit to posts a number of plans have been developed as detailed below:
Recruitment Action(s)

WORKFORCE STRATEGY
In Place
Planned (Short/Medium
Term)
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Bespoke Recruitment campaigns Undertaken
across
both
targeting ‘hot spot’ services
Learning Disabilities and
Mental Health during 2018
including
a
targeting
advertising campaign in July
2018

Annual Events Calendar
continue to evolve in 2019/20

Additional (Long Term)

A recruitment drive to focus
on Community posts for
those newly qualified to be
undertaken in May 2019
following approval of the
Community Preceptorship

Open Days to be designed for
MH and LD Services.
Full
marketing campaign to be
developed – early 2019

to Implemented fully in 2018 Build and expand on links
with regular updates shared with
local
career
and
to ensure clinical support
education providers in order
to proactively promote the
Trust
and
the
career
opportunities available

Review proposal to align a
central budget for recruitment
to support branding of the Trust
to stand out from other Trusts

Explore
opportunities
for
international recruitment linked
to Royal Wolverhampton Acute

Introduced IT at recruitment
fairs
to
support
easier
appointments on the day

Appendix 1a

Recruitment Action(s)

In Place

Planned (Short/Medium
Term)

Additional (Long Term)

Page 32

Introduced
Social
Media Implemented fully
recruitment in order to optimise
the applicant pool across a
diverse community, for example
promoting job vacancies via the
Trust’s Twitter and Facebook
pages

Continue to monitor trends Explore the use of mobile
and look at other technology technology, in particular using
in 2019
SMS text messaging to send
interview reminders to address
high
number
of
nonattendances at interviews

Development of a
recruitment website

Undertake a further review in Review annually
early 2019 to review and
improve

dedicated Implemented fully

DBS – Annual Update Service

Proposal initially put forward Approved and implemented Implement update service to
in May 2018. Held due to April 2019
reduce delays and improve
TCT
with
a
further
time to hire
submission in November
2018

Redesign recruitment literature
shared with candidates including
job descriptions to reflect value
based recruitment

Initial plans implemented fully
during 2018.
Now have
standardised high quality
promotional material in place
including existing recruitment
information on the website
and benefits of working in the
Trust.

2019
will
see
further Expand
values
based
development of promotional recruitment further in 2019
literature in respect of career
opportunities within the Trust
supporting promoting the
range of jobs available in the
Trust

Appendix 1a

Recruitment Action(s)

In Place

Widen opportunity for Learning Paper presented at both
Disability Nurses to work within Workforce Committee and
Mental Health Division
NHSi
Recruitment
and
Retention Task and Finish
Group. Fully Supported

Planned (Short/Medium
Term)

Additional (Long Term)

During 2019 initiate ‘transfer Consider longer term rotation
window’ for staff who wish to of posts to support health and
move either within their wellbeing and career pathways
current division or move
outside.

Campaign literature updated Piloted in Mental Health with
for adverts
1 x job – flexible working
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Recruitment Campaign targeting Fully implemented including a 2019 will see a more robust
regular bank and agency staff
fast track process to support reporting process to evidence
wards recruiting workers
success and highlight where
more focused work can be
done. To be reported through
Workforce Committee

Extend to include those
shortlisted
for
substantive
posts but not successful –
invite them immediately to join
the bank – enabling further
opportunities to them.

Temp to Permanent recruitment Scoped a number agencies, May 2019 – implement
Agency (Sanctury)
awaiting costing for recruiting
to 20 posts

Consideration of specialist
international agency for nurses
working with Dudley & Walsall
Mental Health Trust

Approval
at
Workforce
Committee in March 2019
Develop a bespoke internship Delivered pilot.
programme for people with
learning disabilities

2019 will deliver an annual
programme following initial
pilot evaluation

Review payment aligned to newly Fully implemented
qualified nurses awaiting PIN

Evaluate success in 2019

Consider for other professional
groups - AHP

Appendix 1a

Recruitment Action(s)

In Place

Planned (Short/Medium
Additional (Long Term)
Term)
Develop
recruitment
and Programme developed and Review annually linked to Extend Cultural Ambassador
selection skills training for implemented fully with dates policy
programme to strengthen our
managers and all staff involved in available on intranet for the
practices
the recruitment process
whole year
National
Health
Service
Improvement (NHSi) 12 month
Improvement
Retention
Programme (Nursing)

Joined as a 1st Wave Trust to
support initiative. Full action
plan developed and being
progressed
against
core
drivers determined by staff
Fully Implemented

Student Assessment Day
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Programme to identify where
students wish to be appointed
into (fast tracked into post)

Review success in 2019 and
look to further improve on,
monitoring progress through
Recruitment and Retention
Group
To widen
and engage
students who are in final year
Continue to work with local
school and offer additional
placements to Yr 10 students

Develop a strong distinctive Revised promotional material To
be
discussed
at Develop strategy
brand, which differentiates the only
Recruitment and Retention
Trust from other NHS and nonGroup, with a view to explore
NHS organisations as well as our
with lead marketing agencies
more local competitors, and
incorporating
this
into
all
recruitment
and
recruitment
marketing literature
Consider financial incentives to Discussion Paper presented Early 2019 review and Recruitment and Retention
attract and retain staff
to
Workforce
Committee propose options to Workforce Group to explore additional
(August 18) and financially Committee
options
modelled

Appendix 1a

Recruitment Action(s)

Planned (Short/Medium
Additional (Long Term)
Term)
Introduce automatic sign-up to Proposal
shared
at Proposal
to
Workforce review success in late 2019
temporary staffing for all clinical Temporary staffing Group – Committee in June 2019
and consider administration
roles
to be considered in May 2019
roles being added
Explore possibility of
Fellowship Programme

In Place

Clinical Business Care and Service Work with Wolverhampton
Level Agreement approved in Acute Trust to progress up to
December 2018
12 posts (equivalent to
Specialty Doctors) over the
Gateway 1 PID presented at coming months
April 2019

Consider further development
packages
linked
to
the
programme for the wider
medical team
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Retire and Return Initiate

Deputy Director of Nursing
leading
on
programme
working in partnership with
Dudley and Walsall Mental
Health Trust

Implementation Plan to be
finalised in readiness for
programme
to
begin
September 2019

Just Culture

Board paper to be developed Implement
to
support Full engagement programme
April 2019
retaining staff and improving building on work undertaken by
Staff Survey results
CEO

Trainee Nurse Associate Roles

Implemented with first cohort Divisions to review skill mix to
returning 2019
widen programme

AHP Degree Programme

Bespoke
programme Explore
Nurse
Degree
developed by AHP Leads
Programme through Staff
Development Group
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Trust Workforce Progress Report
for the Period April 2018 to March 2019

1. Introduction
• The purpose of this report is to provides a further update as requested to the Board of Directors on the progress being made against
the Trust’s workforce challenges and risks showing the performance for the period of April 2018 to March 2019 with a particular focus
on one of the core workforce priorities within the Workforce Strategy:
§ Recruitment and Retention
• The workforce data has been broken down to include the following areas:
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§ Workforce Capacity – Vacancies and Staffing Levels for our permanent and temporary workforce
§ Workforce Efficiencies – Staff Turnover
§ Sickness Absence
It should be noted that additional factors that impact on our workforce have been excluded for the purpose of this report specifically
data in relation to Workforce Systems and Staff Development.

1

2. Workforce Matrix: Current Position Matrix Summary Current
Position
Of the eight key workforce indicators, six have
shown further improvement in performance
when viewed at the end of each quarter (please
refer to page 3 of this report for full set of
workforce metrics).

Vacancy Rate
11.8%
(no change)
3 Yearly
Specialist
Mandatory
Training 92.9%
(improved)

Turnover Rate
13.37%
(improved)

Vacancy Rate and Turnover Rate: It is pleasing to
report that there is a further improvement
reflecting the increased numbers of staff joining
the Trust and a small improvement in turnover
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Temporary Staffing Fill Rate: Performance has
improved marginally as a result of improved
roster management against that of agency fill
rate
Annual Specialist
Mandatory
Training
85.9%
(improved)

Key
Workforce
Indicators

Temporary
Staffing Fill Rate
83%
(improved)

Sickness Absence Rate: Compliance remains
above KPI however some improvement has been
made to sustain lower absence rates at divisional
level with a focus on reducing short term
absences
Annual Mandatory Training Rate:
The
Mandatory remains compliant and will remain a
key focus as they impact on outcomes of 2019
pay progression for staff .

Annual
Mandatory
Training 95.8%

Sickness
Absence 6.6%

(improved)

(worsened)
Appraisal
17.96%
(improved)

Annual Specialist and 3-Yearly Specialist
Mandatory Training Rates: Performance has
improved on both indicators with both above
KPI.
Appraisal rate: As we are in a new appraisal
period (February to May) the current figure is
below the KPI of 95% a trajectory for March 2019

2

4. Recruitment, Retention and Performance Overview Position
Workforce Data - Summary

Quarter 1

Quarter 2

Quarter 3

Quarter 4

Number of staff in post (Head Count)
Average for Quarter

1975

1983

2012

2021

WTE (Average for Quarter)

Leaving Reasons All Staff Groups

Q1

Q2

Q3

Q4

Death in Service

0

1

1

0

Dismissal - Capability

2

2

2

1

Dismissal - Conduct

0

1

0

0

1698.00

1700.19

1728.55

1739.18

LT sickness % for the Quarter

4.19%

4.19%

3.58%

4.19%

Dismissal - Some Other Substantial Reason

1

0

0

0

ST sickness % for the Quarter

1.21%

1.59%

2.01%

2.41%

Employee Transfer (TUPE)

5

0

2

0

£683,585.44

£766,728.03

End of Fixed Term Contract

0

13

4

1

Number of starters or the Quarter

52

109

99

65

End of Fixed Term Contract - Completion of Training Scheme

4

1

4

2

Number of leavers for the Quarter

72

92

60

69

End of Fixed Term Contract - External Rotation

0

1

0

3

0

1

5

15.18%

13.86%

13.37%

End of Fixed Term Contract - Other

0

14.59%

Flexi Retirement (retire and return)

0

2

0

1

82

84

92

89
Redundancy - Compulsory

2

0

0

0

Retirement - Ill Health

0

1

1

0

Retirement Age

7

11

9

13

Voluntary Early Retirement - with Actuarial Reduction

1

2

2

5

Voluntary Resignation - Better Reward Package

2

1

1

1

Voluntary Resignation - Adult Dependants

1

0

0

0

Voluntary Resignation - Child Dependants

1

1

2

1

Voluntary Resignation - Incompatible Working Relationships

1

0

0

0

Voluntary Resignation - Health

3

0

1

4

Voluntary Resignation - Lack of Opportunities

0

1

0

0

Voluntary Resignation - Other/Not Known

15

11

12

16

Voluntary Resignation - Promotion

14

24

10

7

Voluntary Resignation - Relocation
Voluntary Resignation - To undertake further education or
training

8

8

3

4

0

3

1

1

Voluntary Resignation - Work Life Balance

4

7

4

4

Cost of sickness for the Quarter
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Turnover rate for the Quarter
Number of fixed term contracts
Number of vacancies within the
recruitment process (averaged)

Registered Nurse Starters

277

£832,173.09 £980,814.04

235

209

150

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Corporate

0

3

0

1

CYPF

1

8

0

7

LD

1

3

3

1

Mental Health

9

6

19

14

Total

11

20

22

23

Registered Nurse Leavers

Quarter 1 Quarter 2 Quarter 3 Quarter 4

Corporate

1

0

1

0

CYPF

1

7

3

3

LD
Mental Health
Total

8
14
24

3
11
21

3
8
15

4
19
26

3

Summary Overview and Key Challenges

5. Workforce Capacity – Vacancies and Staffing Levels
Establishment WTE and Vacancy WTE Breakdown
Trust

•

It is disappointing to note that despite the positive progress made to date the
vacancy rates continue to remain above the KPI (less than 9%)

•

On comparing data against each Quarter (page 4) significant progress has been
made having reported 52 starters overall for Quarter 1, 109 for Quarter 2 ,99
for Quarter 3 and 65 for Quarter 4. This improvement is also reflected in the
number of nurses for each Quarter increasing from 11 in Quarter 1, 20 for
Quarter 2 , 22 for Quarter 3 and 23 for Quarter 4. For the full year 76 nurses
were successfully appointed

•

On analysis the number of leavers continues to fluctuate each Quarter;
reporting 72 leavers in Quarter 1, increasing to 92 in Quarter 2 , reducing to 60
in Quarter 3 and increasing to 69 for Quarter 4 this fluctuation has impacted
on the ability to stabilise vacancy levels across services or improve overall KPI

•

The highly competitive national and local labour market continues to cause us
significant difficulty in recruiting to hard to fill posts, specifically B5 In-patient
Nurses and Speciality Doctors in turn placing enormous pressure on our ability
to retain staff and increases our reliance on a temporary workforce including
agency staff

•

Safe Staffing data is provided and scrutinised by divisions and Nursing Board,
as is the levels of agency and bank usage. For the purpose of this report data
has therefore not been included

2500
294.50297.67287.82 283.87282.03269.77258.71 233.37232.51227.30240.68
2000 276.35

1500
1000

1982.801993.011986.731985.81 1984.251984.251984.251990.531972.661972.681972.681972.68

500
0

Vacancy WTE

Key Progress: Vacancy KPI – 9% or below
•

The Vacancy rate by division provides a monthly breakdown summary,
on analysis all but the CYPF Division have seen improvements from
initial data reported in April 2018 to that reported in March 2019
despite all remaining above the Workforce KPI.

•

Some progress has been made following a targeted campaign to recruit
to nursing posts. This can be evidenced from the data analysis against
each Quarter (Page 4) seeing a sustained improvement each Quarter,
raising from just 11 appointments in Quarter 1 to 23 appointments in
Quarter 4, totalling 76 for the full year. Additional plans are being
finalised to work with an agency to appoint 20 further nursing roles
from May 2019

•

Further plans and ideas to recruit to hard to fill posts continues to
address the high levels of vacancies, recognising that balancing existing
and future workforce requirements against long term sustainability is a
highly complex challenge, and one, where possible, we will work in
partnership with Dudley and Walsall Mental Health Trust

Vacancy Rate by Division
20%
15%
10%
5%
0%

% Rate
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Establishment

Corporate

MayAugNovMarJun-18 Jul-18
Sep-18 Oct-18
Dec-18 Jan-19 Feb-19
18
18
18
19
15.68%15.82%15.04%14.35%14.51%13.61%13.56%13.10%12.83%11.62%12.13%12.16%

CYP

11.96%15.61%15.42%13.84%15.09%15.21%15.98%16.40%15.35%14.73%14.63%14.31%

LD

11.96%11.38%13.47%13.82%12.19%11.73% 8.41% 8.00% 9.28% 9.23% 8.74% 11.09%

Apr-18

Mental Health 14.71%15.21%15.33%15.08%15.79%14.96%14.50%13.30%13.54%11.55%10.96%11.72%
Trust

13.94%14.78%14.98%14.49%14.82%14.21%13.60%13.00%11.83%11.79%11.52%11.84%

4

6. Workforce Efficiencies – Turnover
Divisional Overview
The Workforce KPI for turnover is between 10% and 15%

•

The Turnover rate for Quarter 1 was reported as 14.59%, as such
remained just within the agreed KPI

•

The highest turnover reported period was Learning Disabilities
Division at 16.25% due to a number of staff retiring from the service

% Turnover

•

Turnover by Division Quarter 1
20%
15%
10%
5%
0%

Corporate

CYP

Learning
Disabilities

Mental Health

LTR %

13.02%

15.21%

16.25%

15.71%

Trust LTR%

14.59%

14.59%

14.59%

14.59%

Quarter 2 Overview & Challenges

Quarter 3 Overview & Challenges
•

The Turnover rate for Quarter 3 improved moving back within KPI
at 13.86%

•

Whilst improvements are across the majority of divisions the main
area of significant improvement is within Learning Disabilities
following the Division implementing Transforming Care Programme

% Turnover

This upward trend continues to be a cause for concern and is a key
focus within the strategic HR Workforce Plan for 2018/2019 forming
part of the wider Health and Wellbeing agenda and Recruitment and
Retention programme including the NHSi Retention Plan developed
specifically for our Nursing Workforce

Turnover by Division Quarter 2
20%
15%
10%
5%
0%
Corporate

CYP

Learning
Disabilities

Mental Health

LTR %

13.40%

17.14%

15.25%

15.78%

Trust LTR%

15.18%

15.18%

15.18%

15.18%

Turnover by Division Quarter 3
20%
15%
10%
5%
0%
Corporate

CYP

Learning
Disabilities

Mental Health

LTR %

13.64%

16.09%

12.36%

14.80%

Trust LTR%

13.86%

13.86%

13.86%

13.86%

Quarter 4 Overview & Progress
•

The Turnover rate for Quarter 4 improved marginally on that
reported in Quarter 3 remaining within KPI at 13.37%

•

It is envisaged that further improvements will be made if we are able
to sustain attracting staff into posts and able to convert medical
vacancies onto the Fellowship Programme

Turnover by Division Quarter 4
% Turnover
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•

The Turnover rate for Quarter 2 was reported as having moved
slightly outside of the KPI at 15.18%

% Turnover

•

25%
20%
15%
10%
5%
0%
Corporate

CYP

Learning
Disabilities

Mental Health

LTR %

13.30%

14.14%

13.85%

13.56%

Trust LTR%

13.37%

13.37%

13.37%

13.37%

5

6a. Workforce Efficiencies – Turnover (by staff Group)
Turnover by Staff Group Quarter 1

Add Prof
Scientific and
Technic

Additional
Clinical
Services

LTR %

19.57%

13.68%

13.72%

Trust LTR%

14.59%

14.59%

14.59%

25%
20%
15%
10%
5%
0%

Estates and
Ancillary

Medical and
Dental

Nursing and
Midwifery
Registered

Students

15.26%

10.30%

11.42%

16.52%

10.43%

14.59%

14.59%

14.59%

14.59%

14.59%

Administrativ Allied Health
e and Clerical Professionals

Turnover by Staff Group Quarter 2

Add Prof
Scientific and
Technic

Additional
Clinical
Services

LTR %

19.93%

10.62%

15.85%

Trust LTR%

15.18%

15.18%

15.18%

The Workforce KPI for turnover is between 10% and
15%.

•

Turnover by staff group reflects the national position
for a number of core groups: Nursing & Midwifery;
Medical & Dental and Allied Health Professionals

Quarter 2 Overview, Key Challenges & Progress

Estates and
Ancillary

Medical and
Dental

Nursing and
Midwifery
Registered

Students

19.32%

9.57%

12.63%

17.43%

10.91%

15.18%

15.18%

15.18%

15.18%

15.18%

Administrativ Allied Health
e and Clerical Professionals

•

•

Divisional turnover levels remain above Trust target
increasing for nursing despite the focused work

•

It should be noted that the increase in turnover rate for
medics is attributed to a Career Break for this quarter

Quarter 3 Overview, Key Challenges & Progress
% Turnover

Turnover by Staff Group Quarter 3
25.00%
20.00%
15.00%
10.00%
5.00%
0.00%
Add Prof
Scientific and
Technic

Additional
Clinical
Services

Administrati
ve and
Clerical

Allied Health
Professionals

Estates and
Ancillary

Medical and
Dental

Nursing and
Midwifery
Registered

Students

LTR %

20.94%

10.25%

15.02%

Trust LTR%

13.86%

13.86%

13.86%

18.21%

8.58%

12.54%

14.77%

23.08%

13.86%

13.86%

13.86%

13.86%

13.86%

60.00%
40.00%
20.00%
0.00%
Add Prof
Scientific
and Technic

Additional
Clinical
Services

Administrati
ve and
Clerical

Allied Health
Professionals

Estates and
Ancillary

LTR %

22.68%

12.11%

12.47%

15.52%

Trust LTR%

13.37%

13.37%

13.37%

13.37%

•

A number of core staff groups remain outside of KPI
and will be a focus moving forward

•

Nursing Turnover showed an improved position falling
within KPI at 14.77% from 17.43% reflecting a higher
level of starters to leavers

Quarter 4 Overview, Key Challenges & Progress

Turnover by Staff Group Quarter 4
% Turnover
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% Turnover

% Turnover

Quarter 1 Overview, Key Challenges & Progress
25%
20%
15%
10%
5%
0%

Medical and
Dental

Nursing and
Midwifery
Registered

Students

11.04%

7.54%

14.50%

52.17%

13.37%

13.37%

13.37%

13.37%

•

A number of core staff groups still remain outside of
KPI and will be a focus moving forward

•

Nursing Turnover further improved position falling
within KPI at 14.77% from 17.43% reflecting a higher
level of starters to leavers

6

7. Trust Sickness Absence Overview
% Sickness Absence Trust 2018/19
8%
6%
4%

4.28%

4.40%

1.82%

2.57%

2.49%
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Dec

Jan

Feb

Mar

4.60%
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Page 44

Summary Overview and Key Challenges
The Workforce KPI for sickness absence is 4.5%

•

Despite the ongoing focus and scrutiny of sickness absence levels it is
recognised that all areas of the Trust continue to struggle to reach or
maintain the agreed KPI of 4.5%
Despite the continued focus particularly on long-term absences the Trust has
yet to reduce or sustain levels below 3% impacting on overall figures

Quarterly Breakdown
with Costs

Quarter
1

Quarter
2

Quarter
3

Quarter
4

LT sickness %

4.19%

4.19%

3.58%

4.19%

ST sickness %

1.21%

1.59%

2.01%

2.41%

£832,173.09

£980,814.04

Cost of sickness

£683,585.44 £766,728.03

KPI

Key Actions and Progress

•

•

Long Term

3.38%

The Trust has already implemented a number of initiatives during the last
12-months aimed at reducing levels of sickness absence these include:
Workforce Dashboards provided monthly to Managers; Introduction of ESR
Manager Self-service; In-month reporting sickness absence as opposed to a
month in arrears ; Implementation of a Sickness Absence Action Plan; HR
Management Training Toolkit redesigned targeting line managers and
includes mental health and wellbeing for managers and staff; Monthly
trigger reports to ensure that those staff who have hit the sickness triggers
are being managed effectively
Monitoring continues at both a Divisional level through the production of
Recovery Plans reported monthly to PPMB and exceptional reports to DMB
and at Trust level through the monthly Dashboard and regular reports

7

7a Trust Sickness Absence – By Reasons
Top 5 Reasons for Sickness by FTE Days Lost

Overview Position and Challenges:
It is recognised that all areas of the Trust continue to
struggle to meet KPI of 4.5%.

Back Problems
Cold, Cough, Flu - Influenza
Injury, fracture

FTE Days Lost

In order to address this there is a need for a continual review
of absence management approaches and health and wellbeing provisions to make sure the key issues faced by the
workforce are being addressed.

Other musculoskeletal…
Anxiety/stress/depression…
0

5000

10000

15000
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Top 5 Reasons for LTS by FTE Days Lost
Top 5 Reasons for STS by FTE Days Lost
Back Problems

Other musculoskeletal…
Chest & respiratory…
Gastrointestinal…
Cold, Cough, Flu -…
Anxiety/stress/depress…
0

Benign and malignant…
FTE Days Lost

Injury, fracture

FTE Days Lost

Other musculoskeletal…
Anxiety/stress/depres…
500 1000 1500 2000

Short Term absence continues to be contributed to a variety of reasons.
Colds, Cough and flu like symptoms were in Quarter 3 the highest
reported over this 12 month rolling period, this has now marginally been
replaced with anxiety/stress/depression.
Health and Wellbeing will play a key role to support staffs’ mental and
physical wellbeing through the training on Mental Health First Aid and flu
jabs.

0

5000 10000 15000

The complexities of the absences for long-term are in part due to the
aging workforce however a high level are for stress, anxiety and
depression which are not directly attributed to age.
It should be noted that a Mental Health First Aid Training Programme for
staff has been launched as part of the Health and wellbeing Agenda

8

8. Improvement Strategies Implemented in 2018/19
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•

Targeted recruitment campaigns across hard to recruit services, including Macarthur within the Mental Health Division and The Larches
within the Learning Disabilities Division

•

National nursing recruitment campaign with Sterling Cross, a specialist healthcare agency

•

Improved use of social media to promote job opportunities

•

Streamlined the recruitment process and reduced time to hire further

•

Rebranded recruitment documentation to ensure consistency including external internet

•

Job carving to support employment for people with Learning Disabilities

•

Developed a bespoke community preceptorship programme for nurses within Mental Health. A promotional campaign will be run in early
2019 to support implementation and will be developed further to support the Learning Disabilities Division.

•

Development of the Trainee Nurse Associate role across Mental Health and Learning Disabilities with the first cohort due to qualify in Spring
2019. Skill Mix to be undertaken across divisions to embed programme

•

Improved use of the Apprenticeship Levy to support the development and retention of existing staff

•

Increased engagement with local education providers to highlight careers within the Trust with a focus on Year 10 students

•

Partnership working with Dudley and Walsall to ensure a presence at local and national career fairs

•

A bespoke medical fellowship programme will be implemented during early 2019 in partnership with Royal Wolverhampton NHS Trust and
the University of Wolverhampton supporting the reduction of medical vacancies through international recruitment

•

Introducing AHP Degree Apprenticeship programme in 2019 and as part of the Staff Development Group will look to implement a Nurse
Degree Apprenticeship further strengthen the nurse career pathway

•

Staff health and wellbeing offer, including access to physical and mental health initiatives

•

Developed and implemented bespoke student mentorship programme to encourage students to consider roles within PICU

9

Encl. 5.1
Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

Quarter 4 - Serious Untoward Incidents - Lessons Learnt
Overview Report

Presented by:

Kathleen French. Interim Director of Nursing

Author:

Governance Assurance Unit

Purpose:

Overview of SIs reported and Lessons Learnt

Recommendation(s):

Presented for information only

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:
None

Page 47

x
x

x

x
x

Equality & Diversity implications:
An Equality Impact Assessment has not been completed as this report is a
summary outcome report of existing processes that have been equality impact
assessed.

Regulatory and Compliance matters:
x

NHSI

x

Care Quality
Commission:
Other:
None:

Previous Board level consideration
Board
x

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other
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Executive Summary
The report below provides an overview of all incidents reported to local
commissioners throughout Quarter 4, 2019 due to their severity.
During this period a total of 5 incidents were assessed as meeting StEIS reportable
criteria.
All serious incidents were submitted and updated in line with the National Serious
Incident framework and RCAs (Lv 1 or 2) were completed or remain underway for
all.
Summary of reported incidents
During quarter 4 2019 there were two reported incidents of patient self-harm which
met StEIS reportable criteria. Both incidents involved ligation and resulted in the
patient requiring assessment and or treatment via Acute Hospital Services.
During quarter 4 there were three reported incidents classified as unexpected
deaths. Two of these incidents related to patients receiving care from the Sandwell
Crisis and Home Treatment Team, one of the incidents reported related to a patient
receiving care from the Trust’s Hallam Street Hospital Outpatient Service.
Full details of the above incidents can be found in Table 1.
Lessons learnt
During Quarter 4, 8 RCAs were accepted and closed by the affected CCG. Details of
the lessons learnt and actions implemented as a result are detailed within the report.
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Incidents Reported via StEIS during Quarter 4 2019
The Governance Assurance Unit is responsible for reviewing all Datix incidents reported and escalating any StEIS reportable incidents to
Commissioners within 48 hours of identification.
The following table provides a detailed summary of each case reported during Q4.

28/01/2019

28/01/2019

Date
Reported to
StEIS

ID
33555
33583

2019/2176
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2019/2158

SUI No

Table 1:
Level of
Investigation /
RCA deadline

Level 1 24/04/2019

Level 1 24/04/2019

Incident
Type/
Primary
team
affected

Summary

Immediate action taken

Duty of Candour / Family
Involvement

Self-Harm –
Single Point
of Contact
(SPOR)

Rapid Assessment Interface
and Discharge (RAID) team at
City Hospital informed us that
service user had attempted to
end her life by trying to hang
herself resulting in admission
to Intensive Care Unit at City
Hospital.

Information on patient shared with
RAID team. Escalated in line with SI
process.

Not assessed as meeting
Duty of Candour criteria
however engagement with the
family continued throughout
RCA.

Self Harm Complex
Care North
(Wolves)

Service user was found
outside Steps to Health
unresponsive with a ligature
(belt) tied around his neck with
one end attached to the fence.
Service user taken to New
Cross Hospital for further
checks.

Ambulance was called. Airway
checked by Trust staff and oxygen
administered. Escalated in line with
SI process.

Not assessed as meeting
Duty of Candour criteria
however engagement with
the family continued
throughout RCA.

04/03/2019

31/01/2019

31/01/2019

Date
Reported to
StEIS

ID
33671
33722
34333

SUI No
2019/2537
2019/2512
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2019/5137

Level of
Investigation /
RCA deadline

Incident
Type/
Primary
team
affected

Level 2 29/04/2019

Unexpected
Death - Crisis
& Home
Treatment
Team
(Sandwell)

Level 2 29/04/2019

Unexpected
Death - Crisis
& Home
Treatment
Team
(Sandwell)

Level 2 31/05/2019

Unexpected
Death Medical
Team
(Adults)

Summary

Crisis Home Treatment Team
Manager received a Call from
CPN in Street Triage to advise
that a service user had been
found deceased. It appeared
that the service user had
completed suicide through
immolation. Cause of death
confirmed as:
1a) Inhalational Burns
1b) Severe Flame Burns
Coroner informed Trust of
service user’s death. The
service user had been found
hanging at their home address
by police after being alerted by
a neighbour that they had not
been seen for 10 days. Cause
of death confirmed as:
1a) Asphyxia
1b) Hanging
Trust notified via Sudden
Death report of the unexpected
death of service user who was
pronounced dead at their
home by paramedics.
Evidence of drug
paraphernalia and empty
bottles of alcohol in room.
Cause of death not yet
ascertained.

Immediate action taken

Duty of Candour / Family
Involvement

Escalated in line with SI process.
Coroner’s investigation remains
underway

Unable to engage with family
due to lack of next of kin
details. Ongoing attempts to
ascertain details as coroner’s
investigation continues.

Escalated in line with SI process.
Coroner’s investigation remains
underway

Contact made with patient’s
daughter and condolences
offered. Engagement with the
family continue throughout
RCA.

Escalated in line with SI process.
Coroner’s investigation remains
underway

Unable to engage with family
due to lack of next of kin
details. Ongoing attempts to
ascertain details.

Chance Inpatient Death update:
Following the patient death in July 2018 an independent investigation was commissioned and over recent months Veritas have had access to all
relevant patient information and interviewed all affected staff as part of the investigation terms of reference. The Trust are expecting to receive
the report on April 15th for consideration before submission to the coroner and family.
Inquest has been listed and begins on the 29th April 2019 and all Trust staff affected by the incident have been summoned to provide evidence.
Trust Solicitors at Mills and Reeve have been brought in to support staff preparation and support proceeding on the day
Lessons Learnt:
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All actions implemented as a result of the recommendations made from each investigation are monitored by the Divisional Risk Management
Leads reporting to the Divisional Quality and Safety Subgroups across the divisions. Depending on the nature of the incident and scope of the
lesson learnt / recommendation made the division affected provides insight within each RCA report on how the sharing will be disseminated
across the services or wider division.
Throughout Quarter 4 there were 8 RCA investigation reports accepted and closed by the affected CCGs. 1 affected Children, Young People and
Families Division and the other 7 affected Mental Health division, the RCA cause groups included 5 unexpected deaths, a fall, an overdose and
self harm.Lessons learnt and recommendations made as a result of these investigations identified a number of care and service delivery issues
that often whilst not directly linked to being a preventative cause of the incident were identified to strengthen existing processes. Themes within
the issues identified and lessons learnt across the 8 RCA accepted for closure include:
Documentation compliance:
-

Risk assessment documentation ( timely, be robust and appropriately documented)
All contact with any person regarding care should be appropriately logged
The need to evidence through documentation that Patient risk and capacity has been considered and planned for
That patient care plans should be as comprehensive as possible for example providing guidance for the patient and their support network
when a patient’s health deteriorates.
The need for all patients to have a current care plan in place
The need to ensure that patient’s clinical notes pertaining to the same episode of care are retained in one file in chronological order.

-

On receipt of referral or when there is any change to the patient treatment pathway an assessment of risk and consideration of appropriate
agreed actions or any required changes should be evidenced

Process concerns that included:
-

A process is needed to identify those patients without a current appointment scheduled.
Where follow up is required systems should be in place to ensure this occurs.
The need to ensure a medical review is undertaken for all patients wanting to self discharge from hospital.
The need to ensure that, should professionals identify a need for a Mental Health Act Assessment that this is followed up by the
responsible team.

Communication concerns that included:
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-

Copies of discharge letters to send to both the GP and Family
Letters to patient GP detailing any changes in medication must be sent
An element of professional curiosity should be employed to explore reasons for non-acceptance of appointments
More robust handover of risk and information about recent incidents is required when a patient is being admitted to a hospital setting.
All information should be received by the ward of admission to review in order to have full details of any risks or recent incidents.
Staff to ensure that following an incident of deliberate self-harm a 1:1 is conducted with the patient by a suitably trained member of staff to
ascertain the intent and trigger for this, this should be reflected in the individual’s care plan and risk assessment

Standards and policy compliance concerns that included:
-

The responsibility for all staff to report Children’s safeguarding concerns
The need to adhere to Trust / Professional body record keeping standards for all telephone and face to face contact with or pertaining
to a Patient.
The need to adhere to the Trust policy for the completion of initial and full Risk Assessments that reflect the patient’s current and
previous clinical risk.
The need to comply with the Trust approved 7 day follow up policy.
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Encl. 5.2
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Board of Directors

Date:
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Subject:

NHSEI Prevention Report
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Kathy French, Interim Executive Director of Nursing,
Quality, AHPs and Psychology and Chris Masikane,
Executive Director of Operations

Author:

Judy McDonald, Deputy Director of Nursing

Purpose:

For Approval

Recommendation(s):

To note the Action Plan.

Relationship to 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.
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Relationship to High Level Risks:

Environmental Risk.

Equality & Diversity implications:
An Equality Impact Assessment has not been completed
There are no implications to consider.

Regulatory and Compliance matters:
NHSI
Care Quality
Commission:

X

Other:
None:

Previous Board level consideration
Board
Quality & Safety

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

X

Audit
Other

Executive Summary
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X

Following on from the CQC visit in July 2018 where a number of must and should
actions were identified in relation to cleaning standards and Infection Prevention
Control (IPC).
A request was made by NHSEI Dr. Debra Adams, Senior Infection Prevention and
Control Advisor (Midlands and East) and Kerry Anelli, Clinical Advisor NHSEI to visit
following these findings and as such, the Trust was assessed as NHSEI IP internal
escalation level RED.
To prepare for the visit a full document review was carried out by NHSEI and
feedback provided. All actions identified in the document review were actioned prior
to the visit on the 3rd April.
There was schedule of enhanced cleaning and assurance visits carried out by
directors, matrons with a final visit by IPC nurse in the 2 days prior to the visit.
A full schedule of the day was prepared commencing with a meeting with the Senior
Team to review the documentation and governance followed by a walkabout to
Hallam Street. They were shown around by the Matron and Site Facilities
Coordinator and we reconvened at lunch where we received positive feedback.
After lunch the team went to Edward Street as scheduled and were again shown
round by the matron and site facilities coordinator.
Feedback was provided to key members of the Trust Leadership Team
(JM/SP/CM/DP/JP/HC/SH) that due to the serious concerns regarding lack of
ownership and awareness of roles and responsibilities towards IPC identified at
Edwards Street the Trust remains at NHSEI internal escalation level RED with a
follow up proposed visit in August 2019.
It was agreed that the Senior Team would meet the Service Manager, Matron and
Ward Manager the next morning to discuss the feedback. 65% of the actions
identified from the NHSIE report were addressed by the end of the day the 3rd April
2019. Enclosed is the completed actions and what remains outstanding.
3.0 Next Steps






Following the visit, the trust has been assessed as RED on the NHSEI IP
internal escalation matrix.
A Draft report was shared with the team to review the suggestions and
advice and accuracy of the report was confirmed by 12th April 2010 as
requested.
The Trust must develop an action plan in response. This will be reviewed at
the NHSEI PRM. (This has been completed and will be presented at CTEM
and QSC and will be monitored fortnightly within the Trust)
A report was submitted to QSC a subcommittee of the board on the 11th
April 2019
A briefing note to go to the board before the 24th April 2019
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Discuss the report findings at the next Trust board meeting as requested by
NHSIE. Trust to confirm to NHSIE this has been completed by 26th April
2019.
A revisit will be planned in four months’ time, to review progress against the
plan and the suggested date is 7th August 2019.

4.0 Actions/ recommendations
A detailed list of actions has been escalated, shared with the Wards and action plan
developed, however the feedback has brought into question the whole IPC
assurance process, as such a deep dive is to be undertaken to review the floor to
board IPC process analysing any gaps in training, resources, capacity and
environmental impacts. Following this deep dive a detailed action plan will be
developed along with a risk register.
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NHSEI visit reviewing IPC procedures
1.0 Background
Following on from the CQC visit in July 2018 where a number of must and should
actions were identified in relation to cleaning standards and Infection Prevention
Control (IPC).
A request was made by NHSIE Dr. Debra Adams Senior Infection Prevention and
Control Advisor (Midlands and East) and Kerry Anelli Clinical Advisor NHSEI to visit
to review the Trusts Infection Prevention Control procedures, the Trust was
assessed as NHSEI IP internal escalation level RED.
To prepare for the visit a full document review of infection prevention audits and
water management governance procedures was carried out by NHSEI and feedback
provided all actions in relation to the document review2 were completed prior to the
visit on the 3rd April. There was schedule of enhanced cleaning and assurance visits
carried out by directors, matrons with a final visit by IPC nurse in the 2 days prior to
the visit the Trust was reassured that everything was in order. It was recognised that
staff had gone over and above to prepare for the visit and staff such as matrons Site
facilities coordinators and ward managers became involved in the hands on cleaning
working over and above contracted hours. Clearly highlighting this was not business
as usual and IPC and cleaning procedures were not embedded as they should be.
2.0 Findings
A detailed timetable of the day was prepared with the morning focusing on
assurance processes and understanding our procedures in relations to estates,
facilities IPC and water management. Dr Debra Adams was satisfied with our
procedures and felt confident the teams she spoke with had a good understanding of
their responsibilities and duties. She did however advise that the IPC committee
should be minuted as action logs were not sufficient for a regulatory meeting.
Following the meeting with the senior team, there was a scheduled walkabout to
Hallam Street. They were shown round by the matron and site facilities coordinator
and we reconvened at lunch for feedback. We received positive feedback and
although there were a couple of immediate actions they were pleased in how the
team operated at Hallam and got a sense that everyone they met had an ownership
of IPC and cleanliness. They commented on the cleanliness of the wards and said
they were very clean and we should be promoting the positive outcomes at Hallam.
After lunch the team went to Edward Street as scheduled and were again shown
round by the matron and site facilities coordinator.
Feedback was provided to key members of the Trust leadership team (Judy
MCDonald Deputy Director of Nursing /Steve Philips Divisional Director Mental Health/Chris
Masikane Director of Operations /Darren Pandaal Associate Director of operations and
assistant to CEO /Jonathan Petty Associate Director of Governance /Heidi Cater Head of
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Nursing MH /Scott Humphries Divisional Director LD &CYPF) that due to the serious

concerns regarding lack of ownership and awareness of roles and responsibilities
towards IPC identified at Edwards Street the Trust remains at NHSEI internal
escalation level RED with a follow up proposed visit in August 2019.
Following the feedback on the 3nd April in an urgent meeting was called the same
afternoon with all the relevant individuals to review the findings.
It was agreed that the senior team would meet the with the team at Edward Street,
service manager, matron and ward manager the next morning to discuss the
feedback. An action plan has been developed with 65% of the actions identified from
the NHSIE report addressed by the end of the day the 4th April 2019. Enclosed is
the completed actions and what remains outstanding.
3.0 Next Steps








Following the visit, the trust has been assessed as RED on the NHSEI IP
internal escalation matrix.
A draft report has been shared with the team to review the suggestions and
advice and accuracy of report was confirmed by the Trust 12th April 2019 as
request.
The Trust must develop an action plan in response. This will be reviewed at
the NHSEI PRM. (This has been completed and will be presented at CTEM
and QSC and will be monitored fortnightly within the Trust)
A report was submitted to QSC a subcommittee of the board on the 11th
April 2019
A briefing note to go to the board before the 24th April 2019.
Discuss the report findings at the next Trust board meeting as requested by
NHSIE. Trust to confirm to NHSIE this has been completed by 26th April
2019.
A revisit will be planned in four months’ time, to review progress against
your plan Suggested 7th August 2019.

4.0 Actions/ recommendations
A detailed list of actions has been escalated, shared with the wards and action plan
developed, however the feedback has brought into question the whole IPC
assurance process, as such a deep dive is to be undertaken to review the floor to
board IPC process analysing any gaps in training, resources, capacity and
environmental impacts. Following this deep dive a detailed action plan will be
developed along with a risk register.
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213 Hagley Road
Birmingham
B16 9RG

079725989189
3rd April 2019
Joyce Fletcher: Director of Nursing, AHPs and Governance
Delta House,
Delta Point,
Greets Green Road,
West Bromwich,
West Midlands,
B70 9PL

Dear Joyce,
Re: NHS England-NHS Improvement Infection Prevention (IP) visit; 3rd April 2019.
I would like to thank you for organizing the visit to the Black Country Partnership NHSFT on
the 3rd April 2019 for myself and Kerry Anelli; Clinical Advisor. The visit was requested
following the findings identified at the CQC visit (Appendix 1). As such, the Trust was
assessed as NHSEI IP internal escalation level RED.

Following the visit feedback was provided to key members of your team including your
Deputy Judy McDonald. Due to the lack of ownership, and awareness of roles and
responsibilities towards IP identified at Edwards Street the Trust remains at NHSEI internal
escalation level RED with a follow up proposed visit in August 2019.
Documentation review:
1. Web Page

It is a requirement of the “Hygiene Code” Criterion 1, that the DIPC Annual
report is publicly available. The one on the trust web site is dated 2009. As
such the Trust is not compliant.
I searched for information on flu, gastroenteritis, norovirus and hand
hygiene, I was not able to find any information for service users apart from
Trust Policies. Criterion 4 identifies that information for service uses should
be made available.
Advise: To undertake a gap analysis against the Hygiene Code.

2. Latest IPC Annual
Report.

States Hygiene Code was revised in 2016; it was revised in 2015.
States HTM 00-09 is 2002; it was updated in 2013.
Advise to review references.
The report is written against the 10 Criterion which is good and includes
audit outcomes.
It might be worth including any issues currently on the Trust risk register for
Board assurance.

NHS England and NHS Improvement
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2. IPC compliance
with hygiene
code/outcome 8.

No compliance data provided.

3. HCAI plan/ IPC
Annual work plan/
audit plan.

Discusses compliance against the Hygiene Code and monitoring the risk
register.
Audit plan in place. References correct. Utilizes national IPS audit tool for
assurance.
Advise not to use the word ongoing but to set timelines to provide
assurance against slippage.

5. Policies; MRSA, C. MRSA: in date.
difficile, hand hygiene.
Hand hygiene: in date

CDI: in date. Refers to SIGHT protocol. However, on Page 5 it states only
Type 6-7 stool should be tested. The Trust is not following National
Guidelines. On page 9 it states patients with Type 5 stool can come out of
isolation- this is putting other patients at risk
“C. difficile infection: one episode of diarrhoea, defined either as stool
loose enough to take the shape of a container used to sample it or as
Bristol Stool Chart types 5–7”
Advise: To review the policy in line with National Guidelines:
https://assets.publishing.service.gov.uk/government/uploads/system/uploa
ds/attachment_data/file/340851/Clostridium_difficile_infection_how_to_dea
l_with_the_problem.pdf
6. Compliance data to Cleaning audits: uses 49 steps and data available.
all IPC KPI e.g. saving Audits undertaken; dashboards provided
lives, essential steps,
hand hygiene,
sepsis6,
environmental
cleaning etc. for last 3
months.
7. Last 3 C. diff RCAs- N/A
trends/themes
identified (where
applicable) and
organisational learning
evidence.
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Authorising
Engineer/organisatio
n. Show appointment

8. IPC committee;
structure, IPCC
minutes for last 3
meetings +TOR +
membership.

Authorised
Person(s)

Competent
Person(s)/trained
?

Director with
Board
responsibilit

Send
last set
of
minutes

No minutes received only action logs. Are minutes of the meeting which
detail discussions available?
No assurance on compliance with Hygiene Code.
No ward audits appear to be discussed in the IP committee.
Risk register discussed.
Attendance: are estates (according to ToR are required to attend 80% of
meetings but do not appear to even send apologies), Occupational health
and CCG invited?
ToR: in date. Refers to the Hygiene Code.

9. Epi-curves for most
recent outbreak.

None

10. List of any
outbreaks/ incidents
during last 6 months
and associated SI
numbers where
appropriate. Provide
learning evidence.

SI: Flu outbreak in 2019. Identified that staff uptake of fl vaccine was poor.
Q: Is your Occupational Health team involved in the SI as this is an issue
pertinent to them.

14. Last Trust board
IPC paper.

Whilst the Board paper refers to the Hygiene Code it does not provide
implicit assurance that the trust is compliant or where actions are required
to support this. Advise that this is developed. Consider IP training for the
Board so they can undertake ward visits and understand key areas to
focus on

Estates information:
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letter.

HTM01-01
(Decon)

The Trust has not
appointed an AE for
decontamination as it
is not viewed as being
required with our
service delivery – MH
and LD inpatient only
(no acute inpatient
services). We do not
carry out any invasive
procedures and have
limited medical
devices that require
decontamination. All
areas of
decontamination are
however covered
within the SOP which
is managed through
IPC.

None

HTM 03-01
(ventilation
)

No Appointment made.
The Trust utilise IOM
for any advice/design
sign off regards new
installation. IOM
have also undertaken
condition surveys of
all of our plant. All of
our ventilation plant is
basic and does not
include
ACV/theatres/sterile
areas/ or cooling coils
and is all managed to
SFG20 standard with
monthly/6
monthly/annual checks
all in place.

No written
appointmen
t although
Craig
Coleman,
Estates
Manager, is
Heating and
Ventilation
and Air
Conditionin
g
Authorised
Person. He
has
undergone
training and
oversees
the
maintenanc
e of our
plant to
SFG20
standard.

CBRE/Rydon
undertake
maintenance
duties to SFG20
standard. All
engineers are
technically
competent and
both organisations
have quality
management
systems in place
e.g. ISO9001 etc.
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y

for
meeting:

Joyce
Fletcher

Not
applicabl
e

Joyce
Fletcher

Not
applicabl
e

Paul
Assinder

HTM04-01
(water)

Mike Kuomi, Hydrop
Independent
Consultant and
Authorising Engineer
(Water). Appointed
January 2014 – copy
of letter provided.
Advise that this is
reviewed as contract
expired after three
years according to the
letter

Members of
the Water
Safety
Group.

Q: who in
the estates
team is the
nominated
person?

Training database
kept by IPC – staff
to attend training
and refreshers
every 3 years as
per trust water
safety plan

Joyce
Fletcher

Action
Logs
from
meetings
provided

Q: who in the
estates team is
the nominated
person?

Interviews:
IP team
 IP nurse team: X1 8A full time and 2/7 bank 8A.
 ICD support from SWB; attend water group etc.
 IP team meets with DIPC formally monthly but regularly in between.
 Utilise the IPS audit tool.
 IP is in everyone’s JD.
 Contractors: IP is included in all contracts.
 Team described how RCAs are undertaken.
 Clear process described how lessons learned are disseminated.
 Advise that IP nurses are part of Winter planning group.
 Described how IP is part of an IP health economy approach.
Facilities.
 Follow PAS5748/2014.
 In house cleaning.
 Service specification has been developed which is bespoke for each area.
 Housekeeping training sessions.
 Developing the annual programme.
 Good relationship with IP.
 Standardised cleaning products.
 Advised to standardise cleaning terminology as currently not clear.
 Provide written reports to IPCC.
 Developing environmental audits on “nurse tech”. Currently undertake: daily nurse
check, monthly facility check, 6monthly IP check. This generates and action log
which feeds into IPCC.
Cinical visit: accompanied by Trust staff at all times.
Hallam Street
Friar Ward.
Positive Observations.
 Gel at entrance.
 Cleaning schedules displayed (advise to date and version control).
 Generally clean.
 Curtains dated.
 Sharps boxes; temporary closure activated.
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Sharps injury policy displayed.
Cups go for thermal decontamination.
No lime scale observed.
Bins working. Trust are working with Wybone to develop new bins.
Fridge temperatures monitored.
BBE.
PPE.
Staff awareness of IP

Observations Requiring Attention.
 High dust.
 Staff need to correctly segregate sharps waste.
 Bath to be re-enamelled- on trust risk register.
 Shower curtains were mouldy.
 Hand wash basin seals damaged.
 Cleaners’ trolley dirty.
 Dirty floor in cleaners’ room.
 Fabric chairs in counselling room.
 SOP needed for laundry room-currently no clean-dirty flow.

Outside.
 Waste external storage locked. However, floor dirty.
 External contractor compound dirty.

Larches Ward.
Positive Observations.
 Gel at entrance.
 Cleaning schedule displayed.
 Relatives room clean and tidy.
 Sharps boxes; temporary closure activated and dated.
 No high dust.
 Curtains dated.
 PPE available.
 Eye protection available.
 Fridge temperature monitored.
 Bleach tablets available.
 Staff awareness of IP.
 BBE.
Observations Requiring Attention.
 Carpet in clinical area.
 Plinths needed in cleaners’ room.
 Laundry-as above.
 Couch torn but is being repaired.

Edward Street
Chance Ward.
Positive Observations.
 Gel at entrance.
 Cleaning schedule.
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Clean bed space.
Toilet clean.
Shower clean.
No lime scale observed.
BBE.

Observations Requiring Attention.
 Pull cord very dirty.
 Date expired on spill kit boxes.
 Medicine blue box signed as closed but lid not fitted.
 Unable to unzip chair zip as very dirty.
 Body fluid ingress on cushion in clean room- no assurance system.
 Staff food being cooked in patient kitchen.
 High dust.
 Food not labelled in kitchen.
 Hand wash basin seals.
 Shower hoist dirty.
 Plinths needed in cleaners room.
 Clinical room; high dust, damaged surfaces, no elbow/wrist taps.
 No green is clean sticker in use.

Salter Ward.
Positive Observations.
 Gel at entrance.
 Staff hand gel tottles.
 Bare below elbows.
 Pressure cushion ok.
 PPE available.
 BBE.
Observations Requiring Attention.
 Shower hoist visibly dirty.
 Staff knowledge, ownership and awareness of IP practices was poor.
 Shared toiletries.
 Raised toilet seat on floor.
 Dirty raised toilet seat in bathroom.
 Dirty raised toilet seat in sluice.
 Dirty floor.
 Torn chair.
 Using Sochlor instead of Actichlor: is the trust assured that comms has gone out
regarding change of product.
 Staff not fully aware of how to access Actichlor out of hours.
 Folders very damaged.
 BP machine very dusty, despite nurse advising they are cleaned between patients
and shrugging shoulders when shown the level of dust.
 ANTT trays; dirty, previous equipment not removed after use and blood splashes
visible. Again staff were not concerned.
 Freezer to be defrosted.
 Damaged microwave.
 Storage of cups and medicine tots under U bend in clinical room.
 High dust.
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Staff drinks bottles in fridge.
Floor very dirty in clinical room e.g. sweet wrapper, plastic fork- we were advised it
was cleaned by cleaners once per week. There was no understanding that perhaps
litter should be picked up by anyone other than a cleaner.
Air con unit held together with tape.
Green is clean stickers not in use.

NHS Improvement.
 Pease do not hesitate to discuss any ways I can support you.
 I have provided a “Hygiene Code” assurance tool that you may wish to review for
your assurance processes going forward.

Next steps.
 Following the visit, the trust has been assessed as RED on the NHSEI IP internal
escalation matrix.
 Please review the suggestions and advice and confirm accuracy of report by 12th
April 2019.
 Develop an action plan in response. This will be reviewed at the NHSEI PRM.
 Discuss the report findings at the Trust Board at the next meeting and confirm this
has been escalated to the Chief Executive Officer. Please confirm that this has
occurred by email by 26th April 2019.
 A revisit will be planned in four months’ time, to review progress against your plan
Suggested 7th August 2019.

Kind regards
Debs
Dr. Debra Adams | Senior Infection Prevention and Control Advisor (Midlands and East).
T 07972 589189
E Debra.adams2@nhs.net | W improvement.nhs.uk
Birmingham Office | St Chads Court | 213 Hagley Road | Edgbaston | Birmingham | B16
9RG

C.C.


NHS Improvement.

Appendix 1: IP concerns identified within the CQC report
CQC findings:
Overall:
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Not all trust properties were clean, well-furnished and fit for the purposes of modern
mental health care services. Not all staff always followed infection control procedures. Staff
at Pond Lane had poor working conditions. They worked in an untidy, unclean environment
with no ambient temperature control.

Specialist community mental health services for children and young people:
The Trust must ensure all areas are clean and meet infection control standards.
The Trust must ensure office risk assessments are completed and action is taken to ensure
office areas are clean, safe and tidy environments to enable staff to carry out their duties
safely. This must include ensuring the temperature of the office is controlled and enables
staff to work in a healthy environment.

Acute wards for adults of working age and psychiatric intensive care units:
• The trust must ensure that all wards are well maintained and clean. The ward
environments at Hallam Street Hospital were not always clean and staff did not always
follow infection control procedures.
• The trust must ensure that all infection control procedures are followed. Staff did not
always follow infection control procedures. Friar ward: We observed wet bedding left in a
patient shower cubicle for several hours. The shower cubicle was locked and not accessible
to patients.

The trust should ensure that all locations are clean and well maintained.
The Trust should ensure furnishings are of a good standard.

Community Mental Health:
All sites were clean, tidy and were fit for purpose. Staff adhered to infection control
principles. In Ridge Hill, where patients were seen on site, there were adequate rooms and
facilities to support the needs of the patient. The manager completed a regular health and
safety checklist and ensured actions were completed in a timely manner. Staff prompted
patients to use good hand hygiene techniques.
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Appendix 2: Agenda
Time

Activity

Leads /Site

9:00am – 9:30am

Morning
Arrival (Coffee)

Delta House

9:30am- 9:50am

Meet with DIPC/IPCT

10:00am – 10:20am

Meet with Head of
Facilities

10:30am- 10:50am

Meet with Head of Estates
and Capital

Sophie Wray

11:30 am – 12:30pm

Site visit

Hallam Street Hospital

Joyce Fletcher Judy
McDonald, Katy Nickless,
Loraine Priest
Joanne Appleby

Afternoon
12:30pm – 13:00pm

Lunch

Hallam Street Hospital

13:00pm - 14:00pm

Resume site visit

Hallam Street Hospital

14:30pm – 16:00pm

Site visit

Edward Street Hospital

16:30pm

Debrief

Delta House
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Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period March 2019

Executive Summary
Quality & Safety
•

All quality areas are performing well

•

There has been an improvement on the Early Intervention waiting times indicator -achieving 100% in March

•

This months QPR includes the quarterly mortality report
• The Trust has developed its approach to implementing the national ‘zero inpatient suicide ambition’ launched by NHS England /NHS Improvement in
September 2018. As part of this there is a commitment by the Trust, which has shared its draft comprehensive zero suicide approach with NHS
England in March 2019. It has received positive feedback on current plans. The approach will be developed further in preparation for Trust wide
launch in May 2019, at the Quality Improvement Summit
• The Trust has made a commitment to train all staff in suicide prevention

Workforce

• Sickness absence rate reduced from 6.89% in February to 5.54% in March and remains red rated against a threshold of 4.5%.
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• Vacancy rate increased from 11.52% in February to 12.20% in March and remains red rated against the target.
• Turnover rate reduced to 13.76% and remains within the target range.
• Average time to recruit KPI increased to 70 working days in March, above the 55 working day target

• Performance against annual, yearly and 3 yearly specialist mandatory training improved during March and all 3 are now meeting the 85% target.
• 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 2019, 17.96% of all Trust staff had received an appraisal. This compares
with 20.24% at the end of March 2018.
Efficiency

• DNA rate for consultant led services was 13.79% in March against a threshold of 19.8%. DNA rate for community based services increased slightly to 8.43%
and remains above the threshold of 8.1%.

• Bed occupancy was 85.10%.

2
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Executive Summary
Mental Health
• Adult Inpatient Beds continue to be a challenge within the division. Daily escalation and bed management calls are in place to try to manage flow of
admissions and discharges.
• The division has experienced a couple of 12 hour A&E breaches , one was the result of an out of area patient who wasn’t escalated appropriately and
one was due to no bed available locally.
• SPOR continues to improve both the DNA rate and Waiting Times element. Current performance shows that 82.5% of routine assessments are
undertaken within 8 weeks.
• The Healthy Minds in Wolverhampton successfully managed to achieve at 18.27% against a 19% access target which was a significant achievement
considering the ongoing discussions with the CCG around funding.
• The overall divisional training compliance has improved with the division reporting annual mandatory training at 96%, Specialist Mandatory Training at
85% and 3 yearly specialist training at 94%.
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Learning Disabilities
• Clinical vacancy rate continues to remain below the KPI target
• There are no contractual performance issues
• There are no safety concerns within the divisional dashboard
• STP, new build on track with high level document for p22 procurement being completed.
• TCP is now managed under one contract and all KPI’s And information requirements agreed
• Provider alliance MOU signed and scope raised as a concern. CEO has been teleconference to be arranged a sense check
• Service achieved green for all training domains as of 8th April 2019
Children Young People & Families - CAMHS/Specialist Services
• Wolverhampton Early Intervention (EI) services business case submitted
• Local authority has withdrawn funding from CAMHS LAC . The CCG is looking to address the funding gap. Following a meeting, a quality impact will be
completed to secure funding from the CCG
• Wolverhampton and Sandwell CCGs have commissioned capacity and demand modelling for CAMHS tier 2 and 3 NICHE consultancy.
Children Young People & Families - Children's Services
• There are no contractual performance issues
• Public Health have turned down negotiations to fund recurrent underlying deficit of £604k in pre-school services. The Trust is currently carrying out
further work will be undertaken around levels and vacancies.

3
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Executive Summary
Financial Performance –March closing position
The Trust is reporting a full surplus of £1,644k (including PSF) against a planned deficit of £697k.
Variances to plan relate to :
•Income – £105.0 million actual, £4.6 million favourable position.
•Operating Expenditure – £99.4 million actual, £2.3 million adverse position.
•Non Operating Expenditure - £3.9 million actual, £0.1m favourable position.
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Key risks emerging during 2018/19 included the following:
Bed occupancy levels and associated income within Learning Disabilities and Mental Health.
Working capital - the Trust has net current liabilities of £6.4 million.

The Trust has breached the Agency cap target of £3.2m. In 2017/18 the Trust spent £4.4m. At month 12 the Trust has spent £4.8m which
equates to 148% of the cap.
The Trust has accessed cash support from the Department of Health with £500k being received in July 2018 and £200k received in January
2019.
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Executive Summary
Summary of performance
Commentary
Overall, the Trust has achieved the following performance for March 2019:
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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 2019

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)
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 – Safety

Page 82
There were no red indicators within the safety domain in March.
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Safety-Safe Staffing
Data summaries on pages 14-17 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.
Care Hours Per Patient Day (CHPPD) by ward for registered and unregistered staff are also provided following the requirement by NHS
England. This is derived from the total number of hours worked in the month divided by the number of patients in a bed at midnight over
the month. The Trust will monitor CHHPD each month and receive national data for similar Trusts from NHS England in due course, thus
allowing benchmarking to be undertaken.
Key findings for the months of March are:• Three wards were below the 90% (red) threshold for registered staff.
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• Five wards were below the 100% (amber) threshold for registered staff.
• The main reasons were ongoing vacancies plus both short-term and long-term sickness.
• All wards/units had a combined fill rate of registered and unregistered staff of over 100%
• There was an over fill rate for registered nurses on two of the three learning disabilities wards in March to achieve the right skill mix to
respond to the acuity and complex needs of some patients. There were still 23 assaults on staff by patients on these two wards during
the month but none resulted in RIDDORS.
• As per Trust safe staffing escalation policy, registered nurse cover was provided on the 2 occasions where it was highlighted that no
registered nurse was available by utilising staff across the services taking into account occupancy levels, acuity and staff skill mix.
• The number of shifts on Dale Ward that were led by qualified agency nurses in February (38) reduced to 12 in March. The reasons for
those shifts led by qualified agency nurses were again mainly due to vacancies and sickness. The agency staff rostered on Dale are all
regular agency staff, who have been working as a block booking for at least 5 months and were familiar with Dale ward.
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Safety-Safe Staffing
Bank and Agency
• There were a total of 41 shifts led by registered agency nurses this is out of a total 1116 shifts covered this month.
• Where possible regular agency nurses are utilised and are supported by the duty senior nurse. A full local induction is given
to all agency staff.
• The number of permanent registered staff reduced to 62% in March from 67% in January. This was offset by the use of
registered agency staff (19%) and the use of registered bank staff (19%).
• The number of permanent unregistered staff decreased slightly to 38% in March from 40% in February, but was offset by a
proportionate increase in bank staff.
• The main reasons requested for registered bank/agency staff continue to be to cover vacancies, sickness and observations
(86%).
Harm Free Care

Page 84

• The number of assaults on staff increased from 43 in February to 63 assaults in March. Staffing levels on wards where these
assaults occurred showed combined fill rates for registered and unregistered staff of over 100% to manage the complex
needs and acuity of patients. No assaults resulted in RIDDORS i.e. staff absences of 7 days or more.
• A range of patient safety measures previously detailed are in place including safewards, positive behaviour support and
person-centred physical intervention plans.
• The number of absconds continues to reduce from 23 absconds in December to 14 in January, to 8 in February and 4 in
March.
• The total number of falls across all wards/units increased from 15 in February to 20 in March. The falls were due to
individual patients with complex mental health and physical health conditions, often prone to become restless. All falls were
categorised as ‘low’ and caused minimal or no harm.
• Staff on mental health older adults wards are part of the NHS Improvement national falls collaborative that is working to
reduce the number of falls in the older adult in-patient population.
• Total harm free days for patients on all wards/units was 99.4% for March.
Retention Plan
• The Trust is proceeding with the return to practice initiative in partnership with Dudley and Walsall Mental Health Trust.
Planning has taken place with Wolverhampton University and it is hoped there will be a first cohort in September 19.
• Following the RCN recruitment event a total of 7 R/Ns were appointed.
• The Trust has launched temporary staffing group which is chaired by Divisional Director Steve Phillips, to support the
reduction of agency staff.
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Safety – Safe Staffing
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Safety – Safe Staffing
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Safety – Safe Staffing
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Safety – Safe Staffing
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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.
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 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
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The data in the dashboard continues to 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. A recent gap
in the Trusts mortality reporting process has been the lack of an agreed methodology to conduct case record reviews across the
Mental Health Division. The National Quality Board recommends that providers take a consistent and evidence based approach
to conducting case record reviews. On 26 November 2018, the Royal College of Psychiatrists launched a structured mortality
review tool. The tool allows explicit judgements around a patient’s care to be made, with a score given for each phase of care.
The aim of the tool is to make it possible for trusts to screen all deaths of patients in contact with mental health services and,
through thematic analysis of a number of completed forms, to determine areas of good care and to recognise areas where care
can be improved. The Trusts Mortality Review Group are now in the process of finalising an appropriate implementation plan
for this new tool.
A specific programme using well-tested methodology for the review of Learning Disability Deaths commissioned by HQIP
continues to be managed by the Learning Disabilities Division. All learning disability deaths continue to be reported to the
LEDER programme. There are separate nationally agreed arrangements for reviewing child deaths. Attached below is the
Black Country Partnership Learning from Deaths Dashboard for Quarter 4 2018-19. This includes data on all deaths reported
between 1st April 2017 and 31st March 2019. Also attached is a summary of the high level themes from investigations along with
a high level summary of the Trusts continuous improvement priorities linked to the learning from deaths.
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Safety - Quarter 4 Mortality Dashboard
Black Country Partnership NHS Foundation Trust: Learning from Deaths Dashboard - March 2018-19
Description:
The dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. The dashboard reflects incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve care.

Summary of total number of deaths and total number of cases reviewed (excluding learning disabilities)
Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (excluding patients with
identified learning disabilities)
Total Number of Deaths in Scope

Time Series:

2017-18

Q1

End date

2018-19

Q3

Total deaths

Total Number of deaths considered to have
been potentially avoidable

Total Deaths Reviewed

Start date

Mortality over time, total deaths reviewed and deaths considered to have been potentially avoidable
(Note: Changes in recording or review practice may make comparison over time invalid)
120
100

This Month

Last Month

This Month

Last Month

This Month

80

Last Month

19

27

19

27

0

0

60

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

40

76

78

76

0

0

20

Last Year
263

This Year (YTD)
290

Last Year
263

This Year (YTD)
0

Last Year
1

0
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This Year (YTD)
290

Deaths
reviewed

Q1 2017-18

Q2

Q3

Q4

Q1 2018-19

Q2

Q3

Total Deaths Reviewed by Type of Review

Type 1
Cause of Death only

Type 2
Assurance Report

Type 3
Case Note Review

Type 4
Level 1 (conscise) RCA

Type 5
Level 2 (Comprehensve) RCA

Type 6
Other review eg. Independant inquiry, SCR.
CDOP, Homicide Review

This Month

17

89.5%

This Month

1

5.3%

This Month

This Month

0

0.0%

This Month

1

5.3%

This Month

0

0.0%

71

91.0%

This Quarter (QTD)

3

3.8%

This Quarter (QTD)

07
0

0.0%

This Quarter (QTD)

0.0%

This Quarter (QTD)

0

0.0%

This Quarter (QTD)

4

5.1%

This Quarter (QTD)

0

0.0%

This Year (YTD)

252

86.9%

This Year (YTD)

20

6.9%

This Year (YTD)

0

0.0%

This Year (YTD)

0

0.0%

This Year (YTD)

15

5.2%

This Year (YTD)

3

1.0%

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology
Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable for patients with identified
learning disabilities

Total Number of Deaths in scope

Total Deaths Reviewed Through the
LeDeR Methodology (or equivalent)

Total Number of deaths considered to have
been potentially avoidable

This Month

Last Month

This Month

Last Month

This Month

4

2

0

0

0

Last Month
0

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

This Quarter (QTD)

Last Quarter

8

16

0

3

0

0

This Year (YTD)

Last Year

This Year (YTD)

Last Year

This Year (YTD)

Last Year

43

58

9

12

0

0

Time Series:

Start date

2017-18

Q1

End date

2018-19

Q3

Mortality over time, total deaths reviewed and deaths considered to have been potentially avoidable
(Note: Changes in recording or review practice may make comparison over time invalid)
20
18
16
14
12
10
8
6
4
2
0

Total deaths

Deaths
reviewed

Q1 2017-18
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Safety - Quarter 4 Mortality Report
Total Number of Deaths and Deaths Reviewed
A total of 78 deaths of non- learning disability patients have been reported and reviewed throughout Quarter 4 2018-19 This is
comparable with the number of deaths reported in Quarter 3 with an average of 25 deaths reported per month in Quarter 3 and an
average of 26 deaths per month in Quarter 4. A total of 263 deaths were reported 2017-18 and 292 deaths have been reported in
2018-19, an increase of 10%.
Total Deaths Reviewed by Type of Review
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 2018-19, 4 deaths required full RCA investigation. 71 deaths reported were identified as
requiring no additional investigation following receipt of an official cause of death. A total of 3 Deaths had initial investigations
completed through the application of an assurance report however were assessed as requiring no further escalation upon completion
and review by the affected Division and Governance Assurance Unit.
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It is the Trust’s intention to review a sample of non-serious incident community deaths to review the quality of care and identify any
areas of learning utilising the structured judgement review methodology developed for Mental Health Services by the Royal College
of Psychiatrists. We continue to screen all deaths and request assurance reports and/or RCA reports when appropriate. We have
noted that most deaths continue to be due to Natural Causes.
On the 1st April 2019 the Trusts Incident Management System was amended to respond to the Royal College of Psychiatrists
Structured Judgement Tool to enable service areas to screen each reported death to assess whether it triggers one of the
recommended red flags leading to the completion of the full structured judgement review tool. The implementation of this new case
note review tool is being monitored by the Divisional Quality and Safety meeting and Mortality Review Group.

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 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.
During 2018/19 the Trust reported 43 deaths into the LeDeR programme. We reported 58 learning disability deaths during the year
2017-2018. At the close of 2018/19, 12 of the 43 deaths reported to the LeDeR programme during 2018/19 have been selected for
review by the programme. The LeDeR programme has been identified by NHS England as needing to make greater progress in
conducting reviews across the Black Country system and we are in discussion with local CCGs to support this process alongside
primary care and Acute Trusts.
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Safety - Quarter 4 Mortality Report
Deaths linked to problems in care
During Quarter 4 2018/19 4 serious incident investigations were submitted to the commissioner ,following review by the executive
group and submission to the coroner for the purposes of inquest investigations no deaths were identified as being more likely than
not due to problems in care. Similarly there were no criticisms of the care provided by the Trust from inquests held during this period.
Themes in investigations
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There were 5 serious incident investigations closed by Commissioners during Quarter 4 2018/19. A further 4 Serious incident
investigations have been submitted to Commissioners for review and closure during the timeframe.
For the 5 serious incident investigations closed by Commissioners, themes in the lessons learnt and recommendations made were
identified as:
• Risk assessments - The need for robust risk assessment and for staff to ensure they are accurately and appropriately
documenting a patients current and historic levels of risk were detailed in all 5 investigations
• Multi-disciplinary working - 4 investigations highlighted issues with multi-disciplinary working including ensuring discharge letters
are shared with appropriate colleagues, ensuring patients are appropriately referred and followed up with services and informing
and ensuring medical colleagues review patients wishing to self-discharge
• Care planning - 3 investigations highlighted the need for appropriate and robust care planning. Specifically, one report identified
the need for care plans to be comprehensive and include guidance on what to do in times of deterioration and ensuring care plans
are current and up to date.
Whilst the these RCA investigations identified issues in care that related to risks assessment and care planning processes, these
care and service delivery issues were not deemed to have directly contributed to the patients deaths.
Improvement Priorities
The Trust has developed its approach to implementing the national ‘zero inpatient suicide ambition’ launched by NHS England /NHS
Improvement in September 2018. As part of this there is a commitment by the Trust, which has shared its draft comprehensive zero
suicide approach with NHS England in March 2019. It has received positive feedback on current plans. The approach will be
developed further in preparation for Trust wide launch in May 2019, at the Quality Improvement Summit. The Trust is also working
with partners in the STP to deliver this agenda for the wider population of the Black Country. A Black Country event took place on
22nd March 2019 chaired by the CEO. This agenda is likely to form a large part of the Learning from Deaths and Quality
Improvement agenda for the Trust throughout 2019/20.
Linking risk assessment to risk management through care planning is an agreed Quality Improvement Priority (2018/2019) for the
Mental Health Division. Regular audits continue to take place. The Mental Health Division, will however, be refreshing their approach
to driving sustained improvement during 2019.
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

Page 94
There were 2 red indicators in the Quality domain during March. These related to the number of remedial
action plans in place with commissioners at the end of March and forecast CQUIN achievement for
2018/19.
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Quality – Area of Underperformance
Contractual – Remedial Action Plans Process / financial penalty
Issue

The Trust has received a Contract Performance Notice (CPN) from Sandwell and West
Birmingham CCG for failing to meeting CAMHS waiting times in Sandwell.

The Trust has met with commissioners to discuss CAMHS waiting times and both parties
have agreed a Remedial Action Plan.
Current performance for the number of patients treated within 18 weeks has improved
to 68.8% against a 90% target.
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Actions
being
taken

Action

Date

• Monitoring of actions agreed in Remedial Action Plan including review Ongoing
of KPI reporting definitions.

Related
Issues
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Quality – Area of Underperformance
Percentage compliance with CQUINS (forecast)
Issue
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The year end forecast at the end of March is that the Trust will achieve 73.0% of income
in 2018/19 (Total income loss of £335k). The forecasted exceptions to 2018/19 CQUIN
achievement are:
• Staff Health & Wellbeing - Improvement of staff Health & wellbeing (0% income
achievement): The CQUIN target was to achieve a 5 percentage point improvement
in two of the three NHS annual staff survey questions on health and wellbeing, MSK
and stress. Based on the staff survey results this CQUIN was not achieved.
• Staff Health & Wellbeing - Improving the uptake of flu vaccinations for frontline
staff (50% income achievement): (please note error on the scorecard as this was
reported as 25% incorrectly): based on 61.6% of frontline vaccinated the income
achievement is 50% of income. Total income of £48k against £96k income (income
loss of £48k).
• Transitions out of Children and Young People's MH services (85% income
achievement): The loss of income (£29k) is associated with a reduced forecast
against Q4 milestones and a confirmed under achievement against a Q2 result
confirmed by commissioners.
• Preventing ill health by risky behaviours (69% income achievement): The areas of
income loss (£61k) continue to be against the Tobacco screening record keeping and
tobacco and alcohol brief advice targets.
- The forecast is based on Q1-Q3 submitted performance in addition to an estimation
of Q4.
- Improving services for people with MH needs who present to A&E: (90%
achievement): £20k loss of income is forecast as a result of estimating 17% of the
new cohort of attendees would reduce rather than the target 20%. The income
position may improve once actual results are obtained during April.

Actions
being
taken

Action

Date

• Monitoring group to be established for 2019/20 CQUINs

April 2019

Related
Issues

Internal review of CQUIN reporting is underway with a potential change to the
scorecard presentation of CQUIN performance in early 2019
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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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There were no red indicators within the Patient Experience domain in March.
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Use of Resources Performance
Page 99

Workforce Domain
Finance and Efficiency Domain
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Domain Summary – Workforce
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Workforce 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
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Sickness rate reduced from 6.89% in February to 5.54% in March and remains red rated against a target of
4.5%. Vacancy rate increased from 11.52% to 12.20% whilst turnover rates continue to improve and
reduced from 13.93% to 13.76%. Average time to recruit increased to 70 days against the 55 day target
and remains red rated.
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Workforce & Efficiency – Area of Underperformance
Sickness and Absence
Issue

The sickness rate for March was 5.54%, 1.04% above the 4.5% target.
All divisions except corporate are breaching the target

Actions
being
taken

Action

Date

Monthly assessments of all current long-term sickness cases to ensure Ongoing
that all management actions have been applied, including review
meetings and occupational health referrals.
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Ongoing work continues through the Health & Wellbeing Group to put Ongoing
proactive measures in place to reduce sickness absence such as health
checks, staff training/education and manager training.
Monthly cross checking of sickness report in order to ensure that all Ongoing
cases are being managed and to identify errors.
A reminder of the process for recording and reporting sickness absence 28-Feb-19
to be communicated to all members of staff.
Continue to target and focus on short-term sickness absence across 'hot 30-Apr-19
spot' areas aligned to health and wellbeing tools .

Related
Issues

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 12.20%, which is an increase of 0.68% from February.

Actions
being
taken

Action

Date

Monthly review and reconciliation of establishment and vacancies Ongoing
between finance and workforce teams
Urgent Care and Planned Care Boards are reviewing all vacancies Ongoing
monthly against position statement reported
A Recruitment Agency has been employed to undertake a targeted Ongoing
nursing campaign for a period of 4 weeks .
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Related
Issues

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
Average time taken to recruit
Issue
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Actions
being
taken

This indicator measures the number of working days from date when fully approved
documentation is received in HR to the date of unconditional offer letter is sent
confirming start date. The average time in March increased to 70 days with only the
corporate division meeting the KPI.
• Mental Health: there were a total of 10 appointments completed during March of
which only 4 were within KPI.
• Learning Disabilities: 1 appointment was completed in the division in March and
was.
• Children, Young People & Families: of the 5 appointments within the division in
March, 4 were outside the KPI.

The reasons for not meeting the target were as a result of elements within the Trust’s
control (recruiting managers and recruitment team not completing their tasks in a
timely manner) and outside the Trust’s control (candidates failing to produce right to
work documentation in a timely manner, delays in the return of references , delays in
DBS check responses)
Action

Date

• Recruitment and selection training delivered to recruiting managers to Ongoing
ensure they are aware of and adhere to the KPI
• Recruitment Team monitor the Recruitment Database daily and Ongoing
ensure recruiting managers are chased if there are delays in the
process
• Continually assess and audit recruitment processes and ensure Ongoing
effective working practices
• Send updated Recruitment Process flow chart with KPIs at each stage Ongoing
to managers

Related
Issues
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Domain Summary – Finance and Efficiency
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Finance 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 – Finance and Efficiency

Page 106
The Trust is reporting a £1,644k surplus against a planned deficit of £698k.
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Finance – Area of Underperformance
Agency spend relative to CAP (YTD Cumulative £k)
Issue

The Trust target is based on the agency expenditure ceiling of £3,224k applied from 1st
April 2018 to drive a reduction in agency expenditure across all NHS Trusts and
Foundation Trusts. In March the Trust spent £4,769k.

Actions
being
taken

Action

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.
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Related
Issues

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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Finance

YTD
Actual
£'000

YTD
YTD
Budget Variance
£'000
£'000

Income
Pay
Pay (Agency)
Non-Pay
EBITDA

105,020
(79,451)
(4,770)
(15,198)
5,601

100,459
(79,293)
(2,833)
(14,945)
3,388

4,561
(158)
(1,937)
(253)
2,213

Non Operating Expenditure

(3,956)

(4,085)

129

Surplus/(Deficit)

1,644

(697)

2,342

PSF Funding

1,868

1,868

(0)

Total Surplus/(Deficit) exc
PSF Funding

(224)

(2,565)

2,342

YTD Actual
£'000

YTD Budget
£'000

YTD
Variance
£'000

(10,362)
(9,958)
6,470
5,147
12,257
(1,101)
(1,503)
4,650

(10,784)
(9,842)
4,640
4,627
13,075
(1,084)
(1,398)
4,154

422
(116)
1,830
520
(818)
(17)
(105)
496

5,600
5.3%

3,388
3.4%

2,212

5.1 Net Income and Expenditure
YTD
Position

At month 12 the Trust is reporting a surplus of £1,644k against a planned
deficit of £697k (including PSF).

Summary
of
Variances

The main factors and risks influencing the Trust’s position are:
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Summary – M12 £2,342k favourable; M11 £1,210k favourable
The income and expenditure position for the Trust is a surplus of £1,644k
compared to a planned deficit of £697k (which includes £1,868k of PSF
funding). The reported position excludes the impact of the year end
revaluation of Trust Estate. It also excludes any impact of pension liability
realisation. At the current time NHSI have indicated their acceptance of
leaving the pension liability and reserve on the balance sheet until a full and
final settlement has been agreed with WMPF. Agreement to this approach is
still being sought from the external auditor. These year end adjustments are
not expected to impact the favourable performance reported against the
2019/20 control total.
EBITDA
Mental Health – M12 £818k adverse; M11 £991k adverse
MH is reporting an EBITDA of £12,257k, and is being adversely impacted by
over spends in pay and non pay costs.
Learning Disabilities – M12 £520k favourable; M11 £372k favourable
LD is reporting an EBITDA of £5,147k, and is being favourably impacted by
additional income and underspends within non pay costs, offset by overspend
in pay costs.
Children, Young People and Families – M12 £1,830k favourable; M11
£1,631k favourable
CYP&F is reporting an EBITDA of £6,470k, and is favourably impacted by
additional income and underspends within pay and non pay costs.

Service

Reserves – M12 £496k favourable; M11 £584k adverse

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

Depreciation and finance Costs – M12 £129k favourable; M11 £139k
favourable;

EBITDA
EBITDA %

Support Services – M11 £184k favourable; M11 £641k favourable
Additional income in all Support Service areas along with pay underspends
driven by vacancies and delays in recruitment in Operational Support, offset
by non-pay overspends in all Support Service areas.
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5.3 Finance Score

Plan
2018/19

YTD Actual
2018/19

Forecast
2018/19

20%

3
4
3
1
1

1
4
1
1
3

1
4
1
1
3

100%

2

2

2

Overriding rules applied

-

Yes

Yes

Yes

Over riding Risk Score

-

3

3

3

Summary of Scores

The Trust is currently achieving a score of 3 for its Capital Service Capacity
Finance Score, with the Trust being allocated a 2 for Liquidity (days)
its overall Single Oversight Framework score by I&E Margin
NHSI.

I&E Margin distance from plan
The calculation of the finance score is shown in the Agency Spend - Distance from Cap

Weighting

20%
20%
20%
20%

table on the right.

Average Rating
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Finance Paper 5.2. CIP delivery
Issue

Actions being
taken

•

The Trust has a revised total of £4.6m planned Cost Improvement
Programme for 2018/19

•
•
•
•
•

The forecast outturn (FOT) at M12 is favourable to plan by 40k;
86% of the forecast outturn is identified as recurrent;
The year to date (YTD) position is favourable to plan by £40k;
86% of the balance delivered YTD is recurrent;
The key areas of under-performance remain Estates and Facilities and
Clinical Support.

The Gateway Panel has started to receive divisional plans for 2019/20.
The Panel’s focus in April 2019 will be on approving the schemes which
have been developed.
•

•

YTD
Achiev as a
Variance
% of plan
(£000)
105%
188
82%
(148)
101%
40

Group Performance

YTD Plan
(£000)

YTD
Actual
(£000)

Achiev as a
% of plan

YTD
Variance
(£000)

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

480
985
498
1,776
45
98
642

646
1,068
269
1,792
46
51
692

135%
108%
54%
101%
102%
52%
108%

166
83
(229)
16
1
(47)
50

Total

4,524

4,564

101%

40

Achieved Savings
% Rec

YTD

Forecast

85%

85%

% N Rec

15%

15%

100%

100%

Recurrent
Non-Recurrent
Total

At the time of writing schemes to the value of circa £1.89m are under
development for 2019/20 (although it should be noted that some of
these are transformational schemes and as such there are risks around
timeframes for delivery).
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Key
Performance
Issue

YTD
Actual
(£000)
3,901
663
4,564

Recurrent / Non
Recurrent

In month 12, 7 of the 52 schemes are currently showing an overall
scheme status rating of off track; this is the same position as last
month

Total
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YTD Plan
(£000)
3,713
811
4,524

Finance
5.4 Balance Sheet
At month 12 the Trust is reporting a cash position of £1,689k.
Non Current assets:
Non Current assets have increased by £819k in March, as a result of additions. The
year end assets valuation impact is yet to be reflected through the financial
statements.
Current assets:
Overall current assets - excluding cash and cash equivalents, have decreased by
£1,259k in month.
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Cash and Other Financial Assets:
Cash has increased by £243k in month.
Current Liabilities:
Overall, current liabilities have decreased in month by £1,641k.
Non Current Liabilities:
The Trust has non current liabilities of £6,062k. This relates to the Hallam Street PFI
scheme and pension fund liability, and includes the £700k loan drawn down from
NHSI in July and January.
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Finance
5.5 Capital Plan
Annual
Plan

YTD Plan

YTD Spend

YTD
Variance

Estates Backlog & Maintenance

681

681

394

286

Capital Scheme Slippage 2017/18

536

536

536

0

Clinical Estates

555

555

694

(139)

LSMS

178

178

168

10

50

50

82

(32)

127

127

124

3

18/19

Area

IT Operations
WiFi Digital
Digital Prescribing

Gross Capital Spend 2018/19
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Better Services Better Care - Backlog Maintance (P Y)
Better Services Better Care - Clinical Risk (P Y)
Implementation Strategy - IM&T (P Y)

Net Capital Spend 2018/19

12

12

12

0

2,139

2,139

2,010

129

0
0
0

0
0
0

8
(12)
(113)

(8)
12
113

2,139

2,139

1,892

247

YTD Position

YTD £129k Favourable
The gross capital spend year to date is £2,010k with a
favourable variance of £129k when compared to plan. This
includes VAT reclaims recovered against the Estates
backlog & Maintenance and Clinical Estates.
The net capital position is £1,892k YTD, resulting in an
overall favourable variance to plan of £247k. The net
spend includes balances relating to the closure of prior year
PO’s where completion was lower than anticipated.
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Finance
5.6 Underlying financial position

Forecast
Outturn
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Mental Health
Learning Disabilities
Children's, Young People and Families
Corporate
Estate & Facilities
Operational Support
Clinical Support
Reserves
Non Operating
Normalised Position
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Normalised
total
Normalising
surplus/
Adjustments
(deficit)
(£000)

12,257

(76)

12,181

5,147

(422)

4,725

6,470

(1,563)

4,907

(10,362)

95

(10,267)

(9,958)

94

(9,863)

(1,102)

4

(1,098)

(1,504)

(28)

(1,532)

4,651

(3,522)

1,129

(3,956)

0

(3,956)

1,643

(5,417)

(3,774)
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Encl. 7.1

Meeting of:

Trust Board of Directors

Date:

24th April 2019

Subject:

Raising Concerns and Anonymous Complaints (Whistleblowing)
– Update

Presented by:

Judy Griffiths, Director of Workforce

Author:

Michelle Heeley, HR Business Partner

Purpose:

Receive

Recommendation(s):

That the Board of Directors receive the report for information.

Relationship to 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:
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Equality & Diversity implications:
Equality and diversity implications are considered as part of the investigation
undertaken in respect of each case. No equality and diversity implications have
been identified based on investigations completed.

Regulatory and Compliance matters:
NHSI
Care Quality
Commission:

CQC Standards

Other:
None:

Public Interest Disclosure Act

Previous Board level consideration
Board

October 2018
November 2018
January 2019
February 2019
March 2019

Quality & Safety
Audit
Other

November 2018

Finance &
Investment

M H Legislation
Scrutiny
Charitable Funds
None

Executive Summary

This report provides an update on the current whistleblowing/raising concerns cases
of which there are two.
In addition a summary report will be presented to the Board of Directors by the
author Ceri Evans setting out the findings of the table top review undertaken linked
to serious clinical or safeguarding concerns raised during 2018.
It is recommended that the Board of Directors note the contents of this report for
information only.
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1. Introduction
As agreed by the Board of Director in October 2018 this report provides the monthly
update including timescales on all current raising concerns (whistleblowing) cases,
as set out under section 2 of this report.
2. Summary of Current Whistleblowing Concerns
There are currently two raising concerns (whistleblowing) cases, all of which were
raised in 2018. An update for each of the current cases is provided in Table 1 below.
Date
Raised &
Closed
June 18
to
March 19
(9 months)

Service
Area

Format of
Complaint

Nature of Concern

Update

Safeguarding
Team

Concerns
raised during
a Listening
Event

Various concerns
regarding leadership
and staffing

Fact-finding investigation
completed and report
submitted for consideration.
Recommendations are being
applied and in accordance
with Trust Policy

November
2018

Macarthur

Concerns
raised by
bank worker

Felt suffered detriment
in not being offered
work in chosen area
following raising of
concern

Bank Worker raised a
concern at ward level in
October 2018. The concern
related to the bank worker’s
belief that a substantive
member of staff had not
carried out observations
correctly. The matter was
dealt with and addressed
appropriately at that point in
time.
A formal complaint was
raised in respect of the bank
worker on 12 Nov 2018.
Initially a full restriction was
applied. Complaint has been
investigated in line with bank
cause for concern process.
The bank worker contacted
the FTSU Guardian on 28
Nov 2018 stating that due to
raising a concern she felt she
had been treated unfairly.
FTSU Guardian referred to
HR Department and was
informed that the bank
worker is under investigation
for alleged misconduct. Full
restriction was lifted on 6
December 2018 to apply only
to working shifts at
Macarthur.
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The FTSU Guardian has
included this case in the data
submission to the National
Guardians Office.
Bank worker raised
complaint to CQC on 3
January 2019 regarding the
concerns originally raised in
October 2018. Written
response sent to CQC on 8
January 2019. No further
information has been
requested to date.
Investigation completed
week commencing 14
January 2019. Bank worker
withdrew from the bank with
effect from 17 January 2019.
Bank worker raised a formal
complaint in respect of a
substantive member of staff
on 17 January 2019; this is
being managed through the
formal complaint process.
Following formal complaint
submitted by the Bank
Worker an additional element
has been alleged with
regards to patient abuse. A
meeting was arranged but
cancelled by the complainant
a further date has been
offered, and declined we are
now awaiting confirmation by
ex-bank worker on further
dates
Table 1: Summary of current Whistleblowing cases

A further concern was raised in December 2018 by a bank worker. This has not been
included in previous reports as this was not raised formally as a whistleblowing case
it has been included within this report for information. Please see Table 2 below.
Date

Service
Area

Format of
Complaint

Nature of Concern

Update

December
2018
to
March
2019

Penrose

Concerns
raised by a
bank worker



Meeting took place on 15th
February 2019 with clinical
and management team.
Action plan was agreed at
this meeting, including the
following:




Staff and patients
making adverse
comments to each
other
Purchasing of
items by patients
for other patients
Basic handovers
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Relaunch of the Health








being given and
risk concerns not
being passed on
Support offered to
bank workers
when allegations
are made
Unsatisfactory
records to
incorporate events
relating to
incidents of abuse
from patients
Professional
boundaries
Concerns around
the allocation
board













Care Support Worker
Code of Conduct
Implementation of patient
property sheets
Review of care plans
linked to patients
purchasing items
Introduction of new Trust
handover tool on 14th
January 2019
Recording of risks on the
patient ‘at a glance’
board to support
information sharing
Introduction of a
computer based on the
unit for all bank and
agency workers to
access Datix to record
incidents
Training needs analysis
in place and monitored
through the Penrose
Improvement Group
Staff communication
book to share key
messages
Review of allocation
process at staff
meeting(s)

Outcome letter was sent to
bank worker on 11th March
2019

Table 2: Complaint – outside of formal Raising Concern Process

3. Recommendations
It is recommended that the Board of Directors note the update on current cases as
detailed under Section 2 for information only.
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Encl. 7.2

Meeting of:

Trust Board of Directors

Date:

24th April 2019

Subject:

Raising Concerns: Table Top Review Outcome

Presented by:

Judy Griffiths, Director of Workforce

Author:

Ceri Evans, FNP Supervisor

Purpose:

Receive

Recommendation(s):

That the Board of Directors receive the report for information.

Relationship to 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:
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Equality & Diversity implications:
Equality and diversity implications are considered as part of the investigation
undertaken in respect of each case. No equality and diversity implications have
been identified based on investigations completed.

Regulatory and Compliance matters:
NHSI
Care Quality
Commission:
Other:
None:

CQC Standards
Public Interest Disclosure Act

Previous Board level consideration
Board

October 2018
November 2018
January 2019
February 2019
March 2019

Quality & Safety
Audit
Other

November 2018

Finance &
Investment

M H Legislation
Scrutiny
Charitable Funds
None

Executive Summary

This report provides a summary of the findings of the table top review undertaken on
three anonymous cases identified within the Raising Concerns report considered at
Trust Board in October 2018.
This report will be verbally presented to the Board of Directors by the author Ceri
Evans, FNP Supervisor setting out the findings of the table top review undertaken
linked to serious clinical or safeguarding concerns.
Whilst the report provides a level of assurance that concerns are being addressed
there are a number of recommendations linked to systems and processes that need
to implemented which correlate with the actions from the internal Audit Report
surrounding the Trust’s approach to management of Raising Concerns
It is recommended that the Board of Directors note the contents of this report for
information only.
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Whistleblowing Table Top reviews
The reviews below looked at three cases where anonymous complaints were linked to
serious clinical and/or safeguarding concerns. The basis of this review was a deep dive into
the quality of the process applied against the associated Terms of Reference provided.
ID

Date

Service
Area

Format of
Complaint

Nature of Concern

Outcome of the original
Concern

1

June
2018

Daisy
Bank

Anonymous
complaint

Allegations against a
member of staff taking
a patient to their home,
inappropriately
touching a patient and
inappropriate use of
controlled drugs

Fact-finding investigation
undertaken. No evidence
identified to support
allegations

Alleged Sexual
Exploitation of
patients/sexual Assault

No evidence identified to
substantiate the
allegations made

2

August
2018

Older
Adult

Anonymous
complaint

The fact-finding
investigation identified
some concerns relating
to clinical practices and a
clinically-led table top
review took place

Triangulation took place
between complaints
received, Datix logged
and the accounts of
senior clinical team. They
did not highlight any
concerns
No further action was
taken
3

Sept
2018

Penn
Anonymous
Hospital complaint
&
Hallam
Street
Hospital
Inpatient
Services

Clinical practice,
including patient
abuse, allegation of
drugs being illegal and
supplied from abroad

Table top review
undertaken, and a
summary report was
produced. No evidence
identified to substantiate
any of the concerns
raised

Table 1.- Summary of Complaints Considered

Raising Concerns at Work (Whistleblowing) Policy states;
Roles and responsibilities of Guardian
 Provide independent and impartial advice and support to staff raising concerns at
work
 Act in a genuinely independent capacity - to receive and handle concerns
 Ensure they are independent and impartial
 Directly access the Trust CEO and Chair
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Authority to speak to anyone within or outside the Trust
Offer support and advice to those who want to raise concerns or to those who handle
concerns
Ensure any safety issue is addressed and feedback is given to the member of staff
who raised it
Safeguard the interests of the individual and ensure there are no repercussions for
them either immediately or in the longer term
Identify common themes and ensure learning is shared
Help drive culture change from the top of the organisation

Role and responsibilities of managers
 Inform the Guardian
 Ensure all staff are familiar with and have access to this policy
 Ensure concerns are taken seriously and investigated appropriately
 Understand the potential difficult situation that the employer is in and offer realistic
support measures to the employee
 Act promptly by resolving the issue/ activating the appropriate process
 Ensure there is a prompt, swift, proportionate, fair and blame-free investigation to
establish the facts when a formal concern has been raised
 Respond to concerns in line with the timescales set out in this policy
 Refer concerns to a more senior manager if appropriate
 Keep the employee informed and up to date
 Ensure individuals who report concerns are not penalised in any way
 Forward a copy of any written concern, e.g. Raising a Concern at Work Form, to the
appropriate department so this can be confidentially recorded centrally
 Comply with this policy as outlined
Process (4.2)
Anonymous information about any concern should be sent to the Guardian who will assess
the issues for seriousness. Dependent on the circumstances, the Guardian would liaise with
the most appropriate Executive Director who may initiate an investigation.
Terms of reference will then be written. An Investigating Manager will be allocated and will
use the anonymous information as a pointer to what to do and who to question in order to
verify the situation. Appropriate recommendations to the Executive Director will then be
made.
The following points were considered and explored:





Any previous concerns raised within a 12-month period of a similar nature
Triangulation of information
Engagement with local staff and management within the relevant service
Completion of a risk-assessment
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ID1 – Anonymous Letter – Daisy Bank
Policy/
Process for anonymous complaints
Process/Roles
and
 Anonymous information should be sent to the Guardian who will assess
Responsibilities
the issues for seriousness. NO
 Dependent on the circumstances, the Guardian would liaise with the most
appropriate Executive Director. NO
 An investigation may be initiated. YES, initial fact finding requested by
HR
 Terms of reference will be written NO
 An Investigating Manager will be allocated and will use the anonymous
information as a pointer to what to do and who to question in order to
verify the situation. YES
 Appropriate recommendations to the Executive Director will then be
made. NO
Timescales
The anonymous concern was received 13/6/18 and the initial fact finding was
completed 28/6/18. The multi professional meeting that took place to discuss
some of these concerns took place on 20/8/18. Therefore, not completed
within the timescales stated in policy (Appendix 2)

Previous
concerns raised
in last 12
months

There is no evidence that individual systems had been checked for previous
concerns of a similar nature. However, there is evidence that during this
period other concerns regarding issues at Daisy Bank involving professional
boundaries settings between staff and patients had been raised.

Triangulation of
information

An initial fact-finding investigation took place. There were 3 separate
concerns raised in the anonymous complaint.
1. Allegations against a member of staff taking a patient to their home:
On initial investigation through triangulation of medical, nursing and leave
records it was identified that the Medical Team had granted Section 17 leave
but there were no Section 17 leave forms clarifying which member of staff or
when the patient had taken this leave, nor was it clearly documented and
signed in the patients records
2. Inappropriately touching a patient:
This was not investigated as part of initial fact finding and no triangulation of
information appears to have taken place
3. Inappropriate use of controlled drugs:
Information was gathered and triangulated demonstrating that
and protocols had been followed correctly

procedures
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Engagement
(local staff,
Management &
relevant
service)

Initially there was engagement sought from the Service Manager (Inpatient
Services & Learning Disability Division) and the Bank & Rostering Manager.
This was followed up with involvement from Interim General Manager
(Learning Disabilities) & Head of Nursing (LD, CYPF). There is no evidence
of initial engagement with Ward staff and Bank staff regarding the concerns
highlighted in the anonymous letter.
Following the initial fact-finding investigation where concerns were raised,
there was no further independent investigation into the anonymous
complaint. The issues of clear clinical/ professional boundary setting with
patients and record keeping were addressed during a multi professional
meeting that took place on 20/8/18. This meeting was named ‘Daisy Bank
formulation meeting’. The meeting was not to discuss the anonymous
complaint in isolation but to discuss and review emerging themes/ incidents
of concerns at Daisy Bank identified around the same time.

Completion of
Risk
Assessment

No clinical risk assessment was completed from the initial fact finding.
Actions were identified at the multi professional meeting;


Additional management support to offer senior leadership on the unit
from 29th August until the unit closes



Weekly and monthly record keeping review process had been
implemented by the Matrons with a more robust assurance process



A generic email to be sent to all Daisy Bank staff regarding the
importance of boundary setting and relational procedures in support of
patients and staff

Thus, both outstanding clinical concerns identified from the initial fact finding
were explored and addressed as a theme that had emerged over a period of
time at Daisy Bank

Page 126
4

ID2: Anonymous Complaint – Older Adult Services
Policy/
Process/Roles
Process for anonymous complaints
and
Responsibilities  Anonymous information should be sent to the Guardian who will assess the
issues for seriousness. NO but BCPFT CEO & Medical Director were made
aware


Dependent on the circumstances, the Guardian would liaise with the most
appropriate Executive Director. NO



An investigation may be initiated. YES, initial fact finding requested by HR



Terms of reference will be written Not required as full investigation did not
take place



An Investigating Manager will be allocated and will use the anonymous
information as a pointer to what to do and who to question in order to verify the
situation. YES



Appropriate recommendations to the Executive Director will then be made. No
requirement for further investigation (therefore no identification of
recommendations)

Timescales
The anonymous concern was received 14/8/18 and the initial fact finding was
completed 16/8/18. Therefore, the anonymous complaint was investigated within
timescales stated in policy
Previous
concerns raised
in last 12
months

A detailed review of the previous 12 months was undertaken. There were no
previous concerns of a similar nature reported to Service Managers, HR
department, recorded on the Datix system or through the GMC revalidation
process.

Triangulation of
information

Electronic systems including Datix, GMC revalidation and HR personnel records
were used for triangulation of data. Appropriate managers (Service Manager for
named area, Medical Director & Clinical Lead) were approached to determine if
there had been any previous concerns of a similar nature regarding the member of
staff. There were no previous concerns identified from triangulation of information.

Engagement
(local staff,
Management
&relevant
service)

This review demonstrates effective, timely engagement of Trust services involved.

Completion of
Risk
Assessment

No evidence to substantiate any of the concerns identified, therefore, there was no
indication that a risk assessment or further investigation was required

No members of Trust staff were interviewed in relation to this complaint.
Exploration of this with the Medical Director identified the fine balance and
measured approach required to protect patients’ safety whilst protecting our staff in
relation to unsubstantiated claims that could be damaging to their clinical
reputation. The importance of ‘soft’ intelligence as well as documented evidence
was carefully considered in this case.
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ID3: Anonymous Complaint – Penn and Hallam Street In-patient Services
Policy/
Process for anonymous complaints
Process/Roles
and
 Anonymous information should be sent to the Guardian who will assess the
Responsibilities
issues for seriousness. NO


Dependent on the circumstances, the Guardian would liaise with the most
appropriate Executive Director. NO



An investigation may be initiated. YES



Terms of reference will be written YES



An Investigating Manager will be allocated and will use the anonymous
information as a pointer to what to do and who to question in order to verify
the situation. YES



Appropriate recommendations to the Executive Director will then be made.
YES

Timescales
The anonymous concern was received 13/9/18. Fact finding was completed by
25/9/18 with clear recommendations made. Therefore, this anonymous
investigation was completed within timeframes stated in policy. An anonymous
concern was also raised to Wolverhampton Social Care on 7/9/18 and
highlighted beliefs that patients at Penn Hospital were being exploited, abused
and neglected. As these concerns mirrored the letter received by the Trust,
they were investigated together
Previous
concerns raised A detailed review of the previous 12 months was undertaken. There were no
in last 12
previous concerns of a similar nature reported to Service Managers or
months
recorded on the Datix system.
Triangulation of
information

There were 5 individual concerns raised in the anonymous complaint.
1. Patients are being beaten, neglected and abused:
From a review of Datix and discussions with Service Managers no trends or
issues were recorded/ identified that would support this concern
2. Counterfeit drugs are being used:
In depth information and assurances that this was not the case was obtained
from BCPFT Chief Pharmacist, no previous Datix concerns were identified
3. Staffing: There are no female Doctors and no English Doctors:
Evidence obtained via workforce regarding the Trust’s establishment of
Consultant/ junior doctors, ethnicity and Male/ Female ratio over a 12-month
period demonstrated and acknowledged that this concern could not be
substantiated. Whilst the data reflected a balanced gender ratio, there was an
acknowledgement that a higher number of clinicians were from BME
background.
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4. Fleas found in bed and bedclothes:
Estates & Laundry services, Infection Control Nurses, Infection Control
mattress audits (for previous 12 months) and Datix system confirmed there
was no evidence to substantiate the claims.
5. No choices of options on menu:
Estates & Facilities Manager provided evidence of varied menus including,
Caribbean, Kosher, Vegetarian, Vegan and Gluten free menus for a 4-week
period.
Evidence demonstrates there was excellent triangulation of information for all 5
areas of concerns raised.

Engagement
(local staff,
Management
&relevant
service)

This review demonstrates that there was effective and timely engagement of
Trust services involved. All were able to provide evidence to counteract all
concerns raised.

Completion of
Risk
Assessment

No evidence to substantiate any of the concerns identified, therefore, there
was no indication that a risk assessment or further investigation was required

Summary of Investigation
As a Service Manager in the CYPF division and therefore objective to the service areas
involved in this report, the author was requested to undertake a deep dive into the quality of
the process applied and the associated documentation of three cases that had previously
been investigated in the Trust. These cases involved anonymous complaints that were
linked to serious clinical and/or safeguarding concerns within Black Country Partnership
NHS Foundation Trust.
A deep dive of data systems, recorded/ documented information and discussions with
members of staff involved with the original investigations, allowed for examination and
professional curiosity of the decision-making process.

ID1: Anonymous Letter – Daisy Bank
From the above documented table, it was noted that systems had not been checked to
determine if there had been any previous concerns raised within a 12 month period of a
similar nature. Triangulation of information was initially undertaken and clinical risks were
identified requiring further investigation. These included; Section 17 leave forms not being
completed and issues with record keeping (Section 17 leave not being recorded in records
and signatures were unidentifiable). Neither a further investigation, Table Top review nor a
risk assessment was undertaken at this time to provide assurances.

Page 129
7

There is clear evidence though, that the concerns raised as part of this anonymous letter
were later addressed amongst ongoing issues within the clinical area. Actions were taken
following the multi professional meeting to address the identified concerns reported.
Mitigating circumstances - there were organisational and staffing changes taken place in the
clinical area at the time the concerns were raised.
The timescales for investigating whistleblowing cases (Appendix 2) had not been met.
ID2: Anonymous Complaint – Older Adult Services
There is clear evidence that triangulation of all appropriate information sources had been
investigated for concerns raised within the previous 12-month period. This was consistent
with the timeframe documented in the whistleblowing policy. Completion of a riskassessment was not necessary as there were no risks identified at completion of the
investigation.
It is important to note in this scenario the relevance of ‘soft’ intelligence (discussed above)
and the sensitive approach required to protect our staff as well as patients, whilst making
every effort to investigate the concern thoroughly and objectively.
ID 3: Anonymous Complaint – Penn and Hallam Street In-patient Services
This anonymous concern raised 5 separate issues that required investigation. Despite the
complexity of the numerous points raised, the investigation was timely, with a detailed review
of any previous concerns of a similar nature within the past 12 months. Systems and
knowledge from relevant staff ensured that triangulation of information was complete. Once
again a risk-assessment was not necessary as there were no risks identified on completion
of the investigation.

Discussion points
Processes, roles and responsibilities as detailed in the Raising Concerns at Work
(Whistleblowing) Policy
The 4 areas identified within the Terms of Reference, have been discussed above. The
review identified that Trust processes in relation to the policy require exploration. The policy
was written in November 2015 and was due for updating November 2018.
Clarity within the policy needs to be addressed;
1. Where individuals feel they can discuss concerns with their line manager, timescales for
completion of the investigation, are noted in the policy. There are no timescales noted for
anonymous concerns. The assumption is that they should be the same for both. This
needs to be clearly stated so both are given equal importance and timescales adhered
too in practice.
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2. Section 4.2 of the policy states, ‘anonymous information about any concern will be
passed to the Guardian (when appointed) who will assess the issues for seriousness’.
The key responsibilities of the Guardian (section 7) state ‘identify common themes and
ensure learning is shared’.
There appears to be confusion within the Trust of the role of the Guardian regarding
whistleblowing cases. The Guardian’s role is interpreted as primarily promoting the
Raising Concerns policy and to be a point of contact, supported by the Freedom to
speak Up Champions, for staffs who feel unable to go through the route of line
management. The interpretation of the remit of the role does not include anonymous
concerns. Triangulation of information by one person poses ‘risks’, if for example, that
person is not available and may be better served by a system or department.
The Guardian was not informed of the concerns raised in any of the 3 reviews.
3. The policy states, ‘Forward a copy of any written concern e.g. Raising a Concern at
Work Form, to the appropriate department (tbc), so that it can be confidentially
recorded centrally’. Currently in this Trust, safety/ clinical concerns raised, complaints
from clients, bullying and harassment concerns, fraudulent issues, grievances and
disputes as well as reported incidents go to the relevant departments, ie HR, GAU or via
Freedom to Speak Up Champions/ Guardians. Whilst concerns are recorded and dealt
with by the appropriate department there is no ‘central’ logging or one single point in the
Trust where all issues are recorded.
A central logging point would ensure that there is a holistic overview and improved
triangulation with any concern raised related to the Trust. Concerns could be crossreferenced easily, themes identified more efficiently, and any lessons learnt could be
triangulated from a Trust wide perspective as well as a departmental perspective. This
triangulation point could provide the Trust with a source to easily identify Trust wide
issues for audit. This would be a far easier system to monitor the policy, ensuring it is
working in practice. This central point would provide robust assurance to the Trust
Board, that, throughout all departments investigations have been completed within
appropriate timescales with actions identified, lessons have been learnt and also through
audit that they have been embedded into practice. It would not replace individual
departments taking ownership or responsibility of the investigation and reporting
outcomes to the Trust.
Completion of risk assessments
This was identified as an area for consideration in the terms of reference for this review. At
present there is no set process for risk assessments to be completed. However for those
cases relating to serious clinical concerns, there is an expectation that a formal risk
assessment would be completed as part of the investigation where any concerns were
identified. There is no set protocol to determine who should undertake the assessment
although again the expectation is that whoever is carrying out the investigation would
undertake this. It is important for staff to use their knowledge and professional judgements
but if guidelines were written, this would give clarity of the process and responsibilities when
undertaking investigations of any nature. Guidelines for Table Top Reviews and Risk
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Assessments (when clinical issues have been identified) could also be included. These
would provide a framework to support standardization and equality for future investigations.
Learning and audit
Following discussions with the Trust Guardian and Medical Director, there are assurances
that the Trust Board are identifying themes from concerns identified and lessons are being
shared. Analysis is required to determine if this is truly reflected in practice. Whilst staffs
have access to divisional quality reports (and used to have regular reports from GAU of
lessons learnt) it needs to be considered whether learning is taken from this process and
embedded into practice. Again, a central logging point would have oversight of all concerns
raised. A regular newsletter of learning from all reported concerns could be discussed at
team meetings where the service manager could use relevant learning from other services to
improve care within their own clinical areas.
Does the Trust Board currently have assurances that lessons learnt are embedded into
practice and audited appropriately?
Culture within the Trust
Changing culture and attitudes within society is a difficult and long-term process. This review
has highlighted that whilst most staff that were contacted were engaged in this process and
keen to learn and improve practice, there was also a defensiveness and slight reluctance to
engage observed in some.
There is positive work taking place in the Trust regarding the importance of a ‘no blame’
culture and the importance of learning from practice, enabling staff to improve services and
care provided. In situations similar to this review, does defensiveness occur because of the
approach and behaviour of the reviewer, or, the perceived threat to the person being
questioned? What can we as a Trust do to improve individuals’ perceptions and reduce
anxiety and fear in these situations? How can we encourage, embed and support
professional curiosity in everyday practice so that questioning ourselves, others and intrigue
becomes the norm?
Protection of our staff
The sensitive, balanced approach taken within ID 2 where ‘soft’ intelligence as well as
written intelligence was objectively utilised to reach decisions is an example of a skilled
investigator. It ensures investigations are thorough but also protects the reputation of the
staff employed by the Trust if there is no evidence to support the concerns raised. How do
we continue to give protection to our staff from the increased number of whistleblowing
concerns raised? If staff are confident that these situations are handled sensitively and
objectively, this should reduce defensiveness whilst improve willingness to learn from these
situations.
Publicity and ‘marketing’ of how previous situations have been dealt with and the learning
from such scenarios may help to shift culture.
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Recommendations
1. The Raising Concerns at Work (Whistleblowing) Policy needs to be updated and points
above considered.
2. Consideration to be given to identifying a single point, where all allegations pertaining to
the Trust can be recorded.
3. Consideration to be given to produce written guidelines for clarity of process and
responsibilities, when undertaking investigations of any nature (also to include guidelines for
Table Top Reviews and Risk Assessments when clinical issues have been identified).
4. The Trust Board to give consideration to the questions raised within this report.
Ceri Evans
FNP Supervisor
8/2/19
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Encl. 7.3

Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

Insurance arrangements

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary

Purpose:

Inform

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:
None

Recommendation(s):
To note the insurance arrangements in place for 2017/18.
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X

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no specific equality and inclusion issues to consider in this report.

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:
X

Other:
None:

Constitution of the Trust

Previous consideration
Board
Audit
Quality & Safety
Other

X

Finance & Investment
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

The majority of insurance cover for NHS bodies is provided through risk pooling
schemes managed by NHS Resolution. (NHSR)
There are two primary schemes; the Clinical Negligence Scheme (CNST) and the
general Risk Pooling Scheme (RPST). These provide cover for a range of liabilities
associated with NHS service provision.
Both schemes are subject to annual revaluation to ensure contributions from
members cover the anticipated costs of the schemes.
Contributions are based on a number of factors including overall costs of claims,
service profile, workforce composition, the value of the estate, and claims
experience.
Annual contributions for 2019/20 are planned at circa £360,000.
Commercial insurance for identified income generation and charitable fund raising
activities is in place and that for commercial property and associated business
interruption insurance as a “top up” to the cover provided by the NHSR, which is
limited to £1m per claim, is currently under review.
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Detail
Introduction
Following the NHS reforms in the1990’s, a national body, the NHS Litigation
Authority (NHSLA) was created with a role to manage the then spiralling costs of
litigation facing NHS bodies. NHSLA has since been reformed and the body is now
called NHS Resolution (NHSR)
NHSR manages “risk pooling schemes” which provide insurance cover for liabilities
associated with the provision of NHS commissioned services only, and these are
funded by annual contributions made by scheme members (e.g. NHS Foundation
Trusts and NHS Trusts).
Income generation activities, for example the provision of catering services to the
general public have to be covered by separately procured commercial insurance by
NHS bodies.
This report outlines the nature of insurance cover to the Trust for the coming
financial year.
NHSR cover:
Very nearly all of our insurance cover is provided through the “risk pooling schemes”
managed by the NHSR.
There are two schemes; the “Clinical Negligence Scheme for Trusts” (CNST) and the
more general “Risk Pooling Scheme for Trusts” (RPST), the latter which is
comprised of the “Liabilities to third parties scheme” (LTPS) and the “Property
expenses scheme” (PES).
The CNST provides cover where breaches in duty of care in connection with
diagnosis, care and treatment of patients have occurred. The RPST is concerned
with cover for buildings, contents, public and product liability, employer’s liability,
professional indemnity and directors’ and officers’ liability.
The schemes are revalued each year, and the total amount collected into the pool is
set to equal anticipated expenditure (i.e. cost of claims) in the forthcoming year.
Contributions to the schemes are determined by a range of factors including the
claims history, especially in relation to CNST, and others including nature of service
provision, activity levels, workforce composition, estate value and the claims
experience of the Trust.
Excess levels do not apply to the CNST but do apply to elements of the RPST; for
example an excess of £20,000 applies to the PES claims and £10,000 for Employers
Liability claims.
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Comparison of the premiums levied by the NHSR between years is shown below.

CNST
PES
LTPS
Totals

2019/20
£
227,655
5,645
126,273
359,573

2018/19
£
188,690
11,979
114,513
315,182

Commercial insurance cover
As mentioned earlier, where the Trust has “income generation activities” that are not
covered by the NHSR LTPS scheme, then commercial insurance has to be
procured.
Consequently, the Trust has procured commercial insurance for non NHS catering
services provision from “Travellers Insurance Company Limited”. This policy was
renegotiated last year and also provides cover for any charitable fundraising
activities. The policy provides £5m cover per public and product liability claim, at an
annual premium of £1,120 (inclusive of insurance premium tax at 12%).
Under NHSR schemes, the RPST has prescribed limits of cover and specifically
under the PES, the cover is limited to £1m per claim. The Board of Directors had
previously agreed that additional commercial insurance be procured in order to
provide more adequate cover for certain Trust buildings where the exposure to
financial loss, i.e. a claim valued at over £1m, was greatest.
This particular commercial insurance had previously been procured directly from
Zurich Municipal at an annual premium of circa £13,000 and requirements for this
cover are currently being reviewed prior to renewal.
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Encl. 7.4

Meeting of:

Board of Directors

Date:

24th April 2019

Subject:

Schedule of Matters reserved for the Board

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary

Purpose:

Approve

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:
None

Recommendation(s):
To review and approve the Schedule of Matters reserved for the Board.
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X
X

X

X
X

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no specific equality and inclusion issues to consider in this report.

Regulatory and Compliance matters:
X

NHSI (Monitor):

NHSFT Code of Governance; Licence conditions

Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other

X

Finance & Investment
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

In accordance with the requirements of the Code of Governance for NHS
Foundation Trusts and the Licence to operate as an NHS Foundation Trust, as
issued by “Monitor” (the former Regulator of NHS Foundation Trusts), the Board is
required to agree a schedule of matters which it reserves for itself.
The current schedule attached was reviewed and approved in March 2018; only
minor amendments are proposed.
The Board is recommended to review the schedule, and proposed amendments
prior to approval.
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Schedule of Matters reserved for the Board of Directors
1.

Purpose
The NHS Foundation Trust Code of Governance which has been adopted by the
Trust requires the Board of Directors (“the Board”) to determine those matters on
which decisions are reserved unto itself. These reserved matters are set out in
paragraphs 2 to 9 below:

2.

General Enabling Provision
The statutory powers of the Trust shall be exercised by the Board of Directors.
The Board may determine any matter it wishes in full session within its statutory
powers.

3.

Corporate Governance
i)
ii)
iii)
iv)
v)
vi)

vii)

viii)
ix)

Approval of this Schedule of Matters
Approval of amendments to the Constitution, and any annexes within it,
noting amendments also require approval by the Assembly of Governors
Approval of Standing Financial Instructions (SFI’s) for the regulation of its
proceedings and business.
Approval of a Scheme of Delegation of powers from the Board to
directors and officers.
Approval of a Code of Conduct for the Directors, Governors and other
very senior managers to adhere to.
Receive, and as necessary approve the declared interests of directors
which may conflict with those of the Trust and determining the extent to
which that director may remain involved with the matter under
consideration.
Receive the declared interests of other very senior managers which may
conflict with those of the Trust and determining the extent to which they
may remain involved with the matter under consideration.
Authorising any matter that would not infringe the duty of directors to
avoid potential conflicts in interests
Approval of the overall governance structure of the Trust and any
modifications thereto.
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x)

xi)
xii)
xiii)

xiv)
xv)
xvi)
xvii)
xviii)

4

Appointments and Dismissals
i)

ii)
iii)
iv)

5

Establishing committees of the Board of Directors, including those which
the Trust is required to establish in accordance with its Constitution or
other regulation and approval of the terms of reference for such
committees
Determining the independence of Directors
Undertaking on a regular basis formal and rigorous reviews of the
performance of the Board itself, and its committees
To receive reports from Board committees and consider, and if agreed by
the Board, ensure that appropriate action is taken on any
recommendations made by the committees
Ratification of any urgent decisions taken by the Chair and/or Chief
Executive in accordance with standing orders.
Approval of arrangements relating to the discharge of the Trust’s
responsibilities as a corporate trustee for funds held on trust.
Approval of arrangements relating to the discharge of the Trust’s
responsibilities as a bailee for patients' property.
Approval of mandated submissions to any regulatory body including NHSI
(“Monitor”) and the Care Quality Commission.
Approval of any arrangements where the Trust will operate in partnership
or jointly with other bodies

On the recommendation of the NED Led Appointments & Remuneration
Committee, approval of arrangements for and of the appointment of the
Chief Executive Officer, providing that the appointment will be subject to
final approval of the Assembly of Governors;
The appointment, in consultation with the Assembly of Governors, of the
Senior Independent Director
The appointment and dismissal, in consultation with the Assembly of
Governors, of the Company Secretary
The appointment and removal of non-director members to the Charitable
Funds Committee

Strategy and Management
i)
ii)
iii)
iv)
v)

vi)
vii)
viii)

Responsibility for the overall management of and leadership to the Trust
Determination and approval of the strategic aims and objectives of the
Trust
Approval of the annual operation plan, after having due regard to the
views of the Assembly of Governors
Approval of the strategic plan, having due regards to the views of the
Assembly of Governors
Approval of the Annual Revenue budget, providing that a planned
increase of 5% or more of non NHS income must be approved by the
Governors of the Trust in accordance with the Constitution
Approval of the Annual Capital Expenditure budgets.
Any material, i.e. plus or minus 5%, changes to the Annual Revenue and
Capital budgets thereafter
Approval of all strategies of the Trust
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ix)
x)
6

Investments, Divestments and Contracts
i)

ii)

iii)
iv)
v)
vi)
vii)
viii)
7

Approval of any investment or divestment in buildings and/or land (fixed
or leased), providing that such investment or divestment is not deemed a
“significant transaction” as defined in the Constitution of the Trust, and
which would therefore require the approval of the Assembly of Governors.
In any case, the investment or divestment will be subject to the reporting
requirements of NHSI (“Monitor”), the health sector regulator in
accordance with those thresholds issued by NHSI (“Monitor”) prior to
completing the transaction.
Approval of any investment or divestment in any service or operation
which has a gross annual income or expenditure (that is before any set
off) of £250,000 and above, providing that such investment or divestment
is not deemed a “significant transaction” as defined in the Constitution of
the Trust, and which would therefore require the approval of the
Assembly of Governors. In any case, the investment or divestment will be
subject to the reporting requirements of NHSI (“Monitor”), the health
sector regulator in accordance with those thresholds issued by NHSI
(“Monitor”), prior to completing the transaction.
Approval of individual contracts, for services provided or received,
amounting to, or likely to amount to £250,000 and above per year
Approval of purchase of individual purchases of assets (fixed or leased,
other than buildings and land) amounting to £250,000 and above.
Approval of individual compensation payments over £10,000
To agree action on litigation against or on behalf of the Trust where the
costs of such are likely to exceed £50,000.
Approval of the Investment Policy
Approval of the establishment, amendments to and use of the Working
Capital Facility

Financial and Performance Reporting Arrangements
i)
ii)

iii)
iv)
8

Monitoring and review of performance of the Trust against its agreed
objectives, strategies, plans and budgets
Approval of the overall management structure of the Trust

Approval of the opening or closing of any bank or investment account
Approval of the Annual Accounts, Annual Report and Annual Quality
Report and their submission to Parliament, NHSI (“Monitor”), the
Department of Health, and the Assembly of Governors
Approval of the Annual Accounts and Report for any charitable funds held
on trust.
Ensuring the maintenance of the Performance Management and
Reporting arrangements

Internal Control and Audit
i)
ii)

Ensuring the maintenance of a sound system of risk management and
internal control,
To receive reports of the Audit Committee meetings and agree action on
any recommendations made within.
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iii)

iv)

v)
9

The receipt of the annual management letter received from the external
auditor and agreement of actions as recommended by the Audit
Committee.
Approval of insurance arrangements and overall levels of insurance in
respect of the operational activity and assets of the Trust and Directors
and Officers Liability
The approval of the Annual Governance Statement.

Other
i)

ii)

iii)

In addition to the above the Board will receive reports and
recommendations from time to time on any matter which it considers
significant.
The above matters which have been reserved to the Board may be
exercised in an emergency by the Chair and Chief Executive Officer
having consulted at least two Non Executive Directors.
Where emergency action is taken it shall be reported to the next formal
meeting of the Board of Directors

Proposed March 2019
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Encl. 7.5

Meeting of:

Trust Board

Date:

24th April 2019

Subject:

Going Concern Disclosure Statement

Presented by:

Paul Assinder, Chief Finance Officer

Author:

Angus Hughes, Deputy Director of Finance

Purpose:

Inform & Approve

Recommendation(s):
To note and approve the contents of this report.

Relationship to 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:
ID13 - Addressing risk associated with Financial Sustainability

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no implications to consider
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X

X

Regulatory and Compliance matters:
NHSI
Care Quality
Commission:
Other:
None:

Audit

Previous Board level consideration
Board

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other

X

Executive Summary

Owing to the 2018/19 plan, draft financial position and concerns over liquidity, the Directors
will be required to report on the going concern status of the organisation.
The Trust needs to consider whether it is appropriate to prepare its accounts on a going
concern basis and that it has considered the 2018/19 outturn position and the 2019/20
position detailed within the submitted annual plan.
There is no indication that the services provided by the Trust will cease to be delivered.
The closing cash position at 31st March 2019 has indicated that additional working capital
will not be required throughout the next financial year based on current assumptions and
plans.
There are material uncertainties concerning risks in delivering the 2019/20 annual plan, and
the impacts that this could have on forecast liquidity assumptions. These have been
identified and are referred to within the disclosure.
This paper summarises the proposed Going Concern disclosure statement to be
incorporated into the 2018/19 Annual Report, and the Directors are asked to approve the
wording.
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Going Concern Assessment 2018/19
Going Concern Statement for disclosure in the Annual Report 2018/19
International Accounting Standards (IAS1) require the Directors to assess, as part of the
accounts preparation process, the Foundation Trust’s ability to continue as a going concern.
The Directors have considered the advice in the Government Reporting Manual that:
“The anticipated continuation of the provision of a service in the future, as evidenced by
inclusion of financial provision for that service in published documents, is normally sufficient
evidence of going concern”.
However, in its determination, the Directors have also considered the following:
A: National guidance:
- In accordance with the NHS Foundation Trust Annual Reporting Manual, paragraph
2.12, the financial statements should be prepared on a going concern basis unless
the Directors either intend to apply to the Secretary of State for the dissolution of the
Foundation Trust, without the transfer of the services to another entity, or have no
realistic alternative but to do so.
The Directors consider that neither of these eventualities will occur.
B: Agreed service contracts:
- After making enquiries, the Directors have concluded that there is sufficient evidence
that the Trust’s services will continue to be commissioned by the NHS and that there
is financial provision within the forward plans of commissioners. Local CCGs and
NHS England have recently all confirmed the status of ‘commissioner regulated
services’ provided by the Trust for 2019/20 and signed contracts remain in place for
such services. Directors will also rely on the assurance of continued support from
NHS Improvement in the future.
The Directors therefore have a reasonable expectation that service continuity will be the
case.
C: 2018/19 out turn and plan for 2019/20:
- The Trust has reported a surplus before impairment of £1.6m for the year ended 31 st
March 2019 – (1.6% of turnover). The deficit before impairment for 2017/18 was
£2.9m;
- The Trust has continued to develop and maintain several cash management
initiatives during the past year to provide early warning of any working capital risks.
The Trust does not foresee any additional requirement for cash support during the
year ending 31st March 2020. However, should this change NHS Improvement cash
support will continue to be made available. The Trust has drawn loans of £700k
during the financial year 2018/19 against an original plan of £1,100k;
- The current economic environment for NHS organisations remains challenging, with
ongoing internal efficiency gains necessary to bridge real terms funding gaps and to
meet new cost pressures in respect of national pay structures, non-pay and drug cost
inflation. Further, in specialist mental health and learning disability services a national
shortage of clinically trained staff continues to necessitate the wide use of expensive
temporary staff. Nonetheless, the Trust has achieved a financial surplus in 2018/19
and Directors have set a break-even budget for 2019/20;
- The Trust has prepared its financial plans and cash flow forecasts on the contractual
income agreed with commissioners in signed contracts and forecast non-contract
activity, based on previous experience. In addition, the Trust has in place, £0.7m
short term cash support from the Department of Health & Social Care. These are
expected to be sufficient to enable the Trust to meets its obligations as they fall due
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in the short term; and
In preparing detailed plans for 2019/20 has considered the following specific risks to
going concern:
o The Trust is currently in negotiation with the West Midlands Pension Fund to
agree settlement terms for the Local Government Pension Scheme liability.
The cash settlement has not been profiled in the current plan for 2019/20.
However, there exists sufficient headroom in our working capital budget to
accommodate the estimates provided by an independent actuary;
o Our plans include efficiency savings of £2.0m.This level of savings is
challenging and must be supported with adequate operational engagement to
deliver against agreed detailed plans. As of April 2019 schemes totaling
£1.5m (71%) of the total target are either fully developed or plans are in
development - £1.3m (87%) recurrently. There is a reasonable expectation
that normal staff turnover will yield further savings;
o The Dudley MCP procurement process (impact in 2020/21) is still ongoing,
however the impact is less than 8% of turnover and therefore unlikely to
impact on going concern;
o Whilst the Trust does not consider itself to be significantly exposed to any
significant risks arising from Brexit, the ongoing uncertainty of a final agreed
outcome means that this cannot be fully assessed. The potential areas of
exposure relate to anti-psychotic drugs and food supply, and the impact of
any fuel costs and supply issues; and
o Increasing demand for mental health, learning disabilities and universal
children’s services for which the Trust was not remunerated.

D: Sustainability plans:
- The Board recognised that the future sustainability of services can be bolstered by an
increase in operational scale and in January 2019 the Boards of Directors of both
BCPFT and the Dudley & Walsall Mental Health NHS Partnership Trust (DWMH)
approved a strategic case to progress a merger, by way of a Section 56A acquisition
by BCPFT of DWMH, with a target completion date of April 2020
In summary, Directors have noted that the financial health of the Trust has improved
considerably during 2018/19 and that this is forecast to continue in 2019/20. Commissioner
support for Trust provided services and associated recurrent funding, remains strong and the
Trust is well sighted on key business risks and has mitigation strategies in place.
On this basis, a going concern approach to preparing the 2018/19 Accounts has been
adopted.
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Encl. 8.1
Minutes of the Audit Committee Meeting
Held on Wednesday, 13 March 2019 at 2.00 pm
In Meeting Room 7 - Delta House
Present:
David Stenson (DS) Chair
Sukhbinder Heer (SH)
In Attendance
Paul Assinder (PA)
Andy Green (AG)
Angus Hughes (AH)
Karanjit Chung (KC)
John Kelly (JK)
Zoe Baker (ZB)
Colin Larby (CL)
Gus Miah
Jacqui Webb
Observer:
Mark Wood
Apologies:
Mohammed Ramzan (MR)
Mel Passmore (MP)
Joy Jeffrey (JJ)
Ref:
1

Item
OPENING MATTERS

1.1

Declarations of Interest

Non-Executive Director
Non-Executive Director
Chief Finance Officer
Company Secretary
Deputy Director of Finance
Acting Head of Financial Services
Internal Audit – Head of Local Counter Fraud, WMAS
Internal Audit – Regional Head, WMAS
Internal Audit – Deputy Head of Audit and Assurance,
WMAS
External Audit - Deloittes
Board Support Officer

Public Governor
External Audit
Public Governor
Non-Executive Director
Action

None.
1.2

Apologies for absence
As noted above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting held on 13th February 2019 were
approved as a true record.

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business to be transacted
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Ref

Item
None.

2

MATTERS ARISING

2.1

Action Log

Action

The action log was discussed and amended.
3

INTERNAL AUDIT
3.1Internal Audit Report
Ms Baker presented the report and indicated that progress against plan
showed that:
 10 assignments have been issued as final reports;
 5 assignments have been issued as proposed final/draft reports;
 12 assignments are at fieldwork stage (fieldwork is complete in 6
cases and quality reviews are in progress); and
 there are no assignments at the planning stage.
11 actions are overdue from operational managers.
Staff Appraisal (Requires Improvement)
Ms Baker explained that following discussions it had become apparent
that there was a lack of awareness of the available appraisal training
provided by the HR Management Toolkit. It had also highlighted some
issues with the quality of the data provided by Divisional areas.
Although a 95% achievement of the performance target was reported it
was felt unlikely that this data was accurate.
Mr Assinder added that Managers were required to sign an annual
statement to confirm they were happy with the completed appraisals
and he agreed to discuss this with the Director of Human Resources.
NHS Staff Survey (Insufficient)
The response rate for the last few years had been extremely
disappointing. This was felt to be due to some staff being unable to
complete the online survey and under resourcing of the Trust’s
Communications Department.
Mr Heer questioned whether this was an appropriate use of resources
using internal audit to look at this particular issue and felt that this was
not a system control issue.
IT Strategy (Advisory, no assurance opinion)
Ms Baker explained that during the review of the Trust’s draft ICT
strategy, it had been compared with other Foundation Trusts and
various best practices had been identified. Mr Assinder responded that
the audit had proved extremely beneficial and suggestions were being
taken on board.
Ms Baker then informed the meeting that following discussions with the
Chief Finance Officer and the Chair of the Audit Committee, three
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Ref

Item
assignments would be removed from the Audit Plan for 2018/19 in
order to complete all fieldwork, finalise reports by the year end and
ensure a timely hand over to the incoming Internal Audit service
provider for 2019/20. The three assignments are:





NDSS/GDPR/NISD. Internal Audit are currently undertaking a
review of the Trust’s Data Security and Protection Toolkit
(DSPT) submission which is designed to address the National
Data Security Standards (NDSS). DSPT was introduced this
year to replace the Information Governance Toolkit which
includes the requirements that are relevant to the GDPR and
NISD.
Due to changes in the national requirements, the Trust no longer
foresees Payment by Results (PbR) being introduced/mandated
in the near future.
Work on stakeholder engagement is being undertaken in the
Trust and it was felt that an internal audit review is not timely but
should be considered in the near future.

Ms Baker concluded her overview of the internal audit report.
Mr Heer indicated he was uncomfortable with the general progress
being made in implementing the Annual Audit Plan which had been
reflected in his comments at previous meetings of the Committee.
In response, Mr Larby acknowledged that it was disappointing to be in
this position but assured Mr Heer that plans were in place to improve
their performance.
Mr Heer asked following the recent meeting attended by Mr Stenson,
Mr Assinder and Internal Audit, if any explanation had been provided
about the lack of progress made on internal audits.
In response, Mr Assinder said a number of issues had impacted on
performance; the effect that TCT had on the Trust; new Executives
being in post and the work on CQC inspection had resulted in audits
being delayed. He continued that in hindsight the situation could have
been managed differently.
Mr Stenson summarised the progress that had been made since the
last meeting but more assignments required to be completed to ensure
a robust internal audit process in the current Financial Year.
Mr Miah commented that the external audit did not rely on the
outcomes of internal audit assignments but will refer to them if
appropriate.

IT WAS AGREED:
To note the report and the requirement to complete the implementation
of the Audit Plan for 2018/19.
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Item
To remove the three audit assignments from the Plan –
NDSS/GDPR/NISD; Clustering Arrangements and Stakeholder
Engagement.

3.2

Monthly Insight Report

Action

Mr Larby presented the report and highlighted the article on
Modernising the Mental Health Act and the Health Foundation, A
Critical Moment report which looked at NHS staffing, trends, retention
and attrition.
IT WAS AGREED:
To note the report.
4

GOVERNANCE, RISK MANAGEMENT AND INTERNAL CONTROL

4.1

Local Counter Fraud Work Plan
Mr Kelly explained that the purpose of the paper was to inform the
Audit Committee, and in particular the Chair, of the work undertaken in
accordance with the Anti-Fraud Plan for 2018/19 and any other fraud
matters that had arisen since the previous update in February 2019.
Mr Kelly continued that the NHS Counter Fraud Authority’s (NHSCFA)
Self Review Tool assessed the Trust’s compliance against the National
Fraud Standards. Previously only Directors of Finance had been
asked to authorise the contents of the SRT. There was now an
additional stage in the process and Audit Committee Chairs had been
designated responsibility for the oversight of counter fraud
arrangements.
In order to access the system a user ID should have been issued to Mr
Stenson which had not happened. Mr Kelly would ensure that this was
actioned.
Mr Kelly reported that one case of fraud had been reported where an
employee was suspected of working for a neighbouring Trust whilst on
sick leave with BCP. There were also concerns that the employee had
created false patient records. Mr Stenson queried whether there were
any concerns around patient safety due to this action. Mr Kelly said
that the Nursing and Midwifery Council had been informed.
Mr Heer sought reassurance that a robust handover to Grant Thornton,
the newly appointed Local Counter Fraud, would take place.
Mr Larby said that both open and closed reports would be passed on
and that these would be included in Mr Kelly’s Annual Report. He
confirmed that all appropriate information would be given to Grant
Thornton.
IT WAS AGREED:
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To note the report.

Action

Mr Kelly to ensure that Mr Stenson be provided with a user ID in order
to access the Self Review Tool.
4.2

Board Assurance Framework
Mr Green explained that the format of the Board Assurance Framework
(BAF) had been reviewed following the Board’s decision to move to a
more dynamic tool, the High-Level Risk Register, for review of the
mitigation of high-level risks.
As a risk management tool, the BAF focuses on the control system in
place as it relates to high level risks and in particular the level of
assurance that the Board can take that the controls in place are
adequate. The descriptions of assurances had been extended to
reflect their differing nature.
It was highlighted that no gaps in either the key controls or assurances
of such controls had been identified.
Mr Heer queried how the Trust captured new risks and also how it
mitigated risks. Currently this was being managed at a sub-committee
level and felt that it should periodically be reported to the Board to
review how the process was working.
Mr Stenson referred to “Inherent Rating” and how the impact of the
mitigations was taken into account. Mr Green said that this did not
happen on the BAF as it was captured within the High Level Risk
Register. He continued that both documents could be submitted to
future meetings of the Committee.
Mr Assinder queried what the “Inherent Rating” added to the report. Mr
Green responded that it was important to include the inherent risk
rating in order for the Board to assess the significance and therefore
prioritisation.
Mr Stenson thanked Mr Green for the information and it was agreed
that the BAF and the High-Level Risk Register should be received by
the Committee in future.
IT WAS AGREED:
To note the report.
Mr Green to provide both the BAF and the High-Level risk Register to
the Committee in future.

4.3

Anti-Fraud, Bribery and Corruption Policy
Mr Hughes explained that the Policy had been received at the last
meeting and it had been agreed to incorporate the following changes:
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 amended reference to the NHS Counter Fraud Authority
(previously NHS Protect);
 amended reference to the Chief Financial Officer (previously
Director of Finance); and
 updating contact telephone numbers.

Action

Mr Stenson also asked for the following change to be included
Page 9 Item 5.2 – How to Report a Concern – 4th paragraph. The word
“useful” to be changed to “valid”.
IT WAS AGREED:
That subject to the above amendments the Policy is approved.
4.4

Fraud Redress Policy
Mr Hughes stated that the Policy was for approval subject to it being
updated to reflect the following changes:



amended reference to the NHS Counter Fraud Authority
(previously NHS Protect); and
amended reference to the Chief Financial Officer (previously
Director of Finance).

IT WAS AGREED:
That subject to the amendments the Policy is approved.
4.5

Losses and Compensation Claims
Mr Hughes presented the report and highlighted that there were 12
claims on the 2018/19 of which 10 had been closed during the year
with payments totalling £2,594.
There were two cases that remained open but anticipated would be
settled by 31 March 2019.
Mr Heer was surprised at the number of incidences but in response Mr
Hughes said that considering the increase in the number of patient
assaults on staff and patients the amount was quite low.
Mr Heer asked whether the Patient Policy in relation to their belongings
could be readdressed. Mr Green responded that the Policy could be
reviewed but this was not the same category as blanket restrictions.
IT WAS AGREED:
To note the report.
That the Policy for administration of patient belongings would be
reviewed to minimise the risk of damage or loss of private property.

4.6

Procurement Tender Waiver
Mr Hughes presented the report which provided an update on the
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volume and value of orders placed by the Trust between 1st September
2017 and 28th February 2019.

Action

132 waivers amounting to £3,207,142 had been approved during the
above time period.
Mr Heer was surprised at the large amounts detailed in the report and
felt that the culture of using such waivers should be discouraged. Mr
Assinder agreed with Mr Heer and it was agreed that a deep dive
exercise should be undertaken on the transactions which related to the
higher amounts, especially those for Licence/Software/IT and Estates
Maintenance.
Mr Myers responded that other clients had completed similar exercises
which proved extremely valuable providing an insight into why it was
used and the authorisation process.
IT WAS AGREED:
To note the report.

5

5.1

A deep dive exercise will be undertaken on the orders with higher
values and in particular those for IT and Estates Maintenance.
EXTERNAL AUDIT
External Auditor reports
Mr Miah said that discussions would continue with the Trust to ensure
any judgement areas were considered in advance of the year-end audit
which included:



the Trust’s proposed approach to the West Midlands Pensions
Fund Settlement and how this should be accounted for; and
guidance published by RICS relating to the assessment of the
remaining useful lives for deprecation accounting purposes
which was effective from January 2019.

IT WAS AGREED:
To note the report.
6

ANNUAL REPORT AND ACCOUNTS

6.1

Quality Account 2018/19
Mr Green presented the report in the absence of Mr Smiley,
Compliance Lead. Members commended Mr Smiley on the highquality production of the Report and asked that the compliments be
conveyed to him.
Mr Stenson asked that any comments on the report be channelled
through Ms Webb.
IT WAS AGREED:
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Action

That subject to any further comments from the Committee that the
Report be approved.
7

REPORTING RESPONSIBILITIES

7.1

Agree specific recommendations to the Board
None.

7.2

Agree specific recommendations/matters to other sub-committee's
None.

7.3

Risks considered
None.

8

ANY OTHER URGENT BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting at 3.40 pm
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Encl. 8.2
Minutes of the Finance and Investment Committee Meeting
Held on Thursday, 21 March 2019 at 10.00 am
In Meeting Room 7 - Delta House
Present:
Andrew Fry (AF)
Paul Assinder (PA)
Kathy McAteer (KM) (Chair)

Chair
Chief Finance Officer
Non-Executive Director

In Attendance
Elaine Eannetta (EE)
Judy Griffiths (JG)
Angus Hughes (AH)
Scott Humphries (SH)
Kuli Kaur-Wilson (KK)
David Stenson (DS)
Jacqui Webb (JW)
Lesley Writtle (LW)

Head of Contracting and Planning
Director of Workforce
Deputy Director of Finance
Divisional Director, learning Disabilities and CYPF
Associate Director of Transformation
Non-Executive Director
Board Support Officer
Chief Executive

Apologies:
Jo Cadman (JC)
Andy Green (AG) (Secretary)
Sukhbinder Heer (SH)
Chris Masikane (CM)
Peter Sinclair (PS)
Mel Passmore (MP)

Director of Strategy and Transformation
Company Secretary
Associate Non-Executive Director
Director of Operations
Public Governor - Walsall
Lead Governor

Ref:
1

Item
OPENING MATTERS

1.1

Declarations of Interest

Action

None.
1.2

Apologies for absence
As noted above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true record
subject to the following amendments:
2.1

CQUINS
Action to be allocated to Paul Assinder and Joyce Fletcher not A
Hughes.

3.1

Financial Position
First paragraph to read “Mr Hughes stated that overall pay and
agency costs are reporting an adverse variance largely due to
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Action
the use of agency staff exceeding the substantive vacancies.
4th paragraph to read
Mr Hughes informed a cash position better than plan in the main
due to in year rephrased capital forecast.
9th paragraph – last sentence
He confirmed that one element of the Delta House legal
settlement has been agreed and whilst the legal cost settlement
is being challenged this will not adversely affect the control total.
3.4 Support Service Excellence Programme 10th paragraph
March is replaced by April.
12th paragraph – That an update on the delivery plan is provided
to the April meeting – Action K K Wilson

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business to be transacted
Mr Assinder informed the meeting that Ms Cadman had been
appointed to the post of Programme Director for the merging with
DWMHT and would not be attending future Finance and Investment
Committee meetings.

2

MATTERS ARISING

2.1

Action Log
The action was amended and updated.

3

REVIEW OF FINANCIAL AND OPERATIONAL PERFORMANCE

3.1

Financial Position of the Trust as at 28 February 2019
Mr Hughes updated the Committee on the financial position of the
Trust for February 2018.
To note there were five key performance drivers and action areas
identified by Finance with strategic action plans:






Negative contribution operational service lines
Significant usage of Registered Nursing and Medical Agency
staff
Corporate Support Costs
Working Capital Management
High Estate Costs.

He continued that February had seen a favourable variance of £60k
with a surplus of £250k driven by favourable operational performance
within Divisions. He added that SLR reporting had stayed consistent.
The balance sheet showed an underspend on capital; £1m down on
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Item
plan but reassured the Committee that projects were in place and it
was expected that the capital budget would be spent.

Action

With regard to pensions the liability figure was £2.5m as per the
valuation report. It was noted that there was £1.3m pension reserve in
place. How this amount would be reflected in year-end accounts was
being debated with Deloittes and NHSI.
IT WAS AGREED:
To note the contents of the report.
3.2

Cost Improvement Programme as at 28 February 2019
Ms Wilson introduced the report which gave an update and assurance
of the progress made to date in managing the delivery of the 2018/19
Cost Improvement Programme.
She continued that the draft 2019/20 plan indicated a target of £2,040k/
circa 2% with £1.4m plans already in place. The Committee requested
a more detailed breakdown of the schemes to be brought to the April
meeting. It was noted that the position was better than previous years
due to planning work starting much earlier.
Mr Assinder stressed that it was important for the Trust’s credibility to
achieve its CIP plans. Ms Writtle concurred with this and felt that CIPs
should be part of the thought process when talking to our teams.
IT WAS AGREED:
To note the report.
A more detailed breakdown of plan to be brought to the next meeting
by Ms Kaur-Wilson.

3.3

Risk Register: Finance & Investment Committee
Mr Assinder explained the Board of Directors reviewed a revised high
level risk register at its February meeting which included the risk 442
Cash Liquidity, which the Finance and Investment Committee, as per
its terms of reference were now required to review. The Committee
discussed the scoring and considered the mitigating actions.
IT WAS AGREED:
To note the report
To agree the rating of 16 to Risk 442 and agreed the appropriateness
and adequacy of the mitigation plans.

3.4

Financial Provisions
Mr Hughes informed the Committee that this was an annual report. He
continued that a provision was any potential liability that the Trust
considered likely to be incurred, but that the timing of the liability and
the exact amount would not be known with certainty. The amount of
provision included in the February month end was £268k. The
Committee discussed the report and noted that the only movement
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expected is regarding the pension liability.
IT WAS AGREED:
To note the contents of the report.

4

INVESTMENTS AND DISINVESTMENTS

4.1

Review of 2019/20 Capital Programme
Mr Hughes stated that this was an annual report which detailed the
capital programme for 2018/19 which was set at £2m due to cash
restrictions and was funded by the Trusts depreciation charge. In
response to a question from Ms McAteer it was confirmed that Q&SC
will be looking at the Plan from a patient safety perspective.
IT WAS AGREED:
To note the report.

4.2

Commercial Development Opportunities: Update
Ms Kaur explained that the report gave an update on the commercial
and business development opportunities that had been considered
and/or progressed since the previous committee meeting.
The Committee discussed in detail the three opportunities currently
being progressed which were;
 Improving the Emotional Health and Wellbeing for Children and
Young People in Staffordshire tender – new business
 Sandwell Primary Mental Health and Talking Therapy Service –
which incorporated Improving Access to Psychological
Therapies (IAPT) – protecting and expansion of current
business and
 Birmingham Carers Services – new business
IT WAS AGREED:
To note the report.

4.3

MERIT Evaluation Report
Mr S Phillips introduced the report which had been requested in 2018
to evaluate the impact of investment to the MERIT programme.
Mr Fry felt that a substantial amount of capital had been invested in the
system with only limited tangible benefits. Mr Phillips responded that
there had been a large IT set up cost and this system had been
underutilised within all the teams across MERIT, though used more in
out of hours services.
Ms Writtle commented that a balanced judgement should be made and
that some benefits had been seen. It was a positive stance to be part of
a mental health network which enabled sharing of issues and benefits
and the scope would be aligned to the 10 Year Plan going forward.
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Ms McAteer concluded that there were clear benefits of being part of
MERIT and it laid firm foundations to build on for the future.
IT WAS AGREED:
To note the report.

4.4

Apprenticeship Levy
Ms Griffiths stated that the purpose of the paper was to update the
Committee regarding the progress with the Apprenticeship Levy spend
and the future planning. The levy had been running for almost 2 years;
the funding of the levy was based on a monthly amount and had an
expiry date of 2 years. The current forecast indicated that the Trust
would not lose any of the levy contributions paid thus far due to the
number of qualifications being undertaken. The Committee raised
several questions and were assured that the money is being used
appropriately and would not be lost.
IT WAS AGREED:
To note the contents of the report.

4.5

Contract Negotiations Update
Ms Eannetta introduced the paper which provided a summary of
contract negotiations to date by commissioner.
Currently, the three host commissioner contract values had all been
agreed resulting in uplift in funding of £4.8m, being 7.4% recurrent
growth.
The contract values for a number of other contracts were still in
negotiation, however the overall uplift across all the contracts
anticipated for 2019/20 was £6.2m, being 6.8% recurrent growth.
Ms Eannetta explained that with regard to Dudley Public Health, Health
Visiting services, there was a low risk that negotiations would continue
past 21 March. This would represent a £193k shortfall in required
funding to cover pay uplift pressures.
Ms McAteer asked what stance the Trust envisaged in relation to nondelivery of services that we were not being paid for. Ms Writtle
responded that this was currently a national debate and it was agreed
Mr Assinder would seek views from other Trusts as to their actions.
Mr Fry asked if we were to withdraw any services would consultation
take place with our staff. Ms Writtle replied that it would.
Ms McAteer thanked staff for the excellent work completed and the
Committee noted the positive outcomes of the contract negotiation
process.
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IT WAS AGREED:

Action

To note the report.
Mr Assinder would seek views from other Trusts as to their stance on
delivery of services that we were not being paid for and then to further
agree the principle for this.
5

ANNUAL PLAN

5.1

Annual Plan 2019/20
Ms Wilson said that the final version of the 2019/20 Annual Plan was
due for submission by 4 April 2019 and required Board approval prior
to submission.
The Committee were asked to the note the contents of the report and
approve its inclusion in the final version of the full plan to be presented
to the Board for approval.
The Committee noted that there were no significant changes to the
Plan and noted that the risks had been previously discussed and
remained the same.
IT WAS AGREED:
To note the contents of the report and approve its inclusion in the final
version of the full plan.

6

REPORTING RESPONSIBILITIES

6.1

Agree Specific Recommendations to the Board
As identified in Item 5.1 – Annual Plan.

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
These had been considered, identified and discussion throughout the
meeting.

7

ANY OTHER BUSINESS
There was no other business.

The Chair thanked all for attending the Committee
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Encl. 8.3
Minutes of the Quality and Safety Committee Meeting
Held on Thursday, 14th February 2019 at 9.30 am
In Meeting Room 9, Delta House
Present:
Joy Jeffrey (JJ) (Chair)
Andrew Fry (AF)
Kathy McAteer (KM)
David Stenson (DS)
In Attendance
Paul Assinder (PA)
Jonathan Beasley (JB)

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

Lesley Writtle (LW)

Chief Finance Officer (item 2 only)
Patient Safety and Compliance Manager (left after item
5.2)
Internal Audit – WMAS
Board Support Officer
Director of Nursing and Quality
Director of Workforce (from Item 3.1 onwards)
Medical Director
Director of Operations
Associate Director for Governance and Risk (left after item
5.2)
Chief Executive

Apologies:
Zoe Baker (ZB)
Andy Green (AG) (Secretary)

Internal Audit – Regional Head of Internal Audit, WMAS
Company Secretary

Di Cartwright (DC)
Elaine Doyle (ED)
Joyce Fletcher (JF)
Judy Griffiths (JG)
Dr. Jas Lidher (JL)
Chris Masikane (CM)
Jonathan Petty (JP)

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As noted above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record.

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business
None.
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2.1

Item
MATTERS ARISING

Action

Action Log
This was updated and amended.
Capital Plan: Capital Risk Register
Mr Assinder gave an update on the process for prioritising scheme
approvals, as informed by the Capital Review Group (CRG), that meets
monthly. He advised the CRG profile the risk of the estate and has
direct dialogue with the divisions including specialist areas such as
infection control, health and safety, security, etc and felt there was a
healthy and vibrant dialogue at the meetings and he gave specific
examples were schemes had been prioritised and discussed.
Dr Lidher added that there is national recognition that investment within
the Mental Health service estates is far behind that of acute services
and would need national level funding to change and is not within the
gift at a local level.
Ms Writtle agreed that the level of funding needed would need national
targeted investment supported through STP.
Ms Jeffrey queried whether consideration of patient’s views and
feedback had been taken into account.
In response, Ms Fletcher advised that the inpatient units have quality
boards where priorities are informed by service users and patient
safety is at the heart of it.
In response to questions from Mr Stenson, Dr Lidher felt that whilst the
Trust has a risk based structure it is financially constrained and
wondered whether we could use a Charitable Funds better.
Ms McAteer suggested a flow chart outlining the decision process
linking Charitable Funds to the patient and capital fund for the larger
improvements work.

IT WAS AGREED:
Mr Assinder to report in October 2019 the process for use of Charitable
Funds in estate development.
3.

COMPLIANCE

3.1

CQC Action Plan: Update
Mr Petty advised that 17 must dos, 10 are now complete and 7 are
underway and of 24 ‘should dos’ 20 have been completed with four
requiring further work to timescale.

Mr Petty commented that work with divisions was going well and a
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rolling programme of assurance against the CQC framework, using
Nurse Tech, would be in place over the next ten months to create a
dashboard of assurance.
Mr Petty advised on the development of service users involvement
process as experts by experience, which would be outlined in a paper
to a later meeting.
In response to questions from Mr Fry, Mr Petty confirmed assurance on
delivery and timescales are managed by the CQC Overview Group
progress against the ‘musts’ are reported to CQC.
In response to questions from Ms Jeffrey, Mr Petty advised that by end
of February 2019 the quality framework would be developed and would
include patient involvement and use of experts by experience.
In response to questions from Mr Masikane, Mr Petty felt there was a
concern at the end of last year with factual accuracy and validity of
evidence and proportionality of the ratings. He would continue to
challenge on ratings but felt the need to move forward with the action
plans and assurance process.
In response to questions from Ms Jeffrey, Mr Petty advised that Nurse
tech is a digital IT system that would facilitate an assurance dashboard
for all services broken down by key areas.
IT WAS AGREED:
To note the verbal update and receive a paper service user
involvement at a future meeting.

4

INDEPENDENT ASSURANCE

4.1

Internal Audit Report
Ms Cartwright presented the report and highlighted two final audit
reports, Sickness Absence rated as Requires Improvement and
Performance Management as Substantial.
Ms Griffiths confirmed that the migration to the paper free Employee
Service Record (ESR) had now taken place and the audit was timed
after implementation to give some assurance on the reconciliation
between paper records and the new electronic system. She advised
that plans to address the findings are included in the wider Workforce
Strategy.
In response to questions from Mr Stenson, Ms Griffiths confirmed HR
are completing their own reconciliation audits to rectify the
discrepancies between paper and electronic records.
In response to questions from Ms Jeffrey, Ms Griffiths confirmed there
is a staged approach supported by the Workforce Strategy and an
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action plan. She said the aim is to eventually remove paper files
completely over a period of time. She advised that she would assess
the roll out of technology at every stage and through the Workforce
System Group and in collaboration with DWMH.
Ms Griffiths updated the meeting on the programme of training and
development for staff in use of ESR and that pay slips were now paper
free. She advised support on access was available and work had
begun on identifying payroll and sickness absence reporting hotspots.
In response to a question from Ms McAteer, Ms Griffiths confirmed a
full plan would be available by the end of April 2019.
After further discussion it was agreed that Ms Griffiths present an
update on the ESR implementation at the next meeting.
IT WAS AGREED:
To receive an update on the ESR implementation at the April 2019
meeting.

5

INTERNAL GOVERNANCE AND ASSURANCE

5.1

Risk Register
Mr Beasley presented the paper.
Dr Lidher queried the pharmacy risk specifically the Boots contract as
reported to Board of Directors in January 2019 was not reflected.
Mr Beasley advised it had been escalated through Medicines
Management to QSSG and then to Board.
Dr Lidher felt that there was a need for further work outside of this
meeting to ensure this meeting is sighted on the risk and ensure the
flow through appropriate process. She added this needed to be
completed for all executive groups and for the HLRR and BAF.
Following questions from Dr Lidher and Ms Jeffrey, it was suggested
that Mr Green work with Mr Petty and Ms Fletcher outside of this
meeting to ensure the risks are more aligned with the committee
agenda.
IT WAS AGREED:
For Mr Green to work with Mr Petty and Ms Fletcher to ensure the
risks are more specific and fully aligned with the committee agenda.
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Item
Quarterly Serious Incidents Report
Mr Beasley presented the report.

Action

In response to questions from Ms Jeffrey, Mr Beasley confirmed the
report was a high level summary of each RCA with themes and had
been subject to an executive committee review.
Ms Jeffrey felt it was a useful report and important that key findings of
RCAs are reported and long term actions referenced and monitored for
impact.
Dr Lidher added that there was a need to triangulate with regular
planned audits but issues around documentation was not unusual and
a common theme across the NHS.
Mr Stenson challenged whether thought had been given to using a
friend of someone else that the patient trusts given that at Mental
Health Act panel hearings it is often found that the patient is
disengaged or disconnected from their next of kin.
Ms McAteer felt this was an important point and cited her experience
at domestic homicide reviews where families can be too grief stricken
to be involved and friends could give a greater insight.
Mr Beasley advised that there was a need to be sensitive to what level
of information could be shared but would raise it within the divisions.
Mr Petty advised on the thematic learning from mortality and GAU
work on the family liaison role which would be the key focus going
forward and throughout the RCA process.
Dr Lidher commented that the Mortality Review Group had three
priorities for 2019/20 of which family liaison role was one and the level
of involvement from the organisation would need to be developed.
In response to questions from Ms Jeffrey, Ms Writtle acknowledged
work to be done around the relationship with people who raise
concerns or complaints. She felt complaints taking six months to
respond to was not good enough when trying to support families.
Mr Petty referred to the work progressing with the case on Chance
Ward in July 2018.
Dr Lidher advised that an independent body had been commissioned
and were undertaking a review with the preliminary findings due within
two weeks. She confirmed that the inquest would be in April 2019 and
the Trust had engaged with the coroner.
Ms Jeffrey felt the independent oversight was very positive.
Mr Stenson asked about the support available for staff who have to
attend coroner’s court. Mr Petty confirmed GAU would meet with staff
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in advance and Mr Beasley would prepare staff and a full report, he
advised staff would have the opportunity to visit the court in advance.
Mr Beasley added that staff with experience of coroner’s court would
be on hand to support staff, and if necessary support from our
solicitors could be procured.
Ms Jeffrey asked for an update on the Chance Ward case at the April
2019 meeting.
IT WAS AGREED:
To note the report.
To receive an update on the Chance Ward case at the April 2019
meeting.

5.3

Quality Improvement Strategy
Ms Fletcher advised that a draft strategy had been presented at the
Board in November 2018.
Ms Jeffrey stated this was an important document and wanted
assurance that it will be reviewed prior to presentation to the Board.
It was noted that:
Executives would review the draft Quality Improvement Strategy and
share with members of the QSC prior to presentation to the Board.

5.4

Report from the Chair of QSSG
Dr Lidher presented the report and highlighted Mental Health division
as having a number of areas that continue to raise concern including
falls of older adults, self-harm, and absconds and violence and
aggression.
She had asked divisions to identify learning to reduce incidents. .
She advised pressure ulcers within Older Adults continued to be an
issue but it had been found that the majority of had pressure ulcers
prior to admission.
Overall Dr Lidher felt there was no new risks to raise and updated the
meeting on the deep dive in Dale Ward. She felt that this had been
discussed for a while and linked to CQC. She gave a summary of the
issues and stated Dale Ward is a female only ward at Penn, with a
particular group of complex patients with personality disorders and the
deep dive was conducted to better understand the increased number
of incidents that had occurred.
She advised that findings had now been presented and the
recommendations were on risk assessments and care. She was
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confident that there was now better sight of these fundamental reviews
and data analysis had highlighted four or five cases which had
distorted the statistics, and felt that a different approach to those
patients may be required.
Dr Lidher commented that with support the Mental Health leadership
could return to the fundamentals of practice and a more complex
service for personality disorders would be required for the types of
patients identified.
Dr Lidher advised that the Mental Health division recovery plan was in
place and included leadership, fundamentals of care and variation in
practice to focus on.
In response to questions from Ms Jeffrey, Mr Masikane confirmed
extra capacity at all levels was included in the plan.
Ms Writtle stated there was a drive to make sure staff focussed on
right things, and the need for matrons to focused assurance of clinical
care and continuous improvement.
Dr Lidher advised on the annual update report on medical devices to
QSSG which identified noncompliance at the Sunflower Centre. She
felt action had been taken but not sustained and will monitor progress
through the divisional recovery plan and Medical Devices Group.
In response to questions from Ms Jeffrey, Dr Lidher felt the recovery
plan was comprehensive but there was still an issue on Dale Ward.
She thought the CQC findings were most significant and was a clear
variation in what the Trust expected.
IT WAS AGREED:
To note the report.

6

REPORTING RESPONSIBILITIES

6.1

Terms of Reference and Annual Cycle of Business.
In the absence of Mr Green, Ms Doyle presented the report and
advised that it was good governance practise to review them annually.
She confirmed no material changes had been made since the last
review in June 2018.

IT WAS AGREED:
To agree the Terms of Reference and approve the Annual Cycle of
Business.

7
7.1

REPORTING RESPONSIBILITIES
Agree Specific Recommendations to the Board
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None.

Action

7.2

Agree Specific Recommendations / Matters to other Sub-Committees
None.

7.3

Risks Considered
None.

8

ANY OTHER BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting at 12:00 noon.
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