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DATE AND TIME OF NEXT MEETING:
The next meeting will be held on Wednesday, 28 February 2018 at 10.00 am in Meeting Room
7 - Delta House
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Encl. 3.3
Minutes of the Board of Directors Public Meeting
Held on Wednesday, 29 November 2017 at 2.00 pm
In Conference Room - Edward Street Hospital
Present:
Joanna Newton (JN)
Peter Axon (PA)
Joyce Fletcher (JF)
Andrew Fry (AF)
Joy Jeffrey (JJ)
Dr. Jas Lidher (JL)
Fayaz Malik (FM)
Kathy McAteer (KM)
David Stenson (DS)
Lesley Writtle (LW)

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

In Attendance
Natalie Grainger (NG)
Andy Green (AG)
Judy Griffiths (JG)
Angus Hughes (AH)
Lorraine Thomas (LT)
Caroline Nolan (CN)

Governance Support Manager
Company Secretary
Head of Operational HR
Deputy Director of Finance
Director of Strategy & Transformation
Assistant Chief Executive

Apologies:
Paul Assinder (PA)
Jo Cadman (JC)
David Holmes (DH)
Michelle Rogan (MR)

Interim Director of Finance
Strategy and Transformation Director
Director of Workforce
Corporate Governance Director

Ref:

Item
BCP/0104/406/17 CHAIR'S COMMUNICATION
Ms Newton reported that there had been a further delay to
the Transforming Care Together programme and although
this was disappointing, felt confident that this would
progress. A full update would be received later on the
agenda.
Ms Newton confirmed that this would be her last meeting as
Chair and commented what a privilege it had been to work at
the Trust, highlighting key achievements.
She announced that Mr Tom Storrow, Chair of BCHC had
been appointed by the Assembly of Governors as interim
Chair of the Trust.
Ms Newton advised that Phil Cole who was the Trusts
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Ref

Item
longest serving staff governor and one of the inaugural
governors of the Trust was due to come to the end of his
term of office on 1st December 2017. She thanked Phil for his
tremendous contribution to the work of the Assembly and
stated that he would be greatly missed by his colleagues.
On behalf of the Board, Ms McAteer thanked Ms Newton for
her leadership during a difficult journey and wished her all
the very best for the future.

BCP/0104/407/17 OPENING MATTERS
BCP/0104/408/17 DECLARATIONS OF INTEREST

None
BCP/0104/409/17 APOLOGIES FOR ABSENCE

As listed above.
BCP/0104/410/17 MINUTES OF THE PREVIOUS MEETING

The minutes of the previous meeting were agreed as a true
and accurate record.
BCP/0104/411/17 MATTERS ARISING NOT ON THE AGENDA

(i)

Staff Appraisals Record Keeping

Ms Fletcher advised that appraisals were being carried out
however there was an issue with evidencing such on
personal files. She explained that feedback from managers
was that paperwork was being completed electronically with
no hard copy being saved on file.
Ms Fletcher confirmed that a further audit was being carried
out to provide additional assurance.
Mr Fry thanked Ms Fletcher on behalf of the Quality and
Safety Committee which had raised initial concerns following
the Internal Audit report, but questioned the adequacy of the
Internal Audit as no further investigations were undertaken.
Mr Axon advised that the adequacy of Internal Audit services
is evaluated on a regular basis.
IT WAS RESOLVED:
(i)

To report back to the Quality and Safety
Committee February 2018 meeting

(ii)

To note the update

(ii) Sickness Absence
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Ms Griffiths reported that following an Internal Audit review
there was a discrepancy between paperwork relating to staff
sickness kept on file to what was being held centrally, and a
number of recommendations had been made.
She confirmed that a further audit and deep dive had been
conducted which had shown some discrepancies which have
to be addressed.
Ms Griffiths confirmed that a report was being prepared for
Quality and Safety Committee.
Ms Jeffrey raised that the training issue was fundamental
and noted that training had been on hold for some time. She
felt that this issue linked to appraisals and highlighted the
importance of managers being equipped for the roles.
IT WAS RESOLVED:
(i)

To note the update

(iii) Employee Relations Casework Report 2017/18
Ms Griffiths presented the report which provided a summary
of all employee relations casework completed for the period
up to 21st October 2017.She confirmed that the report
includes disciplinary, grievance, capability and bullying and
harassment casework.
Ms Fletcher raised that over fifty percent of staff
disciplinaries related to BME staff and all the grievances
related to BME staff. She recognised that the data was for a
six month period so was unsure whether it was reflective
however felt that it was important to understand the data and
identify any underlying issues.
Ms Griffiths confirmed that the data was taken from a very
small sample which could distort the results. She reported
that NHSI feedback was that the Trust was performing well
and highlighted the importance of the cultural ambassador
programme.
Ms Griffiths reported that there appeared to be a significant
reduction in casework this year and believed this was a
result of the work that was being done.
IT WAS RESOLVED:
(i)

To note the report

(iv) Newton Europe Findings
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Ms Writtle presented the report which provided an oversight
of work undertaken to date. She confirmed that an update
would be presented to the December 2017 Finance and
Investment Committee.
Ms Writtle also suggested it would be useful to present to
Quality and Safety Committee to ensure quality aspects
were overseen.
IT WAS RESOLVED:
(i)

To receive a report at the Finance and
Investment Committee December 2017
meeting

(ii)

To receive a report at the Quality and
Safety Committee February 2018
meeting

BCP/0104/413/17 REPORT OF THE CHIEF EXECUTIVE

Mr Axon presented the report and highlighted key areas.
Transforming Care Together (TCT)
Mr Axon reported that the TCT integration had been delayed
and work was ongoing with NHSI. He confirmed that further
preparatory work was required on elements of the business
case which included a review of proposed medical
management arrangements which will take place during
December 2017.
Dudley Multi-speciality Community Provider (MCP)
Mr Axon confirmed that the MCP partners had now entered
into the dialogue stage with Dudley CCG and Dudley Council
as part of the invitation to participate in dialogue process.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/414/17 RISK AND ASSURANCE
BCP/0104/415/17 BOARD ASSURANCE FRAMEWORK

Mr Green presented the report on behalf of Ms Rogan which
provided an outline of the Board Assurance Framework
(BAF).
Mr Green confirmed that all risks had been reviewed and any
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changes were reflected within the progress notes.
Mr Green suggested that due to the latest TCT position the
Board should consider reviewing risk 5, and risk 12. The
Board agreed to delegate to executives for review.
IT WAS RESOLVED:
(i)

To note the report

(ii)

To delegate authority to the Executives
to review risk 5 and 12

BCP/0104/416/17 REPORT FROM CHAIR OF AUDIT COMMITTEE

Mr Stenson reported that the Board Assurance Framework
(BAF) was received and reviewed.
He confirmed that the counter fraud provision had been
extended and an overview of counter fraud work carried out
for the period was received.
Mr Stenson confirmed that discussions had been held
between External Audit had the Finance Team relating to the
yearend position and it was anticipated that audits would be
undertaken during January 2018 and finalised during March
2018 however this may need to be revisited in light of the
current position.
Mr Stenson highlighted that the introduction of the General
Data Protection Regulation (GDPR) in May 2018 will see
potential financial penalties for serious security breaches of
up to £17m of 4% of an organisations turnover for the
previous financial year and raised that if the TCT transaction
slips this could raise key issues. He suggested that this risk
be considered for the BAF.
Ms Fletcher advised that a programme of work to address
the GDPR was included within the overall Information
Governance work programme.
Mr Stenson reflected on earlier comments regarding the
quality of Internal Audit services and consideration of the
legacy work to handover. He suggested this be considered
prior to the next Audit Committee meeting.
Mr Stenson reported that he attended the BCHC Audit
Committee to present an update on the committee. He
confirmed that the issue of bad debt write off was raised
however he was able to provide assurance that this had
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been accumulated over a number of years.
IT WAS RESOLVED:
(i)

To consider the adequacy of Internal
Audit Services prior to the next meeting

BCP/0104/417/17 REPORT FROM CHAIR OF FINANCE AND INVESTMENT

COMMITTEE
Ms McAteer reported that there were no major changes to
the financial position which remains favourable for the year
to date and ahead of plan but with the full year forecast
being in line with plan. She confirmed that the key areas of
risk continue to be the non-recurrent CIP’s and how income
for mental health and learning disabilities due to bed
occupancy levels.
Ms McAteer confirmed that the committee received a verbal
update and noted that the LD Recovery Plan was on track,
with the Mental Health plan being dependent on the
transaction and the delivery of actions resulting from the
Newton Europe work.
Ms McAteer reported that the discussion of the committee
focused on the continued delay to TCT and highlighted the
following risks to be reviewed.
i) Ms McAteer asked the Board to note that the Annual
Plan update was due for submission in February
2018: should TCT not proceed prior to this date, the
submission will require significant amendments. She
also asked the Board to delegate authority for the
sign off to the CEO and CFO should the timescales
prohibit the plan being approved by Board prior to
submission to the regulator.
ii)

risks related to the development of the 18/19 plans

iii) Review and update risk 419 on Breach of License

IT WAS RESOLVED:
(i)

To agree the recommendations from the
committee

(ii)

To delegate authority for the sign off to
the CEO and CFO should the
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timescales prohibit the plan being
approved by Board prior to submission
to the regulator.

BCP/0104/418/17 QUALITY AND PATIENT EXPERIENCE
BCP/0104/419/17 CONCERNS, COMPLAINTS AND COMPLIMENTS

Mr Green presented the report on behalf of Ms Rogan. The
report provided a high level summary of formal complaints,
informal concerns and compliments made over the past six
months.
Ms Jeffrey raised that the lessons learnt report talks about
complaints upheld however felt it was important to ensure all
complaints were included as part of the improvement cycle.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/420/17 OPERATIONAL AND CONTRACTUAL PERFORMANCE
BCP/0104/421/17 QUALITY AND PERFORMANCE REPORT FOR THE

PERIOD TO 31ST OCTOBER 2017
Ms Fletcher reported that safe staffing had been red rated for
the second month in a row. She confirmed that a Safe
Staffing summit took place the previous week which covered
roster management, retention and the quality assurance
process.
She reported an improved DNA position and re-admissions
within 30 days of discharge remained consistent.
Dr Lidher confirmed that there had been a two month dip in
CPA 7 Day follow ups and Quality and the Safety Steering
Group had requested a deep dive to be reported to the
Quality and Safety Committee.
Referring to the Financial report, Mr Hughes reported a
£1,559 deficit against a planned deficit of £2,155k.
He reported that key risks emerging and remaining for
2017/18 include lower bed occupancy levels and associated
income within learning Disabilities and Mental Health,
working capital and breaching the agency cap target.
Mr Hughes reported that the finance team continue to work
on the Annual Plan and are reviewing the timetable. He
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confirmed that the format being used could easily be
consolidated to a TCT format if required.
Mr Axon confirmed a favourable non pay forecast variance
going forward and raised that the board should understand
what this includes.
With regards to workforce, Ms Griffiths reported that the
position reflects the staff retention issues in particular
relating to corporate turnover and the number of leavers.
She also raised that sickness absence continued to be an
issue.
IT WAS RESOLVED:
(i)

To note the report

BCP/0104/422/17 CORPORATE GOVERNANCE
BCP/0104/423/17 SITUATIONAL CONFLICT OF THE CHAIR

Mr Green reported that Mr Storrow had been appointed as
Chair of the Trust commencing on 1st December 2017 and
reminded colleagues of the statutory duty placed on
members to avoid such conflicts. Accordingly he
recommended that the Board approved this conflict of
interest, so as to justify this potential breach of duty.
IT WAS RESOLVED:
(i)

To approve the situational conflict of interest of
the Chair arising from his role of Chair of
BCHC.

BCP/0104/424/17 PATIENT/CARER STORY

Dr Jay Viswanathan, Consultant for Old Age Psychiatry, Jan
Lloyd, Senior Psychiatrist, Diane Church, Community
Psychiatric Nurse and Alice Cant, Senior Secretary, attended
from Meadow Ward Inpatient Unit at Penn Hospital for Older
Adults, Home Treatment Team, Psychology and CMHT.
Dr Jay explained that the patient was known to adult mental
health services with a diagnosis of paranoid schizophrenia.
After presenting himself at A&E in March of this year
suffering from sleep deprivation and was confused and
agitated. He was sectioned under Section 2 of the Mental
Health Act and prior to his admission it was determined that
he had become non-compliant with his medication.
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Dr Jay confirmed that after two weeks in hospital his status
was regarded as informal and he was discharged after four
weeks. His mental health steadily improved and he became
more engaged in activities and one to one time with staff on
the ward. Following discharge he was looked after by the
Home Treatment Team and then transferred to the
Community Mental Health Team with whom he remained
engaged.
Dr Jay was pleased to report that the patient has made a full
recovery and is symptom free, achieving goals which he had
set himself.
In response to a question from Ms Newton, Dr Jay reported
that there were no issues with the pathways and the liaison
services was good however could be improved.
Ms Jeffrey felt that this was a great story and showcased
multi-disciplinary working with a strong focus on outcomes.
She asked how effectively primary care is working with
services and felt that this would be a positive story to share
with the CCG.
Dr Jay confirmed that stories are shared regularly. She
reported that a quality initiative was set up last year and
information is now shared with GP’s on the day of discharge
and patients are sent a copy of the letter sent to their GP
each time they are seen.
Mr Stenson raised that when attending Mental Health
Hearings it was clear that the care provided made a positive
difference to patients and highlighted the importance of
social care for patients when discharged.

BCP/0104/425/17 MINUTES OF SUB-COMMITTEES OF THE BOARD

The minutes were noted.
BCP/0104/426/17 MINUTES OF THE AUDIT COMMITTEE HELD 6TH

SEPTEMBER 2017
BCP/0104/427/17 MINUTES OF THE FINANCE AND INVESTMENT

COMMITTEE HELD ON 19TH OCTOBER 2017
BCP/0104/428/17 ANY OTHER BUSINESS (AS DECLARED IN OPENING

MATTERS)
None.
BCP/0104/429/17 SUMMARY OF ACTIONS AGREED

As detailed within the minutes.
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BCP/0104/430/17 ITEMS TO REFER TO BOARD SUB-COMMITTEE'S
(i) Staff Appraisals Record Keeping – Quality and Safety
Committee
(ii) Newton Europe – Finance and Investment Committee and
Quality and Safety Committee
BCP/0104/431/17 ITEMS TO REFER TO ASSEMBLY OF GOVERNORS

None.
BCP/0104/432/17 RISKS IDENTIFIED

As detailed within the minutes.
BCP/0104/433/17 QUESTIONS FROM THE PUBLIC

None.
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Public Board Meeting Action Log
Lead

291117/BCP/0104/411/ Staff Appraisals Record Keeping
17
To report back to the Quality and Safety Committee
February 2018 meeting
291117/BCP/0104/411/ Newton Europe Findings
To receive a report at the Finance and Investment
17
Committee December 2017 meeting

Comments

J Griffiths

L Writtle

deferred to Jan-18
meeting

Required
Completion
Date

Date
Completed

March-18
update

Open

March-18
update

Open

(ii) To receive a report at the Quality and Safety
Committee February 2018 meeting
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Encl. 4

Board of Directors
Reference:
Date of Meeting:
Document Title:

Agenda Item no: 4
January 2018
Chief Executive Report

Enclosure no 4

Current Significant Issues
Transforming Care Together (TCT)
We are continuing to progress our integration plans following the pause partners agreed in
November 2017. The further preparatory work required has been summarised in a Moving
Forward with TCT plan. The plan was drafted jointly by partners during December and has
been approved by all three partner boards and by our regulatory body, NHS Improvement
during January 2018.
Over the coming months we will start to deliver the requirements of the plan before we reengage with NHSI on the assessment process in support of the transaction. Much of the work
within the plan is about us working as partners across our services in redesign and business as
usual wherever possible and putting in place the resource and support required to make the
integration a success.
The change to our timeline gives us more time to ensure that we are in the strongest possible
position as we become one organisation.
Black Country STP
The trust is involved in the mental health workstream with commissioners and Dudley and
Walsall Mental health Trust, there is a renewed commitment and focus to develop a jointly
owned clinical model and a clear delivery plan for mental health services in the Black Country.
Black Country Place Based Initiatives
Across the STP areas the trust is involved in several place based initiatives which are at
different stages of development, including Dudley MCP, Sandwell and West Birmingham CCG
Accountable Care Organisation and Wolverhampton Accountable Care Organisation.
Dudley Multi-specialty Community Provider (MCP)
The Trust, is continuing to work with the lead partners, Birmingham Community Healthcare
Trust, Dudley Group Foundation Trust and the Dudley GPs, as they develop the full business
case for the implementation of the MCPs clinical and operational model. The partnership is
working closely with the regulator to develop the organisational form for the MCP. The planned
go live date for the MCP is April 2019 with various checkpoints along the way with NHSI to
assess the viability of the MCP and impact for the wider health economy.
Sandwell and West Birmingham CCG Accountable Care Organisation
The CCG held a second session during January facilitated by the Kings Fund to further
develop their approach with partners for place based care. The Accountable Officer for the
CCG and Chief Executives of providers considered models that have worked in other place
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based initiatives and committed to a shared programme of work in support of place based care
for Sandwell and West Birmingham.
Wolverhampton Accountable Care
Commissioners and providers across Wolverhampton are continuing to progress a virtual
Accountable Care Organisation under the leadership of the CCG Accountable Officer. Recent
developments include the establishment of clinical workstreams which the Trust will actively
participate in.

Overview of Matters Requiring Approval
Trust Operational Pressures Plan: Winter 2017-18
Board Register of Interests, Gifts and Hospitality
Summary of Trust Performance
Overall performance
Safe staffing performance for registered staff is at 88% this month causing a red breach. Work
is on-going led by the Director of Nursing following the Safe Staffing summit, with an action
plan in place to monitor staffing and to put appropriate mitigations in place.
The winter months present considerable challenges for the workforce KPIs particularly in
relation to Sickness Absence. Whilst performance is worse than target and is amber rated, the
5.6% sickness rate is better than this time last year.
Vacancy rate of 12.63% has increased by 0.22% and remains red rated against the target.
DNA increased across consultant appointments to 23% in month however inclement weather
and the holiday period both contributed to the increase. Both Learning Disability and Mental
Health services are focusing on reducing DNAs with developments planned in text reminders.
More detail in the performance report.

Finance
Overall The Trust is reporting a £2,360k deficit against a planned deficit of £2,641k at month 9.
CRES delivery
Overall the forecast is to meet the Full Year Target however only 50% is forecast to be
delivered recurrently.
Against the overall Annual Plan of £4.2m the recurring FOT shortfall is £2.1m with a YTD
recurrent shortfall is £1.5m.

Update on Strategy Implementation
Transforming Care Partnerships
The Trust has submitted a proposal that meets the commissioner’s strategic direction for future
models of care focusing on community intensive support and reduced inpatient beds. We are
awaiting formal feedback and a decision on the proposal which is expected to be implemented
during 2018.
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Encl. 5.1

Meeting of:

Board of Directors

Date:

31st January 2018

Subject:

Board Assurance Framework

Presented by:

Michelle Rogan, Corporate Governance Director

Author:

Governance Assurance Unit

Purpose:

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

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

Recommendation(s):
The Trust Board is asked to
(i)
note the progress and assurances in terms of controlling and mitigating
the top strategic risks on the Board Assurance Framework and to raise
any questions or areas of concern.
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Equality & Diversity implications:
None Identified
Regulatory and Compliance matters:
Monitor:

X

Care Quality
Commission:

X

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Finance &
Investment
Other

X

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround
None
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Executive Summary
Outlined within this Board Assurance Framework (BAF) are the principal risks associated
with the successful delivery of the current Strategic Objectives and Quality Priorities for
2017/18.
As part of the continued review by Executive leads, all associated action plans for each risk
have been updated to reflect the current position.
Members are asked to note the progress made against the individual risks and the controls
and assurances to mitigate the risk, including the identification of further actions to close the
gaps in controls and gaps in assurances.
January Update
There are currently 8 risks graded as High (16-20), 5 Moderate (10-15) and 1 with a current
score of very low/low (1-5/6-9).
Throughout December to January, no additional risks have been identified or added to the
BAF for approval at the Trust Board meeting
The current risk rating for BAF Risk 12: If the Trust cannot generate surplus cash it will be
unsustainable and risk the delivery of quality services, has been increased from 12 to 16 .
Owing to the delay in TCT and unknown transaction date, the risk is increased due to the
fact that the Trust will continue to report a deficit and hence reduce the cash balance it
holds.
All the risks have been reviewed, the only other changes made to the BAF in the period of
December to January are action updates which are reflected in the progress notes.
The summary table below provides an overview of changes to risk rating year to date.
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Risk Rating Summary
RISK SCORES 2017/18
Risk ID

ID 1

ID 2

ID 3
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ID 4

ID 5

ID 6

ID 7

Risk Description
If we do not have robust IT
systems in place it will have a
negative impact on quality through
wasted productivity and reduced
patient facing time.
If we do not invest in our
leadership at all levels of the
organisation we will not deliver
safe, effective, caring, responsive
and well led services.
If patients and carers do not
identify with the organisation they
may disengage from providing
feedback which could lead to loss
of quality, income and services
If the Trust does not understand
its stakeholders and effectively
promote the organisation and
services, it risks: reputational
damage; ineffective working
relationships; dissatisfaction; and
potential loss of income.
There is a risk that delivery of the
Trust targets and objectives may
be compromised during the
integration phase of TCT and
whilst working on developing new
models of care
If we do not understand our
stakeholders we will fail to develop
effective working relationships or
the best quality services and lose
business.
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

Initial Score

Target Score

April

May

June

July

Aug

Sept

Oct

Nov

Dec

Jan

Month

Rating
History

16

9

12

12

12

12

12

12

12

12

12

12





16

6

12

12

12

12

12

12

12

12

12

12





9

3

9

9

9

9

9

9

9

9

9

9





16

9

16

16

16

16

16

16

16

16

16

16





12

9

12

12

12

12

12

12

12

12

12

12





16

12

16

16

16

16

16

16

x

x

x

x





20

12

12

12

12

12

12

12

12

12

12

12





Notes

Merged with ID 6 in Sept,
Previous -If we are unable
to demonstrate a
consistent "you said - we
did" response it will affect
experience and reputation

Closed when merged with
ID 4 in September
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ID 8

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.

16

12

12

12

12

12

12

12

12

12

12

12





ID 9

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

16

8

16

16

16

16

16

16

16

16

16

16





ID 10

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

16

12

16

16

16

16

16

16

16

16

16

16
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If we are unable to deliver and
develop strategic partnerships
e.g.; Multi – Care Provider (MCP)
there is a risk to sustainability
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ID 12

ID 13

ID 14

ID 15

ID 16

If the Trust cannot generate
surplus cash it will be
unsustainable and risk the delivery
of quality services.
Ability to deliver strategy, required
performance and compliance
agendas may be compromised if
senior management capacity is
reduced.
If the Trust does not invest in its
estate, then our clinical areas may
not support efficiencies in service
delivery.
If Oracle request the outstanding
and current licence fee then this
would impact on the trusts
financial position
There is a risk to the organisation
being able to provide safe and
sustainable services due to the
delayed TCT transaction date.

Proposed increase at Jan
Board

Closure agreed in October
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Board Assurance Framework Overview 2017/18

Strategic
objective

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

Risk ID

Risk Description

Lead

Risk ID 1

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

Paul Assinder

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

Jo Cadman

Datix 620
Risk ID 2
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Datix 677

Strategic
objective

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

Risk ID

Risk Description

Lead

Risk ID 3

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

Joyce Fletcher

Datix 678

Strategic
objective

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.

Risk ID

Risk Description

Lead

Risk ID 4

If the Trust does not understand its stakeholders and effectively promote the
organisation and services, it risks: reputational damage; ineffective working
relationships; dissatisfaction; and potential loss of income

Jo Cadman

There is a risk that delivery of the Trust targets and objectives may be compromised
during the integration phase of TCT and whilst working on developing new models of
care.

Caroline Nolan

Datix 650
Risk ID 5
Datix 679
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Strategic
objective

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

Risk ID

Risk Description

Lead

Risk ID 7

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

David Holmes

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.

David Holmes

Ability to deliver strategy, required performance and compliance agendas may be
compromised if senior management capacity is reduced.

Peter Axon

Datix 327
Risk ID 8
Datix 332
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Risk ID 13
Datix 628

Strategic
objective

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

Risk ID

Risk Description

Lead

Risk ID 9

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

Jo Cadman

Datix 211
Risk ID 10
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Datix 685
Risk ID 11
Datix 648
Risk ID 12
Datix 442
Risk ID 14
Datix 204
Risk ID 16
Datix 700

If we are unable to measure performance effectively it will lead to poor decision making and Paul Assinder
a risk of sustainability
If we are unable to deliver and develop strategic partnerships e.g.; Multi – Care Provider
(MCP) there is a risk to sustainability

Jo Cadman

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

Paul Assinder

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

Paul Assinder

There is a risk to the organisation being able to provide safe and sustainable services due
to the delayed TCT transaction date.

Peter Axon

Strategic Objective

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

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

Risk ID1 – Datix 602

Executive Lead: Paul Assinder

Controls:

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

Gaps in controls:
Assurances:

Main Manager: Duncan Robinson

Gaps in Assurances:

Information Assurance Framework

Internal Audit
Assurance Reviews:

In the 18/19 Internal Audit Plan

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

Consequence
Risk Rating
16
4(Major)
12
4(Major)
9
3(Moderate)
Quality and Safety Committee

Date Added:
1st June 2016
Progress



Next Review Date:
28th February 2018
Rating History
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Actions
Action

Due Date
st

Infrastructure upgrade programme

31 Oct 2017

Joint operational meetings scheduled to integrate ICT departments as part of TCT

31st Oct 2017
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ICT roadmap with associated time scales to be published outlining actions being taken to
address linked risks including but not limited to windows XP, ageing PC estate, poor
performance, agile working, wireless
Additional Director resource in place from Birmingham Community Partnership Trust agreed
commenced 1st Feb 2017.
Further review underway
TCT joint infrastructure plan being put in place

31st Oct 2017

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

28th Feb 2018

Progress Update at Quarter
Completed- Business Critical
Servers for ESH identified and
installed
Completed - Joint operational
team meetings have taken place
to undertake planning for TCT
integration. Further joint
operational team meetings are
planned and will continue to
convene
Suspended – Addressed by TCT
joint infrastructure action

31st Oct 2017

Completed - resource remains
under review in line with TCT

1st Dec 2017

Completed - joint infrastructure
plan is in place
EMF are considering alternative
plan for BCPFT if TCT does not
go ahead or is significantly
delayed
No major outages have occurred
since the last update in July. Any
major outages will be reported
through IGSG and if required
RCAs completed for serious
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incidents.
This is a new action – plans have
been initiated to re-establish the
IT Forum at BCPFT
st
31 Mar 2019
Assurance Framework Audit to be established and completed during quarter 4 - 2017/18 and
This is a new action – audit plans
repeated in quarter 1 - 2018/19
now signed off for the year with
the agreement for internal
auditors to to carry out Assurance
Framework Audits in Q4 2017/18
and Q1 2018/19
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
IT Forum to be re-established at BCPFT until acquisition goes ahead to pick up any data quality
matters

28th Feb 2018
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There have been minimal incidents reported over the past month affecting business critical systems.
The Windows 7 rollout has been completed Trust wide. A password reset solution has been rolled out to computers to enable staff to reset their own
passwords rather than having to call the Service Desk, thereby saving time and resource.
A clinical systems demonstration showcasing the various TCT stakeholder clinical systems (principally EHR, RiO and Total Mobile) has been held with
clinical and operational colleagues across the three TCT Trusts – discussions were held in June to determine the optimal way forward in this regard.
Subsequent liaison between Trust IT project leads and RiO suppliers Servelec has also now taken place to understand likely costs and timescales for a
wider rollout across the proposed TCT organisation and separate to this an issue arose with the BCP EHR solution in one of the two pilot areas leading
to that area opting not to continue with the pilot. The decision therefore is to continue with plans to migrate users from Oasis and Carenotes into RiO but
to continue the usages of EHR within the existing Criminal Justice pilot area for the foreseeable future. A separate options paper is being produced to
confirm the long term clinical system options regarding the viability of continuing with EHR once the Trust has migrated to RiO as its primary clinical
system; this will be tabled at the next EHR Programme Board meeting.
September - No major outages have occurred since the last update in July. Any major outages will be reported through IGSG and if required RCAs
completed for serious incidents.
November – The Trust has delivered a successful transfer of email platforms to NHS.net in November
December/January - EMF are considering alternative plan for BCPFT if TCT does not go ahead or is significantly delayed. A new mitigating action has
been identified to close the gap in control for data quality reports and clinical records monitoring group: an IT Forum is to be re-established at BCPFT
until acquisition goes ahead to pick up any data quality matters.
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A new mitigating action has also been identified to close the gap in assurance: an Assurance Framework Audit was initiated in quarter 4 of 2017/18. This
will be repeated in quarter 1 of 2018/19 by internal auditors.
A paper highlighting three potential clinical systems procurement options was discussed by BCP EMF/DoFs and was subsequently verbally presented to
the joint TCT EMF, who have requested a further update by the end of January 2018.
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Strategic Objective

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

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

Risk ID2 – Datix 677

Executive Lead: Jo Cadman

Controls:

OD Plan
TCT OD Plan
Equality and Inclusion Board
Workforce Committee
Widening participation programme
Leading change, adding value
BC HRD STP – People strategy
Service delivery plans to monitor team performance at team level
Professional registration
Supervision
Alignment to HEE Leadership consultation / standards EDHR strategy / WRES action plan
Board development
Professional development for Band specific
Succession plan
Recording and monitoring
Long term retention strategy – robust workforce plan
Consistent measures and standards expected
Performance monitoring and reporting
Annual appraisal programme
Annual planning process and review of strategic objectives
Supervision
Well led audit findings
CQC Assessment
Staff survey
Complaints / grievances – HR monitoring compliance
TCT Integration board with focus on culture
HEE / local development
Shared leadership development opportunities across TCT partner
In place leadership bid funding
No specific external assurance mechanism. Lack of talent management and succession planning.
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Risk Description

Gaps in controls:

Assurances:

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

Main Manager: Becky Crowther

Appraisal Audit May 2017
Likelihood
4(Likely)
3(Possible)
2(Unlikely)

Consequence
4(Major)
4(Major)
3(Moderate)

Risk Rating
16
12
6

Date Added:
April 2017
Progress



Next Review Date:
28th February 2018
Rating History
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Committee where Risk is Monitored:
Actions

Workforce Committee

Action

Due Date
st

Progress Update at Quarter

1 May 2017

Completed - for BCP business as usual that will
merge into TCT wider OD plan post Oct 17

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

1st Jun 2017

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

Career pathways

1st Nov 2017

Completed - Career pathway framework updated,
shared with HEE and used as part of the
Apprenticeship pathways. Ward managers
development exploratory meeting with DWMH.
Work continues across the three organisations
and assistant practitioners have been engaged.
Assistant practitioners and associate nurses
programmes explored and developed.

Develop links with Universities – in conjunction with HR

1st Nov 2017

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

1st Dec 2017

Completed - will be ongoing incorporated as part
of the OD offer for TCT. This will be continued
from an OD perspective on generic leadership
and management. L&D will continue this in the
apprenticeships and clinical development
Completed These are being rolled out and
monitored via G Howells and the Integration
Board. Board interviews will be completed midAugust and Leadership Behavioural Survey by
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Develop single OD strategy
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Oct 17. Outcomes will be designed into OD
workbook and prioritised to develop leadership
skills. Analysis now being undertaken.
Consider internal capability and resource to diagnose and deliver leadership
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Implement the cultural and leadership programme (NHSi toolkit)

1st Dec 2017

Completed Aligned to TCT work - investment into
OD Aligned to TCT, need to understand model
and structures. Initially we are developing front
line staff and as change champions capacity
required. Development opportunities are being
undertaken and will continue into March 2018.
External providers have been commissioned to
support clinical workstreams and they are
supporting the leadership diagnostic through their
work.
Resource needs to be restructured as part of TCT
to ensure the offer is broadened.

1st Dec 2017

Completed Aligned to TCT - plan being
implemented and monitored at Int. Board and IIG
meeting
Utilising the NHSi toolkit to conduct the cultural
diagnostic - board interviews started.
Aligned to TCT Agenda – commenced monitored
at Integration Board
On track (2 yr. plan) being monitored through the
TCT workbooks.
The analysis is now being undertaken.

Explore and implement appropriate leadership opportunities within TCT

1st Dec 2017

Completed Will be aligned to TCT monitored via

Page 7 of 48

workbooks at IIG and Int. Board, OD strategy
created - Diagnostic being undertaken - this will
determine leadership priorities.
Some ‘cross organisational’ leadership offers
have been made available.
On track (2 yr. plan) being monitored through the
TCT workbooks.
This will be continual as we move into TCT to
drive continual improvement and development.
1st Feb 2018
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Explore / research leadership healthcare model and wider leadership frameworks
available

Will be developed as part of the TCT and OD
strategy going forward. Working with HEE to
consider leadership model
On track (2 yr. plan) being monitored through the
TCT workbooks. Aligning to HEE with the looking
at the new leadership standards.
As part of TCT we are creating an inclusion and
staff experience strategy that incorporates
leadership and will utilise the HEE – Forward
thinking leadership. Draft to be ready by Dec 17,
with plan created for Feb 18

WRES / WDES – ensure leadership features within the organisational equality
strategy

5th Mar 2018

WRES plan created. Yassar Mohammed working
with HR to ensure compliance and plans being
implemented. Included within the regular update.
New Equality objectives being reviewed and in
accordance with TCT / MERIT. Completed,
WRES submitted and sent to Board
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Explore and develop the widening participation agenda – including the offerings
of leadership aligned with the apprenticeship levy
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Succession planning strategy/action plan to be created

31st Mar 2018

1st Apr 2018

Apprenticeship Levy & management of team risk
paper presented to EMF. Consideration of
securing additional funding to support
management of apprenticeship levy project and
staffing. Wider consultation with TCT
apprenticeship work stream commenced
10.07.17. Digital monies and identification of
numbers determined. Awaiting organisational
decision as to recommendations. This is
managed through combined L&D and OD
workstreams. Work has progressed as far as it
can at present and is now dependant on
continuation of the Apprenticeship levy.
Apprenticeships will be undertaken by the
organisation and works continues as part of the
TCT L&D work stream to explore and utilise the
levy.
Incorporated into OD Offer to TCT. This is not the
key priority at present as we develop the OD plan
for TCT. Talent and succession planning need to
be developed to encompass the larger
organisation and consider the possibilities this
provides for differing ways of working. This has to
be considered in line with the revised Service/HR
structures.
This is being discussed in the HR and L&D work
streams in addition to OD. Correlated to the STP
priorities and LWAB task and finish groups.
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Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
Diagnostics have commenced and 3 completed. – Analysis is being undertaken and this will determine what the leadership priorities should be and
subsequently designed into the OD workbook and plans over a period of 2 years plus.
TCT is offering a combined leadership programme over the next few months delivered by existing BCHC colleagues.
The cultural assessments as part of the TCT work are commencing from May 2017 onwards. Each of the assessments is measured consistently against
set criteria. Board interviews are planned; which question the leadership and cultural will take place from June 17 onwards; An organisation wide
leadership behavioural survey will also commence from June 2017. The Survey has been completed and analysis continues, the outcome /outputs will be
incorporated into the OD workbook and monitored accordingly.
External leadership opportunities continue to be undertaken across the organisation.
HR has developed and is delivering a suite of ‘management / leadership sessions relating to policy and procedures.
Appraisals are being conducted across the organisation – ambition for completion by end of June. This has been completed and appraisals closed.
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Some limitation of HEE introducing National leadership standards, we are currently part of the consultation and we will run our program alongside the
national agenda to ensure compliance with standards when released on the 1st April 2018.
December/January – Leadership diagnostic is now complete and analysis is currently being undertaken.
Review of internal capability and resources to diagnose and deliver leadership has also been completed. The resource needs to be restructured as part
of TCT to ensure the offer is broadened.
Analysis is currently being undertaken for Cultural and Leadership Programme as part of the NHSI toolkit.
Exploration and implementation of appropriate leadership opportunities will be continual as we move into TCT in order to drive continual improvement
and development.
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Strategic Objective

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

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

Risk ID3 – Datix 678

Executive Lead: Joyce Fletcher

Controls:

Internal Audit
Assurance Reviews:

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

Initial Risk Rating
Current Risk Rating

Likelihood
3(Possible)
3(Possible)
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Risk Description

Gaps in controls:
Assurances:

Gaps in Assurances:

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

Consequence
3(Moderate)
3(Moderate)

Main Manager: Judy McDonald

Risk Rating

3(Moderate)
Quality and Safety Steering Group

Progress
9
9



Next Review Date:
28th February 2018
Rating History
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Actions
Action

Due Date
st

Progress Update at Quarter

31 Jul 2017

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

Ensure improvement engagement with the
divisional patient experience leads

31st Jan 2018

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

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

31st Jan 2018

ReQoL rollout as part of recovery work
stream to be completed

31st Jan 2018

Complete.Tools in place, final development work by the software development
team continues. Due to time pressures in other areas by TCT the tool will now be
ready for launch at the end of January. Tool now in operation.
ReQoL on MH systems implemented in preparation of the 30th Sept as recovery
model is introduced
Monthly implementation group has been established with relevant stakeholders
(refocus on Recovery). An action plan is in place monitoring key deliverables.
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FFT process to be reviewed and relaunched

Community Teams at Quayside have been identified to pilot ReQol measure.
Training to be given to identified staff who will then be the leads/ mentors for their
teams in the pilot implementation sites.
In the meantime there has been a lot of groundwork and ‘warm up’ completed
within the teams, including the recovery launch day at Quayside in September.
There is a forthcoming launch day at Hallam in October and a further launch day at
Penn scheduled for early next year.
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Data collection and Audit of the tool
PEIE refresh to be explored in light of TCT

31st Mar 2018

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

31st Mar 2018

Review of team structures continues in line with TCT work stream

Reporting mechanisms in place for collating all concerns, compliments and
complaints into one template for review by heads of nursing.
Patient Experience Manger continues to liaise with the Head of Nursing for
LD/Children’s to consider effective mechanisms for these divisions. Matron and
ward managers are also engaged to continue making improvement in data
collection and feedback approaches. Work continues in line with TCT workstream
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
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Plan of action - piloting for both Dale and Brook Wards:
 To focus on improving data collection from both wards on compliments/suggestions and concerns
 To focus on improving feedback on data collected back to wards to look at doing more of what’s working as well as looking at making suggested
improvements to service delivery.
Sources of data collection:
 Patient Meeting minutes – ‘round of thanks’ (compliments) ‘round of suggestions’ (suggestions!)
 Safe ward wall – farewells/thanks/feedback
 Cards or messages
 Verbal compliments/comments/suggestions/concerns/complaints
 PALS/FFT feedback forms.
The Process:
Collection:
 Give out PALS information leaflets on admission and FFT/PALS forms on review and discharge
 Give all compliments/suggestions/concerns to Ward Clerk to feedback to PEI – via Datix or PEI in box.
Feedback:
 PEI/Matron/Service manager to meet monthly to review all complaints/compliments/suggestions/concerns and to:
o Produce a report on key themes and actions for Divisional Q&S
o Produce clear communication for wards with feedback from compliments/FFT figures/suggestions/concerns and complaints
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Strategic Objective

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.

Risk Appetite
Statement
If the Trust does not understand its stakeholders and effectively promote the organisation and services, it risks: reputational
damage; ineffective working relationships; dissatisfaction; and potential loss of income.

Risk ID4 – Datix 650

Executive Lead: Jo Cadman

Controls:

Staff at all levels of the organisation promote trust services through the quality of their work acting as ambassadors for the trust
Staff proactively develop relationships with partners through established and informal meetings and networks
Positive messages which communicate significant achievements and good practice in internal and external channels (intranet,
newsletters, publications, events, website, media, briefings etc.)
Communication, marketing and engagement initiatives linked to strategic and operational objectives e.g. launch of new facilities
or services
Board and assembly of governor meetings in public domain
Membership engagement events and initiatives
Patient engagement strategy and initiatives (managed by Patient Engagement)
Current communication and marketing strategy (including stakeholder engagement)
Lack of marketing capability and capacity to promote services adequately
Lack of commercial and business development capability and capacity
Proactive engagement with existing and potential new stakeholders
Limitations in developing digital communications (website)
Contracting processes and commissioner contract review meetings
Success in tenders and bids
External audit of Quality Account
Engagement in MCP, STP and Merit as a significant partner, and Board reporting to demonstrate engagement in these
CQC inspection and rating
Evidence of engagement with key stakeholders through internal and external communication channels
Limited evidence of active marketing of trust services
No planned internal audit review
Lack of measurable objectives and KPIs
No specific external assurance mechanism

Page 40

Risk Description

Gaps in controls:

Assurances:

Gaps in Assurances:

Main Manager: Jo Cadman/Kate Pritchard
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Internal Audit
Assurance Reviews:

None Planned

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

Consequence
4 (Major)
4 (Major)
3 (Moderate)
Board of Directors

Action

Risk Rating
16
16
9

Due Date
st

Date Added:
November 2016
Progress



Next Review Date:
28th February 2018
Rating History


Progress Update at Quarter

31 Mar 2017

Completed- communications complete

Refresh the stakeholder strategy and engagement plan and utilise TCT
engagement plan to promote trust services/benefits to TCT stakeholders

30th Jun 2017

Harness the effort of our staff as ambassadors.

1st Oct 2017

Completed - strategy and engagement plan in place
approved by TCT Integration Board
Completed / ongoing - Developed OD Strategy as part
of TCT. Communications work closely with OD to
support this.
Delayed due to integration date change. A TCT
communication plan has been in place since early 2017
with stakeholder communications an integral part of this
plan. External stakeholders have been communicated
to through different channels including: email; meetings
and forums; events; TCT blog. This activity is to be
increased with targeted communication (letter,
newsletter, sharing summary full business case). The
TCT communications lead is supporting the clinical
workstreams to develop stakeholder engagement plans
per workstream.
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Promotion of Trust services and positive CQC rating

Develop stakeholder communication plan as part of Integration plan for TCT

31st Jan 2018

Develop regular stakeholder mapping (Inc. stakeholder database)

31st Mar 2018

In progress – stakeholder mapping is being undertaken
as part of the TCT stakeholder engagement for the
clinical workstreams. Having a stakeholder database
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would streamline and support this process. Need to
investigate possibilities for this. Planning appropriate
executive attendance at external forums is being
undertaken by the Director of Strategy and
Transformation.
31st Mar 2018
Review commercial and business development capacity and capability in
line with plans for transforming care together
Understand marketing requirements, including capability and capacity within 31st Mar 2018
the organisation, in line with plans for transforming care together

Aligning plans with BCHC teams.
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Current communications and marketing team carries
out some marketing communication activity but more
needs to be understood about the organisational
requirements for marketing (definition and expectations)
and how this aligns with commercial and business
development, and marketing plans as part of TCT.
Assessment of capability and capacity will form part of
this.
st
31 May 2018
Review and improve information on the Trust website. Establishing a
Trust website is updated with news and development,
mechanism to review /assess effectiveness.
as part of business as usual communications. Further
development of the website will be as part of the TCT
plans – harmonisation of three organisation websites.
Establishing a mechanism to review and assess the
effectiveness of the website will form part of these
plans.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
Stakeholder engagement is a key part of the TCT communications and engagement work although the work required to support the submission of the TCT
Full Business Case (FBC) did not allow sufficient capacity to fully engage with all stakeholders. This will improve going forward.
One of the complications of engaging stakeholders as part of TCT is that there hasn’t been a rich level of information to engage with them on. Many
external stakeholders are interested in the work that the organisation will do to develop clinical services and the clinical workstreams are at an early stage
of their development plans.
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The communications and engagement workstream (and colleagues in other areas such as patient experience) are supporting the clinical workstreams to
help develop stakeholder engagement plans.
December/January - Excepting the TCT communications and engagement strategy, there is limited strategic direction of communications and marketing
through a BCP strategy and plan (with appropriate measures). The previous BCP communications and marketing strategy has not been reviewed and
updated due to TCT (as highlighted by internal audit). This is being mitigated by the TCT communications and engagement strategy however it may need
to be reviewed if the integration date is delayed further.
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Strategic Objective

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.

Risk Appetite
Statement
Risk Description

There is a risk that delivery of the Trust targets and objectives may be compromised during the integration phase of TCT and
whilst working on developing new models of care.

Risk ID5 – Datix 679

Executive Lead: Caroline Nolan

Controls:

Internal Audit
Assurance Reviews:

Implementation of performance framework with balance scorecards and performance board from April 2017
Retention and appointment of key staff to ensure procedures are in place
Secondment agreement and partnership established with Birmingham Community Healthcare NHS Trust for Director and Senior
Manager cover
Gateway Process
Risk Management Committee – completed
No process to review the new models of care implementation
Balance Scorecard and integration performance report to board
Review of risk management underway and strategic objectives linked to BAF risks to highlight concerns.
Regular review of strategic objectives at board and process for monitoring quarterly
No specific external assurance mechanism in place
Date Added:
Next Review Date:
None Planned
17th May 2017
28th February 2018

Initial Risk Rating

Likelihood
3(Possible)

Gaps in controls:
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Assurances:
Gaps in Assurances:

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

Consequence
4(Major)

Main Manager: Caroline Nolan

Risk Rating
12

4(Major)
3(Moderate)
Executive Management Committee

12
9

Progress


Rating History
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Actions:
Action

Due Date
st

31 May 2017

Ensure trust Strategic objectives and action plans are developed and
monitored by quarterly reporting to board

31st May 2017

Instigate Risk Management Committee

8th Jun 2017

Ensure transition plans involve key stake holds from the trust to ensure
targets and objectives are aligned and incorporated in to plans

31st Jan 2018
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Monitor key performance indicators at DMB and integrated performance
reports to board

Progress Update at Quarter
Completed - PPMB now established and meeting
monthly with reporting through to Board on integrated
performance report.
The high vacancy rate in corporate services is being
monitored closely with all heads of department being
asked to raise any business continuity concerns. PMO
raised a specific concern and mitigations to support
recruitment were agreed at PPMB in the June meeting.
Completed - Action plans against strategic objectives
drafted and feeding into relevant work streams for the
Transforming Care Together work.
Completed - Risk management committee established
and review of process and procedures for risk
management underway.
All heads of department and appropriate team
members involved in transition plans for TCT have
reviewed capacity across all functions to identify if
performance will be impacted by the delay in TCT. Any
areas requiring additional resource to maintain
performance have been identified and mitigation plans
but in place

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
The Transitional board governance arrangements for TCT have commenced with Quality and Safety Committee and Finance and Investment
Committee now receiving reports reporting to BCHC Board subcommittees on quality and performance matters.
Plans for 2018/19 Cost Improvement are being managed across TCT with a joined up integrated PMO and Gateway process operating to support plan
development and assessment.
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The establishment of PPMB, Gateway and review of risk processes is enabling services and the senior management team to understand
Performance issues and to take action to resolve and mitigate. The development of the new processes, which are aligned to BCHC governance
processes, will enable a smooth transfer under Transforming Care Together
December/January - Executives have been asked to review capacity and resource requirements for TCT Moving Forward and during the extended
Integration period a range of measures to increase capacity including extensions to fixed term contracts and vacancy review have been put in place.
Good performance across quality and safety has been maintained. The workforce indicators when compared with the same point last year show an
improved position suggesting the risk is being adequately managed.
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Strategic Objective

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

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

Risk ID7 – Datix 327

Executive Lead: David Holmes

Controls:

Recruitment & retention policy & procedures;
Bank and agency staff management;
Vacancy control procedures;
Staff Forum;
Workforce Committee;
Induction programme;
Mandatory training programme;
Freedom to speak up arrangements
Sickness/absence management policy
HR Business Partners
Weekly review of vacancies by Executives;
Communication to staff
Leadership for Quality Summit Meetings
Supervisory control of the centralised recruitment process
Implemented a new database to manage performance on recruitment, to provide detail of progress on specific job
advertisements which included internal KPIs
Recruitment and Retention Strategy
Overarching workforce plan
Systems not consistent in their measuring of actual vacancies versus establishment ESR/Finance
Reports to Divisional Management Boards(Monthly);
Reports to Quality & Safety Committee (Two Monthly)
Reports to Board of Directors (Monthly);
Friend & Family surveys
Managers
Internal Audit on Appraisals
Staff satisfaction survey (Feb 2016)
Internal Audit on Sickness Absence management
Joint work programme through MERIT
Internal Audit of recruitment policies (2016) as a result a detailed deep dive into all recruitment records at the time was
completed with full action plan to address any shortfalls. Due to issues plan scheduled review for 2017/18
Long term Workforce Plan, Internal Audit Review and workforce milestones
Date Added:
Next Review Date:
None Planned
October 2014
28th February 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
20

5(Almost Certain)
4(Major)

12

3(Possible)
4(Major)
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Risk Description

Gaps in controls:
Assurances:

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

Main Manager: Judy Griffiths/ Jacqui Miller - Demirovska
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Target Risk Rating
3(Possible)
Committee where Risk is Monitored:
Actions

4(Major)
Quality and Safety Committee

12

Due Date

Progress Update at Quarter

Reviewed the recruitment process for 8wk target, with full
implementation of recruitment database and better reporting
Appropriate offer of jobs to students/ apprentices

30th Jun 2017

Completed - Rollout of Time to Hire KPI complete

30th Jun 2017

Completed - Program withdrawn following closure of Ridge Hill

Home growing, HCSW progress

30th Jun 2017

Develop stronger links to University (ies)

30th Sep 2017

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

30th Sep 2017

Completed – ongoing piece of work through the apprenticeship
scheme.
Completed – Work now continues through the MERIT partnership
agenda.
Completed

Organisational Development (Shaping our Future) Plan

30th Sep 2017

Cultural Alignment programme

30th Sep 2017
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Action

30th Sep 2017

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

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

31st Jan 2018

Implement use of Value based recruitment approach

31st Mar 2018

Refresh recruitment and retention strategy

31st Mar 2018

Secondments into hard to reach areas such as PICU and
community

31st Mar 2018
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Second follower wave pilot- National pilot program to develop
new roles

The first cohort are on track oversight is via the TCT TNA steering
Group. There is also a new TCT Operational group. These are both
monthly meetings. There is a shared approach currently in place for
this Programme of work and this will be continued post TCT - 1st
December where Programme management arrangements will be
reviewed as necessary. This will also include a decision on future
cohorts of TNAs as part of the workforce planning.
There are two workstreams within the TCT which is widening
participation/apprenticeships and career pathways. Both
workstreams are on track and BCPFT/ TCT meetings are continuing
as business as usual. The career pathways group has commenced
work on the ward manager development Programme which will later
extent to all team leaders.
On Track, However due to TCT workstream action date is requested
to be extended to enable further work to be undertaken to support
Managers on the implementation
Work continues in line with TCT workstreams

Work Progressing to look at the opportunities for potential rotational
posts within TCT
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
Three of the actions form part of the MERIT work and are completed however there will be ongoing work for the value based recruitment.
Time to hire has shown a continued improvement in 2017, however remains above the KPI of 56 days. With the implementation of the Performance and
Programme Management Board (PPMB) approach, recovery plans are prepared where Divisions exceed the time to hire and vacancy rate KPIs to
ensure a targeted approach to improve recruitment and retention. Recruitment and Selection training was delivered to managers during September 2017
to support further reductions in time to hire. In addition, the Trust continues to ensure regular attendance at recruitment fairs to widen the pool of potential
applicants.
A recruitment and selection business as usual workstream is well established to ensure a smooth transition for Transforming Care Together.
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December /January– Joint work programme continues through MERIT. The Staff satisfaction survey results for 2017 have been submitted and results
will be available for comparison in January.
Scheduled review of action plan in relation to recruitment is due to take place within the next quarter.
The Internal audit review has been linked to Time to Hire and this is due to be undertaken within this quarter.
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Strategic Objective

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

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

Risk ID8 – Datix 332

Executive Lead: David Holmes

Controls:

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

Gaps in controls:
Assurances:

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

Main Manager: Judy Griffiths

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

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

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

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

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

Date Added:
October 2014
Progress



Next Review Date:
28th February 2018
Rating History


12
12
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Actions
Action

Due Date
st

Review of sickness absence management policy

31 Mar 2017

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

30th Apr 2017

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

30th Nov 2017

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

31st Dec 2017
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Joint review of Sickness Policy

31st Mar 2018

Joint review of the OH Service Provision

31st Mar 2018

Review of Staff Support Provision

31st Mar 2018

Progress Update at Quarter
Completed - revised policy to be considered as part
of policy alignment work prior to TCT in Oct
Completed - Strategy in place with board report
submission in July
Completed – Contract to be finalised with Sport
England. Successfully won bid - plan to be set up to
implement wellbeing initiatives
Completed – There is now an annual report provided
by Staff Support Services which includes feedback
on all contacts and activity. Occupational Health
Service also meets at least bi-monthly to discuss any
operational issues – this is monitored by BCPFT as
they are an external provider.
On track - in line with TCT policy review plan. The
initial draft has been compiled and this is going to
Staff Side to initiate consultation in January
This is currently out to tender, this is to ensure that if
TCT were not to go ahead this will still go ahead as a
partnership to ensure cost effectiveness. This is
currently at the shortlisting stage and decision
making stage is due to commence shortly
Service provision included as part of TCT
Occupational Health Tender process.
This is currently out to tender, this is to ensure that if
TCT were not to go ahead this will still go ahead as a
partnership to ensure cost effectiveness. This is
currently at the shortlisting stage and decision
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making stage is due to commence shortly
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
A significant amount of work has been undertaken across the Trust in respect of Staff Health and Wellbeing in order to continue to progress the
implementation of the Health and Wellbeing Strategy. The Health and Wellbeing Group continues to take place on a bi-monthly basis with management,
clinical and staff side attendance to ensure that the programme of work maintains pace. Various initiatives are being offered across the Trust to support
staff in improving their health and wellbeing, including physical exercise classes, staff support workshops and health eating campaigns. Further work
continues to expand the range of initiatives available to staff.
In addition a HR business as usual workstream covering staff benefits and health and wellbeing was established in August 2017 is continuing to ensure a
smooth transition of the staff health and wellbeing programme of work as part of Transforming Care Together. The Occupational Health Tender process
is continuing with a wide range of staff across the TCT partnership involved in the development of the service specification.
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December /January– Staff support services and occupational health services are currently out to tender this is to ensure that if TCT were not to go
ahead this will still go ahead as a partnership to ensure cost effectiveness. This is currently at the shortlisting stage and decision making stage is due to
commence shortly.
There is now an annual report provided by Staff Support Services which includes feedback on all contacts and activity. Occupational Health Service also
meets at least bi-monthly to discuss any operational issues – this is monitored by BCPFT as they are an external provider. This closes the gap previously
identified in controls.
Sickness Absence management audit is due to be repeated between April and June 2018.
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Strategic Objective

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

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

Risk ID9 – Datix 211

Executive Lead: Jo Cadman

Controls:

Financial Plan
Operational Plan
Service Delivery Plans to monitor performance at team level
Workshops to identify potential schemes
Standing Financial Instructions
Scheme of Delegation
Financial governance arrangements
Financial procedures
Cost Improvement Programme performance reporting
Annual budget and plan
Budgetary Control policy
Enhanced Project Management Office
Good ideas process established
Use of balance sheet flexibilities to address shortfall
Identify additional business opportunities
Regular review of downside scenario plans
Service Line Management
Operational and Clinical ownership
Quality Impact Assessments
Performance reporting
Plans to deliver CIP recurrently
Strategic Trust wide transformational approach to longer term efficiency plans
Reports to Finance & Investment Committee (Monthly)
Reports to Board(Monthly)
Reports to Management Board (Monthly)
CQC Inspection (October 2016)
Monitor investigation (Apr 2016)
Internal Audit review (2017)
Lack of quality benchmarking and comparative data
Benefits realisation, return on investment (ROI)
Date Added:
Next Review Date:
In the 17-18 Internal Audit Plan
April 2014
28th February 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
16

4 (Likely)
4 (Major)

16

4 (Likely)
4 (Major)
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Risk Description

Gaps in controls:
Assurances:

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

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

Main Manager: Jo Cadman

4 (Major)
Finance and Investment Committee

8
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Actions
Action

Due Date

Progress Update at Quarter

1 Apr 2017

Completed – Gateway process in now live for all Divisions

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

30th Sep 2017

Identification of additional business opportunities

1st Oct 2017

Completed - Gateway 1 dates in place planned to take place during
October and November, significant planning jointly between Ops
and PMO; Joint working across TCT PMO teams.
Completed – agreed process through TCT to review, capture and
manage new business opportunities – assessed for strategic,
operational and financial fit for approval through EMF to commit
resources to explore further;
Reports to management board and other committees to provide an
opportunity for operational/corporate leads to identify further
opportunities
Completed & on-going – each Divisional PMO support works in
conjunction with Ops & Finance to use benchmarking in developing
CIP ideas.
Completed – TCT PMO teams will meet in Oct/Nov to plan forward
consistent strategy (see below). Launched and plan to refocus
based in quality improvement
Completed – significant efforts to align Directors perspectives and
agree approach (i.e. financial reporting aligned to PMO and Ops
understanding). Fortnightly meetings will support this agreed
approach.
Amended reporting to focus on recurrent schemes as key to adjust
the culture.
Completed - Gateway 1 panels have taken place in Nov/Dec 17.
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Establish new Gateway process for determining CIP’s

st

Benchmarking to generate future ideas

1st Oct 2017

Good ideas approach to be expanded

1st Oct 2017

Strengthen reporting and process to focus on recurrent schemes

1st Nov 2017

Gateway 1 panels to be completed

20th Nov 2017

Challenge recurring CIPS

20th Nov 2017

Completed– Gateways have challenged consistently; Fortnightly
meetings arranged for review by Director of Finance, COO and
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Strategy & Transformation Director;
Additional challenge in ops to transfer non-recurrent schemes to
recurrent where possible.
st
1 Feb 2018
Aspyre to be implemented to manage quality indicators for
This is a new mitigating action - Aspyre is the new programme
2018/19
management tool that the Trust is currently implementing in order
to manage all quality indicators for 2018/19
st
Agree strategy to strengthen the quality improvement approach to 1 Feb 2018
Explore opportunities to strengthen the clinical ownership of ideas.
deliver efficiencies
Share Mersey Care approach with schemes led by Medical
Director. Explore how ownership can be shared & supported across
all Executive team.
th
28 Feb 2018 Gateway 2 panels have been scheduled for February 2018 for all
Gateway 2 & 3 panels to be arranged for the 2018/19 cycle of
business
clinical divisions. Papers for the Gateway 2 panels will be submitted
to BCHC 1 week prior to the panel date.
th
30 Mar 2018 CIPs to be identified and removed at budget setting to
Maintain close management of the financial position to identify
key variance drivers and enable managers to take remedial
Simplify the process and provide greater assurance on delivery in
year and more opportunity to develop transformational schemes
during the financial year rather than trying to convert non-recurrent
Schemes to recurrent schemes.
30th Mar 2018 Newton Europe have completed an opportunity assessment across
Use of independent review to identify detailed transformational
plans
the Mental Health services and presented the findings at EMF and
Management Board during December 17. The Mental Health
Division are in the process of developing business case to
transform and redesign the Mental Health services supported by
Newton Europe. Newton Europe are also in dialogue with DWMHT
re: completing an opportunity assessment which will support the
development and delivery of the TCT Mental Health work stream
plan.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
There has been significant work on strengthening the approach to delivery of recurrent CIPs – reporting has been amended to support the change in
culture to consider only recurrent schemes as viable, whilst contingency may be supported through non-recurrent actions. Gateway panels have
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encouraged CIPs to be owned by all Executive Directors, a shift to be led by clinical leaders should be encouraged and will be developed as we move
forward through TCT.
Whilst there has been significant work in strengthening the recurrent approach to CIP delivery there continue to be gaps in the proportion of schemes
that are delivered recurrently, however, this is starting to improve and should improve further through the opportunities of integration & transformation
through TCT and the sharing of experiences and ideas across TCT partners.
December/ January – Gateway 1 panels completed and Gateway 2 panels have been scheduled for February 2018 for all clinical divisions. Newton
Europe have completed an opportunity assessment across the Mental Health services and presented the findings at EMF and Management Board
during December 17.
Strategic Trust wide transformational approach to longer term efficiency plans remains a gap as there is still an associated CIP gap. The proposed plan
assumes an indicative Cost Improvement Programme (CIP) of £4.2m or c.4.1%, effectively the original 2% of expenditure budgets (£2.1m) plus the nonrecurrent element from 2017/18 carried forward (£2.1m). The finance department are currently working on methodologies of allocating the £4.2m CIP
Target, which will include consideration of Group’s historic CIP performance and the levels of planned, pre CIP, 18/19 Contributions.
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To date gateway panels have approved c. £1.1m of 18/19 schemes. Panels continue to meet on a regular basis and the Investment Committee will be
kept fully updated on Group’s progress in closing the current CIP gap (£0.5m). If no further schemes are identified and agreed at Gateway, the planned
deficit would effectively have to be increased by £0.5m to £4.8m. Lack of quality benchmarking and comparative data remains a gap in assurance as
apart from workforce indicators, the quality indicators for the 2017/18 CIP schemes were not monitored. For 2018/19 the quality indicators will be
monitored on Aspyre, the new programme management tool that the Trust is currently implementing.

Page 31 of 48

Strategic Objective

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

Risk Appetite
Statement
Risk Description

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

Risk ID10 – Datix 685

Executive Lead: Paul Assinder

Controls:

Monthly reporting to divisions on contract targets
Activity Working Group
Data warehouse and information reporting tool (i.e. Business Objects).
Proactive and regular reporting of data quality to divisional teams
Automated performance management tool
Standardised data recording, calculating and reporting via a data warehouse and information reporting tool
No automated performance management tool to enhance current warehouse and reporting tool to assist with the standardised
data recording and reporting post TCT.
Data Quality policy audit
Standing operating procedures for recording if patient information within timelines , completeness and accuracy
IG Steering Group
Engagement with Newton Europe to scope efficiency opportunity in key areas of the business.
Activity Working Group
Benchmarking data, benefits realisation – ROI
Trust wide strategic transformational approach to measure performance
Date Added:
Next Review Date:
None planned
April 2017
28th February 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
16


4(Likely)
4(Major)

Gaps in controls:
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Assurances:

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

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

Main Manager: Hywel Morris

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

16
12
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Actions
Action

Due Date

Progress Update at Quarter

Develop DQ action plan to address areas of improvement identified in
DQ audit and consult within working group

31st Jul 2017

Completed -Activity Working Group presented to IG
Steering Group in July and this was agreed.

Scope data warehouse development as part of TCT work plan

30th June 2018
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Work is continuing as part of TCT - the use of BCHC One
Vision is being considered as the data warehouse as part
of TCT integration. Implementation will commence in
2018/19
st
31 Mar 2018
Ensure KPI definitions and performance against them is understood
Board explanation has been delivered roll out across the
across services.
Trust to be implemented Divisional scorecards produced,
The TCT Performance workstream includes plans to
review divisional and Trust scorecards, including
definitions, targets and tolerances as part of the new
organisation during Q4 2017/18. Meetings with Executive
Directors and divisional directors to review Trust and
divisional scorecards for 2018/19 have commenced.
Definitions, targets and trajectories are being aligned with
TCT partners where possible.
th
30 June 2018
Scope use of performance tool as part of TCT integration
The use of BCHC CORVU is being considered as the
performance reporting tool as part of TCT integration.
Implementation will commence in 2018/19
th
30 June 2018
TCT performance and Information workstream needs to review/align
Work has started to produce a combined scorecard in
data definitions /reporting mechanisms
preparation for transaction date
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
The explanation regarding definitions of KPI’s and performance has been delivered to the Trust Board however the roll out across the Trust is to still be
implemented. Definitions are in place for Trust level indicators. New Integrated/combined scorecard being prepared to support integration.
November – Definitions agreed and roll out across the Trust completed. Work is continuing to harmonise the above for TCT integration.
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December/January - Meetings with Executive Directors and divisional directors to review Trust and divisional scorecards for 2018/19 have
commenced. Definitions, targets and trajectories are being aligned with TCT partners where possible.
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Strategic Objective

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

Risk Appetite
Statement
If we are unable to deliver and develop strategic partnerships e.g.; Multi – Care Provider (MCP) there is a risk to sustainability

Risk ID11 – Datix 648

Executive Lead: Jo Cadman

Controls:

Executive attendance at Dudley Partnership Board
Engagement in procurement exercise
Dudley CCG have committed to initial sub-contracting of LD services to maintain BCPFT economy of scale
Inclusion of MERIT plans on the Black Country STP agenda
Joint PMO arrangements, clinical and operational involvement with DWMH and BCHC through TCT
Executive Director attendance at Merit Steering Group Board CEO and Medical Director.
Board updates on MERIT strategic plans and alignment to BCP strategy.
Regular reporting of all strategic programmes jointly with TCT partners
Membership on Wolverhampton Systems Board, and estates forums
No proactive development of future strategic partners through effective stakeholder engagement strategies
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Risk Description

Gaps in controls:
Assurances:

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

Main Manager: Jo Cadman

Reports to Board of Directors,(Monthly)
Management board and Finance & Investment committee (Monthly)
Deloitte’s MCP Risk Review (Q4 16/17)
NED Assurance Group
Reports to Executive Management Forum (EMF) monthly
No identified gaps at this time
None Planned
Likelihood
4 (Likely)
4 (Likely)
3 (Possible)

Consequence
4 (Major)
4 (Major)

Risk Rating
16
16

4 (Major)

12

Date Added:
June 2015
Progress

Next Review Date:
28th February 2018
Rating History
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Committee where Risk is Monitored:
Actions

Board of Directors

Action

Due Date
th

Progress Update at Quarter

30 Jun 2017

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

Local project team to be established to develop Trust Strategy
for Dudley MCP response and assess alignment to TCT.

30th Jun 2017

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

Options for strategic partnership for BCPFT identified to
increase competitiveness and procurement submission- being
submitted to board of directors for approval

30th Jun 2017

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

Tender Websites regularly checked to keep appraised of any
procurement info form Dudley CCG Re MCP

30th Jun 2017

Completed - On-going PMO function. From July this has now been
handed over to BCHC Commercial Development team as lead to
undertake task with link back to BCPFT through the PMO.

Trust has registered an interest in procurement through Bravo.
Trust interest identified as that of a subcontractors.

30th Jun 2017

Completed - Strategic Partnership has registered an interest and is
on track to submit PQQ in July 2017.

Updated value proposition to Board (March 1st 2017)

30th Jun 2017

Completed

Develop an internal MERIT group - A steering group with
membership from BCP and Dudley and Walsall partners to be
developed to manage the MERIT programme and to oversee
assessment of fit with the TCT programme

30th Jun 2017

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

Deliver TCT

30th Sep 2017

Completed - New risk identified as BAF 16 If there is a delay to the
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Strategy for approach to MCP to be agreed by Board
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TCT transaction date there is a risk that the Trust will not be able to
maintain sustainability for an extended period
Consolidated reporting of strategic programmes to Executive
Management Forum (EMF)

30th Nov 2017

Completed - All strategic programmes are reported to EMF on a
monthly basis via an Integrated Programme Status Report.

Develop and agree approach to Wolverhampton Accountable
Care System identified at Wolverhampton Health and Wellbeing
Board on 18th October 2017

30th Jan 2018

Lesley Writtle is currently writing a paper for the end of January
Board on Wolverhampton Accountable Care System plans.
Engagement with senior leads of Wolverhampton CCG has taken
place. BCP is a member of the Wolverhampton Systems Board (&
planning officers group) which will adapt into the accountable care
systems Board. This links to the Wolverhampton Local Estates
Forum work that the Trust is already engaged in.
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Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)

Strategy for Dudley MCP, MERIT and TCT approved by the Board. The risk remains high until the TCT Full Business Case has been approved by all
parties including NHSI
 Active partner in MERIT and influence direction.
 BCHC and DGOH identified as preferred bidders for Dudley MCP and BCP/DWMHT as key partners
 TCT approved by all 3 boards and subject to NHS I and Governor approval with Target date of 1st October 2017
As part of the review of this BAF Risk a further risk has been identified to the organisation and has been developed as BAF Risk 16.
If there is a delay to the TCT transaction date there is a risk that the Trust will not be able to maintain sustainability for an extended period.
There is an additional emerging programme - Wolverhampton Accountable Care Systems. Wolverhampton partners are developing the approach to this,
and BCP is a key partner within the work. A clear strategy is being developed and will be shared in due course.
December/ January - All strategic programmes are now reported to EMF on a monthly basis via an Integrated Programme Status Report. Lesley Writtle
is currently writing a paper for the end of January Board on Wolverhampton Accountable Care System plans.
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Strategic Objective

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

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

Risk ID12 – Datix 442

Executive Lead: Paul Assinder

Controls:

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

Gaps in controls:
Assurances:

Gaps in Assurances:
Internal Audit
Assurance Reviews:

Main Manager: Angus Hughes

None Planned

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

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

Operational Plan
Budgetary Control policy
Financial procedures
Scheme of Delegation
Creditor management
Capital programme management
Regular review of downside scenario plans
Identify additional business opportunities
Good ideas process established
Enhanced Project Management Office
CIP gap and underperformance analysis
Quarterly NHSI Updates (October 2017)
Established Capital Review Group (April 2017)
CQC Inspection (October 2016)
External Audit opinion (May 2017)
Reports to Management Board (Monthly)
Date Added:
Next Review Date:
June 2015
28th February 2018
Progress
Rating History
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Actions
Due Date

Progress Update at Quarter

Establish new Gateway process for determining CIP’s

1st April 2017

Completed - in effect

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

31st Oct 2017

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

31st Oct 2017

Completed and ongoing

Fortnightly cash meetings- monthly grip and control

31st Oct 2017

TCT and potential intercompany loan through business case with
providers being considered

31st Oct 2017

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

31st Oct 2017

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

CIP and Income risks under review

30th Mar 2018

CIP risks constantly reviewed

Benchmarking submissions made, waiting report generation.

30th Mar 2018

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

30th Mar 2018

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

Maintain Grip and control measures.

30th Mar 2018

Use of Benchmarking analysis to determine potential CIP areas

30th Mar 2018

Completed and ongoing - Current modelling suggests cashflow
can be managed positively until merger completes
Benchmarking analysis undertaken for all transformational plans

Continued drive to identify and implement CIP’s

30th Mar 2018

CIP Program encourages team to take local ownership
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Action
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2017/18 Annual plan being developed with revised CIP targets for
each budget area

30th Mar 2018

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

30th Mar 2018

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

Completed and ongoing - Financial plans for 17/18, assumed nonrecurrent vacancy savings to mitigate effect of unidentified CIP
schemes
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)

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

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

Risk Appetite
Statement
Risk Description

Ability to deliver strategy, required performance and compliance agendas may be compromised if senior management capacity is
reduced.

Risk ID13 - Datix 628

Executive Lead: Peter Axon

Controls:

NED led appointments and remuneration committee
Retention and appointment of key staff procedures in place
Appropriate individual terms and conditions in place
Secondment agreements and partnership agreements established with Birmingham Community Healthcare NHS Trust for Senior
Manager cover.
Integration plans being developed as part of TCT for all service s to support safe landing and business as usual plans
Succession plan for Executive Directors
Robust workforce plan
Performance monitoring and reporting
Well Led Audit Findings-Internal audit.
Annual planning process and review of strategic objectives
Staff Survey
Single Oversight Framework rating
CQC assessment
Patient Experience survey results
Annual plan deliverables reported quarterly to Board
Gateway process implemented and established CIP oversight
Regular review of Strategic objective deliverables at Board
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Gaps in controls:
Assurances:

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

Main Manager: Caroline Nolan

Not Planned
Likelihood
4 (Likely)
4 (Likely)

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

Consequence
4 (Major)
4 (Major)
3 (Moderate)
Board of Directors

Risk Rating
16
16

Date Added:
September 2016
Progress


Next Review Date:
28th February 2018
Rating History


6
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Actions
Action

Due Date
st

Progress Update at Quarter

31 Mar 2017

Completed - Revised exec
structure now in place

Review of senior management portfolios

31st Mar 2017

Additional performance and program management board commences in May

31st May 2017

Completed - revised structure
agreed at EMF however remains
ongoing monitoring
Completed

Develop a process for Annual Planning that aligns the strategic objectives of the trust to
objectives owned and delivered by the senior managers within the Trust. Portfolios need to be
aligned with the Strategic Objectives

31st Mar 2018
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Secondment and Partnership agreement - BCP board approved secondment and partnership
agreement to support interim positions from BCHC in respect of Chief Finance Officer, Director of
Human Resources, Corporate Governance Director and Director of Business and Organisational
Development

Explore and implement appropriate opportunities within Transforming Care Together, including
creating additional capacity through shared senior management posts across partners.
Integration Board established and work plan commenced - The Integration board and associated
work streams will oversee the resource requirements to maintain business as usual and to plan
for the TCT structures post integration.

31st Mar 2018
31st Mar 2018

Strategic Objectives have been
aligned to Director portfolios and
objectives and will be delivered
through TCT agenda
Aligned to TCT agenda
Arrangements to continue until
TCT integration is completed
Meetings established as
transaction continues
Arrangements to continue and
Integration Board will continue
until TCT integration is completed
or becomes business as usual.

Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
Additional Director support in place and continuing to contribute to delivering strategy, performance and compliance agendas.
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Throughout integration senior management capacity is being stretched to meet all requirements. Peter Axon, CFO across BCHC and BCP and Deputy
CEO at BCHC will take up CEO role until March 2018. The CEO post will be recruited to on a substantial basis.
CEO recruitment underway due to complete in 3rd week of October.
November - Peter Axon became Acting CEO for the Trust from 30/10/17. A substantive CEO has been appointed for the Integrated trust to commence
early 2018.
December/January– Tom Storrow appointed as Chair from 1st December to replace Jo Newton during TCT period. TCT work programme includes
specific reference to the mitigation of management capacity to ensure that the day to day delivery of services is not compromised during the TCT
process.
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Strategic Objective

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

Risk Appetite
Statement
Risk Description

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

Risk ID 14 – Datix 204

Executive Lead: Paul Assinder

Main Manager: Sophie Wray

Controls:
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Estate management
Service contracts
Tenancy/lease agreements
Planned Preventive Maintenance schedule
Estate terrier
Estate Strategy
Capital Programme
Quality and Safety Steering Group
Estate representative at Group Management Board
Reports to Business and Performance Committee
Investment & Finance committee agreed to focus capital spend 17/18 on key maintenance areas instead of strategic
developments
Infrastructure Strategy
Programme of audits, assets register & management
Gaps in controls:
No clinical strategy to influence /define an estates strategy /rationalisation plan
Capital funding insufficient for requirements
Assurances:
Reports to Finance & Investment Committee (Monthly)
Reports to Board (Monthly)
Reports to Quality & Safety Committee (Two Monthly)
Internal Audit
CQC Inspection (Oct 2016)
CQC Quality Summit (May 2016)
PLACE visits (July 2016)
Carter NHS E Metric to be produced 17/18
PLACE Assessments
Board to Ward Visits
Establish TCT work stream on estate to establish external review of utilisation
Gaps in Assurances:
Estate management system does not provide assurance level required
Complex challenge in estate management of “older” infrastructure
Internal Audit
Date Added:
Next Review Date:
In the Internal Audit Plan 17-18
Assurance Reviews:
April 2014
28th February 2018
Likelihood
Consequence
Risk Rating
Progress
Rating History
Initial Risk Rating
4 (Likely)
4 (Major)
16
Current Risk Rating
4 (Likely)
4 (Major)
16


Target Risk Rating
2 (Likely)
4 (Major)
8
Committee where Risk is Monitored:
Quality and Safety Committee
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Actions
Action

Due Date

Progress Update at Quarter

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

30th Jun 2017

Mock inspections by Board of Directors/KLOE visits

30th Jun 2017

Completed- Capital Program review continues.
Monthly Capital review meetings on 30th June 2017.
Completed- Schedule of Reviews in place

Head of Estates improved links with Divisional management to identify
area of risk
Partnership rationalisation with clinical team engagement program in
place

2nd Oct 2017

Completed- Estates representative at all EMBS

31st Mar 2018
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TCT will supersede this action in that it will pull
together a new combined clinical strategy for the
new organisation which will lead any estates
rationalisation going forward.
31st Mar 2018
Estate review as part of TCT workstream
TCT will support the review of the estate across the new
Trust. Due date for review post TCT
st
31 Mar 2018
Rationalisation of estate as part of Estates Strategy to ensure most
Awaiting Clinical Strategy, subject to TCT, to inform a
effective use of capital
combined estates strategy and associated rationalisation
plan, Due date for review post TCT
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)
Monthly Capital Review groups to prioritise allocation of Trust Capital funds. Inadequate funds to address the existing estate. Inadequate funds to fully
mitigate the estates backlog and clinical risks. However, mitigations are in place to manage risks and the Capital Review Group monitor existing and
collate detail around new risks as they are escalated to the Group.
October - An order has been placed by all three Trusts for an Estates Strategy from an external company. The Clinical strategy will not be initiated until
post TCT, as the transaction date has now changed the due date for the actions have also been amended.
December /January- Archus have been commissioned to undertake a combined estates strategy (across TCT). Nifes have been commissioned to
undertake a 7 facet survey across the three Trusts. This will provide the Trusts with a greater understanding of the condition of its buildings and
opportunities to rationalise (subject to alignment to the new Clinical Strategy).
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Strategic Objective

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

Risk Appetite
Statement
There is a risk to the organisation being able to provide safe and sustainable services due to the delayed TCT transaction date.

Risk ID16 – Datix 700

Executive Lead: Peter Axon

Controls:

Integration Director in place working across three organisations
Integration Implementation Board (IIB) – detailed analysis and review of plans
Clinical Work streams involving key leads from BCP in each work stream
Enabling Work streams led by BCP Director
Engagement in all work streams by BCP members
Integrated working across BCHC and BCP in a number of areas – strategy, transformation, commercial, governance, overall
leadership, estates, IT, HR
Detailed plans in place
Joint Executive Cover
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Risk Description

Gaps in controls:
Assurances:

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

Main Manager: Caroline Nolan

No firm Plan B in place
NHSI have paused the integration and a revised date for the transaction has not yet been agreed.
TCT Governance arrangements
NHSI assessment
Grant Thornton assessment
Sponsors Group including BCP CEO and Chair
Deputy chief executive scoping contingency plan for alternative partnerships
Reporting to Board of Directors
Integration Board with BCP executive, non-executive and staff side representation
No gaps identified at this time
None Planned – significant independent assurance through Grant Thornton.
NHSI assessment is still ongoing
Likelihood
Consequence
Risk Rating
20
4(Likely)
5(Catastrophic)
20
4(likely)
5(Catastrophic)
10
2(Unlikely)
5(Catastrophic)

Date Added:
10th August 2017
Progress



Next Review Date:
28th February 2018
Rating History
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Committee where Risk is Monitored:
Actions

Board of Directors

Action

Due Date
st

Progress Update at Quarter

To identify contingency plan if transaction delayed or fails

1 Oct 2017

Action closed whilst transaction date of 1st December
negotiated and assessments are completed with
NHSI

To understand what the delay in TCT Transaction Date would mean for;

30th Nov 2017

TCT work programme includes specific reference to
the mitigation of management capacity to ensure
that the day to day delivery of services is not
compromised during the TCT process.
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a)
b)
c)
d)
e)

Finance
Performance
Quality
Leadership
Workforce

Deliver plans through Integration Director

Directors have reviewed areas of responsibility and
taken action to address any gaps or areas of risk
that are unsustainable without additional resource.
31st Mar 2018

Detailed reporting provided at Board on Integration
programme. Ongoing updates to integrate risk
provided monthly at IB.
Progress: (What is the effect/impact of the actions undertaken in reducing the risk? How is the risk being mitigated – context/narrative)

Assessment by NHSI -A temporary delay of unknown length (as at 7th September) has increased the risk score to 20.
September - NHSI have indicated they require longer to undertake the assessment process and therefore the risk score has been amended to recognise
the transaction date is delayed beyond 1st October 2017.
October - A revised completion date for TCT integration of 1st December has been agreed with NHSI.
- All Directors have reviewed areas of responsibility and taken action to address any gaps or areas of risk that are unsustainable without
additional resource.
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December/January – TCT work programme includes specific reference to the mitigation of management capacity to ensure that the day to day delivery of
services is not compromised during the TCT process.
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Encl. 5.2

Meeting of:

Board of Directors

Date:

31 January 2018

Subject:

Report from the Quality and Safety Meeting held on 14
December 2017

Presented by:

Joy Jeffrey, Non Executive Director

Author:

Joy Jeffrey, Non-Executive Director

Purpose:

To receive

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

Relationship to High Level Risks:

N/A

Recommendation(s):

1. To note the report from the Quality and Safety Committee Meeting held
on 14 December 2017.
2. To note the concern of the committee regarding the implications of the
TCT delay on quality of care, due to the cumulative impact of a number
1
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x

of pressure points across the services.

Equality & Diversity implications:
None

Regulatory and Compliance matters:
x

Monitor:

All aspects of governance assurance

Care Quality
Commission:
Other:
None:

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
Quality & Safety
Finance &
Investment
Other

x

None

2
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A meeting of the Quality and Safety Committee was held on the 14 December
2017. The key points that the committee wishes to draw to the attention of the
Board are:
1. Annual Service User Survey 2017
A summary report and detailed action plan on the results of above survey
undertaken in 2016, was presented and discussed by the committee. The results
indicated that overall, the experience of community service users was positive
however, there were key areas of the service requiring improvement.
Members commended the service on the involvement of service users in developing
the action plan and noted the progress to date. However, the committee was
concerned at the lack of clear timelines for the completion of key areas of work.
The committee requested:




Additional assurance on the governance framework for monitoring the
results of the Mental Health Survey
An update report to be presented to the January 2018 Quality and
Safety Steering Group (QSSG)
A further update to be presented to QSC April 2018 in order to give the
service sufficient time to address any points.

2. Internal Governance and Assurance
The following internal audit reports were presented to the committee:
1) Penetration Testing
Internet and N3 - Substantial
The audit identified minor issues on the Internet and N3 audit and although
the number of phishing emails had reduced there were still too many. A
communication campaign has been launched to increase staff awareness.
2) Information Governance Toolkit (IG) – Substantial
The audit was undertaken mid-year due to TCT plan and focused on the
process to support the IG Toolkit. It was noted that the TCT work stream are
planning to move to supported systems across the organisation.
3. Chairs report from Quality and Safety Steering Group
The Medical Director (Chair) of the QSSG highlighted the following points:
 The continued fluctuations in reported violence and aggression from patients
was mainly due to a small numbers of LD patients and reflects the complexity of
patients using the services. She assured the committee that most incidents
continue to be low or no harm.
3
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 The new reduction in Violence and Aggression (RIVA) Task and Finish Group
would oversee the review of the Restrictive Interventions Reduction Plan (RIRP)
along with the implementation of the Safewards Initiative.
 Concern was noted on the level of vacancy rates, sickness absence, staff
turnover rates and that compliance with specialist mandatory training, was due to
a number of issues with the OLM system. However, improvement with mandatory
training data was noted.
 The Mental Health division reported a reduction in self harm and absconds
however, there had been one abscond from the Learning Disabilities secure
service which has been reported to NHS England and CQC
 The deterioration in performance for two consecutive months of CPA 7 day
follow up and for CPA the12 month review (October 2017) was being monitored
closely
 An update on the management of complaints was received and discussed.
The group noted concerns about complaints breaching the 6-month timeframe
and the current staffing levels within the department. The group acknowledged
that a number of changes to the process had been made however; members
highlighted the need to monitor complaints, as this was an area of risk.
The committee discussed at length, a number of issues highlighted in the QSSG
report. Members agreed that the drive for continuous quality improvement and
maintaining business as usual was important for all the services. However, the
committee acknowledged the tension for staff in balancing business as usual with
engagement in TCT integration work streams.
The committee was informed of the potential for increased sickness levels during
this period of transition and the challenge of high vacancy rates within the mental
health division. Members supported the actions being taken to address these issues
with TCT partners and to include these areas into the planned submission to NHSI.
The committee requested an update on the Sickness Audit be presented at the
February 2018 meeting.
The committee agreed to highlight to the Board, their concern regarding the
implications of the TCT delay on quality of care, due to the cumulative impact of a
number of pressure points across the services.
4. Serious Untoward Incidents Report
The committee was informed that during November, there had been 3 new serious
incidents and that a total of 7 Root Cause Analysis (RCA) reports were submitted to
commissioners with 4 closed during that time frame.
It was confirmed that the identified lessons learnt and recommendations were
considered by divisional Quality and Safety Groups. The committee requested that
as further assurance, the divisional reports to the committee are re-instated and that
the Mental Health division submit a report in February 2018.
4
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5. High Level Risk Register: Quality and Safety Committee
There were three risks reviewed during the reporting period and one active risk that
was not yet due for review.
Risk 583 – Mandatory training compliance, the Director of Nursing assured the
committee that as a result of number of risk mitigating actions, compliance had
generally improved. It was agreed that the DON would review and split this risk to
reflect the specialist and mandatory aspects of the issues discussed.
There were a number of risks discussed relating to Fire Safety Training however, as
the committee had previously received a report stating there were no issues, it was
agreed that further investigation was required regarding the level of risk.
6. Fire Safety Training
The Head of Governance Assurance presented a report, which outlined concerns
raised in relation to fire safety training across the Trust. The report indicated that the
Trust is currently failing to comply with statutory requirements with regards to the
provision of face-to-face fire training for all employees.
The Head of Governance assured the committee that a schedule of training had
been developed and will be delivered by the Trust Fire Officer this year.
The committee did not approve the recommendations set out in the report. It was
concerned that the report raised a number of management issues that need to be
addressed by the executive management forum.
The committee requested that:
(i)
An update assurance report regarding actions and training
compliance is provided for the QSC February 2018 meeting
(ii)
A review is undertaken of the risks on the Higher Level Risk
Register (HLRR). HLRR in relation to Fire Safety Training in
view of overall findings of the report

5
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Encl. 5.3

Meeting of:

Board of Directors

Date:

18th Jan 2018

Subject:

Report from Finance & Investment Committee

Presented by:

Fayaz Malik, NED, Vice-Chair

Author:

Fayaz Malik

Purpose:

Information and Recommendations

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

Relationship to High Level Risks:

N/A

Recommendation(s):


To note the cash flow and the going concern issues.



It is recommended that the BoD consider risks and take note of the remarks
made by the F&I Committee and revise the deficit included in the 2018/19
Draft Annual Plan.
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Equality & Diversity implications:

N/A
Regulatory and Compliance matters:
Monitor:

All aspects of governance assurance

Care Quality
Commission:
Other:
None:

N/A
N/A

Previous consideration
Board
Audit
Quality & Safety
Finance &
Investment
Other

NA Business &
Performance
NA M H Legislation
Scrutiny
NA Charitable Funds
Turnaround

NA

NA None

NA

NA
NA
NA

Executive Summary
An F&I committee meeting discussed the following:
1. Mental Health Recovery
The committee reviewed the progress made on the report that was submitted in Sep
2017 and felt moderately assured that some progress has been made against each
element of the recovery plan including Bed Strategy, Improve inpatient skills
utilisation, PICU, CORE24, CRHT, PHP, strengthening of core community services
etc. However, the further discussion needs to be held internally with clinicians and
externally with DWMH, CCG etc. to move the services forward and get clarity on
how the services will be delivered. A further update will be provided in March 2018.
2. Newton Europe
The committee reviewed the progress made on the review of the Mental Health
Community Service and was assured that the diagnostic has been completed which
has identified areas to improve in order to achieve productivity and financial savings
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of c £1m. The key areas identified are ;
1. Waiting times and DNA
2. Communication, process and pathways improvement
3. Reduction in current paperwork
The committee was assured that the project group has been established to take the
above areas forward with the clear project plan to achieve productivity and financial
savings.
The committee felt that the work carried out by the Newton Europe is beneficial;
however, further commissioning of their services would need a business case to
establish the Return on Investment as the Trust has already spent c.£129K.
3. Learning Disability Recovery Plan
The committee reviewed the progress against the plan which covers workforce,
pathway design and bed utilisation. The committee felt assured that the work is
moving at the fast pace and the future provision of LD services will be more
community and intensive support focused as opposed to inpatient. The committee
noted new model of care has been agreed with the commissioners; however, the
timescales for the commencement of the model are yet to be confirmed. The
committee has been assured that an update with the timescales will be provided in
Feb 2018 F&I Committee meeting. It was noted that there might be a delay in the
commencement of the model if the consultation is required as it is a major redesign
of the services.
Financial Position of the Trust
The M9 financial performance continues to be favourable to the plan and the full
year forecast in line with the plan. The financial position of MH and LD divisions
continue to be a cause for concern with significant adverse income and expenditure
variances. There is a downward trajectory on the agency spent but the trust
continues to breach the agency cap (4.3%). The cash position of c. £3.5m is forecast
to reduce to c. £1.5m by the end of the Mar 2018. The depletion of cash is a major
reason for the going concern as the cash is forecast to run out by Jul 2018.
4. CIP Programme
The committee received the M9 CIP monitoring report which shows forecast position
is slightly below the plan by c. £1K.
The committee received assurance that 2017/18 plan is deliverable; however, the
major concern continues to be around the shortfall in the recurrent savings of c.
£2.1m, 50% of the Full Year Target, which is mainly due to the shortfall in all
divisions except the Corporate.
The committee was assured on the progress of 2018/19 CIP programme and noted
that the 13 schemes have been approved through the Gateway process with an
estimated value of c. £1m. It must be noted that CIP schemes for c £.31m of
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2018/19 programme are yet to be identified.
5. Capital Plan and Contract negotiations
The committee reviewed the capital plan of £2m for 2017/18 which is slightly
underspent at M9, however, it is forecasted to be fully committed by the year-end.
The committee was presented the capital plan for 2018/19, however, the plan lacked
clarity on the risk rating and urgency of the schemes considering the depletion in the
cash position. It was agreed that the consequences of not spending the capital
would be reported to the Board and plan should also be reviewed by the Quality and
Safety Committee from the quality perspective.
The committed received assurance that contract negotiation with CCG’s for 2018/19
is underway and it is anticipated that there would no significant changes. The
committee noted that the four non-standard contracts are expected to be reviewed
for further 12 months in Mar 2018.
6. Annual Plan 2018/19
The committee reviewed the Draft Financial Plan 2018/19 and concurs that there is
a risk to achieving a planned deficit of c. £4.3m as the CIP gap currently stands at
£0.5m. The committee received some assurance with regards to CIP plans in place
for c. £1m but remains concerned that the plans for the balance of £3.2m are yet to
be identified. The committee noted that c. £4.3m is £1.2m adverse position to the
previous plan for 2018/19 submitted to NHSI as Year2 of the 2017/18 plan and it
was felt that the deficit will need to be revised.
The committee noted that the cash is planned to be overdrawn by £2.3m by Mar
2019 before accessing working capital facility. The trust will run out of cash by the
end of Jul 2018 and would require financial support.
Due to the delay in TCT transaction and the lack of clarity on the level of update
required by the NHSI the committee felt insufficiently assured on what 2018/19 BCP
position should be. The key implication in planning as a standalone organisation has
been cash depletion and the going concern. Therefore, it is recommended to the
board to consider the revision of deficit in the plan.
7. Approvals
The committee approved the minutes of the previous meeting.
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Encl. 5.4

Meeting of:

Board of Directors

Date:

18th Jan 2018

Subject:

Report from Charitable Funds Committee

Presented by:

Fayaz Malik, NED, Chair

Author:

Fayaz Malik

Purpose:

Information and Recommendations

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

Relationship to High Level Risks:

N/A

Recommendation(s):

Equality & Diversity implications:
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N/A
Regulatory and Compliance matters:
Monitor:

All aspects of governance assurance

Care Quality
Commission:
Other:
None:

N/A
N/A

Previous consideration
Board
Audit
Quality & Safety
Finance &
Investment
Other

NA Business &
Performance
NA M H Legislation
Scrutiny
NA Charitable Funds
Turnaround

NA

NA None

NA

NA
NA
NA

Executive Summary
An Charitiable Funds Committee meeting discussed the following:
1. Investment and Use of Funds
The committee was assured that significant progress has been made over the last
two years to raise the profile of the Charitable Funds and ensured that the funds are
accessible to the stakeholders; however, there is still some work to be carried
around communications. It was agreed BCH will share their approach with the BCP
and the communication will be send out to staff explaining the process. The
committee noted that since the previous meeting ten new bids were submitted and
the total funds stand at c. £172K.
It was agreed that the committee will approve the bids for £5k or over virtually to
speed up the process as concern was raised that the approvals take long time.
2. Approvals
The committee approved a bid for £5K received from the Mental Health for the
garden space development at the Meadow Ward.
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Encl. 6.3

Meeting of:

Board of Directors

Date:

31st January 2018

Subject:

Trust Operational Pressures Plan: Winter 2017-18

Presented by:

Lesley Writtle, Executive Director of Operations & Deputy CEO

Author:

Lesley Writtle and BounceBack Solutions

Purpose:

To seek approval formal approval from the Trust Board for the
new Trust Operational Pressures Plan for Winter 2017-18
attached. This Plan has been developed jointly with Dudley and
Walsall Mental Health Partnership NHS Trust and in accordance
with the requirements and timescales of NHS England and NHS
Improvement.

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):
Trust Board members are asked to approve and formally ratify the new Trust
Operational Pressures Plan for Winter 2017-18 which is attached. This Plan has
been developed jointly with Dudley and Walsall Mental Health Partnership NHS
Trust and in accordance with the requirements and timescales of NHS England
and NHS Improvement.
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x

x

x

Equality & Diversity implications:
None.

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

Evidence of suitable plans in place for Winter 201718 is a requirement of NHS Improvement

None:
Previous consideration:
Board
Audit
Quality & Safety
Finance &
Investment
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround
None
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x

Executive Summary
As part of NHS planning for potential operational pressures during Winter 2017-18,
the Trust is required to demonstrate to NHS England and NHS Improvement that it
has suitable arrangements in place to manage and mitigate the potential impacts of
winter pressures. These must dovetail with and support those of local health and
social care system partners and must receive Trust Board approval.
The Operational Pressures Plan for Winter 2017-18 enclosed is the combined
response of the Black Country Partnership NHS Foundation Trust and Dudley and
Walsall Mental Heath Partnership NHS Trust to the requirement to provide evidence
of a suitable and proportionate response to potential operational pressures during
Winter 2017-18. As such, it compliments and underpins the associated Winter Plans
of the A&E Delivery Boards within the Black Country area.
The aim of this joint Trust Plan is to articulate arrangements in place within both
Trusts to support the Black Country A&E Delivery Boards to identify and mitigate
operational pressures that may:
i.
Impact upon the delivery of commissioned services within each Trust; and
ii.
In turn adversely impact upon and cause or sustain operational pressures
within broader service provision within the Black Country health economies
During winter 2017-18.
Key objectives are to:
a. Provide a framework to manage pressures on services within both Trusts for
the winter 207-18 period;
b. Explain the relationship with other Trust policies, plans and procedures;
c. Outline the procedures for the identification, notification and escalation of
potential and actual pressures within both Trusts during winter 2017-18; and
d. Provide an overview of the relationship with the management of system
pressures across the wider Black Country health economies in line with
associated Black Country A&E Delivery Board Winter Plans for 2017-18.
The Plan utilises NHS England's national escalation framework, including its 4 OPEL
Operational Pressures Escalation Levels (OPELs 1 - 4). It provides details of
appropriate triggers for each escalation level as well as associated mitigations
appropriate to both Trusts. A concise summary of notification and escalation
mechanisms within each Trust in the event of operational pressures occurring is also
included. This is fully aligned with and replicates the processes already articulated
within each Trust's current Major Incident & Business Continuity Plan.
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Supporting Information
Both Trusts have established and effective plans, policies and mechanisms in place
for working internally and with local system partners to prevent, to manage and to
mitigate routine surges in demand. As such, the new Operational Pressures Plan as
far as practicable deliberately excludes the role of both Trusts in managing these
day-to-day fluctuations in demand and in the management and monitoring of this
business-as-usual activity.
Similarly, The Board is asked to note that, whilst the new Operational Pressures
Plan is underpinned by a comprehensive suite of established and robust Trust plans,
policies and procedures and other material, wherever possible duplication of this has
been deliberately avoided to maintain both brevity and focus. This supporting
material includes:
i.
ii.
iii.
iv.
v.
vi.
vii.

Trust Cold Weather Plans and associated Policies
National Flu Immunisation Programme and associated CQUIN
Trust Infection Prevention and Control Policies
Joint Delayed Transfer of Care Policy
Joint Bed Management Policy
Trust Major Incident and Business Continuity Plans
Trust On-call Rotas and associated management arrangements
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OPERATIONAL PRESSURES PLAN
Winter 2017-18
Amendment Record Sheet
Version

Date

Amendment

Author

Draft 0.1

November 2017

Initial draft for review

BounceBack Solutions
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1

Introduction

This Plan is the joint response of the Black Country Partnership NHS Foundation
Trust and the Dudley and Walsall Mental Health Partnership NHS Trust to the
requirement to provide a suitable and proportionate response to potential operational
pressures during Winter 2017-18.
As such, it underpins the Winter Plans of the A&E Delivery Boards within the Black
Country area.
This Plan as far as practicable specifically and purposely excludes the role of
both Trusts in managing day-to-day fluctuations in demand and the management
and monitoring of business-as-usual activity.
Wherever possible this Plan seeks to avoid duplication of material which can be
found in existing documents and which might otherwise confuse or devalue the core
purpose of this Plan. This includes:
i.
ii.
iii.
iv.
v.
vi.
vii.

Trust Cold Weather Plans and associated Policies
National Flu Immunisation Programme and associated CQUIN
Trust Infection Prevention and Control Policies
Joint Delayed Transfer of Care Policy
Joint Bed Management Policy
Trust Major Incident and Business Continuity Plans
Trust On-call Rotas and associated management arrangements

2

Aim and Objectives

2.1

Aim

The aim of this Plan is to articulate arrangements in place within both the Black
Country Partnership NHS Foundation Trust and Dudley and Walsall Mental Health
Partnership NHS Trust to in supporting Black Country A&E Delivery Boards to
identify and mitigate operational pressures that may:
 Impact upon the delivery of commissioned services within each Trust; and
 In turn adversely impact upon and cause or sustain operational pressures
within broader service provision within the Black Country health economies
During winter 2017-18.
2.2

Objectives

The key objectives of this Plan are to:
a. Provide a framework to manage pressures on services within both Trusts for
the winter 207-18 period;
b. Explain the relationship with other Trust policies, plans and procedures;
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c. Outline the procedures for the identification, notification and escalation of
potential and actual pressures within both Trusts during winter 2017-18; and
d. Provide an overview of the relationship with the management of system
pressures across the wider Black Country health economies in line with
associated Black Country A&E Delivery Board Winter Plans for 2017-18.

3

Service and System Escalation Processes

3.1

National escalation framework

Good surge management happens when health and social care partners come
together to resolve pressure system-wide. Health and social care organisations have
been working more closely in recent years to solve short-term surge in parts of their
system for the best of their whole population. This system partnership should
continue.
The performance in A&E is only one measure of a whole health and social care
system experiencing pressure, but it is not the only one. An A&E department could
be experiencing isolated difficulties but the rest of the system is coping well; there
are sufficient beds available and there is good flow through the system. Alternatively,
an A&E could be managing well whilst the rest of the hospital, and the wider system;
community beds, community services mental health and social care are experiencing
high pressures due to a lack of capacity.
To enable local A&E Delivery Boards to align their escalation protocols to a
standardised process, a national escalation framework has been developed which is
built on work already done across the four NHS England regions. The levels, which
are described in Figure 1 below, mirror the systems already in use around the
country, and align with the national Resource Escalation Action Plan (REAP) used
by Ambulance Trusts.
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Figure 1:

The Black Country A&E Delivery Boards will operate Operational Pressures
Escalation Level (OPEL) one when operating within normal parameters. At OPEL 1
and 2, operations and escalation are likely to be delegated to the relevant named
individuals in each organisation across the A&E Delivery Board. At OPEL 3 and 4
however, it would be expected that there would be more executive level involvement
across the relevant A&E Delivery Boards, as agreed locally.
3.2

Escalation triggers at each OPEL level

Black Country A&E Delivery Boards will align their existing systems to the escalation
triggers and terminology used at Figure 2 below, and add to the triggers listed as
appropriate. The escalation criteria below are not an exhaustive list of triggers, nor
do they constitute a rigid system where criteria must be met sequentially for
escalation to take place. Not all parts of the system need to meet all triggers in
order to escalate – escalation can be service specific if agreed locally.
It should be noted that the A&E Delivery Boards must be able to demonstrate that
appropriate triggers have been met to warrant escalation. NHS England and NHS
Improvement sub-regional and regional teams will also use the framework to
moderate and challenge in discussions with local systems.
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Figure 2:
Escalation
level
x
x

OPEL
One

x
x
x
x
x
x

OPEL
Two

x
x
x
x
x
x
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x
x
x

OPEL
Three

x
x
x
x
x
x
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Acute
Trust (s)

Community
Care

Social
care

Primary
care

Other
issues

Demand for services within normal parameters
There is capacity available for the expected emergency and elective demand. No
staffing issues identified
No technological difficulties impacting on patient care
Use of specialist units/beds/wards have capacity
Good patient flow through ED and other access points. Pressure on maintaining ED 4
hour target
Infection control issues monitored and deemed within normal parameters

• Community capacity
available across
system. Patterns of
service and
acceptable levels of
capacity are for local
determination

• Social services able to
facilitate placements,
care packages and
discharges from acute
care and other hospital
and community based
settings

• Out of Hours (OOH)
service demand within
expected levels
• GP attendances within
expected levels with
appointment availability
sufficient to meet demand

•NHS 111 call
volume within
expected levels

Anticipated pressure in facilitating ambulance handovers within 60 minutes
Insufficient discharges to create capacity for the expected elective and emergency
activity
Opening of escalation beds likely (in addition to those already in use)
Infection control issues emerging
Lower levels of staff available, but are sufficient to maintain services
Lack of beds across the Trust
ED patients with DTAs and no action plan
Capacity pressures on PICU, NICU, and other intensive care and specialist beds
(possibly including ECMO)

• Patients in
community and / or
acute settings waiting
for community care
capacity
• Lack of medical
cover for community
beds
• Infection control
issues emerging
• Lower levels of staff
available, but are
sufficient to maintain
services

• Patients in community
and / or acute settings
waiting for social
services capacity
• Some unexpected
reduced staffing
numbers (due to e.g.
sickness, weather
conditions)
• Lower levels of staff
available, but are
sufficient to maintain
services

• GP attendances higher
than expected levels
• OOH service demand is
above expected levels
• Some unexpected reduced
staffing numbers (due to
e.g. sickness, weather
conditions)
• Lower levels of staff
available, but are sufficient
to maintain services

• Rising NHS 111 call
volume above normal
levels
• Surveillance
information suggests
an increase in
demand
• Weather warnings
suggest a significant
increase in demand

Actions at OPEL 2 failed to deliver capacity
Significant deterioration in performance against the ED 4 hour target (e.g. a drop of 10%
or more in the space of 24 hours)
Patients awaiting handover from ambulance service within 60 minutes significantly
compromised
Patient flow significantly compromised
Unable to meet transfer from Acute Hospitals within 48 hour timeframe
Awaiting equipment causing delays for a number of other patients
Significant unexpected reduced staffing numbers (due to e.g. sickness, weather
conditions) in areas where this causes increased pressure on patient flow
Serious capacity pressures escalation beds and on PICU, NICU, and other intensive
care and specialist beds (possibly including ECMO)
Problems reported with Support Services (IT, Transport, Facilities Pathology etc) that
can’t be rectified within 2 hours

• Community capacity
full
• Significant
unexpected reduced
staffing numbers (due
to e.g. sickness,
weather conditions) in
areas where this
causes increased
pressure on patient
flow

• Social services unable
to facilitate care
packages, discharges
etc
• Significant unexpected
reduced staffing
numbers to under 50%
(due to e.g. sickness,
weather conditions) in
areas where this
causes increased
pressure on patient flow

• Pressure on OOH/GP
services resulting in
pressure on acute sector
• Significant, unexpected
reduced staffing numbers
(due to e.g. sickness,
weather conditions) in areas
where this causes increased
pressure on patient flow

• Surveillance
information suggests
an significant
increase in demand
• NHS111 call
volume significantly
raised with normal or
increased acuity of

OPEL
Four

x
x
x
x
x
x

x
x
x
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Actions at OPEL 3 failed to deliver capacity
No capacity across the Trust
Severe ambulance handover delays
Emergency care pathway significantly compromised
Unable to offload ambulances within 120 minutes
Unexpected reduced staffing numbers (due to e.g. sickness, weather conditions) in
areas where this causes increased pressure on patient flow is at a level that
compromises service provision / patient safety
Severe capacity pressures on PICU, NICU, and other intensive care and specialist beds
(possibly including ECMO)
Infectious illness, Norovirus, Severe weather, and other pressures in Acute Trusts
(including A&E handover breaches)
Problems reported with Support Services (IT, Transport, Facilities Pathology etc) that
can’t be rectified within 4 hours

• No capacity in
community services
• Unexpected
reduced staffing
numbers (due to e.g.
sickness, weather
conditions) in areas
where this causes
increased pressure
on patient flow is at a
level that
compromises service
provision / patient
safety

• Social services unable
to facilitate care
packages, discharges
etc
• Significant unexpected
reduced staffing
numbers to under 50%
(due to e.g. sickness,
weather conditions) in
areas where this
causes increased
pressure on patient flow

• Acute trust unable to admit
GP referrals
• Inability to see all OOH/GP
urgent patients
• Unexpected reduced
staffing numbers (due to
e.g. sickness, weather
conditions) in areas where
this causes increased
pressure on patient flow is
at a level that compromises
service provision / patient
safety

referrals
• Weather conditions
resulting in significant
pressure on services
• Infection control
issues resulting in
significant pressure
on services

3.3

Local mitigations at each OPEL level

Commissioners and providers within each Black Country A&E Delivery Board area
will seek to implement the following broad mitigations at each of the OPEL levels
outlined above. Those mitigations which are relevant to the services commissioned
from the Black Country Partnership NHS Foundation Trust and Dudley and Walsall
Mental Health Partnership NHS Trust are highlighted in bold within the table at
Figure 3 below.
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Figure 3:
Escalation level

Whole system
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OPEL Two

OPEL Three
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Commissioner

Community
Care

Social
care

Primary
care

Mental Health

Named individuals across Local A&E Delivery Board to maintain whole system coordination with actions determined locally in response to operational pressures, which
should be in line with business as usual expectations at this level
x
Maintain whole system staffing capacity assessment
x
Maintain routine demand and capacity planning processes, including review of non-urgent elective inpatient cases
x
Active monitoring of infection control issues
x
Maintain timely updating of local information systems
x
Ensure all pressures are communicated regularly to all local partner organisations, and communicate all escalation actions taken
x
Proactive public communication strategy eg. Stay Well messages, Cold Weather alerts
x
Maintain routine active monitoring of external risk factors including Flu, Weather.
•Undertake additional ward rounds
to maximise rapid discharge of
• Escalation information to be
patients
• Expedite additional
• Expedite care packages
• Community
All actions
cascaded to all community
• Clinicians to prioritise discharges
available capacity in
and nursing / Elderly
matrons to support
above done or
providers with the intention of
and accept outliers from any ward
primary care, out of hours,
Mentally Infirm (EMI) / care
• Expedite
district
avoiding pressure wherever
considered
as appropriate
independent sector and
home placements
rapid
nurses/hospital at
possible.
Undertake
•Implement measures in line with
assessment for
community capacity
• Ensure all patients
home in supporting
• Maximise use of reinformation
trust Ambulance Service Handover
• Co-ordinate the
waiting within another
patients
higher acuity
ablement/intermediate care
gathering and
Plan
waiting within
redirection of patients
service are provided with
patients in the
beds
whole system
• Ensure patient navigation in ED is
another service
towards alternative care
appropriate service
community
•Task community hospitals to
monitoring as
• Where
underway if not already in place
pathways as appropriate
• Where possible, increase
• In reach activity to
bring forward discharges to
necessary to
possible,
• Notify CCG on-call Director to
•Co-ordinate
support and/or
ED departments to
allow transfers in as
enable timely
increase support
ensure that appropriate operational
communication of
communication to patients
be maximised
appropriate.
de-escalation or
actions are taken to
and/or
escalation across the local
at home to prevent
• Alert GPs to
• Community hospitals to
further
• Maximise use of nurse led wards
admission. Maximise use
communication
health economy (including
escalation and
liaise with Social and
escalation as
and nurse led discharges
of reto patients at
independent sector, social
consider alternatives
Healthcare
providers
to
appropriate
• Consideration given to elective
ablement/intermediate care
home to prevent
care and mental health
to ED referral be
expedite discharge from
programme including clinical
admission
beds
providers)
made where feasible
community hospitals.
prioritisation and cancellation of
non-urgent elective inpatient cases
•All actions
• Local regional office
• To review all
• ED senior clinical decision maker
• Community providers to
• Social Services on-call
• OOH services to
discharges
above done or
to be present in ED department
notified of alert status and
continue to undertake
managers to expedite care
recommend
24/7, where possible
additional ward rounds and
packages
alternative care
currently referred
considered
involved in discussions
and assist within
• Contact on-take and ED on-call
review admission and
• Increase domiciliary
pathways
•Utilise all
• CCG to co-ordinate
whole systems
• Senior clinical decision makers to
treatment thresholds to
support to service users at
• Engage GP
actions from
communication and cooffer support to staff and to ensure
create capacity where
home in order to prevent
services and inform
agreed actions to
local escalation
ordinate escalation
accelerate
emergency patients are assessed
possible
admission.
them of rising
plans
response across the whole
operational
discharges from
• CEOs / Lead
rapidly
• Community providers to
•Ensure close
system including chairing
acute and nonpressures and to
Directors have
• Enact process of cancelling day
expand capacity wherever
communication with Acute
the daily teleconferences
plan for
acute facilities
cases and staffing day beds
• Notify CCG on-call
possible through additional
Trust, including on site
been involved in
wherever
recommending
discussion and
overnight if appropriate.
Director who ensures
staffing and services,
presence where possible
possible
x

OPEL One

Acute
trust

agree with
escalation to
OPEL 4 if
needed
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OPEL Four

• All actions
above done or
considered
•Contribute to
system-wide
communications
to update
regularly on
status of
organisations
(as per local
communications
plans)
• Provide mutual
aid of staff and
services across
the local health
economy
• Stand-down of
level 4 once
review suggests
pressure is
alleviating
• Post
escalation:
Contribute to the
Root Cause
Analysis and
lessons learnt
process through
the SI
investigation
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• Open additional beds on specific
wards, where staffing allows.
• ED to open an overflow area for
emergency referrals, where
staffing allows.
• Notify CCG on-call Director so
that appropriate operational actions
can be taken to relieve the
pressure.
• Alert Social Services oncall managers to expedite
care
packages
Active management of elective
programme including clinical
prioritisation and cancellation of
non-urgent elective inpatient
cases
• All actions from previous
levels stood up
• ED senior clinical decision
maker to be present in ED
department
24/7, where possible
• Contact on-take and ED on-call
Senior clinical decision makers to
offer support to staff and to
ensure emergency patients are
assessed rapidly
• Surgical senior clinical decision
makers to be present on wards in
theatre and in ED department
24/7, where possible
• Executive director to provide
support to site 24/7, where possible
• An Acute Trust wishing to
divert patients from ED must
have exhausted all internal
support options before
contacting the CCG and
neighbouring trusts to agree a
divert.

appropriate operational
actions are taken to relieve
the pressure
• Notify local DoS Lead
and ensure NHS111
Provider is informed.
• Cascade current systemwide status to GPs and
OOH providers and advise
to recommend alternative
care pathways.

• Local regional office
notified of alert status and
involved in decisions
around support from
beyond local boundaries
• The CCGs will act as the
hub of communication for all
parties involved
• Post escalation:
Complete Root Cause
Analysis and lessons learnt
process in accordance with
SI process

including primary care

• Ensure all actions from
previous stages enacted and
all other options explored
and utilised
• Ensure all possible
capacity has been freed
and redeployed to ease
systems pressures

alternative care
pathways where
feasible
• Review staffing
level of GP OOH
service

• Senior Management team
and cabinet member involved
in decision
making regarding use of
additional resources from
out of county if necessary
• Hospital service manager,
linking closely with Deputy
Director Adult Social Care,
& teams will prioritise quick
wins to achieve maximum
flow, including supporting
ED re prevention of
admission & turn around.
Identification via board
rounds and links with
discharge team & therapists.
• Hospital Service
Manager/Deputy Director
to monitor escalation
status, taking part in
teleconferences as
required.

• Ensure all actions
from previous
stages enacted and
all other options
explored and utilised
• Ensure all possible
actions are being
taken on-going to
alleviate system
pressures

• Increase support
to service users
at home in order
to prevent
admission

• Ensure all
actions from
previous
stages
enacted and
all other
options
explored and
utilised
• Continue to
expedite
discharges,
increase
capacity and
lower access
thresholds to
prevent
admission where
possible

3.4

Identification and escalation within each Trust

In the event that the operational pressures are identified impacting upon services
within either Trust, these will be managed and escalated in line with the diagram
included at Figure 4 below. This is fully aligned with and replicates the processes
already articulated within each Trust's current Major Incident & Business Continuity
Plan.
Figure 4:

Page 12 of 14

Page 102

4

OVERVIEW OF TRUST OPERATIONAL PRESSURES
MANAGEMENT

The diagram included at Figure 5 overleaf provides a concise summary of how both
Trust identify, manages and mitigates the potential and actual effects of operational
pressures across its suite of services.
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Figure 5:
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Encl. 7.1

Meeting of:

Board of Directors

Date:

31st January 2018

Subject:

2016 National Staff Survey – Action Plan 2017 – Enhancing
Staff Experience

Presented by:

Lorraine Thomas, Director of Strategy & Transformation

Author:

Gail Parry, Staff Engagement and Development Manager

Purpose:

Information

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

x

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

Equality & Diversity implications:
Although a specific Equality Impact Assessment has not been completed,
the Staff Survey Results, in particular around Workforce Race Equality
Standards (WRES) are utilised and incorporated into an action plan that is
overseen by the Equality and Inclusion Board.

Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:

x

Other:
None:

NHS Constitution staff pledges

Previous consideration
x

Board
Audit

x

Quality & Safety
Other

Management
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None

Executive Summary
This report provides an update of the Action Plan – Enhancing Staff Experience,
developed following the publication of the National Staff Survey results, undertaken
during October 2016 to December 2017.

Page 106

Introduction
As presented to the Board of Directors in July 2017, the staff action plan continues to
be developed and implemented. The areas of action include:-

Improve overall staff engagement levels
Enable team working
Improved system for raising concerns
Improving overall staff wellbeing
Improvement in the Experience of our workforce, ie, equality of opportunity
and staff feeling included and not discriminated against

The Five areas where the BCPFT ranked below the national average and are
the recommended areas to focus on making improvement are listed below.
KF11 Percentage of staff being appraised in the last 12 months.
KF29 Percentage of staff reporting errors, near misses and incidents witnessed in
the last 12 month
KF2 Staff Satisfaction with the quality of work and care they are able to deliver
KF16 percentage of staff working extra hours
KF27 Percentage of staff/colleagues reporting most recent experience of
harassment, bullying or abuse
Additional areas to focus on at the request of staff side included:*Flexible working
*Quality of Appraisals
*Reduction in staff experiencing violence and aggression
The action plan is attached below and has been updated to reflect the most recent
activities. It is to be noted that since the publication of the plan, the 2017 Staff
Survey commenced. This opened in September and closed on 2nd December, and
saw a 34% response rate, which was below the previous survey of 40% for 2016
survey. The average for similar organisation was 44%. The results are embargoed
until 8th February when Quality Health will present the findings to the management
committee, and invitation has been extended to NEDs to attend the meeting to hear
results.
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Area
*KF15 Percentage
of staff satisfied
with the
opportunities for
flexible working
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* Percentage of
staff experiencing
physical violence
from patients,
relatives or public
in last 12 months

Action
- Positive action taken by Service
Manager for urgent care working
collaboratively with staff across all
inpatient services: Adult and Older
Adult to devise a shift pattern with
more flexibility which is currently
being rolled out.
- Workshop being held at Quality
Improvement Summit in March to
address issues in reducing
incidences of violence and
aggression, and will staff the
opportunity to inform the
organisations wider action plan to
increase safety on the wards.
-

KF30 Fairness and
effectiveness of
procedures for
reporting errors,
near misses and
incidents

-

-

Lead
- Human Resources
- Operational Managers
- Other staff to be coopted as required
- Staffside
representatives

Commencement
January 2018

Status
In progress

-

March 2018

In progress

July 2017

ongoing

Divisional Directors
Service Managers
Human Resources
Other staff

Continue with actions happening
within operational areas such as
mental health having alternative
approaches to dealing with violence
and aggression with support from
internal psychologists, such as
appreciative enquiry.
Ensure review systems and
procedures are monitored and
outcomes are being shared with staff
Workshop being held at the Quality
Improvement Summit to look at
themes from RCAs, how lessons are
learnt, have brought about change in

-

Governance
Assurance team
Nursing and AHP

Ongoing

KF19
Organisational and
management
interest in and
action on health
and wellbeing

clinical practice and areas where
work is still required to embed
lessons and share learning across
the organisation with an emphasis on
violence and aggression.
Workshop being held 31st January to
develop a Health & Wellbeing Toolkit :
-

HR Business partner
Wellbeing Group
members

March

In progress

January 2018

In progress

1. For the Individual
2. For the Manager
3. For the Manager as the Leader
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Plus a range of other activities are
currently being devised, such as
mindfulness and resilient sessions,
coaching, and learning sets. As part of
the Organisational Development and
Wellbeing plans.
KF8 Staff
Satisfaction with
the level of
responsibility and
involvement

-

-

-

-

Continue with the actions as outlined in operational team plans to ensure
involvement of staff
Continue with Staff Engagement
interventions planned as part of the
TCT work programme such as
holding forums, workshops around
the organisational development workstream,
Set up focus groups to talk to staff
about culture
Launch of Change Champions
January 2018

Associate Director of
January 2018
OD and other OD
members
Staff Engagement and
development manager

On going

F11 Quality of
Appraisals

-

-

The actions from the internal audit
recommendations below have now
commenced.
Audit is carried out in other areas of
the trust to check on paperwork
That training for staff who undertake
appraisals is provided
A more reliable system for checking
the authenticity that appraisals have
been carried out with signatures from
both manager and member of staff

Learning and
Development Team
Human Resources
Service Line
Managers

January 2018

In progress
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The Board is asked to note of the Staff Survey Action plan and progress to date, and that a meeting will be taking place at the end
of January to review the results from TCT partners to start to develop appropriate shared plans. A staff survey action group will be
created to support updating actions and communicating results to staff.

Encl. 7.2

Meeting of:

Board of Directors

Date:

31st January 2018

Subject:

Quarter 3 Mortality Report

Presented by:

Dr Jas Lidher- Medical Director

Author:

Governance Assurance Unit

Purpose:

Mortality Dashboard for Quarter 3 2017/18

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):

The Board is requested to note and discuss the report and dashboard .

Equality & Diversity implications:
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x
x

x

None

Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:

x

Other:
None:

NHS I , National Quality Board.

Previous consideration
Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit

x

Quality & Safety
Finance &
Investment
Other

Mortality
Review
Group

None
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Executive Summary
Following the release of national guidance on Learning from Deaths- a framework to
help standardise and improve how NHS providers identify, report, investigate and
learn from deaths, the Trust is required to publish formation on deaths, reviews and
investigations. Attached is the Black Country Partnership Learning from Deaths
Quarter 3 Dashboard and Minimum Data Set. The Learning from Deaths framework
outlines a reporting requirement that includes sharing information on :
• Number of deaths in our care
• Number of deaths subject to case record reviews
• 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
It is recognised by NHSi that standardised evidence based methodology (Structured
Judgement Reviews) for case record review has not yet been developed and
published for Mental Health. It is therefore not possible to fully comply with the
national framework but the Trust continues to work towards this. The Trust is
complying with LeDeR requirements around the reporting and investigation of deaths
of individuals with a learning disability and also participates in multiagency
processes to review child deaths
Recommendation
The Board is requested to note and discuss the report and dashboard.

Page 113

Mortality Dashboard
In March 2017, The National Quality Board (NQB) introduced new guidance for providers on how they should learn from the deaths
of people in their care. Learning from deaths can help providers improve the quality of care they provide to patients and their
families .There are new minimum reporting requirements for quarterly NHS provider public board meetings. Boards are required to
discuss the data and associated learning and play a role in leading the organisation to improve quality of care.
These new requirements are part of a broader programme of initiatives on learning from the care provided to patients who die . To
fulfil these new expectations Trusts will need to adapt governance arrangements and processes to accommodate the review and
reporting of deaths, including those that are assessed as having been more likely than not to have been caused by problems in
care, as well as sharing and acting upon the learning derived from this process.
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One of the new requirements is that all NHS Trusts and Foundation Trusts must from Quarter 3 collect and publish, on a quarterly
basis, specified information on deaths.


This should include the total number of in-patient deaths and those deaths that the Trust has subjected to case record
review. Trusts will need to provide estimates of how many deaths were judged more likely than not to have been due to
problems in care.



The data in the dashboard will be collected and published on a quarterly basis together with relevant qualitative information,
interpretation of the data, and what learning and related actions the organisation has derived from it. The suggested best
practice in publication is a paper and an agenda item to a public Board meeting in each quarter.

The national dashboard and guidance for the minimum data set is currently well developed for Acute Trusts. It is recognised by
NHSi that further national work is required to support Mental Health Trusts to be able to fully comply with the new requirements.
A key gap at present is the lack of an agreed methodology to conduct case record reviews in Mental Health. The National Quality
Board recommends that providers take a consistent and evidence based approach to conducting case record reviews. NHSi and
the Healthcare Quality Improvement Partnership (HQIP) commissioned the Royal College of Physicians (RCP) to develop a
standardised approach to case record review referred to as Structured Judgement Review (SJR) and to offer training to Trusts to

implement this approach. Structured Judgement Review documentation or Case Note Review methodology for Mental Health is in
development but has not been published to date. We are therefore unable to fully comply with requirements for case record review
in mental health but are working towards this..
A specific programme using well-tested methodology for the review of Learning Disability Deaths has been commissioned by HQIP
This is the LeDeR programme (Learning Disabilities Mortality Review ) and we are now reporting all learning disability deaths to this
programme. There are separate nationally agreed arrangements for reviewing child deaths.
It is accepted that for mental health and community trusts, the national guidance will require further development to fully implement.
Attached below is the Black Country Partnership Quarter 3 Learning from Deaths Dashboard and Minimum Data Set.
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Total Number of Deaths and Deaths Reviewed.
The first table and graph show that the number of 65 deaths reported and reviewed within Quarter 3 of non-Learning Disability
patients. There were 65 deaths.
Total Deaths Reviewed by Type of Review
This part of the data set has been adapted to reflect patient and clinical circumstances and reflects the process within Black
Country Partnership. As the Trust currently does not use Structured Judgement Review Methodologies, the process does not
include a measure of preventability. The Trust currently adopts a root cause analysis (RCA) approach to investigation deaths and
therefore the table has been adapted to reflect this.
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The table references the highest level of review or investigation applied to a death and shows in Quarter 3 2017-18, 10% of deaths
reported resulted in full RCA investigation. 57% of deaths reported were identified to require no additional investigation following
receipt of an official cause of death
Learnings Disability Deaths
Case reviews of patients with learning disabilities are aligned with guidance developed as part of the Learning Disabilities Mortality
Review (LeDeR) Programme. At the close of Q3 2017-18, no deaths reported to the LeDeR programme had been selected for
review by the programme.
Action Plans /Themes
The Action plans from the 5 RCAs have been reviewed and identified 18 individual actions; averaging 4 actions per investigation.
73% (14) of actions are marked as completed; however, 44% (8) have been closed without a progress update. Of the 4 remaining
actions, 2 are overdue for completion and 2 are within timescale for completion, however, are noted to be ‘off track’.
The Governance Assurance Unit has recently reviewed the nature and description of actions in order to identify areas for
improvement. Actions were reviewed to identify if SMART principles had been used to describe the action. All actions (100%) were
time bound and the majority were realistic. However 44% (8) of the actions described were felt to be statements as opposed to

clear actions. As depicted in Graph 1, 41% (7) of actions related to a Policy/Procedure or Process - most frequently relating to the
implementation or monitoring of an existing process/policy as opposed to amending practice or process; and 29% (5) of actions
related to documentation/ record keeping - again in relation to encouraging staff to adhere to pre-existing guidance or standards as
opposed to amending practices or standards.
Supervision /
Reflection
6%
Patient &
Family
Experience
6%

G1. RCA action plan focus

Training
12%
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Other
6%

Policy /
Procedure /
Process
41%

Documentation
& Record
Keeping
29%

It is recognised that there is still work to be completed in relation to better embedding the learning and related actions from our
deaths.
Work has started to review action planning tools, including both action plan templates and Datix. This will aim to support all actions
to be SMART. Staff will be supported through the provision of additional guidance and feedback so that it is easier for staff
completing action plans to make the actions robust and meaningful.

The review of RCA reports by Divisions and the RCA Executive Review Group prior to CCG submission is being further
strengthened to ensure that actions to embed learning are clearer. Quarterly Quality Improvement Summits are being developed by
the Nursing and Medical Director to share learning from RCA investigations and to link this more explicitly to quality improvement .
The Trust’s Mortality Review Group will continue to oversee key developments in mortality governance to support learning from
deaths.

Recommendations
The Board is requested to note and discuss the report and dashboard .
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Executive Summary
Safety, Quality and Patient Experience domain
• Safe Staffing continues to be monitored very closely: Safe Staffing Summit took place in November 2017 with a follow up planned
in January 2018 to ensure front line managers are fully supported, providing an opportunity to update on the 4 work streams: Safe
Staffing Assurance Process and Safe Staffing Escalation, Roster Management and Nursing Retention as per Engagement in NHSI
collaborative.
• The Matron within Acute Mental Health (Hallam Street) has successfully been selected to join the National programme ‘inspire to
improve’ by the National Foundation of Nursing Studies. This will provide facilitated support to drive quality improvement across
the inpatient service. The residential programme commences on 21 March 2017 spread over 6 months. The Trust receives a
£3,000.00 bursary, which can be used to purchase external trainers to be spent an area of care that would improve patient
experience.

Page 123

• We have some seen a significant increase in responses in the Mental Health division for the Friends and Family Test. From January a monthly
compilation of all compliments received during the previous month will be produced and included in the staff e-bulletin .

Workforce and Efficiency domain
• The winter months present considerable challenges for the workforce KPIs particularly in relation to Sickness Absence. Whilst
performance is worse than target and is amber rated, the 5.6% sickness rate is better than this time last year.
• The vacancy rate of 12.63% has increased by 0.22% and remains red rated against the target, again it is improved performance
against 2016 rates.
• Turnover (14.84%) and Mandatory Training (91.6%), both rag rated green, remain stable, as does Agency Spend, which is
commendable given winter pressures, absence and vacancies.
• Performance against Appraisal is somewhat disappointing as it has reduced from above 95% to 92.21%. However, performance
will reset to zero at the beginning of February as the appraisal season commences through to the end of May.
• Significant improvement has been made against the ‘average time to recruit’ KPI over the last two months. Performance at ‘54’
days was below the new target for the first time.
2
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Executive Summary
Financial Performance – December outturn position
The Trust is reporting a £2,360k deficit against a planned deficit of £2,642k.
Variances to plan relate to :
•Income – £74.0 million YTD actual, a £0.04 million adverse position.
•Operating Expenditure – £73.1 million YTD actual, a £1.4 million favourable position.
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•Non Operating Expenditure - £3.2 million YTD actual, £0.6 million adverse position related to depreciation

Key risks emerging and remaining in 2017/18 include the following:
Bed occupancy levels and associated income within Learning Disabilities and Mental Health.
Working capital - the Trust has net current liabilities of £8.7million.
The Trust is at risk of breaching the Agency cap target of £3.5m. In 2016/17 the Trust spent £4.8m. As at month 9 the Trust has spent £3.0m
which equates to 85% of the cap.
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Executive Summary
Summary of performance
Commentary
Overall, the Trust has achieved the following performance for December 2017:
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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
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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.

Page 130
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period December 2017

9

Domain Trends – Safety
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0

There was one red indicator relating to safe staffing in the safety domain during December. A
detailed summary included on pages 11-13.
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Safety-Safe Staffing
Data summaries on pages 12-13 provide a detailed comparison of actual versus planned staffing including bank and agency use.
They include bed occupancy levels for each of the wards/units to aid analysis of staffing levels/ establishments based on numbers of
beds occupied. A data set of five patient safety related incidents has also been included to support analysis of impacts upon clinical
care that may be correlated with staffing levels; medication errors, falls, absconds, patient to patient assaults and patient assaults to
staff. Key findings are:
• Eight out of the nine adult/older adult mental health wards were (red) below the 90% threshold for registered staff in December.
• Feedback from these wards previously indicated the main reasons for this were ongoing vacancies plus both short-term and longterm sickness.
• All wards/units had an overall fill rate above 100% when registered and unregistered staff are viewed together.
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• Bank and agency use increased for the month of December having reduced in the previous five months.
• The main reasons requested for registered bank/agency staff continue to be to cover vacancies, sickness and observations
• The main reason requested for unregistered bank/agency staff continues to be for observations
• The majority of assaults on staff occurred in learning disability units which were attributable to a small number of patients
presenting with particularly challenging behaviour, evidenced by the low bed occupancy in two units. The number of assaults on
staff in the PICU increased from 5 in November to 17 in December, again attributable to a small number of patients presenting with
particularly challenging behaviour.
• A range of patient safety measures previously detailed are in place including safe wards, positive behaviour support and personcentred physical intervention plans.
• Staffing levels across LD units where most assaults on staff occurred averaged a combined fill rate of 198%.
• Total harm free days for patients on all wards/units was 99.8%
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Safety –Safe Staffing
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Safety
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Domain Summary – Quality Service
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Quality indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Quality Service
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0

The Quality domain shows a slightly worsening position during December with 5 red indicators. Both DNA indicators
for consultant led and community services breached their respective targets.
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Quality – Area of Underperformance
Early Intervention - % of patients treated with
a NICE approved care package within 2 weeks
Issue

2 patients were in the eligible cohort to begin treatment with a NICE approved care
package within 2 weeks during December. Neither began treatment within the required
timescale. As both patients were deemed too unwell to complete the initial assessment
at the time of referral.

Actions
being
taken

Action

Date

• Both patients received a NICE approved care package when they were January
well enough to be assessed.
2018
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Related
Issues
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Quality – Area of Underperformance
Contractual – Remedial Action Plans Process / financial penalty
Issue

The Trust had one active Remedial Action Plans (RAPs) with commissioners. This was
issued because the Trust failed to meet the performance target in 3 of the first 4
months of the financial year. All patients should have a crisis management plan on
discharge from inpatient care. As the Trust has failed to meet target trajectory in the
RAP at the end of November, commissioners have requested a meeting with the Trust
to review the RAP.
Although the Trust achieved 95.5% against a target of 95% for following up patients on
Care Programme Approach (CPA) within 7 days of discharge in December, the Trust only
achieved 94.6% for quarter 3. As a result, financial penalties may be incurred.
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Actions
being
taken

Action

Date

• Meeting with commissioners to review RAP

January
2018

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

The year end forecast at the end of December is that the Trust will achieve 87.0% of
income in 2017/18 (Total income loss of £154k). This is the same forecast as reported
at the end of November.
The forecasted exceptions to 2017/18 CQUIN achievement are:
• Improving physical healthcare – cardiometabolic assessment and treatment for
patients with psychosis: a successful audit of records is required in Q4 to achieve this
CQUIN. The current compliance rate indicate that the overall target may not be
achieved.
• Improvement of Staff Health & Wellbeing: part of the success criteria for this CQUIN
is dependent on improved responses to 2 out of 3 specific questions in the National
Staff Survey on health and well being , MSK and stress. Achievement is unpredictable
given that the majority of staff will have gone through/be going through uncertainty
and change as a result of TCT when they complete the staff survey, which may
unduly influence their mood and responses.
• Preventing ill health by risky behaviours: achievement is determined by increasing
performance across the indicators. The reason for the exception is that the increase
in performance only attracted partial payment.
Action

Date

• Low compliance with cardiometabolic assessment audits in medical Ongoing
teams are forwarded to clinical directors for further focus and support
• Development of a flowchart; scoping and standardisation of discharge January
templates and CPA review letters and their timeframes for 2018
completion.
• TCT HR Workstream to ensure collaboration across the three Trust's December
and ensure health & wellbeing continues to be a focus
2017

Related
Issues

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

DNAs in consultant led services increased by 5.3% to 23.36% in December against a
threshold of 19.8% which is based on the 2016/17 average. Divisional thresholds were
also set on this basis.
Inclement weather and the holiday period both contributed to the increased DNA rates.

Actions
being
taken
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Action

Date

All specialties:
• Text message reminder service commences

April 2018

Mental Health:
• Monthly DNA Task & Finish group
• Development of a DNA policy across all services and localities
• Develop service user questionnaire

Ongoing
January 2018
February 2018

Learning disabilities:
• Reminder to clinicians about the DNA policy and to review On-going
discharge form clinic following 2 consecutive DNAs where clinically
safe to do so
• Offer home visits to patients who are genuinely unable to attend
On-going
• DNA audit to be undertaken during December and January and February 2018
action plan developed to address issues identified
Related
Issues
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Quality – Area of Underperformance
DNAs – Community Teams
Issue

DNAs in community teams were at 9.0% in December against a threshold of 8.1%
which is based on the 2016/17 average. Divisional thresholds were also set on this
basis.
Actions being undertaken to address DNAs for consultant led services are also being
applied to address DNAs in community teams.

Actions
being
taken
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Action

Date

All specialties:
• Text message reminder service commences

April 2018

Mental Health:
• Monthly DNA Task & Finish group
• Development of a DNA policy across all services and localities
• Develop service user questionnaire

Ongoing
January 2018
February 2018

Learning disabilities:
• Reminder to clinicians about the DNA policy and to review discharge On-going
form clinic following 2 consecutive DNAs where clinically safe to do
so
• DNA audit to be undertaken during December and January and February 2018
action plan developed to address issues identified

Related
Issues
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Domain Summary – Patient Experience
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Patient Experience indicators. Where the Trust
has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Patient Experience
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There was one red indicator within the Patient Experience domain in December. Full responses to 2
complaints weren’t completed within 6 the months target.
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Quality – Area of Underperformance
Complaints: response shared with complainant outside of 6 months
Issue

The Trust failed to share a full response to 2 complaints within the 6 month timescale.
There was one breach in corporate division and one breach in mental health division.
Both complaints encountered delays in the investigation process within the divisions.
This resulted in submissions for final executive signoff very close to the 6 month
deadline.
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Actions
being
taken

Action

Date

• Every effort is made to make contact with the complainant to keep Ongoing
them informed on progress with their complaint
• Revised Executive Management arrangements fore review/signoff

January 2018

• Matrons/Service leads to receive weekly updated tracker of all January 2018
complaints via the Patient Experience team
• Escalation process implemented at Risk Management Committee to January 2018
be recirculated to divisions to assist in the management of
complaints within the 6 week internal deadline
• Complaints added to the agenda of the monthly Management Board

Related
Issues

February 2018

Failure to acknowledge complaints within 3 working days
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Patient Experience
Patient Story – Older Adults, The Brooklands
I was referred to Dr A by my GP because I was experiencing significant anxiety with thoughts of suicide which was also having a catastrophic
effect on my family.
As soon as my wife and I met Dr A we were confident that she could help. Dr A reassured me that I would recover which gave hope to us. Dr
A checked that my medication was correct and continued with the support from the Home Treatment Team at Penn Hospital. My visits to
Penn Hospital varied depending on the severity of my anxiety and were daily for some weeks. (My Home Treatment appointments).
Dr A also gave me their telephone number to contact them at any time if things got very bad. This gave me great comfort and I felt very
supported. Dr A and the team at Penn Hospital monitored and supported me through the many months of my illness. As I improved, Dr A
and the HTT agreed that as I was no longer a danger to myself, I could be discharged from HTT and my recovery was taken over by Dr B. Dr B
filled us with confidence with their manner, gentleness, range of skills and diversity of knowledge.
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Dr B treats me as an individual and personalises the sessions to my needs unlike any other Psychologist I have seen in the past. They had an
excellent approach and was wonderful in the way they structured our sessions. They had explained how to identify ‘triggers’ and dear with
them in order to help prevent future breakdowns. Dr B is teaching me the skills I need to manage my mental health issues in a way I have
not been able to in the past.
In conclusion, I cannot thank Dr A, Dr B and the Home Treatment Team enough for the positive impact they have had on me and my family.
Mental health issues don’t just affect the sufferer but also the family and friends and I don’t think I would have recovered without them. I
can only express my greatest thanks and appreciation to Dr A and the wonderful team. I shall be forever grateful.
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Use of Resources Performance
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Workforce and Efficiency Domain
Finance
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Domain Summary – Workforce and Efficiency
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Workforce and Efficiency indicators. Where the
Trust has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve
the required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on
the subsequent pages.

Page 147
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period December 2017

26

Domain Trends – Workforce and Efficiency
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Only vacancy rate and bed occupancy indicators did not meet target performance during December. Average
time to recruit is now within target for the first time since monitoring commenced.
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Workforce & Efficiency – Local Area of Underperformance
Sickness and Absence
Issue

The sickness rate for November was 1.1% above the 4.5% target, an increase of 0.6%
from November.

Actions
being
taken

Action

Date

A further audit on records and the management of short term sickness January
absence was undertaken in December, based on agreed actions plans 2018
and recommendations approved in July. Communication of the results
will be sent to all managers outlining the results of the audit.
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Targeted short term sickness absence action plan to be implemented for January
“hot spot” areas following the outcome of the short term sickness audit
2018
All long-term sickness cases that reach 14 weeks have a formal review to Ongoing
ensure that the appropriate plans are in place to enable a return to work
and/or consider other options available
Ongoing work being undertaken via the Health & Wellbeing Group to put Ongoing
proactive measures in place to reduce sickness absence such as health
checks, staff training and manager training

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 December was 12.6%, which is an increase of 0.2% from the
previous month.
The Trust has an aging workforce which will contribute to a loss of skills and knowledge.

A number of vacancies within corporate services are not being appointed to
permanently prior to the Transforming Care Together partnership.
Actions
being
taken

Action

Date

• Implementation of revised shift patterns across all inpatient services

January 2018
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• Monthly review and reconciliation of establishment and vacancies Ongoing
between finance and workforce teams
• Recruiting managers chased for outstanding documents and on hold Ongoing
vacancies in line with escalation SOP
• Targets approach to completion of exit questionnaires to identify Ongoing
trends
• Work with NHS Improvement to develop Retention Improvement February 2018
Plan to support reduction in vacancies

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 – Local Area of Underperformance
Agency Spend % of Substantive Pay
Issue

The YTD Agency spend current performance is 4.9% against the 4.5% target, a reduction
of 0.7% compared to August. The Trust target is based on the agency expenditure ceiling
of £3,534k applied from 1st April 2017 to drive a reduction in agency expenditure across
all NHS Trusts and Foundation Trusts.

Actions
being
taken

Action

Monthly review of agency spend through the Agency Cap Group ensuring On-going
best practice and systems in place.
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Medical staffing team continue to work with clinical directors on all On-going
recruitment campaigns.
Agency cap adherence continues to be monitored weekly, with a Ongoing
particular focus on medical agency where proactive work has been
undertaken to renegotiate agency rates in line with the agency cap.
Weekly nurse agency bookings analysis

Related
Issues

Date

Ongoing

The use of agency is driven by vacancy, sickness and patient acuity factors.
Reducing recruitment delays through streamlined processes supports the reduction in
agency usage.
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Workforce & Efficiency – Local Area of Underperformance
% of staff who have completed yearly specialist mandatory training
Issue

Performance for December was 82.76% against a target of 85%.
Performance issues are being addressed to improve compliance with yearly specialist
mandatory training subjects, specifically, Moving and Handling Level 2; Immediate Life
Support and Paediatric Life Support.

Actions
being
taken

Action

Date
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• Rapid improvement group initiated who meet fortnightly to address Ongoing
and combat ongoing issues with the target to promote and improve
compliance.
• Learning and Development team send regular reminders to staff Ongoing
regarding booked training and training instructions

• Managers to ensure that non compliant staff are booked on to Ongoing
training via OLM system
• Managers to communicate spaces still available on courses in order to Ongoing
increase uptake
• Managers to ensure that all staff profiles are accurate and escalate Ongoing
any inaccuracies to Learning and Development for resolution
Related
Issues

Continuous monitoring of KPI to ensure staff are appropriate trained and contractual
requirements are met.
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Workforce & Efficiency – Area of Underperformance
% bed occupancy rate (including leave)
Issue

Bed occupancy including leave was 80.22% in December against a target of 85%.
In Learning Disabilities Division, National Transforming Care agenda has resulted in
fewer admissions, more robust hospital avoidance and under-occupancy in Assessment
and Treatment inpatient pathway. Also, length of stay has reduced due to improved
clinical model and care and treatment reviews.

Actions
being
taken

Action

Date

The Learning Disability Division is working closely with the 4 CCGs in line
with TCP to provide more community and intensive support
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Assessment and treatment bed reduction.

December
2017

Related
Issues
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Domain Summary – Finance
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Finance indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Finance
7
6
1
5

2
1

1

1

2

1

2

1

1

2

2

2

3

4

2
3

3

2

2

2

Red

2

1
2

4

4

Amber

4
3

1

2

2

Not Rated

2

2

3
2

3
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2
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The Trust is reporting a £2,360k deficit against a planned deficit of £2,641k.
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YTD
YTD
YTD
Actual
Budget Variance
£'000
£'000
£'000
74,013
74,462
(449)
(58,753) (59,741)
988
(3,006) (1,745)
(1,261)
(11,255) (12,889)
1,634
1,000
88
912

Finance
5.1 Net Income and Expenditure
YTD
Position

At month 9 the Trust is reporting a £2,360k deficit against a planned deficit of
£2,642k.

Summary
of
Variances

The main factors and risks influencing the Trust’s position are:

Income
Pay
Pay (Agency)
Non-Pay
EBITDA

(3,213)

(2,655)

(558)

(4,161)

(3,568)

(593)

(2,214)

(2,567)

354

(3,007)

(3,078)

71

(72)

(75)

3

(98)

(100)

2

(2,286)

(2,642)

357

(3,105)

(3,178)

73

(74)

0

(74)

(74)

0

(74)

(2,360)

(2,642)

283

(3,179)

(3,178)

(1)
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Contribution
Mental Health – M9 £858k adverse; M8 £646k adverse;
• MH is reporting a YTD contribution of £9,614k, and is being adversely
impacted by loss of revenue streams and cost pressures in pay and non
pay costs.
Learning Disabilities – M9 £575k adverse; M8 £602k adverse;
• LD is reporting a YTD contribution of £4,098k, and is being adversely
impacted by loss of revenue streams and pay costs.
Children, Young People and Families – M9 £1,042k favourable; M8 £854k
favourable;
• CYP&F is reporting a YTD contribution of £4,339k, and is favourably
impacted by additional income along with underspends within pay and
non pay.
Support Services – M9 £838k favourable; M8 £342k favourable;
• Underspend driven by vacancies and delays in recruitment, and
operational non-pay underspends within Corporate and Facilities.
Reserves – M9 £465k favourable; M8 £894k favourable;

Total Surplus/(Deficit) including Asset
Disposal

Forecast deficit is in line with plan at £3,179k

Related
Issues

2018/19 financial plan is currently being developed

F'cast
Variance
£'000
(658)
447
(1,767)
2,642
664

Surplus/(Deficit) before Sustainability

Summary – M9 £283k favourable; M8 £275k favourable
The income and expenditure position for the Trust is a deficit of £2,360k
compared to a planned deficit of £2,642k year to date.

Forecast
Outturn

F'cast
Budget
£'000
99,283
(79,398)
(2,326)
(17,069)
490

Non Operating Expenditure

Sustainability

Depreciation and finance Costs – M9 £558k adverse; M8 £537k adverse;
• Depreciation - Adverse variance is a result of two factors
i) 2016/17 valuation saving assumption included within the annual plan being
greater than the actual depreciation saving realised, resulting in a small
increase in the opening valued fixed assets in 2017/18.
ii) Identification of a number of assets on the fixed asset register which
haven't been depreciated. In order to bring the assets net book value in line
with their useful economic lives, an accounting adjustment was made in M8
(November).

F'cast
Actual
£'000
98,625
(78,951)
(4,093)
(14,427)
1,153

Total Surplus/(Deficit)
Asset Disposal

Service

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

YTD Budget
£'000

YTD
Variance
£'000

(7,076)
(8,112)
4,339
4,098
9,614
(863)
(1,219)
219

(7,767)
(8,315)
3,297
4,673
10,472
(961)
(1,065)
(246)

691
203
1,042
(575)
(858)
98
(154)
465

(9,541)
(10,687)
5,663
5,203
12,409
(1,108)
(1,614)
829

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

764
355
1,279
(1,257)
(1,525)
101
(193)
1,139

999
1.4%

88
0.1%

912

1,153
1.2%

490
0.5%

664

F'cast
F'cast Budget
Actual £'000
£'000

F'cast
Variance
£'000
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Finance Paper 5.2. Month 9 CIP achievement - YTD actual compared to YTD plan
Issue

•

Overall FOT meets the Full Year Target

•

50% is forecast to be delivered recurrently

•

Against the overall Annual Plan (£4.2m): - Recurring FOT shortfall is £2.1m
- YTD recurrent shortfall is £1.5m

•

The three divisions with the largest YTD recurrent
shortfalls are: Mental Health, CYP & F and Estates &
Facilities

•

Actions being
taken

Page 157
Key
Performance
Issue

•

YTD the Contingency Scheme: NR VM has delivered
£1.3m, based on M9 actuals it is forecast that
£1.74m will be delivered for the full year.
In preparation for the TCT transaction combined
Gateways have taken place with Birmingham
Community Healthcare NHS Foundation Trust and
Dudley and Walsall Mental Health NHS Partnership
for 2018/19 schemes .

•

Gateway panel has approved 13 BCPFT schemes

•

BCPFT schemes equate to £1.1m

•

3 disapproved schemes, consensus on the panel
was that they have an adverse impact on quality.

•

Revisit schemes if TCT doesn’t materialise - quantum
is c. £500k

•

Value of combined TCT schemes with DWMH is
£260k

•

50% recurring savings

•

The reliance on the delivery of the Contingency
Scheme: NR VM is exorbitant

•

To date only £1.1m CIP identified for 18/19

Recurrent / Non
Recurrent
Recurrent
Non-Recurrent
Total

YTD Plan
(£000)
1,271
1,653
2,924

Achieved Savings
% Rec
% N Rec
Total

YTD
Actual
(£000)
1,428
1,684
3,112

Achiev as
YTD
a % of Variance
plan
(£000)
112%
157
102%
30
106%
188

Forecast
(£000)
2,081
2,120
4,201

Achiev as Forecast
a % of Variance
plan
(£000)
104%
86
96%
(86)
100%
(1)

YTD Forecast

Plan

46%

50%

47.5%

54%

50%

52.5%

100%

100%

100.0%

Group Performance

YTD Plan
(£000)

YTD
Actual
(£000)

Corporate
CYPF
Estates & Facilities
Mental Health
Operational Support
Clinical Support Services
Learning Disabilities
Total

359
505
330
1,322
45
69
294
2,924

436
545
189
1,274
99
1
568
3,112

Contingency Scheme :
NR VM

YTD Plan
(£000)

Corporate
CYPF
Estates & Facilities
Mental Health
Operational Support
Clinical Support Services
Learning Disabilities
Total

0
228
235
745
0
68
193
1,469
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Annual
Plan
(£000)
1,996
2,206
4,202

YTD
Actual
(£000)
6
275
88
745
64
0
165
1,343

Achiev as
YTD
a % of Variance
plan
(£000)
121%
108%
57%
96%
218%
1%
194%
106%

77
40
(141)
(48)
53
(68)
275
188

Achiev as
YTD
a % of Variance
plan
(£000)
6
121%
48
37%
(147)
100%
0
64
0%
(68)
86%
(28)
91%
(126)

Annual
Plan
(£000)

Forecast
(£000)

479
675
484
1,764
65
92
643
4,202

579
732
327
1,764
119
1
679
4,201

Annual
Plan
(£000)
0
304
313
992
0
91
258
1,958

Forecast
(£000)
6
363
134
992
72
0
175
1,742

Achiev as Forecast
a % of Variance
plan
(£000)
121%
108%
68%
100%
183%
1%
106%
100%

100
57
(157)
(0)
54
(91)
36
(1)

Achiev as Forecast
a % of Variance
plan
(£000)
6
119%
59
43%
(179)
100%
0
72
0%
(91)
68%
(83)
89%
(216)
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Finance
5.3 Finance Score
Plan
2017/18

YTD Actual
2017/18

Forecast
2017/18

20%

4
4
4
1
1

4
4
4
1
2

4
4
4
2
2

100%

3

3

3

Overriding rules applied

-

Yes

Yes

Yes

Over riding Risk Score

-

3

3

3

Is the Trust in Speacial Measures

-

No

No

No

Revised over riding risk score

-

3

3

3

Summary of Scores

There has been no changes to the underlying
framework itself but improvements made to the
structure, format and presentation of the
document.

Capital Service Capacity
Liquidity (days)
I&E Margin
I&E Margin distance from plan
Agency Spend - Distance from Cap
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In November 2017 NHSI has published an
updated Single Oversight Framework.

The overall score continues to be based on 5 key
themes of which one is focused upon finances.
The Finance and Use of Resources metric has
been relabelled to Finance Score to reduce
confusion with the use of resources assessment
rating.
The Trust is currently achieving a score of 3 for
its Finance Score.
The calculation of the score is shown in the table
on the right.

Average Rating
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Weighting
20%
20%
20%
20%
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Finance
5.4 Balance Sheet
At month 9 the Trust is reporting a cash position of £3,544k.
Non Current assets:
Non current assets have decreased in month by £140k to £54,079k, this
being the net impact of capital additions and depreciation.
Current assets:
Overall current assets - excluding cash and cash equivalents, have increased
by £45k in month 9.

Actual
Nov-17

Actual
Dec-17

Forecast
Mar-18

54,219

54,079

54,320

1,427
1,093
3,126
5,646

1,903
662
3,544
6,109

2,277
662
1,492
4,430

(3,079)
(10,850)
(245)
(14,174)

(3,128)
(11,378)
(260)
(14,766)

(2,700)
(11,168)
(369)
(14,237)

(8,528)

(8,657)

(9,807)

LA Pension
PFI
Total Non Currentl Liabilities

(2,313)
(3,770)
(6,083)

(2,313)
(3,739)
(6,052)

(2,313)
(3,649)
(5,962)

TOTAL ASSETS EMPLOYED

39,608

39,370

38,551

NON CURRENT ASSETS

Cash and Other Financial Assets:
Cash has increased by £418k in month.

CURRENT ASSETS
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Debtors
Other assets
Cash and cash equivalents
Total Current Assets

Current Liabilities:
Overall, current liabilities have increased in month by £592k.

CURRENT LIABILITIES

Non Current Liabilities:
The Trust has non current liabilities of £6,052k. This relates to the Hallam
Street PFI scheme and pension fund liability.

Current

1-30 days

31-60
days

1,001

(53)

140

53%

-3%

7%

Movement

↑

↓

↑

↓

↓

↓

Prior Month Receivables

254

224

55

146

640

107

1,427

18%

16%

4%

10%

45%

8%

100%

£000's
Current Month Receivables

Previoius Quarter End Receivables (Quarter 2)

61-90
days

>90 days

>365
days

55

626

134

1,902

3%

33%

7%

100%

Creditors
Other Liabilities
Capital Creditors
Total Current Liabilties
NET CURRENT ASSETS / (LIABILITIES)
NON CURRENT LIABILITIES

Total

520

463

202

133

520

264

2,102

25%

22%

10%

6%

25%

13%

100%
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Finance
5.5 Capital Plan
YTD
Position

Year to date there has been a net £792k
spend against a plan of £1,302k resulting in a
favourable variance to plan of £510k.

Summary
of
Variances

From discussions with the capital scheme
leads it is anticipated that the forecasted
capital spend will be in line with plan.
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Capital bids for 2018/19 have been developed
and submitted for consideration. A review of
the bids has been completed in conjunction
with the Finance Director and Director of
Operations and the £2m financial envelope
has been allocated to the schemes using a risk
based approach.
The 2018/19 programme detail will be
included and reported within the annual plan.

Annual Plan
£000's

YTD Plan
£000's

Better Services/Better care - Backlog Maintenance

500

375

437

(62)

715

(215)

Better Services/Better care - Clinical Risk

500

200

58

142

385

115

IM&T - Ops & Development

981

727

660

67

881

100

1,981

1,302

1,154

148

1,981

0

Better Services Better Care - Backlog Maintance (PY)

0

0

(134)

134

(134)

134

Better Services Better Care - Clinical Risk (PY)

0

0

(14)

14

(14)

14

Implementation Strategy - IM&T (PY)

0

0

(298)

298

(298)

298

Step Down Langley House - LD (PY)

0

0

84

(84)

84

(84)

1,981

1,302

792

510

1,619

362

Area
1
2
3

Gross Capital Spend 2017/18

4
5
6
7

Net Capital Spend 2017/18
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YTD Spend YTD Variance
Forecast
Forecast
£000's
£000's
Spend £000's Variance £000's

39

Finance
5.6 TCT Final Business Case reconciliation to M9 Forecast Out-turn

total
Sustainability surplus/
(£000)
(deficit)
(£000)

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

Reported Full Year Plan Position
Variance
Reported Forecast Out-turn Position

99,283

(79,398)

(2,326)

(17,069)

(3,568)

(100)

(3,178)

(658)

447

(1,767)

2,642

(667)

2

(1)

98,625

(78,951)

(4,093)

(14,427)

(4,235)

(98)

(3,179)

0

(1,229)

0

175

0

0

(1,054)

(2,325)

775

32

(39)

0

0

(1,557)

(233)

(496)

(31)

(19)

0

0

(779)

0

17

0

(134)

0

0

(117)

0

(144)

0

(0)

0

0

(144)

0

(95)

0

17

0

0

(78)

0

0

0

35

0

0

35

(133)

439

0

(1,426)

0

0

(1,120)

0

0

0

0

326

0

326

Normalised Forecast Position

95,934

(79,683)

(4,093)

(15,818)

(3,909)

(98)

(7,667)

18/19 FBC FOT
Add back: Mental Health 18/19 ajdustment in FBC
18/19 FBC Comparable FOT
Variance to FBC Sensitised Position (adv) / Fav

97,794
481
98,275
(2,341)

(84,935)
0
(84,935)
5,252

0 (17,093)
0
0
0 (17,093)
(4,093)
1,275

(3,565)
0
(3,565)
(344)

0
0
0
(98)

(7,799)
481
(7,318)
(349)

Normalising Adjustments
Mental Health
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Learning Disabilities

Children's, Young People & Families
Corporate
Estates & Facilitieis
Operational Support
Clinical Support
Reserves
Non Operating
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Encl. 8.2
Meeting of:

Board of Directors

Date:

31st January 2018

Subject:

Guardian of Safe Working Hours Quarterly Report (Quarter 3)

Presented by:

Dr Jas Lidher, Medical Director

Author:

Dr Nilamadhab Kar, Guardian of Safe Working

Purpose:

Information

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

N/A

Recommendation(s):

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

x
x
x

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

Monitor:

x

Care Quality
Commission:

x

Other:
None:

General Medical Council, Health Education England

Previous consideration
Board
Audit

Business & Performance
M H Legislation Scrutiny

Quality & Safety
Finance &
Investment
Other

Charitable Funds
Turnaround
None
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Executive Summary

Black Country Partnership NHS Foundation Trust implemented the new national Junior
Doctors Contract from 1st February 2017.
The new contract contains safeguards to ensure safe working hours for junior doctors and
as a consequence safe care for patients.
There are new quarterly and annual reporting requirements for Boards with links to
external regulators and annual quality accounts. The purpose is to provide assurance to
Boards that Junior Doctors working hours are being monitored as required by the new
Junior Doctors contract and that the Trust is complying with safe working hours’ guidance.
A new role of Guardian of Safe Working Hours (GSWH) has been created. The paper
provides the Quarter 3 report covering the period (1/10/17-31/12/17) from the GSWH.
During the reporting period 1/10/17-31/12/17 there have been no exception reports raised.
Further enquiry with trainee representatives revealed no concerns reported by the junior
doctors.
The rotas and rest hours at BCPFT remain compliant with the requirements of the Junior
Doctors contract.
The Board are asked to note the contents of the report.
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1. Introduction
As part of the introduction of a new national junior Doctor’s contract the guardian of safe
working hours is required to submit a quarterly and annual report to the Trust Board
providing assurance on the safety of working hours. This information will form part of the
Trust’s Quality Account and will be made available to regulators.
2. High level data
Number of doctors/dentists in training (total):
Number of doctors/dentists in training on the new Junior Doctor’s contract (2016)

27
27

a) Exception reports (with regard to working hours)
The tables below outline the number of exception reports raised by junior Doctors in
quarter 3 2017. These have been split by division, grade and rota.

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

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0

0

0

0

0

0

LD

0

0

0

0

CAMHS

0

0

0

0

Total

0

0

0

0

No. exceptions
raised

No. exceptions
closed

No. exceptions
outstanding

0
0
0

0
0
0

0
0
0

Exception reports by grade
Specialty
No. exceptions
carried over
from last report
F1
0
F2
0
CT1-3
0
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GP

0

0

0

0

ST 4-6

0

0

0

0

Total

0

0

0

0

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

0

0

Wolverhampton

0

0

0

0

Total

0

0

0

0

Exception reports (response time)
Addressed
within 48 hours
F1
F2
CT1-3 / ST1-2
ST4-6
GP

0
0
0
0
0

0
0
0
0
0

Addressed in
longer than 7
days
0
0
0
0
0

Total

0

0

0

b)

Addressed
within 7 days

No.
exceptions
closed

Work schedule reviews

There were no work schedules called for review within the reporting period.
Work schedule reviews by grade
F1
0
F2
0
CT1-3
0
ST4-6
0
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No. exceptions
outstanding

Still open

0

0
0
0
0
0

Work schedule reviews by division
Adult Mental Health
0
Old Age
0
LD
0
CAMHS
0

3. Rota Gaps/Locum Bookings
1.

Agency

The tables below outline the number of shifts and hours that were requested to be filled by
agency doctors as a result of gaps on the Junior Doctor on-call rotas across the Trust. This is
shown by department, grade and reason. It is to be noted that in the first instance, the
existing Junior Doctors are asked to provide cover however if unable to, agency cover is
then sourced. As shown below, out of the 33 shifts/316 hours requested none were filled
internally.
Locum bookings (agency) by department
Specialty
Number of shifts Number of shifts
requested
worked
Adult Mental
33
33
Health
Old Age
0
0
LD
0
0
CAMHS
0
0
Total
33
33

Locum bookings (agency) by grade
Specialty
Number of shifts
requested
CT1-3
33
ST4-6
0
GP
0
Total
33

Number of hours Number of hours
requested
worked*
316
316
0
0
0
316

0
0
0
316

Number of shifts
worked
33
0
0
33

Number of hours Number of hours
requested
worked
316
316
0
0
0
0
316
316

Locum bookings (agency) by reason**
Specialty
Number of shifts Number of shifts
requested
worked
Vacancy
33
33
Sickness
0
0
Total
33
33

Number of hours Number of hours
requested
worked
316
316
0
0
316
316
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2.

Vacancies

The table below outlines the vacancies among medical training grades. This is as a result of
gaps on the Black Country rotation training scheme. These vacancies are currently being
filled by agency doctors (ST1 level).
Vacancies by month
Specialty
Grade

Month 2
3

Month
3
3

Total gaps
(average)
3

Number of
shifts uncovered
0

Adult Mental
Health
Old Age

0

0

0

0

0

0

LD

0

0

0

0

0

0

CAMHS

0

0

0

0

0

0

Total

0

3

3

3

3

0

3.

CT1

Month
1
3

Fines

There were no fines levied during the reporting period.
Fines by department
Department
Adult Mental Health
Old Age
LD
CAMHS
Total
Fines (cumulative)
Balance at end of
last quarter
0

Number of fines levied
0
0
0
0
0

Fines this quarter
0

Value of fines levied
0
0
0
0
0

Disbursements this
quarter
0
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Balance at end of
this quarter
0

4.

Update on progress from the Guardian of Safe Working Hours

The Guardian of safe working hours has worked with junior medical representatives and the
BMA in addition to the Medical Director and HR leads to ensure robust processes are in
place to monitor exception reports/rotas.
The Trust has commissioned Allocate to provide external monitoring of rota compliance.
The Guardian of Safe Working Hours has provided support to Clinical Supervisors and Junior
Doctors in using the Allocate system and understanding the requirements of the new
contract.
The Guardian of safe working hours is continuing to engage in regional forums to
benchmark the Trust’s approach with neighboring organisations.
The Guardian of safe working hours has offered support to consultant trainers when
needed.
5.

Software for exception reporting

The Trust has provided electronic support for exception reporting and review through the
Allocate system. It is now becoming embedded within the practice of both trainees and
trainers.
6.

Junior Doctors Forum on Safe Working Hours

The Trust now has a well-established Junior Doctor’s Safe Working Forum that meets bimonthly. The next scheduled meeting is in March 2018.
The meeting provides oversight and scrutiny of the processes in place to monitor safe
working hours and also assists in addressing any issues.
7.

Summary

There have been no exception reports raised by junior doctors in Quarter 3.
The rotas and rest hours at BCPFT remain compliant with the requirements of the Junior
Doctors contract.
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Encl. 9.1

Meeting of:

Board of Directors

Date:

29th March 2017

Subject:

Register of Interests, Gifts and Hospitality as at 31st
December 2017

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary
Natalie Grainger, Governance Support Manager

Purpose:

Approval

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

x

Relationship to High Level Risks:

N/A
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Recommendation(s):
To approve the Register of Interests, Gifts and Hospitality for the period to 31st
December 2017.

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

There are no implications to consider

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other

x

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

In accordance with the Standing Orders of the Board of Directors, the Register of
Interests and Register of Gifts and Hospitality, as reported by Board Members for
the period to 31st December 2017 are attached for approval of the Board.
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Board of Directors
Register of Interests
At 31st December 2017
Name
Mr. T
Storrow

Mr. A. Fry

Designation
Chair

Non Executive
Director

Interest Declared
1. Chairman

1. Birmingham
Community
Healthcare
NHS
Foundation
Trust

2. Chairman

2. Lench’s Trust
(Birmingham
Housing
Charity)

3. Associate Course Director

3. The
Leadership
Trust, Rosson-Wye
1. Harris – Fry Ltd
2. Herefordshire
Mind
3.Black Country
Living Museum
and its Trading
Subsidiary
4.The Community
Housing Group
and its Trading
Subsidiary
1. BMJ
Consultancy

1. Owner / Managing Director
2. Interim General Manager
3. Trustee

4. Independent Board Member (NED)

Ms. J.
Jeffrey

Non Executive
Director

1. Owner

Mr. F.
Malik

Non Executive
Director

1. Director/Owner

Mrs. K.
McAteer

Non Executive
Director

Mr. D.

Non-Executive

Organisation

2. Director/Owner
2. Non Executive Director

1. Patient Representative
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1. ABCS Ltd
2. PLAN
Enterprise Ltd
1. Midland Heart
Housing
Association

1. Dudley Clinical

Name
Stenson

Designation

Interest Declared

Director

2. Volunteer
3. Co-opted Governor

Mr. S.
Heer

Associate
Non-Executive
Director

1. Chairman

2. Non-Executive Director

3. Chairman

4. Non-Executive Director

Mr. P.
Interim Chief
Axon
Executive
(from 1st
November
2017)
Mr. P.
Interim
Assinder
Director of
(from 1st
Finance
November
2017)

Organisation
Commissioning
Group
2. Healthwatch
Dudley
3. Crestwood
Park Primary
School
1. Mayfair Capital
LLP
2. Hadley
Industries PLC
3. SSH
Associates
4. Walsall
Healthcare
NHS Trust

5. Non-Executive Director

5. Birmingham
Community
Health NHS
Foundation
Trust

6. Director

6. Goldcrest
Energy Ltd

1. Interim Chief Executive

1. Birmingham
Community
Healthcare
NHS
Foundation
Trust
1. Rodborough
Consultancy
Ltd
2. University of
Wolverhampton
Business
School

1. Director

2. Honorary Lecturer (unpaid)
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Name
Mr. A.
Green

Designation
Company
Secretary

Interest Declared
1. Independent Member

2. Independent Member

Mrs L.
Writtle

Director of
Operations

1. Trustee Director

Dr J
Lidher

Medical
Director

None

Ms. J
Fletcher

Interim
None
Director of
Nursing
Strategy and
None
Transformation
Director
Corporate
1. Corporate Governance Director
Governance
Director

Ms. J
Cadman
Ms.
Michelle
Rogan

Mr. David
Holmes

HR Director

1. HR Director

2. Charitable Trustee

3. Deputy National President
4. Vice President
Ms.
Lorraine
Thomas

Director of
Strategy and
Transformation

1. Director of Strategy and Transformation
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Organisation
1. Walsall Council
Standards
Committee
2. Walsall Council
Audit
Committee
1. Age UK,
South
Staffordshire

1. Birmingham
Community
Healthcare
NHS
Foundation
Trust
1. Birmingham
Community
Healthcare
NHS
Foundation
Trust
2. Healthcare
People
Management
Association
(HPMA)
3. HPMA
4. West Midlands
HPMA
1. Birmingham
Community
Healthcare
NHS
Foundation
Trust

Name
Ms.
Caroline
Nolan

Designation
Assistant Chief
Executive

Interest Declared
1. Assistant Chief Executive
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Organisation
1. Birmingham
Community
Healthcare
NHS
Foundation
Trust

Board of Directors
Register of Gifts and Hospitality
At 31st December 2018
Name

Designation

Gifts and Hospitality Declared

Ms. J.
Newton
(until
30.11.17)

Chair

Mr. T.
Storrow
(from
1.12.17)
Mr. A. Fry

Chair

None

Non Executive
Director

None

Ms. J.
Jeffrey

Non Executive
Director

None

Mr. F. Malik

Non Executive
Director

None

Ms. K.
McAteer

Non Executive
Director

None

Mr
D.Stenson

Non-Executive
Director

None

Mr. S. Heer

Associate
Non-Executive
Director
Interim Chief
Executive

None

Company
Secretary

None

Mr. P.
Assinder
(from
1.11.17)
Mrs. L.
Writtle

Interim
Director of
Finance

None

Director of
Operations

None

Dr. J.
Lidher

Medical
Director

None

Mr. P. Axon
(from
1.11.17)
Mr. A.
Green

7.11.17 NHS Providers Conference
Dinner (Capsticks)
23.11.17 Mental Health Network Dinner
(Mills & Reeve)

None

Page 179

Cost

£30.00
£40.00

Name
Mrs J
Fletcher

Ms. M.
Rogan
Mr. D.
Holmes
Ms. L.
Thomas

Designation

Gifts and Hospitality Declared

Executive
Director of
Nursing
(Interim)
Corporate
Governance
Director
HR Director

29.11.17 – NHS Providers Conference –
Dinner

Director of
Strategy and
Transformation

None

None

None
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Cost
£40.00

Encl. 10.1
Minutes of the Quality and Safety Committee Meeting
Held on Thursday, 12 October 2017 at 9.30 am
In Meeting Room A - Delta House
Present:
Andrew Fry (AF) (Chair)
Joy Jeffrey (JJ)
Kathy McAteer (KM)
In Attendance
Diane Cartwright (DC)
Joyce Fletcher (JF)

Non-Executive Director
Non Executive Director
Non-Executive Director

Natalie Grainger (NG)
Jas Lidher (JL)
David Stenson (DS)

Internal Audit, WMAC
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Governance Support Manager
Executive Medical Director
Non-Executive Director

Apologies:
Andy Green (AG) (Secretary)

Company Secretary

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to the following amendments:
Page 5, item 2.2 para 6, final sentence, remove ‘as’.
Page 5, item 2.2, para 7, final sentence, remove ‘at which point’ and
replace with ‘when’
Page 5, item 2.2, para 8, to read ‘Ms Newton raised that when
considering legacy to the new organisation, recommendations within
the report would need to be clear and it would be useful to include an
update following the discussions at QSSG.’

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business
None.
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Ref
2

Item
MATTERS ARISING

Action

2.1

Action Log
The action log was discussed and updated.

3

INDEPENDENT ASSURANCE

4.1

Internal Audit: Assurance Outcomes Report
Ms Cartwright presented the report which provides outcomes of
Internal Audit reviews, highlighting opinion ratings and agreed actions
to improve risk management.
Information Governance Toolkit – Satisfactory
Ms Cartwright reported that as a combined Trust it was unlikely that
this level will be maintained as there was a great deal of
‘harmonisation’ that was required which would impact on the toolkit.
Mr Fry raised the recommendation relating to the issues with access to
the OLM IG training module which was rated as a high priority and
asked for an update on this.
Ms Fletcher confirmed that the issue was in relation to compliance as
system issues had been resolved. She confirmed that there continued
to be a push with training.
Sickness Absence – Requires improvement
Ms Cartwright confirmed that all but one recommendations had now
been implemented and that HR were carrying out audits taking sample
files to ensure sickness records are the same as those held centrally.
Dr Lidher arrived at 9.45am.
Mr Fry raised concerns around the high number of sickness absence
forms that had not been completed.
Ms McAteer raised that the outcome of the audit had come as a
surprise as assurance had previously been given. She queried the
number of completion dates that had expired in the action log.
Ms Cartwright confirmed that these actions had now been completed.
Mr Fry recommended a deep dive be presented at Board.
Ms Jeffrey raised that there appeared to be systematic issues relating
to recording and training and felt concerned that the training to
managers had been put on hold.
Ms Cartwright confirmed that the training issue had now been
addressed and there were no outstanding actions.
Ms Betts raised that a completion date of ‘ongoing’ was not acceptable
and should be reviewed.
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Ref

Item

Action

Dr Lidher raised that due to the work involved in TCT, the focus of HR
had been on the future transaction.
Ms Cartwright confirmed that the previous audit that had been
undertaken two years ago provided a substantial outcome.
Ms Jeffrey asked whether there was a system in place to remind
managers to record.
Ms Cartwright confirmed that there was a new system in place in HR
however was unsure as to how extensive it was. She reported that
sickness could be recorded on ESR and this had been rolled out.
Dr Lidher raised concerns that the outcome of this audit had not been
picked up at another forum and felt that there was a gap in the
governance process. It was noted that the outcome would have been
discussed at Workforce Committee however it was not clear where this
committee reported to.
Staff Appraisals – Requires improvement
The committee raised their concerns regarding the outcome of this
audit. It was noted that similar issues had been identified regarding
record keeping and recording which has been a common theme across
a number of areas.
Ms Jeffrey felt that managers should be held to account.
Mr Stenson arrived at 10am.
Dr Lidher raised further concerns regarding oversight of outcomes.
Cost Improvement Programme – Substantial
Ms Cartwright confirmed that the introduction of the Gateway had led to
improvements in the process.
Mr Fry asked for assurance that actions were being followed up.
Ms Cartwright confirmed that implementation dates had been delayed
to October due to capacity issues within the PMO Team.
Dr Lidher confirmed that the Gateway process had been aligned across
the three organisations.
Ms McAteer requested the CIP element of the report be provided to the
Finance and Investment Committee for information and assurance.
IT WAS AGREED:
(i)

To receive a deep dive on sickness absence at
Board
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Ref

Item

Action
(ii)
(iii)

(iv)

To receive a deep dive on appraisals at Board
To receive the CIP report at Finance and
Investment committee for information and
assurance
To note the report

5

INTERNAL GOVERNANCE AND ASSURANCE

5.1

Report from Chair of Quality and Safety Steering Group
Dr Lidher reported provided a summary of key discussions at the
Quality and Safety Steering Group Meeting held on 21st September
2017.
She reported that violence and aggression continues to be the most
reported incident type, however most incidents result in low or no harm.
There had been a decrease in incidents across the Mental Health
Division whilst bed occupancy increased and there was a reduction in
incidents of self harm within the Mental Health division.
Dr Lidher reported that the recent reduction in falls within the Older
Adults service has been sustained. There had been a shift in using
technology in ward areas which had proved successful.
Dr Lidher confirmed that a recent increase in readmission rates
reported by the Mental Health Division earlier in the year has subsided
however continued to be reviewed.
It was reported that the previous increase in absconds reported by the
Mental Health Division in recent months had reduced significantly and
is now within the expected range. Dr Lidher confirmed that
environmental weaknesses were being reviewed and that S. 136 suites
will be reviewed across the Black Country as part of the TCT
integration.
In response to a question from Mr Fry, Dr Lidher confirmed that anti
climb paint had been considered however it would not provide solutions
in some areas as there were other obstacles that could be climbed on.
Dr Lidher reported that underperformance with inpatient physical health
monitoring in some mental health inpatient areas was noted from
compliance audits. She confirmed that the areas will be monitored
more closely by divisional leads to ensure improved performance. Dr
Lidher raised that electronic records was being picked up through the
TCT IT Workstream and that funds were available within the business
plan to support.
Dr Lidher confirmed that the homicide investigations relating to PS and
RS were discussed and assurance received from the Mental Health
Division that all actions would be completed within the agreed
timeframes.
Ms Fletcher confirmed that the Board had received an update on PS.

Page
Page 184
4 of 8

Ref

Item

Action

She reported that in relation to RS the division had held a learning
event which had been positive and noted actions were progressing
well.
Dr Lidher reported that the Mental Health Division had reported on a
recent complaint to CQC by a previous patient from Hallam St. The
issues raised are being investigated and a range of improvement
actions are being progressed by divisional leads with oversight by the
Executive Director of Nursing. She raised that there were issues
around the timeliness of dealing with estates issues however there had
been discussions with the PFI provider to follow up from a contractual
point of view.
Ms Fletcher confirmed that the CQC were involved in discussions and
were assured with the plans in place.
Dr Lidher reported that the Mortality Policy had been reviewed to
include safeguarding and had now been uploaded to the website.
Dr Lidher reported that overall quality and safety performance remains
good but a small underperformance for CQUIN activity was noted
along with an increase in DNA rates. SOP’s are being revised further to
support the robust management of DNA’s whilst maintaining a focus on
patient safety. She confirmed that recovery plans are in place and will
be monitored through the Performance and Programme Management
Group.
Dr Lidher confirmed that the on-going issues with staff vacancy rates
and compliance with specialist mandatory training had been noted.
In response to a question from Mr Fry, Ms Fletcher confirmed that
there had been significant progress with OLM with considerable
financial investments in IT to support. She raised that there were
issues with staff being released which continued to be a challenge and
was being picked up through PPMB.
Ms Fletcher confirmed that Mental Health Act Training remained on an
upward trajectory, particularly with level 2 and 3.
Mr Fry recommended that the Board received an update to include
figures.
Dr Lidher reported that the Suicide Prevention Strategy (2017-2019)
and Suicide Prevention Policy were considered and approved by the
Quality and Safety Steering Group and that discussions have taken
place with TCT partners DWMHPT to ensure alignment post
integration.
Dr Lidher confirmed that a report from the Physical Intervention Team
on the use of physical interventions across the Trust was received
which provided considerable assurance. It was noted that there had
been an increase in physical interventions within the Learning Disability
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Ref

Item
Division was attributable to 3 complex patients across Daisy Bank and
The Pines. She reported that there had been a number of out of area
patients presenting a complex challenge which had not been seen in
natural Black Country patients.
Ms McAteer raised concerns that Birmingham patients were being
placed out of area due to there being no beds in Birmingham.
Dr Lidher raised the significant risk to Black Country Learning Disability
services which could have a detrimental impact on patients and felt that
local access to beds in Birmingham should be considered.
Ms Fletcher raised that as part of the TCP agenda, commissioners and
NHSE were working closely with partners in terms of the model. There
was a huge pressure to reduce the number of beds which requires
careful working through to ensure viability moving forward.
Dr Lidher suggested the concerns be raised through the BCHC Quality
Committee and also felt that clarity was needed around whether there
will be a champion on the Board for LD.

IT WAS AGREED:
(i)
(ii)

(iii)
5.2

To receive an update report on Mandatory Training
at Board
To highlight concerns to BCHC around LD beds
and request confirmation around the LD champion
on the Board
To note the report

High Level Risk Register: Quality and Safety Committee
Ms Betts presented the high level risk register as at 2nd October 2017,
and confirmed that three risks had been reviewed during the period;
however the risk scores remained unchanged.
Ms Betts confirmed that risk 583; mandatory training compliance may
need further actions included.
Ms Fletcher reported that the risk relating to mandatory training was
discussed in detail at the Workforce Committee Meeting and will be
updated following the meeting.
Ms Cartwright felt that it was pleasing to see risk 462, action around
the appraisal process.
Ms Betts reported that further audits were planned which would feed
into the actions.
Ms Betts confirmed that the Board Assurance Framework was now in a
good position and divisional risk registers had been given back to the
control of divisions. She reported that risk management training was
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Ref

Item
being successfully rolled out across the organisation.
In response to a question from Ms Jeffrey, Ms Betts confirmed that the
BCHC risk management arrangements were being mirrored.

IT WAS AGREED:
(i)
5.3

To note the report

CQC Inspection Action Plan
Ms Fletcher presented the report which provided an update on the
Trust’s action plan which was developed following the CQC report of
17th February 20147 on their findings.
She reported that the action plan consisted of thirty-one actions and of
these; twenty-nine have been completed. The two remaining actions
are subject to capital investment.
Ms Fletcher confirmed that updates are shared with the CQC who are
pleased with the progress being made.

IT WAS AGREED:
(i)
5.4

To note the report

Update from NHS Regulators, NHSE, CQC and NHSi September
Board Meetings
Ms Fletcher presented the report which provided a summary of the
Care Quality Commission, NHS England and NHS Improvement’s most
recent Board Meetings, for the committee’s information.

IT WAS AGREED:
(i)
5.5

To note the report

Serious Untoward Incidents Report for September 2017
Ms Betts presented the report which outlines incidents reported to
commissioners during September 2017, and reported that during the
month a total of three RCA reports were submitted and four incidents
were closed. She confirmed that since the report was written an
additional incident had been added relating to the theft of laptops and
equipment at Lodge Road.
Ms McAteer raised incident 2017/22788 relating to an alleged assault
on a patient by a member of staff and asked whether this had been
referred through the safeguarding process.
Ms Betts reported that the member of staff had been suspended and
was being dealt with through HR processes. She confirmed that she
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Action

Ref

Item
would provide details of the safeguarding aspect outside of the
meeting.

Action

IT WAS AGREED:
(i)

(ii)

Ms Betts to share details of safeguarding
arrangements in relation to risk 2017/22788 with
Ms McAteer outside the meeting
To note the report

6

REPORTING RESPONSIBILITIES

6.1

Agree Specific Recommendations to the Board
(i) Deep dive on sickness absence
(ii) Deep dive on appraisals
(iii) Mandatory Training

6.2

Agree specific recommendations/matters to other sub-committee's
(i) Internal Audit CIP Report

6.3

Risks Considered

7

ANY OTHER BUSINESS

The Chair thanked all for attending the Committee and closed the meeting at Time Not
Specified
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Encl. 10.2
Minutes of the Finance and Investment Committee Meeting
Held on Thursday, 23 November 2017 at 10.00 am
In Meeting Room A - Delta House
Present:
Paul Assinder (PA)
Fayaz Malik (FM)
Kathy McAteer (KM) (Chair)

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

In Attendance
Natalie Grainger (NG)
Andy Green (AG)
Angus Hughes (AH)
Caroline Nolan (CN)
Peter Sinclair (PS)
David Stenson (DS)

Governance Support Manager
Company Secretary
Deputy Director of Finance
Assistant Chief Executive
Public Governor - Walsall
Non-Executive Director

Apologies:
Peter Axon (PA)
Jo Cadman (JC)
Andrew Fry (AF)
Lorraine Thomas (LT)
Lesley Writtle (LW)

Chief Finance Officer
Strategy and Transformation Director
Non-Executive Director
Director of Strategy & Transformation
Executive Director of Operations

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As listed above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to the following amendment:
Page 7, item 3.1, IT WAS AGREED (i) to read ‘To present the final
management accounts to the November 2017 Board Meeting’.

1.4

Matters arising not on the agenda
None.

1.5

Declaration of any other urgent business to be transacted
None.

2

MATTERS ARISING
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Ref

Item

Action

2.1

Action Log
The action log was discussed and updated.

3

REVIEW OF FINANCIAL AND OPERATIONAL PERFORMANCE

3.1

Financial Position of the Trust as at 31st October 2017
Mr Hughes reported that year to date performance is £596k favourable
to plan with a deficit of £1,559k. The month 7 deficit reported was
£121k which was £121k favourable against plan.
He reported that the full year forecast was in line with plan which was
facilitated by forecasting some in year benefits arising from 2016/17
provision releases. The forecast month 8 deficit was £1,840k which
was £558k favourable against plan, reflective of the Oracle benefit.
It was reported that all divisions are reporting favourable YTD and FOT
variances with the exception of LD, MH and Clinical Support.
Mr Hughes confirmed that non-recurrent in month impacts related to
the Oracle Licence provision benefit of £586k, TCT related redundancy
costs of (£434) k, and ET provisions of £(79)k provided. In total a £73k
benefit in month and ignoring these non-recurrent items the Trust
would have reported an in month deficit of £194k which was a
favourable £48k variance against plan.
Mr Hughes confirmed that the forecast position didn’t assume the
outcome of the Delta House lease case which is continuing to go
through court and may provide an opportunity to provide for additional
legal costs this year.
Mr Green asked whether any potential income should be included if
costs are being provided for.
Mr Assinder advised that it was prudent to account for costs but not for
any income in the accounts.
Mr Hughes reported that CIP delivery year to date was £2,394k, which
was £207k favourable to plan. Year to date non-recurrent delivery was
£1,323k (forecast - £2,107k) and year to date recurrent delivery was
£1,071k (forecast - £2,096k).
It was reported that excluding the non-recurrent CIP delivery, and other
year to date adjustments the underlying deficit position is in line with
that submitted within the Full Business Case.
Mr Hughes confirmed that the Oracle license issue has now been
resolved and was settled in October. The final negotiated settlement
value was £445k +VAT, with a £50k +VAT consultancy charge. The
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Item
yearend provision value of £1,180k more than covered this so there
has been a £586k benefit released to income and expenditure.
It was reported that current year capital spend was £21k above plan
year to date, however, £362k of in year credits due to GRN reversals
and credits result in a net underspend of £341k year to date. Progress
has now been made on approval of all schemes, including the clinical
Estates priority schemes. The phasing of spend will continue to be
reviewed through the Capital Review Group. The full capital plan of
£1,981k is still forecast to be completed.
Mr Hughes confirmed that cash was £3.1m at the end of October.
Aged debtors greater than 90 day debt represent 35 percent of the total
ledger balance, but only 7 percent over 365 days and effort continues
on reducing this level of debt. Post month end £148k of older debt
from Dudley CCG has been settled, and £46k of the older than 90 days
from Birmingham Cross City has been settled.
Mr Hughes raised some concerns around the impact of the delay in the
transaction:
 Required to complete month 9 hard close and completion of
TAC submission
 Expected to complete an estates revalidation in December 2017
– discussing with BCHC how we can work together
 Internal Audit, LCFS and VAT services will need to be extended
on a rolling basis
 Cash management needs to be monitored closely
 Concerns around staffing as we are holding a number of
vacancies which would cause an issue beyond a two month
delay
 If integration hasn’t taken place by 1st February 2018 it was
likely that an Annual Plan would have to be submitted for BCP
Mr Hughes provided an update on the contracting position and
reported that the 2018/19 contracting round had commenced which
involved rebasing key contracts. He confirmed that there was
confidence that contracts would be signed and agreed by December
2017.
It was reported that agency was better than planned however a key
driver was the continued use of medical agency.
In response to a question from Mr Malik, Mr Hughes confirmed that
agency trend continues in a downward direction and that year to date
there had been no instances where the agency cap had been breached
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In response to a question from Mr Stenson, Mr Hughes confirmed that
last year a 2 year plan was submitted to NHSI and therefore it was
anticipated that only an updated position would be required to be
submitted for 2018/19.
Mr Assinder added that he would need to advise the Board that due to
the forecast cash position there would need to be a draw down on cash
which would have an impact on the going concern implication.
Mr Green asked whether estate should be revaluated pre-acquisition,
particularly as a significant revaluation took place last year.
Mr Assinder confirmed that revaluation was being carried out in line
with partners to ensure consistency.
Mr Hughes confirmed that the accounting policies state that a full
revalidation should be carried out every three years with a review
annually.
IT WAS AGREED:
(i)

3.2

To note the report

Delivery of Cost Improvement Programme, Month 7 2017/18
Ms Nolan reported that overall the forecast outturn has a small
favourable variance of £1k however the underlying issue remained the
lack of non-recurring savings that were being delivered.
She confirmed that there was a recurring shortfall in each division other
than corporate and across divisions the recurring forecast outturn was
50% of the full year target. Year to date the recurrent shortfall was
c£1.1m.
Ms Nolan confirmed that divisions were making every effort to continue
to identify further recurrent savings that won’t impact on safety however
there remains challenges.
Ms Nolan explained that 2017/18 schemes had recently been reviewed
in readiness for the 1st December 2017 transaction date and no major
concerns were identified. It was identified that some schemes wouldn’t
deliver until the restructuring takes place.
She confirmed that the future 2018/19 plans were going through the
Gateway process and clinical divisions were part of a joined gateway.
Ms Nolan highlighted that consideration should be given to the risk that
a pre-financial year transaction date is not achieved and how this could
affect plans which are dependent on integration.
It was reported that there was a shortfall in 2018/19 outline plans for
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mental health which would be discussed in more detail.
Mr Malik noted that the Gateway Process had been well received
however asked whether there had been any tangible benefits.
Ms Nolan confirmed that there had been a ten percent improvement in
comparison to the previous year.
Mr Hughes added that there had been improvements, particularly in
terms of internal awareness.
Ms Nolan confirmed that it was important to change the mind set and
focus on transformational change.
Ms McAteer referred to the Internal Audit Report which provided
assurance on the robustness of the CIP process.
In response to a question from Mr Stenson, Ms Nolan confirmed that
Dudley & Walsall Mental Health NHST (DWMH) were contributing and
Clinical workstreams for TCT were led by two DWMH Consultants.
Mr Assinder confirmed that the Newton Europe work was being rolled
out across DWMH.
Mr Hughes raised the capacity issues within the PMO Team throughout
the year which had held some schemes back.
IT WAS AGREED:
(i)

3.3

To note the report

Learning Disabilities Recovery Plan
Mr Assinder reported that the issue related to the inpatient capacity
across the three sites and confirmed that notice had been given on
Ridge Hill and capacity at Orchard Hills had been mothballed. He
confirmed that a decision would need to be made about whether the
site should be permanently mothballed.
Mr Assinder reported that inpatient A&T beds had been consolidated
into the Penrose site which had a beneficial impact.
He raised that the other issue was to get agreement through the TCP
which was reviewing the national approach to LD services and was due
to come to an end on 31st March 2018 and long term agreement
between the four commissioners in the Black Country was required.
Mr Assinder confirmed that the proposal had been sent to the CCG’s to
ring fence existing monies in order to generate a 10 bedded facility for
Black Country residents, agreement is awaited.
Mr Assinder reported that there was funding available for non-recurrent
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costs (c£1m) and a bid for £516k had been submitted. He confirmed
that there was concern around the tight timescales as money would
only be available until the end of the financial year.
Ms McAteer raised that the other issue was the investment in
community services to keep patients out of beds.
Mr Assinder confirmed that there was a further complication as some
CCG’s have put more money into services than others which is
currently being played out.
IT WAS AGREED:
(i)

3.4

To note the update

Mental Health Recovery Plan
Mr Assinder reported that the deficit within the mental health division
was £534k year to date which had been tracked to the urgent care
service.
He confirmed that medical agency spend was significant within the
division.
It was reported that the Newton Europe work was being rolled out
across DWMH which will provide an opportunity to strengthen
continuity.
Mr Assinder raised that the Board would have to debate the option of
community services running more efficiently in order to ensure savings
on inpatient services.
Mr Stenson asked whether social care partners were involved in
conversations.
Mr Assinder was hopeful that the Black Country STP would bring
together agencies across the Black Country however the local authority
were increasingly unable to maintain services as they had done
historically.
IT WAS AGREED:
(i)

3.5

To note the update

Annual Budget Setting Process
Mr Hughes reported that a two year plan had been submitted as part of
the Board approved 2017/18 annual planning round. He confirmed that
NHSI had not yet provided a timetable for the 2018/19 annual plan
submission however there is an indication that it would be February
2018.
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Mr Hughes confirmed that work was currently taking place with
colleagues at BCHC to pull together budget setting principles which
would be issued to all budget holders shortly.
He confirmed that a standard template had been developed for use
across the partnership in order to produce a consolidated plan.
Mr Green advised that as a Foundation Trust, there was a freedom to
set budgets. He raised that given vacancies were being held due to
TCT, budgets would be artificially low for some functions.
Mr Assinder confirmed that the posts haven’t been disestablished and
could be put back into budgets and funded.
Mr Hughes confirmed that budgets would be based on establishments
with vacancies added in.
IT WAS AGREED:
(i)
3.6

To note the report

High Level Risk Register
It was noted that risk 582 was outstanding for review. Ms Nolan agreed
to ask Ms Thomas to update to risk.
Mr Assinder raised that there may be a requirement to introduce a new
risk in relation to the development of 2018/19 Annual Plan in order to
triangulate the information. It was agreed that this recommendation
would be reported to the Board of Directors.
IT WAS AGREED:
(i)

Ms Thomas to update risk 582

(ii)

Recommend to the Board that a new risk is introduced
relating to the development of the 2018/19 Annual
Plan

4

REPORTING RESPONSIBILITIES

4.1

Agree Specific Recommendations to the Board
 The Annual Plan up-date due is due for submission in
February 2018: should TCT not proceed, the submission will
require significant amendment, rather than the light touch update required by NHSI


Identify and include risks related to the development of

Page
Page
7 of195
8

Ref

Item

Action
the18/19 Plan


Review and up-date Risk 419 on Breach of License

4.2

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

4.3

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

4.4

Consider Risks
As outlined above.

5

ANY OTHER BUSINESS
None.
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Encl. 10.3
Minutes of the Charitable Funds Committee meeting
Held on Wednesday, 26 July 2017 at 9.00 am
In Meeting Room 7 - Delta House
Present:
Fayaz Malik (FM) (Chair)
Joyce Fletcher (JF)
David Stenson (DS)
Mark Wood (MW)

Non-Executive Director
Executive Director of Nursing, AHP’s, Psychology and
Governance (Interim)
Non-Executive Director
Public Governor - Birmingham & Wider West Midlands

In Attendance
Joanne Billingham (JB)
Natalie Grainger (NG)
Andy Green (AG)

Head of Financial Services
Governance Support Manager
Company Secretary

Apologies:
Joanna Newton (JN)
Peter Axon (PA)
Kate Pritchard (KP)
Lorraine Thomas (LT)
Caroline Nolan (CN)
Peter Sinclair (PS)
Tracy Taylor (TT)

Chair
Chief Finance Officer
Interim Head of Communications
Director of Strategy & Transformation
Assistant Chief Executive
Public Governor - Walsall
Chief Executive

Ref:
1

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for Absence
As listed above.

1.3

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

1.4

Matters Arising not on the Agenda
None.

1.5

Declaration of any other urgent business to be transacted
None.

2

MATTERS ARISING

2.1

Action Log
The action log was discussed and updated.
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2.2

Charitable Finds Policy: review impact
Ms Billingham confirmed that the policy had been ratified and
disseminated. The Finance Team have been making contact with Fund
Managers to notify of the update and communications are planned
regarding the money available in order to raise awareness.
Ms Billingham reported that resources across TCT are being looked at.
IT WAS AGREED:
(i)

To note the update.

3

INVESTMENT OF FUNDS

3.1

Analysis of Investment of Funds
Ms Billingham confirmed that as at the 31st May 2017, the cash
balance was reported at £199,050.19 with £14,321.21 committed
expenditure which provided a revised total of £179,575.92.
IT WAS AGREED:
(i)

To note the report

4

USE OF FUNDS

4.1

Consideration of Bids
Ms Billingham confirmed that there were no new bids for the committee
to consider.

4.2

Update on bids submitted
Ms Billingham confirmed that since the meeting on 23rd March 2017,
there had been four new bids received, one of which had been paid.
Mr Stenson raised that during a visit to Hallam Street Hospital staff had
raised that they had asked for some TV’s out of the funds however on
a more recent visit it was confirmed that the TV’s had been purchased
from other funds. He felt that there seemed to be an issue in the
system.
Ms Billingham confirmed that work is ongoing with fund managers to
ensure communications are getting out to them.
Mr Green suggested re-charging the cost of the TV back to the
charitable fund budget. Ms Billingham confirmed that she would look
into this.
Ms Fletcher asked whether staff were clear about the process of
accessing funds.
Ms Billingham confirmed that the revised policy was very clear and
communications have been sent out in the e-bulletin. She reported that
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designated fund managers had been sent targeted emails and
meetings would be set up with them to follow this up.
Ms Fletcher raised that it would be important to involve matrons in
these discussions as fund managers were generally operational
managers however matrons would be pivotal to discussions.
IT WAS AGREED:
(i)
(ii)

To note the report
Ms Billingham to look into recharge for Hallam
Street TV back to Charitable Funds

5

FUND BALANCES

5.1

Analysis of current fund balances
Ms Billingham reported the schedule of fund balances within the new
consolidated funds as at 31st March 2017 for the period since 23rd
March 2017.
She confirmed that receipts for the period were £989.88. expenditure
£260 and committed expenditure £14,321.03.
Ms Billingham confirmed that committed expenditure was being
reviewed for updates and to clarify whether the funds are still required
in order to report an up to date position by 1st October 2017.
Ms Fletcher asked whether there was anything else that would need to
be resolved prior to the 1st October 2017.
Ms Billingham confirmed that there was limited resource available prior
to 1st October 2017.
Ms Fletcher asked why the committed expenditure remained unspent.
Ms Billingham reported that bids had been received however no
invoices had been submitted against the bid, confirming that there were
a number potential reasons for this.
Mr Green advised that funds would transfer to the new organisation on
1st October 2017 and would not be lost.
Ms Billingham confirmed that managers would still have access to
funds when they have transferred.
Mr Green reported that he understood that an application would have
to be made to the Department of Health to transfer the funds to the
new organisation.
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IT WAS AGREED:
(i)

6

To note the report

CHARITY ACCOUNTS AND ASSOCIATED NOTES &
DISCLOSURES
Ms Billingham reported the financial statements for the Trusts
Charitable funds for 2016/17 financial year which had been internally
produced and audited by Internal Auditors (West Midlands Ambulance
Audit Services).
IT WAS AGREED:
(i)

To recommend approval by the Board of Directors

7

DEVELOPMENT OF THE CHARITY

7.1

Update against scope
It was noted that the Charity will be taken forward through TCT.
Mr Wood asked whether the new organisation would have a similar
governance structure with governors being involved.
Mr Green confirmed that he was unsure of the governance
arrangements and of the involvement of governors.

8

MATTERS TO BE REFERRED TO OTHER COMMITTEES
None.

9

ANY OTHER URGENT BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting at 9.20am.
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