Public Document Pack

Board of Directors Public Meeting
TO BE HELD ON 27 JUNE 2018 at 2.00 pm to 4.00 pm
MEETING ROOM 7 - DELTA HOUSE
AGENDA
No:

Item
7.1

PS Update Report

Purpose

Lead

To
Receive

J Fletcher

Enclosure
/verbal
Enc. 7.1
3 - 16

DATE AND TIME OF NEXT MEETING:
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Encl. 7.1

Meeting of:

Board of Directors

Date:

27th June 2018

Subject:

Update on actions arising from PS Enquiry

Presented by:

Joyce Fletcher, Director of Nursing and Quality

Author:

Compliance Lead

Purpose:

For 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):

To note the report for information.
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x
x

x

Equality & Diversity implications:
n/a

Regulatory and Compliance matters:
NHSI:
x

Care Quality
Commission:
Other:
None:

Previous consideration
x

Board

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
Turnaround

Audit
x

x

Quality & Safety
Finance &
Investment
Other

QSSG

None
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Background:
PS homicide relates to the tragic events that occurred in March 2013 resulting in the
death of school girl Cristina Edkins on a West Midlands bus close to Birmingham
City Centre. PS was subsequently arrested, convicted of manslaughter on the
grounds of diminished responsibility and is currently detained under Section 37/41 of
the Mental Health Act 1983 (Amended 2007) in a secure psychiatric hospital .
In September 2014, Birmingham and Solihull Mental Health NHS Foundation Trust
published a report following an investigation into the circumstances surrounding the
death of Christina.
NHS England (Midland and East Region) subsequently commissioned an
independent investigation into the care and treatment of PS and the events that led
up to the homicide of Christina, to identify further opportunities for improvement and
learning. The independent investigation was undertaken by Niche Health & Social
Care Consulting and their report was published in June 2017.
Following publication, a Learning Event was organized by NHS England, to which
all the partner agencies involved including Police, Birmingham and Solihull Mental
Health Trust, Forward Thinking Birmingham (CAMHS) and BCPFT gave a
presentation based on progress of actions for respective organisations. This
learning has been shared across respective teams and services and regular
updates have been shared through Quality and Safety Steering Group and Quality
and Safety Committee as well as to the Board of Directors
In response to recommendations outlined in the Independent Investigation, a Trust
Improvement Plan of 5 key actions has been completed with the exception of the
introduction of electronic health records – see embedded document below for which
the trust now has a plan and this has been shared as part of the updated action
plan.
On Wednesday 7 February 2018, as part of the broader lessons learnt and
recommendations, the Director of Nursing attended a meeting at the Ministry of
Justice with Philip Lee MP, the Rt Hon Norman Lamb MP, Superintendent Sean
Russell, David Levy, Midlands and East Regional Medical Director, Jeremy Kenny
Herbert, Clinical Director BSMHFT/Regional Forensic and Secure Service Lead and
Mette Vognsen, NHS England.
The meeting was to highlight and to consider how the Ministry of Justice could work
more closely with health and strengthen pathways for people with mental health in
prisons and on remand.
The outcome was the Minister agreed to support the West Midlands and
Manchester to work together as a pilot with the Health and Criminal Justice System
to take this forward. We await further confirmation of the next steps
NHS England has asked NICHE, the independent investigators, to undertake a visit
to the Trust in 2018, to seek assurance that these changes have been embedded
into clinical practice.
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Update:
The action plan and BCPFT evidence was shared with NICHE on Monday 11th June
2018 through a table top exercise with key BCPFT staff: Clinical Director, General
Manager CYPF and General Manager for Planned Care Mental Health and Director
of Nursing. Significant progress has been made and this was recognized.
Additional information has been requested which is in the process of submission
and a request has been made to share the action plan and lessons with Birmingham
Safeguarding Board.
There will be factual accuracy process and the Trust will be invited to a NHSE event
in forthcoming weeks prior to the publication of this report.
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Black Country Partnership NHS Foundation Trust
PS Assurance Review
The overarching principle behind an assurance review for implementation of actions is to seek full assurance (i.e. evidence) that:
 the recommendation has been fully implemented;
 that the organisation has communicated any changes appropriately and that there is documentation to support this;
 that the organisation has assured itself that the change has taken place and is now embedded (through audit).
The intention of our Assurance Review Framework is that any person reviewing the evidence would be able to ask the same questions and arrive
at the same answers.
The “Niche Assurance Review Framework”.
We will use the Niche Assurance Review Framework (NARF), to provide a well evidenced and rigorous assurance process. We have used this in several ‘follow up’
assurance reports following independent investigations. Our framework was created to review the ‘Southern Health Foundation Trusts Mortality Action Plan’ after the
1
Mazars report and it is based on the internationally recognised ISAE assurance process. Our framework clearly identifies the process steps and information required
to provide assurance including the information to be sought and what constitutes evidence of a change in practice.
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The methodology within the NARF is robust and transparent and we ensure it is fully agreed and understood by participant organisations prior to its implementation.
We have used this process successfully in other assurance reviews across the country including Birmingham & Solihull Mental Health NHS Foundation Trust,
Somerset Partnership NHS Foundation Trust and Mersey Care NHS Foundation Trust.
From the outset we work with all relevant organisations and share with them our assurance questions, so they are clear what evidence we require to independently
assure the completion of action plans and the implementation of recommendations. We will share with stakeholders our framework so all are clear about the evidence
we will be seeking, and what constitutes evidence of change.
Within the NARF ‘Implementation’ assurance questions are based around the key areas of operational/summative and embeddedness/formative evidence. Our
framework is highly flexible and we tailor it based on the particular detail of the recommendations made and actions agreed.
In order to complete the review we carry out a range of tasks including site visits, talking to staff, observing the ward environment, attending appropriate meetings and
reviewing documentary evidence, e.g. policies and procedures, terms of reference, minutes of meetings and various reports.

1

International Standard on Assurance Engagements (ISAE) 3000 Revised, Assurance Engagements Other than Audits or Reviews of Historical Financial Information .
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For this particular investigation we will be seeking evidence of completion of the action, improvements to practice as a result, and the impact on patients. For each
element of the action plan we will grade the evidence using an approach as follows:
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The framework we will employ for this review is sketched out below:
Process
Embedded/Formative evidence
Operational/Summative
evidence
Assessing for evidence  Trust & CCG evidence files
 Feedback from staff/service
that the action has been  Activity reports
users/carers
completed
 Ward/unit visits
 Minutes of meetings
 Culture/practice change
 Sign-off & closure processes
 Governance and assurance
structures
Review of a range of
 Attendance records
 Practice changes evident from
evidence to support
visits/relevant examples
 Activity reports
embeddedness
 Team discussions
 Minutes of meetings
 Feedback from staff/service
 Examples of care plans/ risk
users/carers
assessments/other changes
 Trend analysis if appropriate
 Incident reports
Assessing for evidence
of impact/effectiveness

Assessing
improvements as
required

 Governance and assurance
reports
 Audit & trend/analysis reports
 Measurements of practice
change
 Evidence of assurance
structures

Grading
A
B
C
D
E
U

Evidence of completeness and
embeddedness and impact
Evidence of completeness and
embeddedness
Evidence of completeness
Partially complete
Not enough evidence to say
complete
Yet to check

 Ward/unit / team visits
 Feedback mechanisms;
surveys/quality checks
 Staff supervision record examples
 Mapping progress of actions through
end to end process in assurance
structures

We will also ‘’end to end process map’’ Trust and CCG assurance structures to inform our opinion of the robustness and effectiveness of the oversight mechanisms.
In summary, the NARF and final report flowing from it can be viewed as a logical sequence of events which identifies gaps and opportunities for improvement, which
then informs subsequent recommendations.
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BCPFT

Evidence expected

Evidence Provided

Recommendation 1:
The Child and Family Service
Operational Policy must provide
clear guidance on how CAMHS
clinicians are to work with other
partner agencies and the young
person’s family in the assessment
and support planning processes.

Copy of the guidance
Evidence of dissemination of the guidance –
how was it rolled out? Copies of
communications/ emails/ notes of meetings
and attendance where it was discussed
Evidence of assurance that the guidance is
embedded and operational – i.e. any audits
and case sampling done to provide assurance.
Examples of any reports sent to Board quality
sub-committee or other quality monitoring and
oversight meetings.

Please refer to the right-hand column and click on
the embedded documents for evidence of these
points:
Firstly, Sandwell CAMHS Operational Policy,
areas referring to working with other external
agencies are highlighted in yellow



‘BEAM’ Sandwell Emotional and Wellbeing
Service leaflet to evidence partnership
working with other external agencies



The next three documents reflect the
assessments undertaken by Black Country
Partnership’s three main services for children
and young people, adult psychiatry and older
adults psychiatry i.e.
- CAMHS Initial Needs Assessment Form
- CPA Common Assessment Tool (CAT)
- Single Assessment Process (SAP)
Each one includes a section on involvement
with other agencies highlighted in yellow to
evidence that this aspect of practice is
considered at the outset when an assessment
is first undertaken and is embedded across all
services not just CAMHS.



Continues on to the next page
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Documents Provided

BCPFT

Evidence expected

Evidence Provided

Recommendation 1
continued:
The Child and Family Service
Operational Policy must
provide clear guidance on how
CAMHS clinicians are to work
with other partner agencies
and the young person’s family
in the assessment and support
planning processes.

Copy of the guidance
Evidence of dissemination of the
guidance – how was it rolled out?
Copies of communications/ emails/
notes of meetings and attendance
where it was discussed
Evidence of assurance that the
guidance is embedded and
operational – i.e. any audits and
case sampling done to provide
assurance. Examples of any
reports sent to Board quality subcommittee or other quality
monitoring and oversight meetings.

Please refer to the right-hand column and click on the
embedded documents for evidence of these points:
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BCP ‘Working Together’ Poster provides an overview
of all the changes made by the Trust since 2005



Minutes of discussions at meetings where PS issues
were discussed (highlighted in yellow) up to and
including Board level



Paper on PS issues presented to Quality and Safety
Committee sub-committee of Board of Directors
chaired by non-executive director



Papers on PS issues presented to Board of Directors



Minutes of Board of Directors meeting July 2017



Examples of audits undertaken are included in the
next recommendation
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Documents Provided

Evidence expected

Evidence Provided

Recommendation 2:
The Trust’s revised Record
Keeping Policy must
include reference to the
importance of documenting
the details and the
involvement of other
involved agencies.

Copy of the revised record keeping
policy with reference to documenting
details and involvement of other
agencies
Evidence of dissemination of the
revised guidance – how was it rolled
out? Copies of communications/
emails/ notes of meetings or training
days and attendance (who and as
percentage of total staff) where it was
discussed
Evidence of assurance that the
guidance is embedded and operational
– i.e. any audits and case sampling
done to provide assurance. Examples
of any reports sent to Board quality
sub-committee or other quality
monitoring and oversight meetings.

Please refer to the right-hand column and click on the
embedded documents for evidence of these points:

Page 11

BCPFT



Firstly, the Trust’s Record Keeping Policy and
paragraph 4.2.23 in particular highlighted in yellow
referencing the importance of documenting details
and involvement of other external agencies



As they come out, Managers/Team Leaders e-mail
policies around the team for them to read. Ones
that directly affect teams on a day to day basis are
discussed in team meetings.



The Children’s Services’ Record Keeping Dashboard
2017/18 which from Qtr.2 introduced an additional
audit question (line 45) No. 42 “Have contact
details of all other agencies involved in the person’s
care been recorded?” highlighted in yellow.



3 sample minutes of meeting where the above
dashboard is discussed at the Specialist Mental
Health Clinical Effectiveness Group (highlighted in
yellow) as evidence of assurance that the guidance
is embedded and operational



In addition, adult mental health services undertake
record keeping audits across their Urgent and
Planned care teams. All audit tools used have been
reviewed to check that they audit third party
involvement.



The audit findings from April-March 2018 have
been added as well to evidence that we audit third
party involvement and it is reported to MH Q+S
through the Urgent Care/Planned Care Dashboards
reports.
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Documents Provided

BCPFT
Recommendation 3:
Black County Partnership NHS
Foundation Trust should ensure
that the CAMH services are
culturally sensitive to the needs
of a patient and their families,
and that they recognise and
understand the potential impact
of immigration on the family.
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Evidence expected

Evidence Provided

Copy of any guidance provided.
Dissemination of the guidance –
how was it rolled out? Copies of
communications/ emails/ notes of
meetings where it was discussed
and any training days (where,
when, who provided it,
attendance)
Evidence of assurance that the
guidance is embedded and
operational – i.e. any audits and
case sampling done to provide
assurance

Please refer to the right-hand column and click on the
embedded documents for evidence of these points:


At the outset, the CAMHS Initial Needs Assessment
is culturally sensitive to the needs of each patient
and their families by capturing their ethnicity,
language and religion
 The Trust has set up a migrant Health Project
Resource via the Resources tab on its Intranet to
support staff in understanding the asylum and
refugee process as it relates to health and care
services that are provided within the Trust.
http://luna.smhsct.local/resources/migrant-health
This can be shown to you if you are unable to
access this link directly. Evidence that staff have
been reminded of this resource via the attached emails
 Where staff identify there is a language/interpreting
need if at pre-assessments extended sessions are
offered to support this need and Interpreters are
booked as necessary via the Resources tab on the
Trust Intranet
http://luna.smhsct.local/resources/interpreting-services
As above, this can be shown to you if you are
unable to access this link directly.


The Trust has a Fair Play Strategy which
incorporates the Equality, Diversity and Inclusion
agenda.



Continues on to the next page
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Documents Provided

BCPFT
Recommendation 3:
continued…
Black County Partnership NHS
Foundation Trust should ensure
that the CAMH services are
culturally sensitive to the needs
of a patient and their families,
and that they recognise and
understand the potential impact
of immigration on the family.
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Evidence expected

Evidence Provided

Copy of any guidance provided.
Dissemination of the guidance –
how was it rolled out? Copies of
communications/ emails/ notes of
meetings where it was discussed
and any training days (where,
when, who provided it,
attendance)
Evidence of assurance that the
guidance is embedded and
operational – i.e. any audits and
case sampling done to provide
assurance

Please refer to the right-hand column and click on the
embedded documents for evidence of these points:


All staff attend Equality and Diversity training as part
of their Trust induction and thereafter as part of
Mandatory Training



The Trust has an Equality and Inclusion Board (EIB)
where representatives from all groups within the
Trust report back on areas of good practice and
developments, and areas where there may be
potential challenges in providing services. This
includes feedback from the Children Young People
and Families (CYPF) representative to all service
leads including CAMHs.
Members of the Equality and Inclusion Team attend
the groups Quality and safety meetings to ensure
diversity is embedded within the group and this will
form part of the Quality and Safety agenda moving
forward.



Regular ethnicity audits are carried out to ensure
access to the service is representative of the
population
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Documents Provided

BCPFT
Recommendation 9:
The new EHR must facilitate the
recording of other agencies
involvement and contact details.

Evidence expected
Demonstration that the new EHR
provides the facility to record
other agencies involvement and
contact details.
Evidence of audit of sample of
cases to assure that this is being
used and is now operational.
Examples of any reports sent to
Board quality sub-committee or
other quality monitoring and
oversight meetings.

Evidence Provided
Please refer to the right-hand column and click on the
embedded documents for evidence of these points:
As evidenced above the Trust has a system in place to
record the involvement of other agencies in all clinical
records. At the March meeting of the Board of Directors
it was agreed to progress EHR in collaboration with
Dudley and Walsall Mental Health Partnership Trust in
order that the introduction of electronic health records
will take place in 2018
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BCP has designed its own customised electronic health
record but if the cost to develop it proves excessive the
Trust will adopt the RiO system purchased by Dudley
and Walsall Mental Health Partnership Trust.
The Criminal Justice Team is piloting EHR, they are
recording entries within all clinical notes, letters and
assessments now onto the electric health records
system which includes details of any additional agencies
involved. All correspondence is scanned onto the system
with electronic records and notes available to anyone
using the system.
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BCPFT

Evidence expected

Evidence Provided

Recommendation 10:
The Trust should assure
itself that the new DNA/
No Access Visit policies
are complied with.

Copy of the new DNA/ No Access Visit
policy.
Dissemination of the revised policy –
how was it rolled out? Copies of
communications/ emails/ notes of
meetings or training days and
attendance (who and as percentage of
total staff) where it was discussed
Evidence of assurance that the
guidance is embedded and operational
– i.e. any audits and case sampling
done to provide assurance. Examples of
any reports sent to Board quality subcommittee or other quality monitoring
and oversight meetings.

Please refer to the right-hand column and click on the embedded
documents for evidence of these points:
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The Trust has an overarching DNA and Cancellation Policy



Specialist Mental Health Services for children and young
people have their own standard operating procedure which is
aligned to the main overarching policy



As they come out, Managers/Team Leaders e-mail policies
around the team for them to read. Ones that directly affect
teams on a day to day basis are discussed in team
meetings.



Please refer to previous sections for minutes of meetings and
papers presented.
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