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DATE AND TIME OF NEXT MEETING:
The next meeting will be held on Wednesday, 30 January 2019 at 1.00 pm in Meeting Room 7 Delta House
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Encl. 1

Patient Story
Meeting of
Date
Name of Presenter (s)
Services used

Board of Directors
28.11.18
Amarjit Singh
Sandwell Counselling Service

Subject of story
Client experience of anger management therapy through Counselling service

Background
The client was referred to Counselling by his GP as he presented with anger issues,
which were causing him significant difficulties in his daily life.
However, the client was also under the care of secondary care services in the Trust.
It is the CCG directive that Counselling should only be accessed by people that are
not under Secondary Care, as their needs are met within the secondary care
services.
However, when Amarjit assessed this gentleman, he had a strong sense that he
could be helped in Counselling. Amarjit therefore contacted Susan van Genderen,
Clinical Lead to discuss the patient’s care. Susan agreed that it was in the patient’s
best interests to receive the structured anger management therapy that Amarjit was
trained in.
Intervention
Amarjit saw the client weekly for 6 sessions. He made good progress in addressing
his cycle of anger and learnt to be assertive rather than aggressive. He was able to
link his current problem with his experience of being bullied at school, and used his
anger as a way of protecting himself.
Discharge
The client’s clinical presentation had changed so that he was no longer presenting
with clinical symptoms of anger or anxiety. The client reflected on the therapy and
valued having been able to have the space to share and process presenting issues.
After discharge, the client sends a letter of compliment to The Trust complimenting
the work done by Amarjit.

Questions to the Board
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Key learning
This is a good example of the effective clinical work done in Primary Care.
It also highlights that occasionally the criteria or boundaries of a service can be
flexed so that each client gets the right combination of interventions.
It also shows the value of a good therapeutic relationship in recovery.
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Encl. 3.3
Minutes of the Board of Directors Public Meeting
Held on Wednesday, 31st October 2018 at 13.00 pm
In Room 7, Delta House
Present:
Andrew Fry (AF)
Paul Assinder (PA)
Joyce Fletcher (JF)
Judy Griffiths (JG)
Sukhbinder Heer (SH)
Joy Jeffrey (JJ)
Kathy McAteer (KM)
David Stenson (DS)
Lesley Writtle (LW)

Chair
Chief Finance Officer
Director of Nursing and Quality
Director of Workforce
Non-Executive Director
Non Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive

In Attendance
Shindo Barquer (SB)
Philip Cole (PC)
Elaine Doyle (ED)
Julie Greaves (JG)
Andy Green (AG)
Julie Greenway (JG)
Kuli Kaur-Wilson (KKW)
Mel Passmore (MP)
Steve Phillips (SP)

Public Governor – Dudley
Trade Union Representative (Observer)
Board Support Officer
Member of Public
Company Secretary
Health Visitor (Speaker – Patient / Carer Story only)
Associate Director of Transformation
Public Governor – Wolverhampton
Divisional Director Mental Health

Apologies:
Jo Cadman (JC)
Dr Jas Lidher (JL)
Fayaz Malik (FM)
Chris Masikane (CM)

Director of Strategy
Medical Director
Non-Executive Director
Director of Operations

Ref:
1.

Item
PATIENT / CARER STORY
Ms Greenway presented an overview of the research project.
New mothers were invited to events over a six week period
at which the issues and understanding around obesity where
discussed.
Ms Greenway highlighted the key findings and wider roll out
of the project. The findings had been widely shared including
at conferences, peer reviewed journals and papers, and had
been commended by the Deputy Chief Nurse of England.
Mr Fry congratulated Ms Greenway and stated it was good
to see Trust recognition in a research project addressing a
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Action

Ref

Item
national issue.

Action

Mr Assinder asked about the wider roll out for Trust
employees, so they can take forward and benefit from the
findings. Ms Greenway advised there are ‘Get Cooking’
courses and recipes as well as booklets.
Ms Greenway confirmed this is now being rolled out to all
first time parents and being widened to across the Health
Visiting team. Leaflets are available at each base and the
best practise is shared as part of the two day Institute of
Health Visitor training.
The Chair thanked Ms Greenway for her presentation. Ms
Greenway left the meeting.
2.

CHAIR’S COMMUNICATION
Mr Fry welcomed Ms Doyle as clerk, the governors in
attendance and the observers to the meeting. The following
key points were made:
• The collaboration with the Dudley & Walsall Mental
Health Trust (DWMH) was going well and staff have been
very positive. This work will lead to a much stronger
mental health delivery service across the Black Country.
• The recent Care Quality Commission (CQC) was at the
factual accuracy stage and we hoped to be able to report
on the outcomes of this shorty.

3.

OPENING MATTERS

3.1

DECLARATION OF INTEREST
None.

3.2

APOLOGIES FOR ABSENCE
See above.

3.3

MINUTES OF THE PREVIOUS MEETING
The minutes of the previous meeting were approved as a
correct and true record subject to following adjustment:
• Phil Cole – Amend title to Trade Union Rep
The action log was reviewed and the following updates
advised:
• Board Assurance Framework is due in January 2019
• Quality and Performance Report as at 31st May 18 is
closed
• Concerns, Complaints and Compliments for Year to 31st
March 2018 was due June but is now deferred to
November 2018.

3.4
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MATTERS ARISING NOT ON THE AGENDA
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Ref

Item
None.

Action

3.5

DECLARATION OF ANY OTHER URGENT BUSINESS TO
BE TRANSACTED
None.

4.

REPORT OF THE CHIEF EXECUTIVE
Ms Writtle presented the report and invited Mr Cole to report
on progress with the staff survey.
Mr Cole advised as that day 26% was the response rate,
which was circa 490 staff compared to 520 this time last
year. However, last year the survey was released two weeks
earlier. Ms Writtle confirmed a number of incentives to
encourage a response was available to staff including an
ipad, additional leave and £100 gift voucher.
Ms Writtle then referred to the take up of the flu vaccine and
reported extensive opportunity for staff the Trust was on
schedule to achieve the target of 75%.
In response to questions from Mr Fry, Mr Cole confirmed that
staff were provided with electronic access to the survey
which was requested this year but would work at making
hard copy responses available in future years survey. Mr
Cole advised that staff with English as a foreign language
had been supported but again would look at what
improvements were needed in the future.
IT WAS AGREED:
To note the report.

5.

RISK AND ASSURANCE

5.1

HIGH LEVEL RISK REGISTER
Ms Fletcher referred to the report which was presented to
the Board now reflected the high level risks that currently are
reported in either in the High Level Risk Register or the
Board Assurance Framework (BAF). She advised the
intention was for these to be reported via the HLRR in future.
Mrs Fletcher then asked the Board to agree the two changes
highlighted in the report on upgrading the risk of the Trust
being unable to generate surplus cash (ID12) and the
downgrading of failure to meet statutory / regulatory duties in
relation to fire safety (ID17).
Mr Assinder challenged the risk descriptor and advised that
the Trust has central support for funding the cash gap in the
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Ref

Item
short term but there is significant risk in the mid / long term in
sustainability should we not address the issues.
Mr Heer stated he would have expected more detail on the
mitigating actions and the underlying risks for delivery of the
Cost Improvement Plan (CIP) and where the mitigation of
generating more funding and reducing expenditure are
included.
Ms Fletcher stated the executive leads do have more detail
and are in the process of refining strategic priorities and
risks, following this the BAF will be reviewed and over time
we can move to challenge.
Mr Green concurred with Mr Heer and reminded the Board of
its previous decision to receive the HLRR on the dynamic
risk management tool which would help drive the agenda.
Mr Fry asked for a clearer presentation of the key risks and
associated mitigating actions.
Mr Stenson concurred and asked for clarity between the
HLRR and the Board Assurance Framework.
Ms Fletcher agreed and stated this would be addressed in
risk management training.
Mr Heer acknowledged the progress made in risk
management and was keen to see it drive the agenda, which
it could do with a dynamic risk management process.
Mr Green commented that key risks are known to the board
but reiterated his earlier comment about the need to use the
HLRR to ensure consistency in approach.
Ms McAteer agreed with Mr Green and confirmed an evident
disconnect between the risks as we know them and how
they are presented to the Board.
Mr Fry concluded that progress had been made and whilst
we are sighted on risk as a Board this has not been reflected
on the paper submitted.
IT WAS AGREED:
For a High Level Risk Register to be presented to Board as JF
its tool to manage the key risks.
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Ref
5.2

Item
REPORT OF THE CHAIR
INVESTMENT COMMITTEE

Action
OF

FINANCE

AND

Ms McAteer referred to the committee’s view on detailing
those services that were costing more to provide than we
were receiving. She also referred to the challenge to
executives to review to corporate overheads.
Mr Fry echoed the importance of providing a briefing to the
Assembly of Governors on the Provider Sustainability Fund
(PSF) on the control total and a summary of the key points
on why the financial position had changed over the last two
years.
Ms McAteer reported that the committee had reviewed the
Cook Freeze contract proposal and recommended the
approval of the Board.
IT WAS AGREED:
To note the report and approve its recommendations.
5.3

REPORT OF THE CHAIR OF QUALITY AND SAFETY
COMMITTEE
Ms Jeffrey presented the report and highlighted the concerns
about leaving disability services post the reduction of beds
within the TCP agenda. Mr Fry commented that the Trust
confidence should remain in the strongest in it’s clinicians
and will not contradict their decisions to admit despite
significant challenge to clinicians from commissioners on
admissions and how TCP is implemented. This was agreed
by the Board.
Mrs Jeffrey referred to the reporting of Serious Untoward
Incidents and noted that there were 11 incidents reported in
quarter 2.
Mr Heer challenged the confidence, completeness and
integrity of the data with data not being processed / collated
well. Mr Assinder advised that Internal Audit could offer their
view on the process.
IT WAS AGREED:
That the Board retained its confidence and support for the
clinical decision to admit patients with learning difficulties.
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Ref
5.4

Item
REPORT OF THE MENTAL HEALTH LEGISLATION
STEERING COMMITTEE

Action

Ms Jeffrey presented the report.
Mr Fry thanked Ms Jeffrey and stated it was good to see
mental health training compliance up to 92.8%.
5.5

REPORT OF THE CHAIR OF CHARITABLE FUNDS
In the absence of Mr Malik, Mr Green reported the full
audited annual accounts of the Charity were received and
recommended for approval and a change in the investments
was proposed.
IT WAS AGREED:
To approve the transfer of circa £7,600 to Dudley Credit
Union.

6.

STRATEGY AND BUSINESS TRANSACTIONS

6.1

STP MEMORANDUM OF UNDERSTANDING
Mr Green presented the report and commented that whilst
the Trust remains fully engaged in the STP, the
Memorandum of Understanding (MoU) does not recognise
the different statutory governance arrangements of an NHS
Foundation Trust and requested that we approach the STP
for revisions prior to approval.
In response to Mr Fry, Ms Writtle confirmed we are a good
partner to the STP and felt the Responsible Officer would
value our comments.
IT WAS AGREED:
To confirm the commitment of the Trust to the STP and seek LW
acknowledgement of the statutory governance arrangements
of the Foundation Trust in the proposed Memorandum of
Understanding.

6.2

WORKFORCE STRATEGY APPROACH TO DELVIERY
AND MONITORING
Ms Griffiths reminded the Board that a Draft Strategy was
presented to the Board in June 2018 and has now been
updated to include clarity of the governance arrangements
and delivery measures including some example key
performance indicators.
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Ref

Item

Action

Mr Heer acknowledged the workforce challenges were a
national issue but felt there was little innovation within the
strategy as to how these issues might be addressed.
Ms Writtle acknowledged the challenge but felt the plan was
stable but it would not address the questions raised as the
delivery plan would need to be developed and this strategy
provided a framework for that to be achieved.
Mr Fry asked whether we are taking technology seriously
enough. Mr Assinder stated we are well blessed with
innovative automation but had not communicated now well
developed it was.
Mr Fry asked for a detailed outline on what we do currently
have.
In response to a question from Mr Stenson, Ms Griffiths
advised the working groups will give detail with progress and
project plans outlined in their reports. For example, the
Health and Wellbeing group will give details about staff
modelling and the training updates.
IT WAS AGREED:
To approve the Workforce Strategy.
For a briefing on the use of new technologies across the PA
Trust to be presented to the Board Strategy session in
November 2018.
6.3

COOK FREEZE CONTRACT
Mr Assinder referred to the report which outlined the process
followed in arriving at the prosed award which had been
supported by the Finance and Investment Committee.
Ms Jeffrey asked whether food labelling, the tracking and
tracing of ingredients as well as labelling was challenged
during the process. Mr Assinder confirmed assurances were
given by the company.
IT WAS AGREED:
To award the Cook Freeze Contract to Tillery Valley Foods
starting 1st March 2019 for a period of three years with an
option to extend for two periods of up to twelve months, up to
a maximum contract length of five years.
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Ref

Item

Action

7.

QUALITY AND PATIENT EXPERIENCE

7.1

SERIOUS INCIDENTS HALF YEARLY UPDATE
Ms Fletcher presented the report for the Board’s information.
She advised that the Quality and Safety Committee reviewed
the outcomes in advance of the report in greater details at
it’s meetings.
In response to Mr Fry, Ms Fletcher advised whilst we are not
an outlier nationally we take the Duty of Candour seriously
and we are below average in all categories.
Ms Jeffrey asked for further details on the top trending
investigations and what it is about the risk assessments that
we may not be getting right. Mr Stenson agreed and stated
the two quarters reported does not give enough data for
trends. Ms Fletcher agreed to include a trend report to
Quality and Safety Committee and report by exception to the
Board and agreed to report the lessons learned discussed at
Q&SC at the next board meeting.
IT WAS AGREED:
To receive a report on lessons learned at the November JF
board meeting.

8.

OPERATIONAL AND CONTRACTUAL PERFORMANCE

8.1

QUALITY AND PERFORMANCE REPORT AS AT 30
SEPTEMBER 2018
The Chair referred to the report and asked for any
comments.
Mr Heer asked why there was a drop in the Friends and
Family Test scorecard in recent months. Mr Fletcher agreed
to investigate and advise at the next meeting.
In response to Mr Fry, Mr Assinder confirmed there was no
penalty for breeching the Agency Cap.
Mr Assinder
confirmed there remained an ongoing debate with NHSI
about the national target to reduce the dependence on
agency staff, however, the Trust is having to react quickly to
commissions for observations of inpatients.
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Ref

Item

Action

IT WAS AGREED:
Ms Fletcher to advise on the Friends and Family test scores JF
at the next meeting.
8.2

INCREASED AGENCY SPEND
Mr Fry opened the debate and asked for assurance that the
spend for acute observations is fully reimbursed by the
commissioners. Mr Philips confirmed this was the case and
the rates were agreed in advance.
Ms Griffiths advised on the work in developing a partnership
with The Royal Wolverhampton and the proactive measures
taken to cover medical staff vacancies internally.
Mr Heer commented that some trusts do not use agency
staff and as such are forced to be flexible and creative in
solutions.
Ms Griffiths responded that in a different
environment this could work, however, due to patient acuity
issues and safe staffing levels we will always have some
reliance on agency nurses. Ms Fletcher confirmed a national
shortage of band 5 nurses and wherever possible we do
move good staff from agency to bank. In order to improve
substantive recruitment we would need to increase
remuneration and the bank rate to attract more staff away
from agencies.
Mr Stenson advised the agency cap has dropped from 5.9%
to 3.9% and could be estimated next year it could be as low
as 2.5%. Ms Writtle agreed it may be time to explore
different approaches.
IT WAS AGREED:
Further approaches to reducing reliance on agency staff JG
usage to be considered at the Board Strategy session in
November.

9.

REGULATORY AND COMPLIANCE

9.1

EMERGENCY, PREPAREDNESS, RESILIENCE AND
RESPONSE (EPRR) CORE STANDARDS ASSURANCE
2018
Mr Masikane presented the report and advised that this had
been reviewed by the Executives and the Trust was fully
compliant.
IT WAS AGREED:
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Ref

Item

Action

To note the report.
10.

MINUTES OF SUB-COMMITTEES OF THE BOARD

10.1

MINUTES OF THE FINANCE AND INVESTMENT
COMMITTEE MEETING HELD ON 20TH SEPTEMBER 2018
The minutes of the meeting on 20th September were noted.

10.2

MINUTES OF THE QUALITY AND SAFETY COMMITTEE
HELD ON 9TH AUGUST 2018
The minutes of the meeting on 9th August were noted.

11.

CORPORATE GOVERNANCE

11.1

FREEDOM TO SPEAK UP UPDATE
Ms Fletcher presented the report and highlighted options
being explored for the replacement of the current Freedom to
Speak Up Guardian with a view to replace from March 2019.
Ms Writtle commented that a separate strategy was not her
preferred route and that she would suggest as approach
which was more embedded in what we do and that staff and
the public can easily understand.
IT WAS AGREED:
To note the report.

11.2

REGISTER OF
DIRECTORS

INTERESTS

AND

HOSPITALITY

–

Mr Fry confirmed he is no longer a trustee of the Black
Country Living Museum and is General Manager of
Herefordshire MIND.
IT WAS AGREED:
To approve the register subject to Mr Fry’s amendments.
11.3

CHARITABLE TRUST FUNDS ACCOUNTS 31ST MARCH
2018
IT WAS AGREED:
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Ref

Item
To approve the audited Annual Charity Accounts for
2017/18.

12.

ANY OTHER BUSINESS (AS DECLARED IN OPENING
MATTERS)
None.

13.

SUMMARY OF ACTIONS AGREED
None.

14.

ITEMS TO REFER TO BOARD SUB-COMMITTEES
None.

15.

ITEMS TO REFER TO ASSEMBLY OF GOVERNORS
None.

16.

RISKS IDENTIFIED
None.

17.

QUESTIONS FROM THE PUBLIC
None.

The Chair thanked all for attending and closed the meeting at 16:30pm.
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Action Ref

Action

Public Board Meeting Action Log
Lead

250418/BCP/0104/161/ Board Assurance Framework
18
To include a session on risk at a future Board Strategy
Meeting.
High Level Risk Register (HLRR) to be reported
monthly to board.

J Fletcher &
Executives

Nursing Establishment Report
J Fletcher
Workforce Strategy Approach to Delivery and
Monitoring
Briefing of new technologies across the Trust to Board
Strategy Session

Page 21

Increased Agency Spend
Approaches to reducing reliance on agency staff usage
to be considered at the Board Strategy Session

P Assinder

J Griffiths

Comments

HLRR included monthly
as it's tool to manage key
risks.

Previously went to Mar-18
Board
Agenda Item for Nov-18

At Board Strategy Session
Nov-18

At Board Strategy Session
Nov-18

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

J Fletcher

Serious Incidents
Lesson learned Report
J Fletcher

Friends and Family Test Scores
Scorecard scores dropped for MH in recent months investigate and advise.

J Fletcher

Required
Completion
Date

Q&S Agenda Item for Dec18 detailed paper with the
trends analysis and
lessons learned
outcome will be referred
to Jan-19 Board

Status

Nov-18

Open

Nov-18

Open

Nov-18

Open

Nov-18

Open

Due
Went to Jun-18 Board and
next due Jan-19

Date
Completed

Deferred to

Jan-19

Nov-18

Jan-19

Jan-19

This page is intentionally left blank

Encl. 4

Meeting of:

Board of Directors

Date:

28 November 2018

Subject:

Chief Executive’s Report

Presented by:

Lesley Writtle – Chief Executive

Author:

Lesley Writtle – Chief Executive

Purpose:

Assurance

Recommendation(s):

Clinical and financial sustainability;
Workforce: engagement and support;
Environment: demands of the ever-changing environment;
Reputation of Trust post demise of TCT

Relationship to strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive and
well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability and
children’s services, proactively seeking opportunities to develop our services,
building partnerships with others, to strengthen and expand the services we
provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable manner.
Relationship to High Level Risks:
ID 327 – Staff Retention/Safe Staffing
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Equality & Diversity implications:
Implications are considered as part of all the work detailed in this paper either
through contribution or comment as part of local or regional groups, or as part of
project plans in the case of transformational work linked to work such as the
Supporting Services Review.

Regulatory and Compliance matters:
x

NHSI

Licence conditions; Single Oversight Framework

x

Care Quality
Commission:

Fundamental standards

Other:
None:

Previous Board level consideration
Board
Quality & Safety
Audit
Other
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Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Chief Executive Report – November 2018
1. Introduction
1.1 This month has seen the Trust announce its merger with Dudley & Walsall
Mental Health NHS Trust.
“For some time Black Country Partnership NHS Foundation Trust (BCPFT) and
Dudley and Walsall Mental Health Partnership NHS Trust (DWMH) have been
exploring ways of working closer together, so today we announce plans to work
together to become one organisation.
The Board of Directors of both Trusts believe that coming together as one
organisation brings a number of benefits. We are entering into a partnership of
equals to develop clinically led strategies that drive sound models of care, which
will ensure we deliver excellent quality services acknowledged by all our
stakeholders.
As a single organisation we will be in a strong position to recruit and retain our
workforce; develop new services, share and create efficient ‘back office’ services
that support, develop and engage our workforce, whilst also embedding a culture
of learning and continuous improvement. As a single Trust we will also be able to
respond with a united voice to the requirements of the Black Country
Sustainability and Transformation Plan.
Both organisations have a strong reputation for delivering high quality services
and we’ve already seen some of the benefits of working more closely together.
The launch of the new specialist community perinatal mental health service, and
the development of an electronic patient record system shared by both trusts,
are just two examples of successful joint projects working to improve services.
It is anticipated that the merger will be completed by early 2020, subject to
appropriate regulatory approval. We will keep you updated throughout our
journey and as we meet key milestones. In the meantime if you have any
questions please contact bcpft.communications@nhs.net.
If you have any immediate questions regarding this announcement, please talk
to your manager. Alternatively, members of the executive team will be available
for you to talk to. You can arrange to speak to someone by calling Deb Earl on
0121 612 8083”.
The two Trusts will continue to plan and work closely together to engage with
staff, partners and regulators to achieve our expected milestones.
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2. National Issues
2.1 Nationally we await the “10 Year Plan” for the NHS which is expected in
December 2018. There will be an anticipated 18 work streams in the plan with
an overall focus on Long Term Conditions: dementia, anxiety and depression,
focus on mental health and the delivery of 5 Year Forward View.
The areas of focus will be greater resilience of mental health core services, ie
CMHT’s wellbeing and prevention, crisis care and delivery of core 24 services,
stronger working with primary care, recovery focus and continued development
of young people’s services linked to the “Green Paper”.
2.2 NHSI/E recruitment process continues and details of the Regional leads
anticipated management of change now commencing at all levels.
2.2 NHSE and Public Health England to come together adding Director of Public
Health to each of the new seven Regions.
3. Regional Update
3.1 STP
The Black Country and West Birmingham STP continues to meet monthly and at
the last quarterly stocktake meeting with NHSI/E support was given for progress
achieved.
At the November meeting full support was given for the merger between BCPFT
and DWMH.
A request was made and supported to look at the following points which will be
done in January 2019:
-

The Change in organisational structure of the two organisations brings a
fantastic opportunity for the development of specialist Mental Health and
Learning Disability services in the Black Country. This is also at a time
where there is a national commitment for funding and a set of priorities to
be achieved that could make real time improvement to the people who use
our services. Our merger can offer a platform to describe the ambition for
what services could look like.

-

The STP is asked to receive further work in the coming months that
identifies the key risks and clinical issues we have to address. We need to
address the fundamental issue of working with four commissioners on
specialist mental health issues that would be better served by adopting
one approach alongside playing a proactive role in delivery in each of the
place based models in the Black Country.

-

We need to work with Primary Care and Acute Trusts to genuinely
understand the role our services play in supporting people with complex
physical and mental health needs.

Page 4 of 8

Page 26

-

We need to focus across the Black Country in addressing a model of care
that repatriates our out of area placements and makes the best use of
Black Country beds.

-

As a provider, we also need to ensure we establish new service models
for very specialist Mental Health/Learning Disability care, Complex
Psychosis, Personality Disorder, Specialist CAMHs care and crisis as well
as a range of other complete services.

3.2 Update on Place Based Models

Dudley MCP:
- Bid has been made to request resources to support FT separation process,
outcome is awaited.
- An MCP Division has been agreed by the CCG to align activities for the new
model.
- BCPFT is part of discussions at Transition Board due to being a material
provider sub-contractor but has not signed MOU.
Sandwell Healthy Lives Partnership:
- Two alliances in formulation; one in Sandwell and the other in West
Birmingham.
- The Trust is part of a simulation event on 12 December 2018 which will bring
together partners to work through issues associated with place based delivery of
care.
Wolverhampton Integrated Alliance
- Work continues to look at a collaborative based approach with a shared vision
and clinical alignment. Clinicians in Wolverhampton are working alongside GPs
and other partners to develop pathways of care.
Walsall Together Programme
- Limited work taking place that involves our services.
3.3 Transforming Care Partnership: Learning Disabilities
The enhanced Forensic Community Team has been operating since midSeptember with over 30 cases now being co-ordinated by the service. The new
Intensive Support Team commenced on 1st October with additional staff due to
join them throughout November and December.
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The majority of the high-level plan is complete. As aspects of the clinical
implementation are now becoming “business as usual” – governance
arrangements for the project have been reviewed in light of this and plans are
being made to streamline TCP governance responsibilities back into the
mainstream divisional governance process when timely and appropriate.
The project risk register continues to remain stable with several items recently
removed. All remaining risks have mitigation plans in place.
BCPFT hosted a recent engagement event where the clinical processes were
shared and further developed collaboratively with external stakeholders including
local authority, mental health, CCG and NHSE representatives.
BCPFT currently supporting engagement with the public hosted by the TCP as
well as supporting a local event aimed at developing and supporting the care
and support market within the Black Country.
BCFT have been approached to look at the development of an autism pathway /
service and work should commence in the next 2 months
Note: Overall national stocktake position can be seen at Appendix 1.
4. Quality & Safety continues to be a strong focus in the Trust with the following
taking place:
- Local workshop on the Trust’s plans for suicide prevention and reduction of selfharm taking place in October with plans to make strong links across the Black
Country and take a proactive role with NHSE/Public Health on setting priorities.
- Safe Staffing Summit takes place on 22 November 2018 looking at a very
innovate forum to look at staff retention, listening to staff views and good ideas
together with National best practice, with a particular emphasis on wellbeing at
work.
- The Family Nurse Partnership (FNP) Team under the leadership of Ceri Evans
have been recognised for full delivery and clinical adaptation from Phase 1. This
demonstrates positive, cost effective outcomes and the ability for the work to be
integrated into the role of the family nurse. The national unit has praised the
positivity and “can do” attitude of the Team. They will now be asked to be a key
player in Phase 2.
- We have launched the “Supporting Service Excellence Programme” this will
seek to transform how our corporate and support functions best enable clinical
teams to deliver excellence every day.
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Enabling

Cash-releasing

Enabling

Cash-releasing

5. Next Month at BCPFT
5.1 We have launched “Team Talk Live”. This is an opportunity for the Trust’s
Senior Leaders to engage with all staff via team meetings, small groups,
professional meetings and forums.
“A number of teams have already been in touch to arrange visits by executives,
and I hope many more will follow. This really is your opportunity to take the
initiative and contact a member of the executive support team by email at:
bcpft.corporatesupport@nhs.net, to invite an executive to come and visit your
team for an update / chat, and to listen to what matters to you. We will try and
make sure we get to all meetings we are invited to”.
5.2 The Trust should receive its final CQC Report in early December. This will be
shared quickly with staff and we will continue to focus on our Continuous
Improvement Priorities and also share areas of excellent practice. This Trust
wants to be an outstanding Provider of Care.
5.3 The Trust will work with DWMH to develop our Strategic Outline Case to submit
to our Regulator, NHSI. This will describe the clinical benefits that can be
delivered by our joint venture and will provide a very high level business view of
the Transaction.
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Encl. 5.1

Meeting of:

Board of Directors

Date:

28 November 2018

Subject:

High Level Risk Register

Presented by:

Joyce Fletcher, Executive Director of Nursing, AHPs and
Psychology

Author:

Governance Assurance Unit

Purpose:

For Trust Board to review the management and mitigation of
risks affecting the delivery of the Strategic Objectives and the
Quality Priorities.

Recommendation(s):

The Trust Board is asked to
(i)
To review the board assurance framework and satisfy itself in terms of
the adequacy of controls and mitigating action plan for these risks.

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

All

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

Regulatory and Compliance matters:
NHSI

X

Care Quality
Commission:

X

Other:
None:

Previous Board level consideration
Board

X

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other
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Executive Summary
Following a review of the corporate risk management strategy led by the Interim Head of
Risk during the summer of 2018, a review of all High Level Risks (HLR) including those
strategic risks previously outlined within the Board Assurance framework (BAF) has been
completed.
In collaboration with the company secretary, nominated executive leads and the
Governance Assurance Unit a revised format compatible to manage the visibility and
scrutiny of both operational high level risks and strategic risks previously outlined within the
BAF has been completed, in line with the 2018 trust quality report.
Each identified risk previously outlined within the BAF has been aligned to one of the five
key strategic risks as identified within the Trust’s Quality Account 2018/2019.
There are currently 7 strategic risks graded as High (15-20).
 Recruitment and retention of staff
 Staff health and wellbeing
 Sustainable delivery strategies for each division
 Accurate service specification and financial remuneration by commissioners
 Stakeholder engagement
 Financial sustainability
 Physical estate challenges.
The HLRR includes reference to previous HLR outlined within the BAF and HLRR and it is
envisaged going forward that any HLR will feature within both documents.
Throughout December the Governance Assurance Unit with support from the Executive
team leads will review all current strategic and operational risks reported via the HLR to
ensure that both the Executive Committee and Board receive a concise update on the key
controls, assurances and actions being taken against each risk
Board are asked to accept the revised template for future presentation. The rating summary
table provides an overview of the current HLRs reported within the revised template. As all
operation risks were downgraded throughout September and October and approved by
Board this will no longer feature in this tracker. Any new risks for consideration going
forward will be tracked in accordance with this tool.
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RISK SCORES 2018/19
Risk
ID

602

677

327
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332

211

685

Risk Description
If we are unable to deliver on
agreed specification for
PAS/HER solution there is a
risk to quality of services
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 we do not retain and recruit
enough and the right skilled
staff we cannot create a culture
that delivers high quality safe,
effective, caring and
responsive services
If we do not ensure that staff
are engaged, supported and
whose health and wellbeing is
maintained, then there is a risk
that this will impact on the
quality and
financial/performance goals of
the organisation.
If we are unable to innovate
and develop sustainable
strategies for each Division it
will lead to a break up of Trust
services, and a risk to the
future delivery of quality
specialist mental health and
learning disability services in
the future
If we are unable to describe the
specification of services
provided and link to
commissioner objectives or fail
to measure against these
specifications in line with the
management of SLR, we risk
poor decision making and risk
being unstainable.

Initial
Score

Target
Score

Apr

May

June

July

Aug

Sept

Oct

Nov

Month

Rating
History

16

9

9

9

9

9

9

9

9

9





16

6

12

12

12

12

12

12

12

12





20

12

12

12

12

20

20

20

20

20





16

12

12

12

12

16

16





16

8

16

16

16

16

16

16

16

16





16

12

16

16

16

16

16

16

16

16





16

16

16

Notes

648

442

204
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Multi

If we do not effectively engage
our stakeholders we will
damage our reputation and
miss opportunities to maintain
and strengthen our market
share; and risk damage to the
quality of services offered from
working across care pathways
with partners.
If the Trust cannot generate
surplus cash it will be
unsustainable and risk the
delivery of quality services.
If we do not configure and
develop our estate in line with
emerging clinically led
divisional strategies alongside
other legal requirements, we
risk being unable to support
service efficiencies and
delivery of strategy.
There is a risk that the Trust
will fail to meet its
statutory/regulatory duties in
relation to fire safety due to
inadequate estate and a lack of
compliant training and that this
may result in enforcement
action.

16

12

16

16

16

16

16

16

16

16





16

9

12

12

12

12

12

12

16

16





16

8

16

16

16

16

16

16

16

16





16

6

16

16

16

16

16

16

9

9
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High Level Risk Register

2018/19 Key Risk- Financial and Clinical Sustainability
1.1 Current Risks
3 current risk
ID

Opened

685 (BAF ID 10)

Description

Apr-17

44 2 (BAF ID12)

Jun-15

Rating
(initial)

If we are unable to describe the specification of services provided and link to commissioner objectives or fail to measure against these specification in line with the management
of SLR, we risk poor decision making and risk being unstainable.

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

16

16

Mitigating Actions in place
Recommendation made during initial discussions between Business Intelligence, IT
Development and Dudley & Walsall Mental Health Trust as part of the joint PAS migration
project will be presented to PAS/EPR Programme Board in September

The Trust has submitted a revised plan with an improved control total. This will result in the Trust
benefitting from c.£1.8m of cash which will be received during the 2018/19 and 2019/20 financial years.
The majority of the improvement being reported to support the revised control total is not cash
releasing, therefore the ongoing financial sustainability continues to be a concern. There is no
underlying improvement in the cash releasing operational performance of the Trust so the current risk
can not be reduced. The risk has actually been increased to reflect the fact that the Trust is now in
receipt of drawdown funding from NHSi, which is expected to be at £1.1m by the end of this financial
year, and is reflected in long term borrowings. The improved control total resulted in a small reduction
in the year end borrowings balance. However, owing to the phasing of these cash receipts it is not
comparable to the expected benefit. Cash balances continue to be managed extremely closely but the
impact on supplier relationships is beginning to have an adverse impact as payments are delayed
wherever possible to ensure that borrowing requirements are not increased. The impact of long term
borrowing has repayment and interest bearing consequences. There is also the ongoing uncertainty
surrounding the final settlement of the LGPS scheme which could have a significant adverse cash and
sustainability impact.

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

16

12

Nov-18

Paul Assinder

Finance and Investment Committee

16

9

Nov-18

Paul Assinder

Finance and Investment Committee

16

8

Nov-18

Paul Assinder,
Chris Masikane

Quality and Safety Committee

15

0

Dec-18

Paul Assinder,
Chris Masikane

Finance and Investment committee

Clinical Strategy is still required in order to direct the Estates Strategy and to ensure that efficiencies
and changes to the estate proposed through the developed Estates Strategy does not negatively impact
on clinical or operational functions.

204 (BAF ID 14)

Apr-14

204 (BAF ID 12)

Nov-18

There are a range of estates challenged that underpin this risk. These are a mix of short term and long term challenges and include, but are not limited to:
Ligature points
Space issues
Meeting future regulatory challenges
Future dormitory requirements
Ageing estate
Backlog of maintenance issues

16

NHSI have set an annual cap on speding on agency staff expenditure. The Trust are currently forecast to exceed the annual cap by circa £1000,000
15

The trust have established an agency expenditure rapid improvement group, led by the deputy director
of nursing. The Trust have established an overseas recruitment inititive, focussing on agency medical
staff, due to the high cost per individual. Reports on the current progress of the agency spending is
reported monthly via the finance and investment committee and reviewed via this and via reports to the
board
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1.5 Risk reductions from HLR agreed, presented for oversight only
1 HLR previous reduced for oversight
ID

602 (BAF ID 1)

HLRR v3 NOV 2018

Opened

1st June 2016

Description

Rating
(initial)

If we are unable to deliver on the agreed specification for PAS/HER solution there is a risk to quality of services.

Page 1 of 7

16

Mitigating Actions in place
The IT management board met for the first time in September 2018 and will be convened on a
monthly basis, to assess and manage all IT related projects and escalations. A benefits
realisation paper was submitted to the Chief Finance Officer of the Trust, to supplement each of
the work programmes in the IT strategy, ready for Board review, in either October or November.
A stock take of the RIO project is taking place, to enhance the governance and communications
work streams of the programme.
A bid has been submitted for national funding for the following modules on Rio: E-Referals, EDischarges, E-observations, Agile mobile working, Electronic document management and
Digital dictation. This bid totals circa £1,000,000.00 and will add benefit to the project whilst
saving BCPFT direct investment in these applications . Benefits papers to support the IT
strategy being presented to Executive committee. The Oasis upgrade planned for
September/October has been pushed back to November, due to functionality issues found with
the release candidate and they are currently being addressed by the supplier.

Rating (current) Rating (Target) Review date

9

9

November 2018

Exec Lead

Paul Assinder
Chris Masikane

Group/Committee(s) responsible

Quality and Safety Committee

High Level Risk Register

2018/19 Key Risk- Workforce
1.1 Current Risks
2 current risks
ID

Opened

327 (BAF ID 7)

Description

Oct-14

332 (BAF ID8)

Oct-14

Rating
(initial)

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

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

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

20

Time to Hire for August has increased above the KPI at 66 working days. Only the Corporate
Division met the KPI, this will be addressed within each Division through the development and
review of Recovery Plans at the Performance and Programme Management Board. The
recruitment activity has shown a significant increase in the last three months with 45 new
starters in July and 37 in August. In addition there are 28 new starters already booked to attend
the next Trust Induction and approximately a further 10 expected to be booked. The increased
activity has been challenging, however timely progression of new starters is currently the priority
for the team to ensure that vacancies are filled. Regular internal audits are taking place within
the recruitment team to ensure that any learning can be applied and processes streamlined
where appropriate. Work continues to be progressed and monitored through Workforce
Committee, with alternative options being explored for retention initiatives for new and existing
staff. Further work continues to take place to development the Workforce Strategy.

20

12

Nov-18

Judy Griffiths

Workforce Committee

16

Sickness absence has for July was corrected from 4.99% to 6.13% due to additional sickness
being reported on ESR after the end of the month. Sickness is August has decreased to
5.21%, however remains above the 4.5% KPI. Further work is being undertaken within the
Health and Wellbeing Group, particularly linked to emotional wellbeing and mental health, with
proposals to be presented to Workforce Committee in October 2018 linked to the ‘Time to
Change’ employer pledge and Mental Health First Aid Training for Managers. Plans for a
Health and Wellbeing Roadshow in January 2019 are currently underway; this will also focus
on emotional wellbeing and mental health. The overarching Staff Health and Wellbeing Plan is
currently being reviewed to ensure full alignment with the Workforce Strategy. World Mental
Health Day takes place on 10th October 2018, with regular communication and education
materials being available to support staff.

20

12

Nov-18

Judy Griffiths

Workforce Committee

1.5 Risk reductions from HLR agreed, presented for oversight only
1 HLR previous reduced for oversight
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ID

677 (BAF ID 2)

HLRR v3 NOV 2018

Opened

Description

Apr-17

Rating
(initial)

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

Page 2 of 7

16

Mitigating Actions in place
Associate Director of Organisation Development left the Trust at the end of September. Using
the approved Cultural Inclusion strategy and the plans beneath it there is a full detailed review
of priorities and resources required to deliver the strategy. A draft workforce strategy has been
developed so the plans required to deliver the strategies, and the resources available to
support their delivery are being fully reviewed in partnership between the Director of Strategy &
Transformation and the Director of Human Resources.

Rating (current) Rating (Target) Review date

12

6

Nov-18

Exec Lead

Jo Cadman

Group/Committee(s) responsible

Workforce Committee

High Level Risk Register

2018/19 Key Risk- Reputation of the Trust
1.1 Current Risks
0 Current risks
ID

Opened

Description

Rating
(initial)

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

Rating
(initial)

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

1.5 Risk reductions from HLR agreed, presented for oversight only
0 HLR previous reduced for oversight
ID

Opened

Description

Page 39
HLRR v3 NOV 2018

Page 3 of 7

High Level Risk Register

2018/19 Key Risk- Changing Environment
1.1 Current Risks

2 Current risks
ID

Opened

211 (BAF ID 9)
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648 (BAF ID 11)

Description

Rating
(initial)

Apr-14

If we are unable to innovate and develop sustainable strategies for each Division it will lead to a break up of Trust services, and a risk to the future delivery of quality specialist
mental health and learning disability services in the future

Jun-15

If we do not effectively engage our stakeholders we will damage our reputation and miss opportunities to maintain and strengthen our market share; and risk damage to the
quality of services offered from working across care pathways with partners.

Mitigating Actions in place

Rating (current) Rating (Target) Review date

16

Strategy paper being prepared to bring all strands of work together for October Board, and
more detailed strategy session in November.
Feasibility studies underway for high priority areas from service line reporting information;
Corporate review in progress and delivered efficiencies through fixed term/agency etc
Clinical/Divisional strategies completed
DWMH partnership working underway and developing programme
MERIT paper being reviewed to identify further opportunities from working across a larger
geographical areas outside the Black Country
Significant engagement across Places in the Black Country to influence and mitigate threats to
existing Trust business

16

8

Nov-18

16

Significant engagement across all places and STP for Black Country
Planning session for execs to be held on 24th October, with full Board session planned for
November 2018
Joint Collaborative Committee in place with DWMH, with full governance structure in place and
vision to be agreed at meeting held on 22nd October 2018

16

12

Nov-18

Exec Lead

Group/Committee(s) responsible

Jo Cadman, Chris
Finance and Investment Committee
Masikane

Jo Cadman

Board of Directors

1.5 Risk reductions from HLR agreed, presented for oversight only
0 HLR previous reduced for oversight
ID

HLRR v3 NOV 2018

Opened

Description

Rating
(initial)
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Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

High Level Risk Register

2018/19 Key Risk- Dudley Multi-specialty Community services Provider (MCP)
1.1 Current Risks
0 Current risks
ID

Opened

Description

Rating
(initial)

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

Rating
(initial)

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

1.5 Risk reductions from HLR agreed, presented for oversight only
0 HLR previous reduced for oversight
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ID

HLRR v3 NOV 2018

Opened

Description

Page 5 of 7

High Level Risk Register

Operational High Level Risks
1.1 Current Risks
0 Current Risks
ID

Opened

Description

Rating
(initial)
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Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

Mitigating Actions in place

Rating (current) Rating (Target) Review date

Exec Lead

Group/Committee(s) responsible

1.5 Risk reductions from HLR agreed, presented for oversight only
12 HLR previous reduced for oversight
ID

Opened

Description

Rating
(initial)

A Capital bid being prepared for consideration to provide secure area for patients when fire doors open.
Fire Evacuation and Absconsion

719

09/01/18

Fire doors automatically open at Hallam Street Hospital on activation of the fire alarm. if staff are not able to manage the doors whilst they are open, patients may abscond
with risk of injury to self or others

15

Ward managers to introduce Fire Emergency Response Plans to include instructions to staff on their
duties in respect of the automatic opening of doors when fire alarm activated. Once fire plans are
embedded and reviewed in full, likelihood will reduce and full risk review will talk place to revisit current
score.

10

5

07/12/18 Chris Masikane

Fire Safety Group, MH Quality &amp;
Safety Meeting

Risk assessment and screening of admissions to inpatient services in place.

754

30/07/18

Action plan in place to specifically support the Penrose Unit. 16 actions have been identified on this plan. 14 have
been completed and 2 are currently ongoing

Violence , Aggression and Patient Acuity
Violence and aggression linked to increased patient acuity within inpatient areas.

16

If we are unable to manage high levels of patient acuity safely then our staff and patients are at risk of injury due to violence and aggression from patient

Referral to alternative inpatient services when necessary (PICU, Low and medium secure services)
MAPA training
Support from Local Security Specialist and referral to police when appropriate
Safe wards programme
Staff wellbeing and support service
Trust wide 'reducing violence and aggression' (RIVA) Group

31/08/18

Masikane, Chris

Health and Safety Committee, LD Quality
&amp; Safety Meeting, MH Quality &amp;
Safety Meeting, Quality and Safety
Committee, Reducing Incidents of Violence
and Aggression (RIVA) Group, Workforce
Committee

10

8

10

5

30/11/18 Assinder, Paul

Fire Safety Group, Quality and Safety
Committee

12

8

10/09/18 Masikane, Chris

Divisional Risk Group, Quality and Safety
Committee

9

3

Fire Compartmentation
The Estates Department commissioned Nifes Consultancy in 2015 to undertake a compartmentation survey where multiple deficiencies in compartmentation throughout the Estate were
identified.

431

25/09/15

Compartmentation based upon fire-resisting construction is possibly the most effective way of controlling fire spread once a fire starts. Well maintained compartmentation safeguards escape
routes, prevents fire spread, contains fire, helps firefighting operations and reduces potential fire damage. Ultimately compartmentation is fundamental to the means of escape, and so the
Fire Safety Order requires that its structural integrity is maintained.

20

The controls are adequate as there is a live and managed plan

The Trust may be prosecuted under the Regulatory Reform (fire Safety) Order 2005 for failing to comply with the articles under the Order; Passive fire protection is a legal requirement under
the Fire Safety Order as part of the ‘preventative and protective measures’ that the responsible person has to consider in a risk assessment; it’s consideration is also given as one of the
‘measures’ applied to reduce risks from dangerous substances or ‘mitigate the detrimental effects of fire’. The objective of these legal controls is aimed at preventing fires, restricting the
spread of fire and smoke and providing usable means of escape.

655

There is insufficient funding from the Capital Budget for 2017 / 2018 to address all remedial action required.
Early Help Intervention
Help is not always being given so vulnerable families will not get the support needed
Lack of clear process and communication from the local authority
28/02/17
Families are not being supported by the relevant services for example Social Care, Dudley Disability Service
Vulnerable families are being supported by single agencies due to the lack of social workers.

The Trust has compartmentation surveys in place from 2015. There is an annual programme of work funded
through capital to address high and significant risks identified through this survey

Early

The Early Help Assessment Form has been completed and launched in May 2018. These forms will be audited by
the local authority and at the Early Help Steering Group.
16

With only one action outstanding the risk was discussed with Joy Williams who felt the risk needed down grading
however, following conversations with Dudley Sub-group the group were unhappy to downgrade. Downgraded to
be reviewed by execs.

Pharmacy Works planned to start Mid August 2018 and works will take 8 weeks to complete.
Environment at Hallam Pharmacy
470

20/11/15

15
The pharmacy service have significant issues with the allocated rooms in which they work. If this is not addressed then this may impact upon service delivery

HLRR v3 NOV 2018
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Plans have been reworked and have been through tendering/quote
Costs have been agreed and works have been approved 2018/2018 year

31/12/18 Lidher, Dr Jas

Medicines Management Committee,
Quality and Safety Committee

High Level Risk Register

Proposal scored and ranked against all other capital risks and falls below the available budget for
2018/2019.
Patient Self Harm / Ligature Hallam Street
481

13/11/15 There is a significant risk of self harm/ligature if the remaining windows at Hallam Street Hospital are not replaced on each ward (1st floor rear)

15

There are plans in place to manage the identified risks through individual risk assessment and use of
down stair bedrooms where risks are identified.

10

5

01/03/19 Chris Masikane

MH Quality &amp; Safety Meeting,
Quality and Safety Committee

9

6

31/10/18 Lidher, Dr Jas

Medicines Management Committee,
Quality and Safety Committee

9

3

28/09/18 Chris Masikane

Information Governance Steering Group,
Records Management Group, Quality
and Safety Committee

8

4

28/09/18 Assinder, Paul

Health and Safety Committee, Quality and
Safety Committee

10

8

30/09/18 Assinder, Paul

Capital Review Meeting, Finance &amp;
Investment Committee, Quality and
Safety Committee

10

8

31/10/18 Chris masikane

MH Quality &amp; Safety Meeting,
Quality and Safety Committee

To be reviewed as part of capital plan for 2019/20.

Regular pharmacy and Matron led review and audits. Medication storage action plan in place which
encompasses actions progressing for Estates. Oversight by Medication Management Committee with
governance assurance reports to local commissioner via quality review meetings.

Medication Storage
634

10/11/16

15
There is a risk that we are not fully compliant with all required medication storage standards .i.e., room temperature management.

Chance Ward
Approved by BCPFT in 2017/18
Order has been placed with Contractors
Works are being phased currently
Works to the treatment/clinic room will commend end August/Start September 2018
Salter Ward
Approved by BCPFT 2018/19
Currently out to final design with external contractors
Tender responses expected back in October
Works provisionally to start in November 2018
Meadow Ward
Approved by BCPFT 2018/19
Currently in design stages
Discussion has taken place regarding designs 1/8/18 with Estates in order to finalise drawings. Works
planned to start Nov/Dec 2018
All sites/clinic rooms above will have air conditioning installed as part of the works and this is already
built into the specifications.
Building works to commence as per control measures Nov/ Dec18

Health Records Management
The Trust lacks assurance in relation to health records management within the Trust, with a lack of robust tracking, governance and security required Trust-wide.

694
11/07/17
741
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Project plan in place with completion date April 19 – Some work has been undertaken to review these
boxes and ensure they are correctly filed/stored and have an identifiable retention/destruction date.
New chair appointed to the record management sub-group

Records stored within the Trusts off-site archiving have not been appropriately itemised and some of these are legacy records. This poses a risk in relation to GDPR compliance
as well as potential clinical risk as patient records are not readily accessible.

15

Individual incidents currently being managed by IG and Health Record Leads
TORs being reviewed and meeting set for October to review divisional engagement within record
management.

Emergency Exits
EDWARD STREET HOSPITAL
Emergency Services Access Routes at Edward Street Hospital for entry / egress and access to firefighting equipment are routinely blocked by inappropriately parked cars at the rear of the
building and also outside Community Team Base. In the event of a fire emergency vehicles will have difficulty accessing building entrance points and emergency firefighting equipment and
05/07/17 staff, patients, visitors may have difficulty escaping from the building (fire exit in Lighthouse staircase.

16

There is an approved capital scheme for 2018/19 to address line marking and bollards on both of these hospital
sites. ESH has commenced and Penn will commence this financial year.
Score reduced due to work having been completed and will conclude end September 2018

PENN HOSPITAL
Emergency Fire Path at Penn Hospital is routinely blocked by inappropriately parked cars. The barrier intermittently works which allows anyone to gain access with vehicles which results in the
path being blocked.

Estates and Infrastructure
7 facet survey to identify a baseline of the estate

204

The Trust's Estates Division have inherited a number of challenges that underpin the risk. There are a mixture of Long and Short term challenges and include, but are not
limited to:
01/04/14 Ligature points
Poorly used space, and issues with functional suitability
Meeting future regulatory challenges including single sex and dormitory requirements
Ageing Estate with backlog maintenance issues
Future dormitory requirements

Production of the clinical strategy to inform an updated estates strategy including rationalisation plan
16
Discussion with STP colleagues regarding funding for single sex/ single bedrooms agenda on the
inpatient sites. Consolidation on Penrose and site line management of staffing ratios support existing
controls in successfully mitigating in a suboptimal estate.

Risk to patient safety whilst on the waiting list mitigated for by a number of initiatives including but not
limited to a regular review of the waiting list, access to emergency services and a review of longest
waiters. The Wellbeing rapid improvement group meetings continue to monitor the waiting list and
support actions taken to reduce the waiting times. There is a comprehensive action plan that monitors
the waiting list, supports team actions and implements any developments.
There are weekly updated reports on the numbers from the BI and Operational Teams and regular
updates are submitted to management board, Quality &Safety , QSSG meetings on the waiting times
management.
The team have implemented an approach of calling all patients on the waiting list to ensure they are
safe and well. The staff work from the longest waiters down to ensure patient safety or to identify
alternative pathways where appropriate.

Waiting Times
704

HLRR v3 NOV 2018

19/09/17

There is at present a significant number of patients waiting over 18 weeks for treatment across 2 Community Teams and in excess of 50 referrals per week. This level of
demand is greater than current capacity can address. Whilst the safety of patients and staff is being mitigated for, escalation to and discussions with the commissioners
continues to address the wider risk to effective service delivery.
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15
Those waiting for individual therapy are offered the option of attending a psycho-educational group to
start their therapy sooner where possible. All members of the team carry a caseload with some also
facilitating group work.
There is no further absences or vacancies in the team which is now at full establishment with the
additional staffing levels as agreed with the Director for Mental Health. There has been discussions with
other teams referring into the Wellbeing Team on the appropriateness of their referrals.
The
team has been supported with a time- limited increase in staffing while on-going discussions with the
commissioners aims to continue to reduce the likelihood of this risk further.
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Encl. 5.2
Meeting of:

Board of Directors

Date:

28th November 2018

Subject:

Report from Finance & Investment Committee held on 15th
November 2018

Presented by:

Kathy McAteer, NED – Chair of Finance & Investment
Committee

Author:

Kathy McAteer, NED

Purpose:

To receive report and note the recommendations

Recommendation(s):
The BoD are recommended to note the report from the Finance & Investment
Committee and in particular to note the risk relating to the Pension Fund liability.

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:
As identified in Risk Register

1
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x

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

NHSI:



All aspects of governance assurance

X

Care Quality
Commission:




National patient information survey
Information Governance Toolkit

Other:
None:

Previous Board Level consideration:
Board

Finance &
Investment

Quality & Safety

M H Legislation
Scrutiny

Audit

Charitable Funds

Other

None

2
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N/A

X

Executive Summary
A meeting of the Finance & Investment Committee was held on 15th November 2018
and discussed the following:
1. Financial Position
It was noted that the pay award money has now been reflected in the M7 figures.
The M7 deficit is £239k, continuing to be ahead of Plan, driven by the CYP
favourable position. The LA Pension Fund Liability has been identified as an
additional risk following receipt of the final valuation actuarial report, and it was
noted that options are currently being explored on how this will be treated in the
accounts and the implications for cashflow.
It was noted that the position on agency spend has increased marginally, reducing to
5.6%. However, the cap has been breached across all staff groups with the worst
position continuing to be medical staff and registered nursing, predominantly within
mental health services.
Capital spend is on schedule for the allocation to be spent by year end. The cash
position has improved this month due to the Delta House settlement and is forecast
to be £1.5m at year end, with a £1.1m loan.

2. CIP Programme:
It was noted that the CIP position hasn’t significantly changed with a slight
improvement in the forecast outcome. There was discussion regarding the need to
address the £245k shortfall in year as part of the budget setting and 2019/20 CIP
planning process. The recurring position continues to be c80%. There was an
update report of the process for developing Plans for 2019/20. The Committee
welcomed the Supporting Service Excellence approach to reduce corporate
overheads and the use of the model hospital approach. Progress on the negative
contribution service lines was also noted.

3. Budget Setting Process 19/20
The Committee discussed and noted the budget setting process and timelines.

4. Contract Negotiations
A detailed paper was presented outlining the process, including guidance, structure
of internal and external meetings, and the approach being taken. The Committee
were reassured that a robust approach is being taken and includes targeting areas
of increased demand, new investment and SLR outcomes. There was detailed
discussion of the escalation processes in place with the Executive and if necessary
Committee and Board. A dashboard identifying progress and any risks/areas of
3
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concern will be presented to the Committee monthly.

5. High Level Risk Register
Committee noted the report, noting that work will be completed by the January
meeting to make the risks more specific and align with the Committee agenda.
Date of next meeting
The next meeting will be held on the 20th December 2019.

4
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Encl. 5.3
Meeting of:

Board of Directors

Date:

28th November 2018

Subject:

Report from the Chair of the Audit Committee meeting held on
14th November 2018

Presented by:

David Stenson

Author:

David Stenson

Purpose:

To receive report

Recommendation(s):
To receive the report.

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:
Financial outturn for 2018/19 and sustainability of the Trust

1
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x
x

x

x
x

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.
There are no implications to consider.
Regulatory and Compliance matters:
NHSI:
Care Quality
Commission:
Other:
None:

Previous Board Level consideration:
Board

Finance &
Investment

Quality & Safety

M H Legislation
Scrutiny

Audit

Charitable Funds

Other

None

2
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Executive Summary
THE KEY ISSUES DISCUSSED AT THE MEETING OF THE AUDIT COMMITTEE
HELD ON THE 14th NOVEMBER 2018 ARE SET OUT BELOW
COUNTER FRAUD UPDATE
Counter Fraud Referral Process
Work is being undertaken in regard to establishing a framework for referrals to the
appropriate professional regulators and The NHS Counter Fraud Authority
(NHSCFA).
The NHSCFA has issued a new circular related to developing a fraud prevention
process to assist in identifying the main fraud risks and to disseminate fraud
prevention guidance to address the risks.
A further circular includes guidance on work to combat fraud, bribery and corruption
in the NHS and guidance on NHSCFA’s investigative procedures, responsibilities of
LCFSs and information on how counter fraud work is monitored.
Purchase Cards
A review has been undertaken and a sample of 50 cards that were examined
showed no indication that cards had been misused or fraud committed. A more
detailed report will be submitted to the next meeting of the Audit Committee.
Fraud Investigation
A report was received in regard to the outcome of two investigations which have
been undertaken.
INTERNAL AUDIT PROGRESS REPORT
The report provided a summary update on progress against the Internal Audit Plan
for 2018/19:
 2 assignments (6%) - final reports have been issued;
 3 assignments (10%) - proposed draft/final reports have been issued;
 15 assignments (50%) - currently in progress; and
 10 assignments (34%) - not yet due.
It was agreed that future reports to the Committee would provide the reasons should
an assignment be delayed and as previously agreed, to maintain flexibility in the
Annual Audit Plan to take account of any new circumstances which may occur.
Freedom to Speak Up
The Trust’s “Raising Concerns at Work (Whistleblowing) Policy” is to be refreshed.
Arrangements will be made to provide refresher training which will cover the
arrangements within the Trust for Freedom to Speak Up and how to raise a concern.
A new gateway process will be implemented to ensure that all issues including
raising concerns; disciplinary actions; grievances and complaints are recorded in an
integrated system and include details of the outcome of the initial fact-finding
investigations.

3
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It was reported that Management Action Plans were in place.
Recommendations Update
It was reported that no recommendations made by Internal Audit had passed their
due dates for implementation on or before the 31st October 2018 which require an
update or revised implementation date from the responsible owners.
Terms of Reference for assignments
Terms of Reference were confirmed for the following assignments:
 Patient Engagement;
 Medication/Medicines Management;
 Seclusion;
 Clinical Supervision; and
 Specialist Mandatory Training.
INTERNAL AUDIT, NHS MONTHLY INSIGHT REPORT
The Monthly Insight Report (which is produced by 10 Internal Audit Consortiums)
provides a briefing paper intended to highlight recent developments and issues
within the NHS. Twelve key documents are referred to in the Report.
EXTERNAL AUDIT REPORT
A report was provided by External Audit including a reference to the “Code of
Conduct for Data-driven Health and Care Technology”. The Department of Health
and Social Care has issued a code of conduct intended to meet the NHS’s data
handling responsibilities whilst supporting the development of new data-driven
technologies and innovations.
2019/20 NHS payment reform proposals - NHS Improvement and NHS England are
proposing a series of changes to the tariff and payment system from 2019/20. The
Trust will review the outcome of this exercise and make an assessment to identify
any potential impact in order to determine the appropriate response.
The report also included a reference to NHSI’s consultation document on subsidiary
companies.
The Quality Reporting Process requirements are expected to be published in
January 2019 and no significant changes are expected.
2018/19 STATUTORY ACCOUNTS
International Financial Reporting Standards (IFRS) 9 and 15
Accounting Policies will need to be updated to reflect changes in the Standards
neither of which will require the Trust to make significant changes to the way it
accounts for the standards with the exception of the Trust’s Bad Debts Policy.
International Financial Reporting Standards (IFRS)16
It was reported that on-going work is being undertaken within the Finance
Department in regard to the impact of IFRS 16 leases that will be applicable to the
Trust’s Annual Statutory Accounts when it is implemented.

4
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The outcome of the current review work will feed into the setting of the Trust’s
Annual Financial Plan and budget setting for 2019/20.
Date of next meeting
The next meeting will be held on the 13th February 2019.

5
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Encl. 7.1

Meeting of:

Board of Directors

Date:

28 November 2018

Subject:

Nursing Establishment 6 Monthly Review

Presented by:

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

Author:

Heidi Cater, Head of Nursing MH and Susan Brady, Head
of Nursing LD and CYP&F

Purpose:

For information and assurance

Recommendation(s):

That the Board receive and note this report.

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

Relationship to High Level Risks:

BAF4
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Equality & Diversity implications:
An Equality Impact Assessment has not been completed
The following implications are considered: There are no implications to consider.

Regulatory and Compliance matters:
X

NHSI

X

Care Quality
Commission:
Other:
None:

Previous Board level consideration
Board

Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Quality & Safety
Audit
Other

QSSG
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Executive Summary

Executive Summary
1.0

Introduction

This report builds on the report shared at the Board of Directors in February 2018
and is in keeping with the revised national guidance from the National Quality Board
(NQB) on safe, sustainable and productive staffing.
This guidance shared includes the three NQB expectations that form a ‘triangulated’
approach (right staff, right skills, right place and time) to staffing decisions. It is an
approach in deciding staffing levels based on patients’ needs, acuity and risks,
which are monitored from the ward to the board which will enable NHS provider
boards to make appropriate judgements about delivering safe sustainable and
productive staffing.
The NQB report highlights that the CQC supports this triangulated approach to staff
decisions, rather than making judgements based solely on numbers of staff to
patients.
NHSI have published national improvement resources for Safe, Sustainable and
Productive Staffing in Mental Health and Learning Disabilities. These resources build
on the expectations and frameworks outlined in The NQB July 2016 publication.
The mental health resource has been developed for community and inpatient mental
health service across all specialities and for people of all ages. It also recognises
the multi professional approach and the importance of all team members.
The Learning disability resource again has been developed for both community and
inpatient settings in the context of reducing health inequalities.
Following further implementation of the above recommendations a further Nursing
Establishment review will be undertaken in six months’ time.
NHSI have produced further guidance in October 2018 ‘Developing Workforce
Safeguards; Supporting providers to deliver high quality care through safe and
effective staffing’ this document outlines the principles of safe staffing which
includes:
1. Utilising Evidence based tools
2. Professional Judgement
3. Outcomes
Following the publication of this report the Nursing directorate will be reviewing their
current processes to ensure alignment with the recommendations and will be
reported back in the next establishment report.
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Since the last Board of Directors report on nursing establishment the Trust has held
two safe staffing summits which focused on three key areas:
-

Safe Staffing Assurance Process where a new assurance process has been
established.
Retention of Staff, the Trust is currently part of a NHSI programme to build on
its retention strategy.
Roster management, supporting staff in roster management ensuring
effective rostering.

A further summit has been arranged to focus on retention and showcasing the offer
open to staff in terms of continued professional development and health and wellbeing.
BCPFT Career Pathways & Retention Pledge
The Trust will be launching the BCPFT Career Pathways and Retention Pledge with
a focus on Clinical Career Pathways. It is focused on the delivery of training,
retaining and regaining staff and offering a real choice and real opportunity using a
range of initiatives as outlined in Appendix 1.
2.0 Mental Health Services (See Appendix 2)
Recruitment and retention of registered mental health nurses at Band 5 remains an
ongoing challenge for the Mental Health Division. It is important to acknowledge this
is not unique to BCPFT and does reflect the wider national picture.
In response to this challenge the Division has had to explore via the Mental Health
Transformation Programme 2017/18 alternative solutions, including a full review of
the existing nursing establishment and skill mix in support of safe staffing levels and
continuity of care.
The establishment and skill mix review effective from April 2018 reduced the
registered nurse posts by 16.65 WTE across 8 clinical areas whilst the unregistered
workforce increased with an additional 22.14 WTE posts across all 9 wards.
The registered recruitment /retention issues for Mental Health Urgent Care remains
significant. The current funded establishment September 2018 is reporting 33.61
WTE vacant posts which is a deteriorating picture as January 18 had reported 33.97
WTE prior to the agreed reduction of the registered workforce by 16.65 WTE.
In real terms following skill mix modifications that reduced the registered vacancies
to potentially 17.32wte by April 18 the Division is now reporting 33.61 vacant posts
Macarthur (PICU) retained their registered funded establishment and was not
affected by the 17/18 transformation proposals. However, the ward is currently
reporting an increase in registered vacancies of 9.29 WTE against a previous deficit
of 4.95 in January 18. Safe staffing is currently being maintained by utilising 4
regular agency nurses that are rostered on a block booking basis to provide
continuity within the workforce.
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September recruitment progress demonstrates an additional 10 registered nurses
pending start dates between September 2018 and March 2019
The younger adult, working age clinical teams are all reporting an increase in vacant
posts against the previous review January 2018 with the exception of Brook ward.
Conversely, Older Adult Division workforce remains stable.
A range of initiatives to address the ongoing registered workforce challenges
continue to be actively implemented or are being progressed:







Full review of Macarthur clinical team and staffing establishment.
Review of Band 6 posts to support career pathway opportunities
Strengthening the Preceptorship package to support newly registered nurses.
Utilisation of the Nurse Associates pending the first registered Band 4 cohort
February 2019
Bespoke training/ professional development opportunities identified for
specific clinical teams that will be incorporated into future recruitment
advertising.
Health and Wellbeing agenda and Flexible Working.

3.0 Learning Disability Services (See Appendix 3)
The learning disability service continues to review their establishment in line with
the Transforming Care Programme (TCP)
The National TCP programme mandates that each TCP meets the nationally prescribed
trajectory for bed reduction by March 2019. For the Black Country area this means reducing
CCG Commissioned beds from 41 to 16. Across BCPFT the position is as follows:
Dudley: Beds at Ridge Hill have temporally closed to new admissions due to staffing
provision concerns. BCPFT undertook an estates assessment and concluded that the most
efficient and effective resource to deliver assessment and treatment would be located from
Sandwell Heath Lane Hospital
Sandwell: A provision of 10 assessment and treatment beds will remain open at Sandwell
Heath Lane Hospital, as a single facility to serve Black Country patients. This is in alignment
with the national recommended bed provision in proportion to population size
Walsall: Patients have been using a range of assessment and treatment facilities as all
current beds are spot purchased. Following the closure to new admissions and planned
closure of Daisy Bank Unit on 10th September following transfer of last 2 patients, any new
admissions required will be supported to use other facilities
Whilst there have been some challenges to recruitment over the last 6 months, considering
the amount of change that the service is undertaking the division consider that there has
been successful in recruitment to the majority of posts advertised. The Divisional position
shows a clinical vacancy rate at 12.37% this sits above the KPI of <9 %. Our non-clinical
vacancy rate is currently over the KPI at 22.0%.Turnover rates is just within the KPI target
at 14.81% against a target of below 15%.
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Bank and Agency
Bank and Agency usage is monitored weekly by the divisions, the main reasons for booking
unregistered staff is to support clinical observations. The booking of registered nurse is
mainly due to vacancies. Due to the decrease in registered nurses nationally the rational for
utilising agency is for registered nurse vacancies. On average over the past 6 months there
is 84% fill rate bank staff verses a 16% fill rate of agency.
The agency cap group meet monthly and are reviewing options to encourage substantive
staff to uptake bank shifts.

Retention Strategy
As reported in the last establishment report the Trust is currently part of a NHSI
programme to build on its retention strategy.
The retention group meet monthly and have implemented a number of initiatives to
support the retention of staff, these have included the connect program where the
Executive Director of nursing will be connecting and following up with new starters at
3 monthly intervals.
As part of the ongoing retention work there will be a safe staffing summit on the 22 nd
November with a focus on retention and will be showcasing the benefits of working
for the Trust including career development opportunities and health and wellbeing
benefits.
The other area of focus for the retention strategy is the reduction of violence and
aggression. The trust has been selected to be part of a NHSI and Royal College of
psychiatrists collaborative to look are reducing restrictive intervention. The work is
currently focused on MacArthur unit but the learning will be transferred across the
organisation via the Reducing Violence and aggression group.
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Appendix 1

BCPFT Career Pathways &
Retention Pledge

TRAIN
RETAIN
REGAIN
STAFF LIKE NEVER BEFORE
Britnall 2018
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WHAT HAS WORKED

Having a big, bold and unwavering ambition
about the organisation and why you would want
to come to work here, why people stay ’GOOD
to GREAT’
•
•
•
•

Culture of valuing staff and celebrating staff
achievements
In a significant time of uncertainty and
change
Maintain, (patient focus and safety) sustain
(improvement) retain (best staff)
Focus on Continuous improvement

Inclusive, flexible, Compassionate Leadership –
strengthening leadership at all levels
•
•
•

Clinically led, system enabled’
‘Every voice heard’ approach
Professional Boards - Strengthening
professional leadership, AHPs, Psychological
therapies, Nursing,
Shared Governance approach
Integrated Professional Strategy - Leading
Change Adding Value, AHPs into Action
Listening into action – i.e. increased bank pay –
reduce reliance on agency
Strengthening preceptorship, Career pathways,
CPD development, secondments

•
•
•
•

Authentic, genuine and visible contact with staff
•
•
•

•
•
•
•

Range of different engagement events with
frontline staff
‘Walking in your Shoes’
i.e. It’s all about you days (opportunity for
staff time out across professions – review top
10 roles and responsibilities)
Walkabouts /back to the floor
Listening into action ; appreciative enquiry
approach
Using IT /web systems for engagement
Safe Staffing Summits

Refreshing Workforce strategy Recruitment –
Retention – Health & Wellbeing
•
•
•

•

•
Collaborating across Sustainable
Transformation Partnerships /Local Workforce
Action Boards
•
•

•
•

•

Strategic workforce transformation and
planning
Public Sector Student Collaboration pilot for
mental health nurse placements across,
police, fire, ambulance services
Two thirds of the STP in 2016 had no
workforce strategy
Joint working across other mental health
trusts in the Midlands as part of the only MH
Vanguard – i.e. training passport which
reduces need to repeat training when staff
move from one trust to the other

•
•

•
•
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Cultural inclusion
Principle of ‘home growing’
Working closely with HEIs/ University Technical
Colleges / University/ industry/ placements/return
to practice volunteers
Strengthened Career pathways for both
unregistered and registered staff – Skills for
Health
New roles – across the professions i.e. Trainee
Nursing Associates, clinical apprentices,
Advanced Practitioners in Mental Health
Tailoring patient needs to skill mix and moving
away from traditional structures, more fluid,
diverse, multi -professional with peripatetic
element– i.e. Psychiatric intensive care unit
(PICU) Personality Disorder services
Refocus on Health and Wellbeing linked to staff
retention within inpatient Services
Appreciative enquiry – Reducing restrictive
interventions Group – now successful application
NHSI collaborative
Exit interviews not well taken up prefer ‘What
keeps you here at this trust’
Promoting the Trust brand and family

The Black Country Brand Brad
•
•
•

Really understand what has already been achieved
What keeps staff at BCPFT?
Build on Successes; Nursing, AHPs strategy – delivery of
operational plan; financial sustainability
What are the specific issues of staff recruitment & retention, which
staff groups and at which grades?
Are there geographical variations, hotspots, trends and patterns?
Understanding the data and evidence in relation to Generation X/Y
and any impacts
Age profile of the workforce, those that leave - impacts for different
groups i.e health and well-being
Workforce diversity and race, understanding opportunities /impacts
Appreciative enquiry – listen to front line staff and community team
/ward leaders
Focus on good diverse local teams focusing on Quality and
patients outcomes and strengthen leadership at every level
Influencing national workforce agenda through Royal Colleges etc

•
•
•
•
•
•
•
•

•

The BCPFT - Career Pathways Package & Retention Pledge
‘ A modern career pathway - Real Choice, Real Opportunity
Strategic Framework for career development for clinical staff
‘CoNNECT Programme - meet, and track over 2 years
Safe staffing Summits focus on nursing Retention & CPD

•
•

‘The Healthcare Workforce in the NHS in England now
presents a greater threat than the funding challenges.’
Kings Fund November 2018
•

•
•

•

Build opportunities for expanded careers to work across the whole
Black Country, health, social care, education, voluntary sector,
private, housing, for identifying the talent pipeline and agreeing
sustainable workforce for the wider economy
Offering flexible opportunities to change, move career paths
across agencies
Foundation Trust; social enterprise ventures with Housing
partnerships. Explore opportunities recent governmental pledge 2 Billion pounds for affordable housing
Build partnerships for affordable transportation package
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Career Pathways & Retention Pledge
‘ A Modern Career Pathway
Real Choice, Real Opportunity’
•
•
•
•
•

Launch ‘CoNNECT Programme -Chief Nurse STP Nov 2018
Retention Summit November 2018
Return to Practice Mental Health & Learning Disability
Health Education November 2018
Career Pathways Launch February 2019

Joyce Fletcher
Executive Director of Nursing
Nov 2018
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Appendix 2

Review of Inpatient Nursing Establishment,
Capacity and Capability
Mental Health Division
Revised Report: September 2018
Due for Review January 2019

Author: Heidi Cater, Head of Nursing, Mental Health
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Review of Inpatient Nursing Establishment, Capacity and
Capability, Mental Health
1.0
Introduction
There is an organisational requirement to review the nursing establishment on a six monthly
basis across the Mental Health Urgent Care Inpatient Services. This paper has been
refreshed to reflect both progress and provide an updated position for the Division.
The paper outlines the current funded nursing establishment and agreed minimum safe
staffing levels required to support bed occupancy, patient acuity and delivery of safe and
effective care. Also presented is the revised nursing establishment and skill mix informed
following approval of the 17/18 Mental Health Transformation Programme proposals
effective from April 2018 /19.
The paper demonstrates a clear commitment by the Division to be both creative and
proactive in developing and implementing initiatives to address the ongoing recruitment and
retention challenges for our nursing workforce.

2.0 Inpatient Services – Urgent Care
The Mental Health Division has nine inpatient wards across four hospital sites:
-

Edward Street Hospital; Sandwell - Older adults
Hallam Street Hospital; Sandwell - Adults of working age
Penn Hospital; Wolverhampton, Adults of working age and Older Adults
Macarthur Centre; Sandwell , Male Psychiatric Intensive Care Unit (PICU)

The inpatient services, their function and bed occupancy are outlined in Table 1.
Table 1 – Mental Health Inpatient Services - Urgent Care
Location

Function

Number of Beds

Edward Street Hospital
Salter Ward

Older adults with functional
disorders Assessment and
Treatment ward

20

Chance Ward

Older adults with organic
disorders (complex needs)
and challenging behaviours,
Assessment and Treatment
ward.

18

Charlemont Ward

Adults of working age

18

Friar Ward

Adults of working age

18

Hallam Street Hospital
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Location

Function

Number of Beds

Abbey Ward

Adults of working age

18

Meadow Ward

Older adults Assessment
and Treatment ward
(Functional and Organic
disorders )

16

Dale Ward

Adult of working age
(female)

16

Brook Ward

Adults of working age
(male)

20

Psychiatric Intensive Care
Unit (Male )

12

Penn Hospital

Heath Lane
Macarthur

3.0

Funded Nursing Establishment 2018/19

Table 2.0 Nursing WTE Summary for Inpatient Wards

Nursing WTE Summary For Inpatient Wards
Report Number
212
213
214
228
241
242
246
304
306

Report Name
Friar House
Charlemont House
Abbey House
PICU
Brook Ward
Dale Ward
Meadow Ward
Edward Street - Chance
Edward Street - Salter
Total

Qualfied Unqualified
13.60
13.60
13.60
13.60
13.60
13.60
18.96
18.96
13.60
13.60
13.60
13.60
13.60
13.60
14.88
14.88
13.20
13.20
128.64
128.64

Total
27.20
27.20
27.20
37.93
27.20
27.20
27.20
29.77
26.40
257.28

Table 2.0 outlines the revised funded nursing establishment for both registered and un
registered nursing staff effective from the 1st April 2018.
The establishment and skill mix review reduced the registered nurse posts by 16.65 WTE
across the 9 clinical areas.* Note, Macarthur saw a minimal reduction of 0.66 of a post only.
From an unregistered perspective there were an additional 22.14 WTE posts created.
It is important to note all of the funding within the establishment budgets was retained
to support the revised skill mix.
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A key aim of the revised establishment is to address the significant deficit and ongoing
challenges evidenced over the last two years in relation to the recruitment and retention
of registered mental health nurses. The Division recognises unregistered staff do not
replace registered nurses however, the review has enabled :






The Division to create enhanced career pathway opportunities for unregistered staff.
Embrace the value of the Band 4 Nurse Associate role within the workforce model
with a commitment to 9 posts (one per ward) being built into the establishments.
*Note the first cohort will be qualified Feb 2019.
Develop additional posts at Band 3 level .
Continue to support the Clinical Apprentice Initiative.
Continuity of care to be maintained.

The revised registered establishment continues to support 3 RMNs per shift Monday to
Friday with a reduction to 2 RMNs per shift at weekends (see Section 7.0 Skill Mix). Note :
Macarthur has retained all of its existing registered establishment with a small reduction of
0.66 WTE and currently will continue to function with 3 registered per shift across 7 days
pending recruitment to existing RMN vacancies.
4.0 Funded Nursing Establishment
Tables 3.0 and 3.1 outline the current funded establishments for both registered nurses and
healthcare support workers.
Table 3.0 Funded Registered Nursing Establishment Urgent Care August 2018
Report No

Grand
Total

Report Name

WTE BUD

WTE ACT

WTE VAR

212 Friar House

13.60

10.23

3.37

213 Charlemont House

13.60

8.80

4.80

214 Abbey House

13.60

7.45

6.15

228 PICU

18.96

9.67

9.29

241 Brook Ward

13.60

10.95

2.65

242 Dale Ward

13.60

9.40

4.20

246 Meadow Ward

13.60

13.00

0.60

304 Chance Ward - Ed St

14.88

11.93

2.95

306 Salter Ward - Ed St

13.20

13.60

(0.40)

95.03

33.61

128.64
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Table 3.1 : Funded Healthcare Support Worker Unregistered Establishment Urgent
Care August 2018
Report
No

Report Name

WTE BUD

WTE
ACT

WTE VAR

212 Friar House

13.44

14.56

(1.12)

213 Charlemont House

13.44

13.65

(0.21)

214 Abbey House

13.44

12.48

0.96

228 PICU

18.75

15.67

3.08

241 Brook Ward

13.44

10.57

2.87

242 Dale Ward

13.44

10.60

2.84

246 Meadow Ward

13.44

12.85

0.59

304 Chance Ward - Ed St

14.85

16.41

(1.56)

306 Salter Ward - Ed St

13.08

11.00

2.08

127.32 117.79

9.53

Grand
Total

The registered nurse recruitment /retention issues for Mental Health Urgent Care remain
significant. The current funded establishment September 2018 is reporting 33.61 WTE
vacant posts which is a deteriorating picture as January 18 had reported 33.97 WTE prior to
the agreed reduction of the registered workforce by 16.65 WTE. In real terms following skill
mix modifications that reduced the registered vacancies to potentially 17.32wte by April 18
the Division is now reporting 33.61 vacant posts.
It is important to acknowledge this is not unique to BCPFT and does reflect the wider
national picture
Macarthur (PICU) retained their registered funded establishment and were not affected by
the 17/18 transformation proposals. However, the ward is currently reporting a further
increase in registered vacancies of 9.29 WTE against a previous deficit of 4.95 in January
18. Safe staffing is currently being maintained by utilising 4 regular agency nurses that are
rostered on a block booking basis to provide continuity within the workforce.
The younger adult, working age clinical teams are all reporting an increase in
registered vacant posts against the previous review January 2018 with the exception
of Brook ward. Conversely, Older Adult Division substantive registered workforce
remains stable.
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A range of initiatives to address the ongoing registered workforce challenges continue to be
actively implemented or are being progressed including :





Full review of Macarthur clinical team and staffing establishment October 2018.
Review of Band 6 posts to support career pathway opportunities
Strengthening the Preceptorship package to support newly registered nurses.
Utilisation of the Nurse Associates pending the first registered Band 4 cohort
February 2019.
Bespoke training/ professional development opportunities identified for specific
clinical teams that will be incorporated into future recruitment advertising.
Engaging frontline staff in the Health and Wellbeing agenda and flexible working
process.




The increased unregistered workforce continues to be actively and successfully recruited to
and will provide stability and continuity to the frontline.It is anticipated once all the additional
posts are appointed to there will be a significant reduction in the requirement to utilise bank
and agency. There are currently 9.53 vacant posts against a deficit of 5.29 reported Jan 18
However, this is considered to be positive progress against the context of an additional 22.73
posts being introduced in April 18.

5.0

Recruitment and Retention

Table 4.0 : Current Recruitment Progress September 2018

Ward
Chance

Band 5 Required
4

Meadow

1

Dale

4

Macarthur

9.29

Friar

2

Abbey

5

Charlemont

5.6

Recruitment Process
All posts recruited to, all
commencing end of September 18.
Newly registered appointed ,start
date to be confirmed.
All recruited pending start dates to
be confirmed
November 18 x 2 RMNs
January 2019 x1 RMN
March 2019 x 1 RMN
Recruited 2 RMNs date tbc pending
qualification January 2019.
Interviews October 2018
Shortlisting stage ,pending
interviews November 2018.Rolling
advert continues.
Shortlisting stage ,pending
interviews November 2018.Rolling
advert continues.

The required Band 5 posts outlined in Table 4.0 differ slightly to Table 3.0 as this reflects
ongoing recruitment post August 2018 data. September recruitment progress demonstrates
an additional 10 registered nurses pending start dates between September 2018 and March
2019 .Hallam Street are shortlisting and interviewing candidates October / November 18
whilst maintaining a rolling advert.
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The Head of Nursing and Human Resources business partners continue to work closely
together to analyse the monthly flow of starters and leavers, identify any trends or specific
services that require a focus .The Mental Health Division has also participated in a Trust
wide piece of work to address retention issues as part of a programme linked to NHSI.
On a positive note a proportion of the registered nurses leaving the wards remain retained
within the organisation but migrate into other areas of the Urgent care portfolio or Planned
Care services. Key reasons for leaving include: promotion, relocation, work life balance,
retirement.
6.0

Safe Staffing Levels

Table 5.0 Safe Staffing Levels
Ward

Beds

Early

Late

Night

Salter

20

5

5

4

Chance

18

6

6

4

Charlemont

18

5

5

4

Friar

18

5

5

4

Abbey

18

5

5

4

Meadow

16

5

5

4

Dale

16

5

5

4

Brook

20

5

5

4

Macarthur

12

7

7

6

Table 5.0 outlines the minimum safe staff levels for each ward on a shift by shift basis
(excluding the Ward Managers who function in a supernumerary capacity Monday to Friday,
9.00am – 5.00pm).
All wards operate a safe staffing level of 5/5/4 with the exception of Chance 6/6/4 and
Macarthur 7/7/6.
Safe Staffing levels are monitored monthly through the Safe Sustainable and Productive
Staffing Survey. Mental Health achieve a combined fill rate (registered and unregistered ) of
100% plus on a monthly basis. However, due to the current vacancy position for registered
nurses the majority of the wards have consistently been reporting below the 90% threshold
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for the registered element. A high fill rate of unregistered staff are utilised to achieve the
required safe staff levels often requiring access to bank and agency .
It is important to note, despite the current registered funded establishments being in line with
or above the national average, the Younger Adult wards and PICU are functioning either
supported by block booked regular registered agency or below their registered establishment
and backfilled by unregistered staff. This is significantly impacted by the 33.61 WTE
vacancies (See Table 3.0).

7.0 Skill Mix
Table 6.0 – Current Nurse Skill Mix 2018/19
Ward

Early
Mon-Fri

Early
Sat-Sun

Late
Mon-Fri

Late
Sat-Sun

Salter

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Chance

3 Reg
3 HCSW

2 Reg
4 HCSW

3 Registered
3 HCSW

2 Reg
4 HCSW

Charlemont

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Friar

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Abbey

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Meadow

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Dale

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Brook

3 Reg
2 HCSW

2 Reg
3 HCSW

3 Registered
2 HCSW

2 Reg
3 HCSW

Macarthur

3 Reg
4 HCSW

3 Reg
4 HCSW

3 Registered
4 HCSW

3 Reg
4 HCSW

Night
2
Registered
2 HCSW
2
Registered
2 HCSW
2Registered
2 HCSW
2
Registered
2 HCSW
2
Registered
2 HCSW
2
Registered
2 HCSW
2
Registered
2 HCSW
2
Registered
2 HCSW
3
Registered
3 HCSW

The revised skill mix for 18/19 Table 6.0 will continue to support 3 registered nurses Monday
to Friday with a minimum of 2 per shift at weekends. The increased establishment of
unregistered staff aims to support maintaining safe staffing levels, provide continuity of care
and to reduce reliance on bank and agency use.
For further assurance purposes a deep dive analysis was undertaken to understand if
reduction in registered nurses at weekends impacted on patient safety .Key Harms were
considered including Falls, Medication errors ,Use of PRN (when required ) medication,
numbers of reported incidents for example - violence and aggression , absconds.
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There was no evidence to suggest incidents increase at weekends and having 2 registered
nurses on shift instead of 3 does not corroborate with an increase in reported incidents.
Anecdotally, as part of the review both staff and patients reported they felt having a
consistent substantive workforce provided continuity of care and enhanced patient safety
and a positive experience. The stability of the clinical workforce was considered to have the
greatest impact on clinical care rather than the skill mix.
8.0 Sickness Absence
Table 7.0 – Mental Health Division Sickness/Absence September 2017 – August 2018

The Division are proud to recognise the ongoing commitment of staff attendance at work and
an evident reducing trend of sickness absence across services with an improving picture
since February 2018. In August 2018 Urgent Care reported 4.38% sickness absence YTD
5.22%.
Anxiety, depression , stress and other mental health issues are the highest reporting
categories.
As previously reported sickness absence continues to be actively managed in line with the
revised Managing Attendance Policy and is monitored on a monthly basis through Quality
and Safety, Divisional Management Board and Performance Assurance meetings.
A range of initiatives aimed to reduce absence levels linked to the Health and Wellbeing
Committee continues to be developed with Divisional engagement. Managers remain
proactive to ensure early engagement with staff is taking place.
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9.0 Bank and Agency
Table 8.0 Bank and Agency Use April to August 2018

The top five areas for Bank bookings to date are Macarthur (15%),Chance (13%),Friar
(9%),Abbey (9%) and Brook (8%).
The top five areas for Agency bookings are Macarthur (17%), Charlemont (15%),Dale(14%),
Abbey (13%) and Brook (10%)
Registered nurse vacancies remain the greatest factor for registered agency use, whilst
clinical observations remain the main factor for unregistered staff.
Factors that continue to influence the use of temporary staff in order to maintain safe staff
levels include:




Registered nurse vacancies and recruitment and retention challenges.
Clinical Observation and Engagement at Level 3 and Level 4 due to patient clinical
presentations requiring support and management of significant risks ie violence and
aggression, self-harm.
Cover for staffing shortfalls relating to sickness absence and backfill to release staff
to access mandatory and specialist training.

The Division maintains a commitment to achieving a reduction in Bank and the ambition of
Zero Agency. There are a range of proactive recommendations currently being implemented
including weekly scrutiny of bank and agency usage supported by the Divisional Director and
Head of Nursing .The Division is also actively involved in corporate initiatives including
,Agency Cap, Retention Strategy, Workforce and Wellbeing.

10.0 Current Position of Progress September 2018
 Active recruitment / interviews throughout October/ November 2018 for both
registered and unregistered staff.
 Awaiting start dates for 10 successfully recruited registered staff from September
2018 to March 2019.
 Macarthur Unit has seen a significant uplift of HCSW both Band 2 and 3 following
reset of the establishment 17/18. However,a further service review will commence
October 2018 which includes safe staffing and skill mix .
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 Associate Nurse Posts Band 4 will see the first Cohort of 5 qualified staff available
within clinical teams February 2019 (Predominantly Older Adult services)
 Introduction of a strengthened Preceptorship package to support newly registered
nurses. Phase One to be launched in Older Adults October 18.
 Bespoke training/ professional development opportunities identified for specific
clinical teams that will be incorporated into future recruitment advertising.
 Maintaining a rolling recruitment campaign
 Engagement in the Agency Cap Meeting
 Weekly monitoring of bank and agency use, scrutinised by Divisional Director and
Head of Nursing and challenge to and assurance sought from clinical teams to
ensure appropriate use.
 Engaging frontline staff in the Health and Wellbeing agenda and flexible working
process.
 Progressing a HCSW Development Programme at Divisional Level reflecting job
descriptions to compliment the existing Care Certificate.
 Continued scrutiny of reasons for staff leaving supported by workforce and exit
interview process.
 Community Preceptorship Model (Planned Care) feedback from the first two newly
registered recruits to Nursing Board January 2019.
 Ongoing participation in the BCPFT Safe Staffing Summits, next date 22nd November
2018 with a retention, health and wellbeing focus.
 Continue to participate in sub-groups aligned to Workforce Committee and Nursing
Board to support the recruitment retention agenda
 Engage at local level clinical teams to think creatively in the recruitment processes for
target audiences, student nurses, apprentices, temporary staff and the introduction of
new roles ie nurse associates
 Effectively manage all workforce changes ie ageing workforce, retirement,
succession planning.
 Engagement of Executive Team via PPMB to actively support initiatives proposed via
recovery plans and required investment to support the recruitment agenda.
In conclusion this report outlines the ongoing commitment of Mental Health to address the
recruitment and retention challenges, whilst continuing to deliver safe, sustainable,
productive staffing and safe and effective care.
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Review of Inpatient Nursing Establishment,
Capacity and Capability Review
Learning Disability Group
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Author: Susan Brady Head of Nursing (Learning Disabilities)
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Review of Nursing Staffing Capacity, Capability and
Establishment Update – Learning Disability
1.0 Introduction
There is an organisational requirement to review nursing staffing levels on a six monthly
basis across the learning disability inpatient services. This paper summarises development
of our learning disability workforce in relation to the implementation of the new Transforming
Care Partnership (TCP) enhanced community clinical model. It highlights ongoing
challenges to our safe staffing during a period of significant change within BCPFT LD
inpatient areas and presents the current funded nursing establishment, agreed minimum
safe staffing levels required to support the bed occupancy, patient acuity and deliver safe
effective care in line with national and local requirements.
2.0 National Transforming Care (TCP) Strategic Plan
The Learning Disabilities Division continues to work closely in collaboration with the Black
Country Transforming Care Partnership (TCP) to deliver on requirements to meet the
national service model for transforming care. This has been developed with the support of
people with lived experience, clinicians, providers and commissioners and sets out how
services should support people with learning disabilities. Using the nine key principles from
the National Service Model ‘Building the Right Support’ and guidance from NHS England,
the TCP has developed a new clinical model for learning disabilities services in the Black
Country. With the right services in place in the community, the need for inpatient care will
significantly reduce. There will be focus on providing individuals with learning disabilities with
the right care, at the right time, in the right place to maintain people’s rights, respect and
dignity. The model promotes responsive person centred, therapeutic care with the aim that
services will wrap themselves around individuals to support them with the right level of
support in the least restrictive environments.
2.1 Learning Disabilities Local Transforming Care (TCP) Plan
The National TCP programme mandates that each TCP meets the nationally prescribed
trajectory for bed reduction by March 2019. For the Black Country area this means reducing
CCG Commissioned beds from 41 to 16. Across BCPFT the position is as follows:
Dudley: Beds at Ridge Hill have temporally closed to new admissions due to staffing
provision concerns. BCPFT undertook an estates assessment and concluded that the most
efficient and effective resource to deliver assessment and treatment would be located from
Sandwell Heath Lane Hospital
Sandwell: A provision of 10 assessment and treatment beds will remain open at Sandwell
Heath Lane Hospital, as a single facility to serve Black Country patients. This is in alignment
with the national recommended bed provision in proportion to population size
Walsall: Patients have been using a range of assessment and treatment facilities as all
current beds are spot purchased. Following the closure to new admissions and planned
closure of Daisy Bank Unit on 10th September following transfer of last 2 patients, any new
admissions required will be supported to use other facilities
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3.0 Workforce plan
The LD Service has produced a comprehensive draft Training Needs Analysis (TNA) and
Workforce development Framework (appendix 1). Considerable steps have been taken
reviewing national competency frameworks, priorities and building an implementation plan in
support of the transition and mobilisation of the enhanced clinical model. The LD Service is
working closely with the regional TCP workforce lead who is compiling the regional
workforce plan for TCP and providing feedback for wider analysis. The LD Service
workforce/TNA plan has been highlighted as regional best practice for the TCP plan and is
being utilised and modelled in support of other providers as an example. The LD Clinical
Training Manager is working in partnership with IT colleagues to develop and install a web
based platform that will support the TNA implementation and monitoring. He is also in the
process of developing specialist LD e-learning modules that could support training external
providers and agencies.
In support of clinical capacity for the new model we have also commenced an evaluation of
the interim administrative support provided across behaviour support services. This is to
enhance capacity/ freeing up clinicians time during the interim transition phase. Additional
project support from PMO has also been implemented.
4.0 Benchmarking Learning Disabilities Services NHS- Benchmarking
Network Bespoke Report 2017/18 work programme
This dashboard report presents the findings of the 2017/18 Learning Disabilities (LD)
benchmarking project, collecting 2016/17 outturn data. This was the third iteration of
the project. There were 48 participating Trusts and Health Boards in this iteration of
the project completing 68 submissions. Participants cover England, Wales and
Northern Ireland, and include NHS and Independent sector organisations.
Bespoke dashboard reports have been issued for each participating Trust and Health
Board, to give an organisational overview on a number of key strategic metrics. A
national report has also been published which provides a more comprehensive narrative
on learning disability service provision, alongside an online toolkit, both of which are
available to access from the members’ area of the website
Across the pathway, metrics have been collected on service models, activity,
workforce, finance, quality & outcomes. This dashboard report aims to support
organisations in viewing their comparable positions on key metrics at a glance.
There are many more metrics available on the online toolkit, accessible through the
members’ area of the Network website at www.nhsbenchmarking.nhs.uk
th

In London on 6 March 2018. The conference held discussion on the main issues impacting
Findings from the project were discussed at an NHS-wide conference which took place on
LD services including; the provision of inpatient services, appropriate workforce levels and
optimal skill-mix, access to community care, and the variation in investment levels in LD
services.
Summary of findings for BCPFT from the benchmarking report of our staffing levels and
quality indicators on comparison to national averages:
 Higher inpatient registered skill mix
 Lower incidents of violence and aggression
 Average bed day cost of £843 per day
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5.0 Benefits of plan to good quality, safe and sustainable care
The revised Assessment & Treatment service and changes to community structures will
provide a number of benefits such as:
 Improved health and care services for people with a learning disability in the Black
Country with opportunity for more people to live in the community with the right
support and close to home
 The A&T inpatient service will be enabled to have a higher threshold for clinical
acuity, which is necessary in future A&T provision, due to Penrose House location
having the surrounding support infrastructure on that site
 Contributes to ensuring efficient, sustainable use of resources in the LD Division
 Professional development opportunities linked to implementing new ways of working
to support the national agenda: developing a more effective and efficient workforce.
Offering career development opportunities for staff. Introduction of new roles such as
‘Nursing Associate’ and ‘Associate Practitioner’
 Improved staff health and wellbeing due to improved staffing levels and structures
based on national guidance to support services effectively

6.0 Safe staffing levels
There have been a number of clinical challenges impacting on safe, sustainable staffing over
the past 6 months. This includes:
 Management of Change process linked to TCP model implementation
 Staff sickness
 Higher acuity of patients
 Increased staff assaults
 Ineffective roster management
 Concerns raised through quality review from earlier in the year
7.0 Current Practice:
 The LD Division has implemented a stepped model of care to ensure establishments
and safe staffing numbers reflect occupancy levels and reflect efficient use of staff
resources. The clinical observation and engagement policy has been reviewed with a
local protocol to support the utilisation of zonal observations. Matrons and ward
managers are ensuring that staffing numbers are based on patient need and
changing acuity
 Admission and discharge pathways have been reviewed in line with the new
enhanced community model
 An admissions protocol/checklist has been developed to support appropriate
admissions
 Admissions to the assessment and treatment units are planned within working hours.
The current practice is if clinical need dictates staffing levels are increased to
accommodate any additional clinical need and if required extra registered nurses are
rostered on
 Safe Wards programme continues to be implemented
 Engagement model ‘See, Think, Act’ programme is being implemented across
inpatient areas
 The Division has been actively implementing safe staffing tools and safe staffing
principles. Discussion has taken place around consideration for a local dashboard for
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inpatient services to enable them to monitor compliance against quality and safety
indicators that will be in the view of the staff teams
 Safety Huddles have been introduced during a 12hr shift to allow a stepping off
period for staff to reflect and debrief
The LD Divisional scorecard information evidences that the LD Division continues to meet
the contractual KPI requirement across the safety and quality domains. A robust annual
audit programme has been implemented to ensure quality and safety of provision is
maximised. There are a range of measures in place that are monitored through the Trust
Quality and Safety governance process. The outcome of audit programmes, quality
improvement priorities and clinical action plans are monitored via our tracker compliance on
datix and QIP modules. The Head of Nursing has oversight of these and is working closely
with the Divisional Risk Manager, Matrons and Clinical Effectiveness Lead to ensure the
Division is on track for these actions.

8.0 Learning Disability Inpatient Services - Assessment and Treatment beds
Table 1: Assessment and Treatment units location and beds
Unit

Location

Penrose House

Heath
Lane
Sandwell

Number of Beds
Hospital 10

Ridge Hill
Dudley
(Service currently closed.
Staff consolidated across
other inpatient areas)

5

Orchard Hills
Walsall
(Service currently closed.
Staff consolidated across
other inpatient areas)

8

8.1 Learning Disability Inpatient Services- Forensic beds
Table 2: Forensic units location and beds
Unit

Location

Number of Beds

Gerry Simon Clinic Low Heath
Lane
Secure Service
Sandwell

Hospital 16

The Larches male step up Hallam Street
/ step down
Sandwell

Hospital 14

The Pines
Hallam Street Hospital
Female step down
(Currently
closed
to
admissions whilst clinical
model reviewed.
Staff
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4

consolidated across other
inpatient areas)

8.2 Shift Patterns
The shift patterns on each unit varies slightly which has been based on either ongoing
review of shift patterns and the introduction of twilight shifts such as at Gerry Simon or based
on historical shift patterns that staff have opted to remain with. The nursing establishment
has been set in accordance to these existing shift patterns and will be reviewed again
following the full implementation of the new Assessment and Treatment model.
The agreed safe staffing levels for each unit were agreed and shown in tables 6.0 to 7.6
below:

8.3 Assessment and Treatment Units- shift pattern
Each unit is identified to have a full-time Band 7 Ward Manager in addition (supernumerary)
to safe staffing levels. The LD Service current position relating to this is:






Daisy Bank has an acting Ward Manager in post
Gerry Simon Clinic now has a Ward Manager in post
Penrose has a permanent Ward Manager in post
The Larches has a permanent Ward Manager in post
The Pines staff have been moved to support staffing across other A and T units

Additional admin support or ‘Ward Clerks’ have also been established in support of the
nursing establishment. This is to allow nurses to utilise their clinical time in direct patient
care.
An enhanced MDT establishment for Penrose has been organised as part of the transitional
arrangements to ensure safety and quality is maintained on the unit.
*Penrose, Daisy Bank, currently operate a long day shift pattern
Table 3: Assessment and Treatment units shift patterns
Unit

Early

Late

Night

Penrose*

6

4

Daisy Bank
Service closed. Staff
consolidated across
other inpatient areas)

5

3

Ridge Hill
(Service closed. Staff
consolidated across
other inpatient areas)
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5

8.4 Forensic Units- shift pattern
Gerry Simon Unit has 3 day care coordinators who are supernumerary and a psychologist
within the staff team who work 9-5
The Larches have an occupational therapist and a psychologist within the staff team who
work 9-5
Table 4: Forensic units shift pattern
Unit

Early

Late

Night

Gerry Simon Clinic

8

8

6

The Pines
(Unit currently closed
to admissions whilst
clinical
model reviewed. Staff
consolidated across
other inpatient areas)

3

3

2

The larches

6

6

4

The safe staffing levels are broken down by registered nursing staff and unregistered
nursing staff as follows:
8.5 Assessment and Treatment Units- safe staffing levels
Table 5: Assessment and Treatment units safe staffing establishment
Unit

Early

Late

Penrose

2 Registered Nurses
4 unregistered Nursing staff

Daisy Bank
(Service closed. Staff
consolidated across
other inpatient areas)

2 Registered Nurses
3 unregistered nursing staff

Ridge Hill
(Service closed. Staff
consolidated across
other inpatient areas)
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2 Registered Nurses
5 unregistered
nursing staff

2 Registered Nurses
5 unregistered
nursing staff
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Night
1 Registered Nurse
3 unregistered
nursing staff
1 Registered Nurses
2 unregistered
nursing staff

1 Registered Nurse
4 unregistered
nursing staff

8.6 Forensic Units- safe staffing levels
Table 6: Forensic units safe staffing establishment
Unit
Gerry Simon Clinic

The Pines
(Service not open to
admissions. Clinical
business case under
review.
Staff
consolidated across
other inpatient areas)
The larches

Early

Late

Night

3 Registered Nurses
5 unregistered
nursing staff
1 Registered Nurse
2 unregistered
nursing staff

3 Registered Nurses
5 unregistered
nursing staff
1 Registered nurse
2 unregistered
nursing staff

2 Registered Nurses
4 unregistered
nursing staff
1 Registered Nurse
1 unregistered
nursing staff

2 Registered Nurses
4 unregistered
nursing staff

2 Registered Nurses
4 unregistered
nursing staff

1 Registered Nurse
3 unregistered
nursing staff

9.0 Funded Nursing Establishment (July 2018)
Table 7: Funded Nursing Establishment

Service

Ward

Description

Forensic

Gerry Simon

Forensic

The Larches

A&T

Daisy Bank

A&T

Penrose House

Registered
Unregistered
Total
Registered
Unregistered
Total
DRIVERS BAND 2
Registered
Unregistered
Total
Registered
Unregistered
Total

A&T

Ridge Hill Client
Services

Registered
Unregistered
Total

Grand Total
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Funded
WTE

Actual WTE

16.07
30.83
46.9
15.1
14.5
29.6
0
0
0
0
11.57
17.62
29.19

13.56
31.78
45.34
7.65
16.96
24.61
1
6
8.06
15.06
9.95
17.99
27.94

Vacant WTE /
(Over
Establishment
WTE)
2.51
(0.95)
1.56
7.45
(2.46)
4.99
(1.00)
(6.00)
(8.06)
(15.06)
1.62
(0.37)
1.25

0

0

0.00

0
0
105.69

0.6
0.6
113.55

(0.60)
(0.60)
(7.86)

10.0 Recruitment and Retention Challenges
Whilst there have been some challenges to recruitment over the last 6 months, considering
the amount of change that the service is undertaking we consider as a division that we have
been successful in recruiting to the majority of posts advertised. The Divisional position
shows a clinical vacancy rate at 12.37% this sits above the KPI of <9 %. Our non-clinical
vacancy rate is currently over the KPI at 22.0%.Turnover rates is just within the KPI target at
14.81% against a target of below 15%. There are many actions and initiatives currently
being implemented to support the recruitment and retention challenges being faced across
the organisation. These are delivered via a range of workforce sub groups and local level
activities and are monitored via both Nursing Board and Workforce Committee. A detailed
review and improvement to the recruitment process has been actioned through Divisional
recovery plans. These are monitored on a monthly basis via the Performance Management
Board
10.1 Specific workforce priorities that will help with the delivery of the TCP model of
care and broader TCP objectives
 Recruitment to vacant posts within the Intensive Support Team (IST) and Forensic
Community Team (FCT). The Trust will be undertaking collaborative work with Health
Education England (HEE) in respect of attracting and retaining staff with other local
LD services
 Delivery plan for Training Needs Analysis
 Retention and upskilling of inpatient staff who move into community posts as part of
the internal organisational change process
 Development of a positive and integrated culture as part of the development of the
new community teams and particularly to support those moving from inpatient to
community services
 Succession planning to address the challenges of the ageing workforce across the
LD service. In particular it will be a priority for the Trust to develop a 5 year forward
plan to ensure effective succession planning is in place.
10.2 LD Service priority areas for development to meet the TCP priorities
 Delivery of the TNA and embedding learning through supervision
 Collaborative recruitment and retention work with HEE and other local LD services
 Development of e-learning platform to support alternative ways of learning and
supporting the delivery of the TNA
 Embedding the safe staffing tool and learning
 Capacity and demand scoping and time and motion studies are undertaken to
support the identification of priority areas to meet the TCP priorities
10.3 Specific areas of the workforce where we are struggling to recruit
 Band 8a psychologist for FCT has been difficult to recruit and has therefore been skill
mixed to an 18 month Band 7. The 8a budget will be maintained to support
succession planning with the view that the band 7 post holder will develop skills and
apply for the 8a post in the future. Appointing to a fixed term post give the option to
go out to external recruitment when the contract ends when there may be suitable
candidates around
 Band 7 forensic SALT has been difficult to recruit to. Options regarding part time
working are currently being reviewed to make the post more attractive. Generally
there is a shortage of forensic SALT being faced at this level. Internal moves are
being encouraged with a view to back fill; however this still remains vacant at present
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 It is recognised that across LD, Nursing posts are hard to recruit to, in addition the
current ageing workforce shows that there will continue to be a significant need to
recruit to nursing posts as staff retire. The workforce models for IST and FCT have
therefore included Trainee Nurse Associate posts to support the development of new
roles and address the longer term challenges pf recruiting to nursing posts
 A recruitment campaign was undertaken with Sterling Cross to support to recruitment
of inpatient nurses and challenges have been faced with appointing to these posts
through normal recruitment channels. This has identified a number of suitable
candidates and these are currently being processed
11.0 Sickness levels
 Sickness levels are currently higher than the Trust KPI target of 4.5% sitting at
7.69%. This relates predominantly to short term sickness. Work continues to be
undertaken with managers to ensure early engagement with staff is taking place, to
avoid lengthy absences
 A development plan is in place to support the staff team and to enhance
psychological support to the team aswell as a debrief process being scoped
 Sickness/ Absence continues to be actively supported in line with the Managing
Attendance Policy and is monitored on a monthly basis through both Quality and
Safety and Group Management Board
12.0 LD Bank and Agency Spend (April 2018- March 2019)
Table 8: LD Division Bank and Agency spend (YTD Actuals and Full Year forecast)

Our bank spend currently sits at £197,246 (July) and agency spend at £74,727 (July)
Controlling Agency spend is a priority for the Trust and the Learning Disabilities Group
indicate a downward trend on agency spend. There is evidence of a spike in bank usage in
March 2018 due to a sudden increase in short term staff sickness. Recruitment drives and
tighter controls on agency bookings have been implemented. One of the challenges is a lack
of registered learning disability nurses on the Trust bank. The service is actively recruiting to
the bank. Block booking of regular bank staff with consideration of offering short term
contracts is also being considered as an option.
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Table 9: Bank and Agency bookings (February 2018- July 2018))
Month

LD Bank Bookings
February 2018
March 2018
April 2018
May 2018
June 2018
July 2018

1162
1190
1127
1121

LD Agency Bookings
204
203
233
260

Table 10: Overview of spend YTD (July 2018)

The LD Division has managed to maintain safe staffing levels over the past 6 months.
However whilst the planned staffing for registered and unregistered staffing remains above
KPI target there have been real challenges around the actual staffing due to last minutes
short term sickness which is impacting on the bank and agency spend. Weekly monitoring of
bank and agency spend is in place to ensure agency use is appropriate and to minimise
agency spend. Following the development and implementation of a bank and agency action
plan, fortnightly inpatient conference calls and bespoke rostering workshops, safe staffing
summits have been implemented. The Larches and Penrose have experienced particular
difficulties with staffing over the past 6 months. There should be 12wte band 5 nurses and 2
wte band 6 nurses in the Larches establishment. The actual staffing is 3.4wte band 5 nurses
and 1 wte band 6 nurse. 4 registered nurses have now been offered positions. They are due
to commence post during September and October 2018. Additionally 3wte band 5 nurses
were transferred from other units which raised the establishment to 6.4%. There has been a
continued need to utilise bank and agency staffing to achieve safe staffing levels.
13.0 Recommendations

 To continue to review of inpatient services in line with the national agenda
To review current nursing establishment and occupancy with a view of consolidating
inline with future service need. Deployment of an enhanced MDT resource for in
patient areas as part of the transitional arrangements to support nursing
establishment and competence. Develop an integrated pathway process between
Assessment and Treatment, Forensic and Community Services. Establish an
enhanced community provision to support the pathways with the introduction of an
Intensive Support Team and Forensic Team for the Division
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 Safe staffing
To continue to review safe staffing levels for each unit on a daily basis. This will be
reported monthly through Divisional and wider Trust governance processes. Examine
models of engagement to support reduction in incidents and staff support/ debrief.
Develop a local quality and safety dashboard for Inpatient areas. Promote the
continued implementation of Safe Staffing tools and the Safe Wards programme
across LD Inpatient areas

 Workforce retention
To continue to engage at local level with clinical teams to be creative in recruitment
processes focussing on target nursing audiences with an introduction of new roles
including assistant practitioners. Effectively manage all workforce changes e.g,
retirement, succession planning. Actively explore the potential to recruit posts over
the funded establishment as and when the opportunity within teams arises. Actively
engage in the activities / sub groups aligned to Workforce Development and Nursing
Board to support recruitment to vacant substantive posts and retention of existing
staff
 Leading change and adding value
Implementation of Leading Change and adding Value Strategy principles. Implement
Care in Focus principles. Ensure continued compliance with the Implementation of
nationally agreed CQUINs for 2018/19. Future safe staffing and quality summits to
share lessons learnt and good practice initiative
 Minimise the risk of overspend
By the continued management of sickness levels towards the Trust target of 4.5% and
the continued reduction in bank and agency spend through continued implementation
of the Bank and Agency action plan. Continue to closely monitor the performance
against this target within both the Group Management Board and Performance Days
(engaging Service and General Managers) on a monthly basis
14.0 Sources of information for the establishment review













BCPFT workforce review
Benchmarking Network bespoke report (2017/2018) work plan
Baseline capacity and demand modelling for TCP
CTR Outcomes
External visit feedback/ CQC report on safety
Staff direct feedback
Reviewed current practice to support additional clinical need
Met with the Unit managers and Matrons
Scope of other services
Audit of services
Financial and workforce plan
TCP Project Implementation Plan

Following implementation of the above recommendations a further Nursing
Establishment Review will be undertaken in January 2019
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Encl. 7.2

Meeting of:

Board of Directors

Date:

28 November 2018

Subject:

Draft Trust Quality Improvement Strategy 2018-21

Presented by:

Joyce Fletcher – Executive Director of Nursing

Author:

Jacqui Miller-Demirovska – Associate to Nursing Directorate

Purpose:

Receive

Recommendation(s):

To receive an update of the draft quality improvement strategy with additional
information on the consultation process that has taken place and the draft
implementation plan to drive it forward

Relationship to strategic objectives:

1. We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
2. We will involve and listen to patients, carers and family’s experience to
continually improve services we provide
3. Resources will be used effectively, innovatively and in a sustainable manner
Relationship to High Level Risks:

None

Equality & Diversity implications:
An Equality Impact Assessment has not been completed and there are no
implications to consider.
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Regulatory and Compliance matters:
NHS
Single Oversight
Improvement Framework

Care Quality
Commission

Regulation 17 of Part
3 of the Health and
Social Care Act 2008
(Regulated Activities)
Regulations 2014

NHS England NHS Standard
Contract

The Board of Directors have effective
arrangements in place for the purpose
of monitoring and continually improving
the quality of healthcare provided to
patients, by having in place systems
processes and procedures to monitor,
audit and improve quality
Meet the requirements of the regulatory
framework operated by the Care Quality
Commission which requires registered
healthcare providers to regularly assess
and monitor the quality of the services
provided
Meet the terms of the NHS standard
contracts, which require providers to
participate in quality improvement
schemes to continually aim to improve
the quality of services they provide

Previous Board level consideration
Board

 Quality & Safety

Finance & Investment
M H Legislation Scrutiny

Audit

Charitable Funds

Other

None
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Executive Summary

The purpose of this report is to update the Board of Directors of progress on the
introduction of a Quality Improvement Strategy.
There is one appendix attached for members to read:
Appendix 1: The draft quality improvement strategy
Quality Improvement is a key strategic objective for all Trusts to meet as part of
continuous improvement and quality outcomes for patient safety. The draft strategy
has been developed following a period of consultation and based on recent
strategies and publications by government agencies including:






CQC Quality Improvement in Hospital Trusts 2018
NHSI Valued Care in Mental Health: Improving for excellence 2018
Stepping forward to 2020/21: the mental health workforce plan for England 2017
Five Year Forward View for mental health 2016
Closing the gap: priorities for essential change in mental health 2014
No health without mental health 2011

The draft quality improvement strategy is based on 5 key principles
1.
2.
3.
4.
5.

Co-production, patient voice
Strengthening Clinical leadership
Shared governance and decision making
Lessons learned and embedding improvement in practice
Promoting research, innovation and efficiencies
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Appendix 1

QUALITY IMPROVEMENT
STRATEGY
2018 - 2021
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Foreword
Continuous Improvement – Clinically led - Clinical leadership, Shared Governance, High quality care
Quality improvement is a systematic approach to improving health care based on an iterative process of
continuous testing, measurement, learning and change. Embracing quality improvement requires a
change in the traditional approach to leadership at all levels of an organisation so that those closest to
problems (staff and patients) can devise the best solutions and implement them.
Implementing quality improvement at scale requires an appropriate organisational infrastructure, both
to support frontline teams to ensure that learning spreads and is taken up across the organisation.
Success is most likely when there is fidelity to the chosen improvement methodology and a sustained
commitment over time. The strong emphasis on co-production and service user involvement in mental
health can be harnessed a s powerful asset in quality improvement work Quality Improvement in Mental
Health - Kings Fund July 2017
Quality Improvement is not a quick fix and creating the type of cultural change needed to adopt an
organisation whole approach to quality does take time. Shippa Ross (2017)
Continuous Improvement – A focus on quality
The Trust began its journey of continuous quality improvement with the launch of the Trust’s first Quality
Improvement Summit in April 2018. Continuous Quality improvement is the strategic direction that will
support the organisation to drive forward a shift from quality assurance to a quality improvement driven
organisation. This will be underpinned by an ethos of quality improvement goals and ambitions that are
smart and outcomes focused. The shift enables and engages front line teams, patients, families and
carers in improvements that matter most to them.
Given the new direction of the organisation this is a prime opportunity to reshape our approach to
continuous quality improvement, build on existing good practices and maintaining quality in the face of
raising demand.
The Trust’s five key principles for quality improvement are:
1. Always Co–Produce: with patients, carers, young people and Families: Experience for a day what it
feels like for the other person, ‘walking in their shoes’ from a service user, patient, carer or staff
member perspective Patient experience, involvement and engagement, addressing health
inequalities, patient choice.
2. Strengthen Clinical Leadership at all levels to frontline Teams: This includes a refocus on team
working , system leadership working together as an organisation, to provide safe and high quality
services, from assurance to improvement.
3. Shared Governance: A shared approach to decision making at all levels and across all services to
enhance patient safety, high quality care, strengthening leadership at all levels, professional
boards, shared culture and values, new ways of working, clinical engagement, to be fair and
transparent and promote an open and honest culture.
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4. Research & Innovation: Driving efficiencies and Productivity, strengthening the use of evidence
based practice to drive continuous quality improvement, quality improvement cycle – supporting
quality outcomes, new models of care including digital technology and transformation.
5. Learning the lessons and embedding them in practice: Systematically learning from internal and
external intelligence and service challenges. Learning from service users, carers young people and
families; learning from complaints, incidents, what we do well, stakeholders, external partnership
working, responsiveness, learning organisation

Joyce Fletcher
Director of Nursing, AHPs and Governance
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Dr Jas Lidher
Medical Director

Our Quality Journey
During the period 2014-2018, Black Country Partnership NHS Foundation Trust was subject to over one
hundred quality and safety inspections, visits and reviews by independent external regulators,
commissioners, Health watch organisations, local authorities and quality review networks. The
inspections carried out by these agencies were to provide independent assurance to the wider public
that some of the most vulnerable groups of people in our society are receiving the high quality health
care they need with kindness, respect and dignity.
Looking back this number of inspections could be considered excessive but less so when viewed
against the background of events that have taken place across the NHS over recent years which
shocked the nation. In 2012 the Winterbourne View investigation exposed the physical and
psychological abuse suffered by people with learning disabilities and challenging behavior at a private
hospital in South Gloucestershire. Robert Francis' report into the systemic failings at the Mid
Staffordshire Foundation Trust quickly followed in 2013. In 2015 the Mazars Report identified failings
in the way that Southern Health NHS Foundation Trust investigated and reported deaths. In 2016 a
review of investigations into the care and treatment provided by Sussex Partnership NHS Foundation
Trust to service users who committed a homicide identified areas for improvement. Closer to home, the
tragic death of school girl Cristina Edkins, the victim of a random knife attack on a West Midlands bus,
identified lessons to be learned around improving multi-agency collaboration for this organisation and
others that had treated the person who carried out this attack.
Far from bemoan the level of scrutiny the Trust has been subject to, this is an opportunity to
acknowledge the part that all these external agencies have played in helping the Trust to improve and
move forward. There is now greater experience, knowledge and understanding of the high standards
the public reasonably expect in caring for, treating and keeping patients safe at all levels across all
services of the organisation. This understanding has created a culture whereby our staff are confident
to provide assurance of how they provide the right care, in the right way, at the right time, in an open,
honest and transparent manner.
We have developed a greater understanding of the need for a more holistic approach to assessing,
planning and delivering care and treatment to the people who use our services. This approach
encompasses their physical health needs and supporting people to live healthier lives together with a
greater emphasis on personal recovery and improving their quality of life.
We know from these inspections that the systems and processes we have in place to safeguard quality
work in practice and successfully keep our patients and services users safe providing we continually
maintain the same focus and do not become side-tracked or complacent in any way.
Finally, all these inspections consistently identified our staff as treating people in their care with
kindness, respect and compassion. In our quest to improve and provide better services, maintaining a
caring and compassionate culture across all our services at all times is our number one priority and by
which we wished to be judged above all else.
“Our view is that inspection, done well, has a part to play in quality assurance but this should not be
confused with quality improvement. Quality improvement should be taking place within providers
wherever they are on the performance spectrum, and should be based on the internal motivation of
providers to deliver the best possible care within available resources rather than their response to
external pressures...” Improving Quality in the English NHS: The Kings Fund 2016
The above extract succinctly explains the purpose of this strategy; it is to explain how we plan to move
towards continuously improving the quality of the services we provide.
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What is Quality Improvement?
Quality improvement can be defined as “an approach to improving service quality, efficiency and
morale simultaneously; this is done by systematically enabling staff and leaders in the continuous
study of improvement in their work, anchored in methodologies and tools from improvement
science. Critically, it requires staff, operational managers and senior leaders to work together,
with decision making and problem solving happening as close to the issues being experiences as
possible (CQC- Quality improvement in hospital Trusts September 2018)
The above definition is a helpful definition to this strategy which embraces systematic leadership,
clinical engagement, and all aspects of the five principles of the Trust’s approach to quality
improvement.
More than ever, the NHS is required to focus on delivering better value to the public. This means
tackling unwarranted variations in clinical care, reducing waste, becoming more patient and carer
focused, and ensuring that quality and safety are at the top of the health policy agenda. The Trust
recognises the importance of understanding national policy objectives and supporting initiatives as the
strategic context in which they are trying to improve services. A number of government strategies,
policies and laws concerning health have been introduced in recent years. Key documents include:

CQC Quality
Improvement in
hospital Trusts 2018

NHSI Valued Care in
Mental Health:
Improving Excellence
2018

Five Year Forward View
for mental health 2016

Stepping forward to
2020/2021: the mental
health workforce plan
for England

Closing the gap:
priorities for essential
change in mental
health 2014

Taking Stock
In addition to external inspections and visits, it is important to take stock of the amount of work that
takes place across the organisation on quality assurance to recognise how the journey of continuous
improvement opens up further discovery for quality improvement in patient care and safety. Whilst
recognising that quality assurance and quality improvement are not the same there is a need for
convergence of processes via divisional and corporate quality and safety groups and committees.
The diagram below is offered as a guide to understanding the difference.
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Quality
Assurance

Quality
Improvement

•Guarantees quality
•Relies on inspection
•Looks at compliance with standards
•Examines criteria or requirements
•Asks - Do we provide good services

•Raises quality
•Emphasises prevention
•Improves the processess to meet standards
•Examines processes or outcomes
•Asks - How can we provide better services

A range of quality assurance reports are reported internally at divisional level, at trust level up to and
including board level and externally to commissioners, as listed below.










Clinical quality performance reports and exception reports on national and local quality
performance indicators as part of service contracts
Divisional quality improvement groups’ reports – detailed scrutiny of patient safety, risk, clinical
effectiveness and patient experience issues
Divisional quality and safety reports – a comprehensive report for quality and safety activity across
all services covering three domains patient safety, clinical effectiveness and patient experience
Divisional confirm and challenge reports and recovery plans to address sub-optimal performance
Quality and performance reports including workforce, financial performance and recovery plans for
underperformance against key national indicators
Safe, sustainable and productive staffing report – comparison of actual versus planned staffing
including bank and agency use
External Inspections tracking
Children’s and Adults Safeguarding assurance – including training compliance and risks to service
delivery
Exception reports from specialist quality and safety sub groups, including equality and inclusion,
professional boards, infection prevention and control, medicines management, research and
innovation, mental health legislation, physical health strategy and resuscitation

Quality Performance
Quality improvements are also demonstrated against performance targets set for national and local
quality indicators by regulators and commissioners to meet our contractual obligations. They include:





Quality dashboards that capture a wide range of indicators for patient safety, clinical effectiveness
and patient experience that are shared monthly with local commissioners
Clinical audits to measure performance against clinical standards and action plans to address
inconsistencies and improve sub-optimal performance
National audits to benchmark performance against other providers
National patient surveys to similar benchmark performance against other providers

National and Local Quality Improvement Priorities 2018 - 19
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Every year the Trust also has to achieve quality improvement goals to reflect both national and local
quality improvement priorities. They are listed below:
1. Improve the support available to NHS Staff to help promote their health and wellbeing in order for them

to remain healthy and well (National Indicator 1a)
2. Healthy food for NHS staff, visitors and patients (National Indicator 1b)
3. Improving the uptake of flu vaccinations for front line staff within providers (National Indicator 1c)
4. Improving physical healthcare to reduce premature mortality in people with SMI: Cardio metabolic

assessment and treatment for patients with psychoses (National Indicator 3a)
5. Improving physical healthcare to reduce premature mortality in people with SMI: Collaborating with

primary care clinicians (National Indicator 3b)
6. Improving services for people with mental health needs who present to A & E (National Indicator 4)
7. Transitions out of Children and Young People’s Mental Health Services (CYPMHS) (National Indicator 5)
8. Preventing ill health by risky behaviours - alcohol and tobacco (National Indicator 9a-9e)
9. Recovery College for medium and low secure patients (Specialist Commissioning Gerry Simon Clinic)
10. Reducing Restrictive Practices within adult low and medium secure services (Specialist Commissioning

MH3 Gerry Simon Clinic)
11. Personalised care and support planning

Local Quality Improvement Priorities 2018 - 19
1. Adult Mental Health Services – Translating risks identified into risk management and care plans
2. Older Adults Mental Health Services – the management of patients at higher risk of falls
3. Learning Disabilities Services – The management of epilepsies by community learning disabilities teams
4. Children’s Services – Personalised care plans for children and young people

Safeguarding Quality
Robert Francis' report into the failings at the Mid Staffordshire Foundation Trust in 2013 exposed the
tragic consequences that can arise when quality is neglected and not protected. The Trust has well
established quality governance structures in place from ‘ward to board’ to both safeguard quality and to
act on any potential risks that threaten the quality of our services. They include:
 Clinical leadership teams for quality and safety
 Board to ward communication and engagement on quality and safety
 Committee structure
 Escalation process
 Assessment of the quality impact for all proposed efficiency savings
 Accountability for quality
Please refer to the Trust’s ‘Quality Governance Framework ‘for more information.
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All of the above illustrates the ongoing commitment to improving maintaining and improving quality
made by all staff clinical and non-clinical.
Quality improvement champions

This quality improvement strategy and approach therefore builds on this journey developing the
narrative for quality improvement, understanding the differences between quality assurance and quality
improvement and how both relate to empowering organisations to deliver effective and sustainable
improvements.
Quality improvement is everyone’s business and important themes relate to improving patient safety
and high quality care, and understanding what and how we are going to improve and shape quality
priorities. Sustainable improvements require clear QI methodology, research and innovation, digital
technology, resources and building capacity and efficiencies. This journey is underpinned by improving
the culture and leadership of the organisation as a whole

Moving forward
While acknowledging the considerable amount of work that our staff already undertake around quality,
we believe the time is right to move confidently towards the next exciting challenge of continuously
improving the quality of the services we provide.
What do we mean by ‘continuous quality improvement’?
Continuous quality improvement (CQI) is the strategic direction that will support the organisation to
drive forward a shift from an assurance to a quality improvement driven organisation. It is a systematic
approach to improving health care based on a process of continuous testing, measurement, learning
and change. The main feature will be that quality will no longer be an add-on but the organising
principle for what we will do every day of the week. It will herald a change in the traditional approach to
leadership at all levels of an organisation so that those closest to problems (staff and patients) can
devise the best solutions and implement them. The key goals will be to achieve changes in practice that
Version 4.0
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will lead to better patient outcomes in health, better system performance care and better professional
development and learning.
This will require clinical teams having the freedom to work on issues of quality that matter most to the
staff in the team, the service users and carers that they serve, and the local priority areas for
improvement. This is critical to engaging staff and making CQI feel relevant and meaningful.
The National Model
In 2018, NHS Improvement published their national model for the continuous improvement of mental
health services, “Valued care in mental health: Improving for excellence: A national mental health
improvement model.” The model does not suggest there is a single ‘right way’ to build capacity and
capability in sustainable improvement but identifies that continuous improvement results from the
interaction of seven key ingredients .The timing of this publication has enabled the Trust to adapt its
approach to reflect these key ingredients.
National Model for Continuous Improvement
1. Experts by experience
2. Understanding the national picture / working closely with partners and stakeholders to

understand the local area and the local population it serves
3. Culture and Leadership
4. Resources and building capacity
5. Suitable improvement approach
6. Patient safety
7. Digital Technology and Innovation

The five key principles of this strategy correlate to the seven key ingredients as follows:
National Model
1. Experts by experience
2. Understanding the national picture
3. Culture and Leadership
4. Resources and building capacity
5. Suitable improvement approach
6. Patient safety
7. Digital Technology and Innovation

Trust Model
Always co-produce with parents, carers, families
Underpins Trust model
Shared Governance and Strong clinical leadership to
frontline teams
Promoting efficiencies
Underpins Trust model
Learning lessons and embedding practice
Research and innovation

Always Co–Produce: with patients, carers, young people and Families
This is placed first, as the primary ingredient in any work to improve services is the voice of the people
who use those services. Understanding the difference between these experts’ actual experience of care
and what they hope to experience defines the distance an improvement journey aims to cover. Please
see below ‘The Ladder of Participation’ that sets out the direction of travel for what we want to achieve
with the people who use our services their carers and families and embedding the Trust co-production
model
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The Ladder of Participation

Shared Governance and Strong clinical leadership to frontline teams
‘Culture’ describes the rich pattern of social behaviour present in an organisation over time, including
all spoken and unspoken rules, symbols, routines and stories. Culture brings together an organisation’s
different parts, giving identity to the whole. The Trust is multidisciplinary, multicultural and multi-level,
involving a diverse range of people, places, practices and procedures. Working collaboratively with all
staff is the shared aim in understanding and addressing culture as a pivotal role in improvement.
The culture of an organisation shapes the behavior of everyone in it, the quality of care it provides and
its overall performance. There is consensus and commitment at Board level to improve the culture and
leadership at all levels, to improve responsiveness to issues, providing a forum to talk and listen to
others, particularly front line teams. This will be evidenced through encouraging staff to be open, to test
new ideas and to improve from lessons learned moving away from a blame culture and finding the right
balance between supporting staff, allowing autonomy within boundaries while maintaining
accountability.
The challenge is to promote and influence quality improvement as part of the overall continuous
improvement organisational vision, clinically led and enabled by all staff. Encouraging healthcare
professionals to understand and learn about the importance of these wider aspects of care is crucial if
quality improvement initiatives are to have any real impact. The aim is to establish a culture in which
quality improvement is central to the work of all
Strengthening clinical leadership is important for quality improvement, helping teams identify the big
quality issues and bringing alignment with strategic priorities and engage and build capacity for
continuous quality improvement work across all staff levels and disciplines. Organisations need to
promote and develop leaders to make improvements a reality. Leaders will support, promote and
champion improvement through their ability to inspire others. (Valued care in mental health: Improving
for Excellence)
Resources and building capacity
Resource constraints have become a constant feature of the NHS environment, therefore the constant
challenge is for trusts to improve services within the resources available. Organisations on an
improvement journey need a clear understanding of what resources they have and how they function
and support delivery of care for those who use services. Resources are finite in nature so the full and
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effective use of resources of all kinds is essential to the future of healthcare organisations. This difficult
objective needs to be achieved in an open and transparent way.
The Trust recognises that creating a widespread culture of continual quality improvement will require
explicit support and commitment, with investment in time and funding if substantial change is to occur.
It is not an easy task, leading work that challenges the status quo. The Trust will need to identify key
people who can be involved to develop internal quality improvement expertise with the skills and
confidence to guide and coach others. Thereafter, to build a movement that will align quality
improvement activity from the executive team to clinical teams.
Suitable quality improvement approach
While considering a suitable improvement approach or methodology to drive continuous improvement
there are numerous methods that have been developed to support quality improvement projects: for
example, Rapid assessment, Total Quality Management; Plan, Do, Study, Act cycles, lean thinking and
Six Sigma
Many quality improvement methods are quite similar, or at least not mutually exclusive. This means that
it is possible to ‘mix and match’ different tools from different sources to create a bespoke approach
that suits each particular project. The choice of which quality improvement methods or tools to use
might be influenced by a number of factors such as service’s preference, in-house expertise, or what
seems to be the most practical/suitable approach for specific projects. The QI methodology will be
supported by internal and external partners including Research and Innovation and local library and
knowledge services.
Learning the lessons and embedding them in practice
Patient safety is at the forefront of everything we do when we deliver any care or treatment. Ensuring
patient safety involves risk assessment, the identification and management of patient-related risk, and
the reporting and analysis of incidents. It also requires the necessity to learn from and follow up on
incidents, and to implement solutions to minimise the risk of them reoccurring. Learning from lessons
both what we do well and what we need to improve is a key principle of the Quality Improvement
strategy.
Research and Innovation
Continuous improvement depends on innovation, and as a provider on an improvement journey we will
be seeking to introduce innovations at every level of the organisation. The kind of innovations can range
from small-scale process changes in a ward or clinic, to online apps supporting specific user groups, to
largescale service redesigns, involving other health and care services. A number of established national
initiatives, notably academic health science networks, are on hand to help trusts innovate faster and
more effectively. Large-scale, structural innovations to improve services are encouraged by current
national initiatives, including sustainability and transformation partnerships (STPs) and new integrated
care systems, which aim to streamline co-ordination between local organisations involved in health and
social care. The introduction of digital technology can bring step changes in service quality and value for
money.
Building the capacity to innovate can challenge the status quo, it also requires particular skills. This
includes the ability to understand priority needs for change facing an organisation, to ‘scan the horizon’
internally and externally to make connections and spot innovations that could realistically meet those
needs, and to develop and implement them, eventually operationalising new ways of doing things.

Summary
Thank you for reading our quality improvement strategy. It is important to articulate the vision and
implement the plan over an agreed period of time to measure the improvements. The Quality
Version 4.0
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Improvement implementation plan is recorded separately and will be the working document that
demonstrates what we have achieved so far and what is in place, followed by what more we need to do,
how we will achieve this and by when.
By sharing this information in an open, honest and transparent way we want to encourage everyone
with a vested interest in Black Country Partnership NHS Foundation Trust i.e. patients, carers, families,
clinicians, managers, governors, members, staff, commissioners, stakeholders, regulators and the
wider public to help us with our direction of travel over the next two years.
Every priority, every objective we set, we want it to reflect what is most important to you as a patient,
service user, member of staff, commissioner and partner. We have undertaken a consultation exercise
to provide everyone with the opportunity to contribute and shape our quality improvement priorities.

Keeping Track
An improvement journey never ends but we still need to keep track of the progress we make over the
next two years to see if we can achieve the goals we have agreed with our partners and stakeholders.
Specific Goals will be ‘SMART’ i.e. specific, measurable, achievable, relevant and time-framed. The
goals identified will constitute the Trust’s Quality Improvement Plan for 2018-21.
The Quality Improvement Plan for 2018-21 will be a standing agenda item for all quality and safety
groups and regular progress reports will be provided to the Board through the Quality and Safety
Committee.
The Executive Team will continue to hold Quality Improvement Summits throughout this period to
engage and support clinicians, managers and front-line staff on their quality improvement journey.
The Trust’s Annual Quality Report will provide an end of year account to the public of our progress over
the next three years.

Version Control
Version Date
V4.0
V.3.0
V.2.0
V.1.0

Version 4.0

November
2018
September
2018
September
2018
July 2018

Distributed to
Following consultation process
Quality Summit followed by Multi-discplinary Focus Groups
Quality and Safety Steering Group
Director of Nursing, Medical Director, Director of Operations, CEO,
Director of Strategy, Deputy Director of Nursing, Associate to Nursing
Directorate, Patient Safety and Experience Leads
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Encl. 7.3

Meeting of:

Board of Directors

Date:

16 November 2018

Subject:

Infection Prevention and Control Board Assurance Report
Update – position as at 16th November 2018

Presented by:

Joyce Fletcher, Executive Director of Nursing, AHPs and
Psychology

Author:

Katy Nickless, Infection Prevention & Control Lead Nurse

Purpose:

For Information

Recommendation(s):
N/A – update for information purposes only

Relationship to strategic objectives:
To provide a safe, effective, caring, responsive and well-led service

Relationship to High Level Risks:
N/A

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

Page 109

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

Previous Board level consideration
Board



Quality & Safety



Finance &
Investment
M H Legislation
Scrutiny
Charitable Funds
None

Audit
Other
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Executive Summary
In line with the Health and Social Care Act 2008 (revised January 2015) , trusts are
required to have appropriate management and clinical governance systems in place
to deliver effective infection prevention and control and provide a report to the Trust
Board. The purpose of this paper is to provide the Board with an update and
assurance that high standards are being maintained across the organisation and
demonstrate compliance with the complete Hygiene Code.
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Introduction & purpose
This report updates the Trust Board on the current infection prevention and control
performance with respect to the rates of healthcare associated infections and seeks
to:




Ensure that infection prevention and control is an integral part of the way in
which the Trust operates
Ensure that infection prevention and control is at the centre of the Trust’s
governance and performance framework
Ensure that monitoring systems are in place for infection prevention and
control within the clinical groups

Compliance with the Health and Social Care Act 2008, ‘Code of Practice’ will
continue to be monitored through the Infection Prevention and Control Committee.
The Director for Infection Prevention and Control (DIPC) holds responsibility to
assure the Trust Board of all actions taken to prevent infections becoming a serious
threat to patient safety.
Healthcare Associated Infections
Quarter 1 (April-June 2018)


Zero cases of reportable infections i.e. MRSA, Clostridium Difficile



One Outbreak – Group A Streptococcal Infection

Quarter 2 (July-September 2018)


Zero cases of reportable infections i.e. MRSA, Clostridium Difficile



Zero Outbreaks

Quarter 3 – to date there have been no reportable infections or outbreaks
Resistant Organisms
No resistant organisms have been identified from any laboratory samples sent on
patients to date for 2018/19.
Surveillance
There is a robust surveillance system in place whereby clinical staff provide weekly
reports from all in-patient services to the Infection Prevention and Control Team
(IPCT). The information provided, along with regular visits to clinical areas by the
IPCT ensures that any patients with infections are identified in a timely manner and
managed appropriately. Staff carry out risk assessments on all patients which will
identify any patients at high risk for healthcare associated infection.
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Outbreaks of Infection
There is a Standard Operating Procedure for managing outbreaks and regular
updates/training is provided via the Link Workers who then cascade training to
colleagues. There was 1 outbreak of Group A Streptococcal Infection in Quarter 1
which was managed by the trust with the support and guidance of Public Health
England. A Level 2 RCA Report was provided for the CCG and key learning was
shared with the divisions. Recommendations made have been actioned and there
are no outstanding actions to be followed up at this time.
Audit
There is an annual audit programme that is approved by the Infection Prevention and
Control Committee (IPCC). This is reviewed annually by the IPCT and Matrons to
ensure it reflects the requirements of the multi-disciplinary services and also the
requirements of the Health and Social Care Act. Audit findings are reported via the
IPCC and divisional groups with action plans held by divisions. Clinical
Effectiveness teams monitor compliance with the audit programme and the IPCT
support with any areas of non-compliance.
Cleanliness
Annual PLACE environmental inspections are carried out, led by the Head of
Facilities. Each site has a site co-ordinator to manage day to day issues.
Monthly audits are carried out by Matrons and site co-coordinators to identify issues
regarding cleanliness or damage to the estate.
The IPCT and Link Workers carry out an annual environment audit.
There is a good working relationship and communication between Estates and
Facilities, IPCT and clinical teams which ensures any issues are identified quickly
and responded to appropriately.
All inpatient sites have a monthly walk around which is done by the site coordinator
and a senior nurse for the area and when available an Infection Prevention Control
Lead Nurse (IPCLN). This is to look at the cleanliness of the environments and any
remedial estates works that need to be completed. Any issues are immediately
escalated to the appropriate leads and estates jobs logged via the helpdesk, which
will then be followed up by the Manager for that clinical area. Action plans are
monitored by the Matrons. The Facilities Manager House Keeping Lead has
reviewed the training package for housekeeping staff with regards to environmental
cleaning with input from the IPCLN. The training will be compliant with the National
Cleanliness Standards for the NHS.
Hallam Street
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Due to recent issues with the management of spillages of bodily fluids there has
been a review of this process and the equipment provided. The site coordinator for
Hallam Street has produced posters and information/training to clinical staff on how
to access equipment out of hours or in the absence of the house keeper. This is to
ensure spillages are dealt with promptly and effectively. In addition to this the IPCLN
has reviewed the spill kits used at ward level and identified a replacement spill kit
that is more appropriate, and has fewer health and safety implications. This spill kit
will be introduced across all sites; two days of training have been carried out for the
inpatient areas on the new spill kit on how and when to use it. Managers have been
provided with the names of all those who have been trained and as part of this
training staff will cascade this to their colleagues. The Lead IPCN will also carry out
further training including the IPC link workers and a roll out to community teams.
The Ward Managers will monitor this training and keep records as evidence that all
key staff including Bank and Agency have received the training.
Water Management
For 2018/19 to date there have been no issues requiring escalation in regards to
water safety. The trust has an overarching policy and water safety plan in place and
compliance is monitored via the water safety group which meets quarterly.
Policies and procedures
All IPC policies and procedures are up to date.
Staff Seasonal Influenza Vaccination Programme
The programme commenced on 1st October 2018. The trust has a total of 26 staff
who are trained to administer flu vaccinations, based across all sites. Occupational
Health provide drop-in clinics and a flu bus which visits locations during the
campaign period. The national objective for 2018-19 is to vaccinate 75% of front-line
healthcare workers between 1st October 2018 and 28th February 2019.
Staff Group

Total in trust Total vaccinated
in October
96
35

Total vaccinated as at
12th November
39

Qualified Nurses and
Health Visitors

609

177

200

All other professionally
qualified staff

383

91

108

Support to clinical staff

655

224

260

Overall numbers

1743

527

607

Doctors
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The above figures equate to 30% of frontline staff for October receiving their
seasonal flu vaccination. As at 12th November this has risen to 35%.
In addition to the above 91 staff who do not have direct patient contact have also
been vaccinated. 88 staff have declined to be vaccinated.
Sepsis
The Sepsis assessment tool is now part of the physical health assessment booklet.
Staff have been provided with sepsis awareness action cards and the IPCT has
provided a number of awareness sessions for staff across the organisation. The
IPCT recently attended The Sepsis Trust UK train the trainer day. Attendees will be
provided with the training slides so that as a trust we can then plan to deliver further
training and cascade trainers will then continue to roll-out this training.
Conclusion
The trust has a robust plan for the prevention and control of infection with a
dedicated Infection Prevention and Control Team, supported by the DIPC, Heads of
Nursing, Matrons and all clinical teams. This is evidenced by zero cases of
reportable infections and infrequent outbreaks. Preventing healthcare associated
infections will remain a high priority.
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Executive Summary
Quality & Safety
• The quality domain remains good with no concerns highlighted.
• Registered Nurse fill rate has improved and there has been improvement in the overall vacancy rate.

Workforce
• Sickness absence rate decreased by 0.25% to 4.97% in October and is now amber rated against a threshold of 4.5%.
• The vacancy rate reduced from 14.21% in September to 13.59% in October and remains red rated against the target.
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• Turnover decreased to 14.53% and returned to green rating having been amber in September.

• Performance against all annual mandatory training and 3 yearly specialist mandatory training remains above the 85% target.
However, performance against yearly specialist mandatory training remains amber at 82.70%.
• Average time to recruit KPI was 67working days in October, outside the 55 working day target

Efficiency
• DNA rate for consultant led services was 17.80% in October against a threshold of 19.8%. However, DNA rate for community
based services were higher than target at 9.98% against a threshold of 8.1%. Text message appointment reminders have started
to be sent in mental health division. It is anticipated that DNAs rates will reduce once the process has been fully established and
embedded. The text message reminder service will be rollout out across other divisions over the next few months.
• Bed occupancy was 83.13%, slightly under the 85% target

2
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Executive Summary
Mental Health
The division is still seeing significant pressures around:
• Adult bed demand as reported last month continues to be a challenged.
• Community treatment demand/waiting list: as reported last month the division continues to monitor the waiting list and manage the safety of
patients whilst waiting for treatment. Discussions with commissioners for a new delivery model remain on going.
• A further area of continued concern is around the existing model and working practices around SPOR in Sandwell. This remains an ongoing
urgent discussion with Commissioners for the development of a model that is workable with sufficient resources to manage the increasing
demand of referrals from primary care. A refresh of the plan is being undertaken to ensure all actions are taken in a timely way and if any
additional support is required to take this forward.
• Recruitment – Nursing & Medical continues to be a challenge.
• Sandwell IAPT services has gone out to tender and the Trust will be bidding for this service.
• The Trust is closely monitoring the impact of the closure of Shrewsbury and Telford A&E. To date no impact has been felt by the Trust in terms
of mental health patients but this will continue to be monitored.
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Learning Disabilities
• Clinical vacancy rate in the division is 5% against a target of less than 9%. This is quite an achievement considering the significant
transformation that has taken place within learning disabilities
• There are no contractual performance issues
• There are no safety concerns within the divisional dashboard
• The division is currently considering the development of autism pathway
Children Young People & Families
CAMHS/Specialist Services
• Potential for Contract Performance Notice (CPN) in Sandwell for CAMHS access times although performance has improved to 87% against
target of 90%
• Deep dive into Wolves Early Intervention services is scheduled for Q4. This follows concern that the 5 year forward view objective for at least
60% of EI teams to reach level 3 (‘good’) quality standard by 2021. Current figures forecast that Wolverhampton may not meet this target
• Eating disorders services had no access breaches in October 2018
Children's Services
• There are no contractual issues within the division
• Small issue with Speech & Language DNA and waiting times
• Children’s service are benchmarking the service against Birmingham CQC outcome report for future improvement
3
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Executive Summary
Financial Performance – October outturn position
The Trust is reporting a year to date deficit of £239k (including PSF) against a planned deficit of £1,211k.

Variances to plan relate to :
•Income – £59.7 million actual, £1.4 million favourable position.
•Operating Expenditure – £57.6 million actual, £0.5m adverse position.
•Non Operating Expenditure - £2.3 million actual, £0.1m favourable position.
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Key risks emerging during 2018/19 include the following:
Bed occupancy levels and associated income within Learning Disabilities and Mental Health.
Working capital - the Trust has net current liabilities of £7.6million.
The Trust is at risk of breaching the Agency cap target of £3.2m. In 2017/18 the Trust spent £4.4m. As at month 7 the Trust has spent £2.7m
which equates to 84% of the cap.
The Trust has accessed cash support from the Department of Health with £500k being received in July 2018.

Settlement of the LGPS Pension scheme.
The Trust has signed up to a revised control total deficit of £697k which includes £1,868k of PSF
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Executive Summary
Summary of performance
Commentary
Overall, the Trust has achieved the following performance for October 2018:
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Executive Summary

Summary of issues to report – TRUSTWIDE & LOCAL UNDERPERFORMANCE
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Quality Performance
Safety Domain
Quality Service Domain
Patient Experience Domain
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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.

KPIs linked to Risks on the Board
Assurance Framework (BAF)
Where KPIs in Breach are linked to Risks
on the Board Assurance Framework these
will be identified on the relevant Domain
Summary. This month no KPIs are
breaching therefore no linked risks are
identified in this domain.
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Domain Trends – Safety
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There was one amber indicator in October which related to safe staffing.
summary is included on pages 12-16.
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A detailed

11

Safety-Safe Staffing
Data summaries on pages 14-17 provide a detailed comparison of actual versus planned staffing including bank and agency use. They
include bed occupancy levels for each of the wards/units to aid analysis of staffing levels/ establishments based on numbers of beds
occupied. A data set of five patient safety related incidents has also been included to support analysis of impacts upon clinical care that
may be correlated with staffing levels; medication errors, falls, absconds, patient to patient assaults and patient assaults to staff.

Care Hours Per Patient Day (CHPPD) by ward for registered and unregistered staff are also provided following the requirement by NHS
England. This is derived from the total number of hours worked in the month divided by the number of patients in a bed at midnight over
the month. The Trust will monitor CHHPD each month and receive national data for similar Trusts from NHS England in due course, thus
allowing benchmarking to be undertaken.
Key findings for the month of October are:• Four of the nine adult/older adult mental health wards were (red) below the 90% threshold for registered staff.
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• Two of the nine adult/older adult mental health wards were (amber) below the 100% threshold for registered staff. One of these ward
Chance, only had a bed occupancy of 49%.
• Feedback from these wards previously indicated the main reasons for both these figures were ongoing vacancies plus both short-term
and long-term sickness.
• All Wards had a combined fill rate of over 100%
Pressure points
• There continues to be pressure on PICU and the registered fill rate reduced to 75.3% in October from 80.4% in September although this
was mitigated with bed occupancy for the month only 63%. There continues to be a pressure with the registered nurse fill rate and a
plan is in place detailed in previous reports. This is being monitored by the MH Division. Recruitment has taken place and 3 band 5
nurses have been appointed however they cannot commence until January/ February as they are students awaiting their pin number.
The combined fill rate for registered and unregistered nurses continues to exceed 100% and for October it was141%.
• At Hallam Street Hospital, Abbey Ward saw a slight further reduction in the registered nurse fill rate from 81% to 71%, while at
Charlemont it increased from 84% to 85%. There has been recruitment of 5 band 5 staff nurses across the 2 areas which will improve
the fill rate.
• All inpatient learning disabilities units show a registered fill rate of over 100% for the month of October.
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Safety-Safe Staffing
Bank and Agency
• The number of permanent registered staff increased to 70% in October from 68% in September and was mirrored in a reduction in
bank staff from 13% in September to 12% in October and a reduction in agency staff from 19% in September to 17% in October.

• The number of permanent unregistered staff increased to 47% in October from 45% September so that bank staff reduced from 48% in
September to 47% in October. The use of agency staff remained the same at 7%.
• The main reasons (95%) requested for registered bank/agency staff continue to be to cover vacancies, sickness and observations.
• The main reasons (84%) requested for unregistered bank/agency staff continue to be for observations and vacancies.
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Harm Free Care
• Staffing levels on all the wards/units where the majority of assaults on staff occurred during October showed combined fill rates for
registered and unregistered staff of over 100% to manage the complex needs and acuity of patients.
• In last month’s report there was a noticeable increase in the number of assaults (25) on staff working on Chance Ward (older adults).
This increased to 40 assaults on staff during the month of October again due to the challenging behaviour of two patients who required
assistance with their personal care. There was no harm to patients arising from any of these incidents and no RIDDORs for any staff.
• A range of patient safety measures previously detailed are in place including safewards, positive behaviour support and person-centred
physical intervention plans.
• Total harm free days for patients on all wards/units for October was 99.5%.

Retention Plan
• The Trust is continuing its work on its retention plan as detailed in previous reports, turnover rates will be monitored by NHSI for the
next 12 months.
• A number of initiatives are taking place to support recruitment including utilising an external agency.
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period October2018
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Safety –Safe Staffing
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Safety
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Safety

Page 133
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period October2018

16

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.

Page 135
Quality and Performance Report – Black Country Partnership NHS Foundation Trust – Report period October2018

18

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

The Trust has received a Contract Performance Notice (CPN) from Sandwell and West
Birmingham CCG for failing to ensure that all inpatients have a crisis management on
discharge. The Trust has also been informed that an additional CPN will be issued for
failing to meeting CAMHS waiting times in Sandwell. Remedial Action Plans (RAPs) will
be agreed with commissioners following meetings to discuss the issues around Trust
performance.
One remedial action plan relating to Level 2 (comprehensive) RCA reports within 60
days and level 3 (independent investigations) within 6 months was closed during
October.
There are no current potential financial penalties identified for failing to meet national
and local contractual performance targets.
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Actions
being
taken

Action

Date

• Trust and CCG to agree a Remedial Action Plan for breach of the 2 November
failing KPIs
2018

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

Related
Issues

The year end forecast at the end of March is that the Trust will achieve 84.0% of income
in 2018/19 (Total income loss of £195k). There has been a slight improvement in
forecast from the reported position in October due to an improvement in CQUIN 9 –
Risky behaviours. The forecasted exceptions to 2018/19 CQUIN achievement are:
• Staff Health & Wellbeing - Improvement of staff Health & wellbeing (67% forecast
income achievement): The CQUIN target is to achieve a 5 percentage point
improvement in two of the three NHS annual staff survey questions on health and
wellbeing, MSK and stress. Whilst the Trust is promoting staff health and wellbeing it
is difficult to predict whether this will have a positive impact on the staff survey
results.
• Transitions out of Children and Young People's MH services (95% forecast income
achievement): The loss of income is associated with Q4 milestones which are
forecast to achieve in line with 2017/18 performance.
• Preventing ill health by risky behaviours (69% forecast income achievement): The
forecast has improved by 37k due to an improved score against the “Alcohol brief
advice or referral” target. The areas of income loss continue to be against the
Tobacco screening record keeping and tobacco brief advice targets.
- The forecast is based on Q1 & Q2 submitted performance in addition to an
estimation of future performance.

Action

Date

Improvement of staff health & wellbeing:
• Continued promotion of staff health and wellbeing initiatives
Ongoing
Preventing ill health by risk behaviours:
• To amend the criteria to ensure exclusion of 0-3 bed days stay from November
denominator
2018
Internal review of CQUIN reporting is underway with a potential change to the
scorecard presentation of CQUIN performance
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Domain Summary – Patient Experience
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Patient Experience indicators. Where the Trust
has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
KPIs linked to Risks on the Board
Assurance Framework (BAF)
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Where KPIs in Breach are linked to Risks
on the Board Assurance Framework these
will be identified on the relevant Domain
Summary. This month no KPIs are
breaching therefore no linked risks are
identified in this domain.
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Domain Trends – Patient Experience
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There were no red indicators within the Patient Experience domain in October.
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Use of Resources Performance
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Workforce Domain
Finance and Efficiency Domain
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Domain Summary – Workforce
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Workforce indicators. Where the Trust has
achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve the
required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on the
subsequent pages.
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Domain Trends – Workforce

Page 143
Sickness rate reduced from 5.22% in September to 4.97% in October and is now amber rated against a target
of 4.5%. Vacancy and turnover rates also improved in October with turnover rate moving back within the
10%-15% target range. Average time to recruit was 67 days, outside the 55 day target.
The Trust appraisal performance remains amber rated, just below the 95% target.
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Workforce & Efficiency – Area of Underperformance
Vacancy rate
Issue

The vacancy rate in October 13.59%, which is a reduction of 0.62% from September.

Actions
being
taken

Action

Date

Complete TCP organisational change process in Learning Disabilities September
division and redeploy all “at risk” staff into ring-fenced posts – 2018
completed resulting in vacancy rate of 8.4% in LD division in October.
Monthly review and reconciliation of establishment and vacancies Ongoing
between finance and workforce teams
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Recruiting managers chased for outstanding documents and on hold Ongoing
vacancies in line with escalation SOP
Review skill mix / roles as and when vacancies are known in advance of Ongoing
staff handing their notice in in order to consider change
All corporate vacancies reviewed at weekly Vacancy Approval Panel

Related
Issues

Ongoing

A high vacancy rate contributes to increased use of temporary staff and may impact on
the health and wellbeing of staff in post.
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Workforce & Efficiency – Area of Underperformance
Average time taken to recruit
Issue

This indicator measures the number of working days from date when fully approved
documentation is received in HR to the date of unconditional offer letter is sent
confirming start date. The average time in October increased to 67 days with only
corporate division meeting the KPI.
• Mental Health division: of the 11 appointments completed in October, 6 were
outside the performance target
• Learning disabilities division: 5 out of 7 appointments in the division were
completed outside the target
• Children, Young People & Families division: there were 2 appointments in the
division, both of which were completed outside the target

Page 145
Actions
being
taken

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

Date

• Recruitment and selection training delivered to recruiting managers to Ongoing
ensure they are aware of and adhere to the KPI
• Recruitment Team monitor the Recruitment Database daily and Ongoing
ensure recruiting managers are chased if there are delays in the
process

• Continually assess and audit recruitment processes and ensure Ongoing
effective working practices
Related
Issues
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Domain Summary – Finance and Efficiency
Commentary
In this summary, we have outlined the overall performance for the Trust for all of the Finance and Efficiency indicators. Where the
Trust has achieved the required target for the year to date, there are no areas of concern. However, where the Trust did not achieve
the required performance to date (or a specific Division is significantly under-performing), we have provided supporting analysis on
the subsequent pages.
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Domain Trends – Finance and Efficiency

Page 147
The Trust is reporting a £239k deficit against a planned deficit of £1,214k.
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Efficiency – Area of Underperformance
DNAs – Community Teams
Issue

DNAs in community teams were at 9.98% in October against a threshold of 8.1% which
is based on the 2017/18 average. Divisional thresholds were also set on this basis.

Actions
being
taken

Action

Page 148
Related
Issues

All specialties:
• Review of DNA thresholds

Date

December
2018

Mental Health:
• Text message reminder service commenced
October 2018
• Monthly DNA Task & Finish group
Ongoing
• Reminder letters will be sent two weeks before planned Ongoing
appointments
• Meeting to discuss and review the current target
November
2018
CYPF Division
• Admin staff to call all families 24 hours prior to appointment to Ongoing
remind them of attendance
• Display monthly DNA rates in waiting area to raise public awareness Ongoing
• Rollout of text message reminder service
December
2018
DNA rates for consultant led services
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Finance – Area of Underperformance
Agency spend relative to CAP (YTD Cumulative £k)
Issue

The Trust target is based on the agency expenditure ceiling of £3,224k applied from 1st
April 2018 to drive a reduction in agency expenditure across all NHS Trusts and
Foundation Trusts. In September the Trust spent £2,722k year to date against a target of
£1,883k.

Actions
being
taken

Action

Date

Monthly review of agency spend through the Agency Cap Group ensuring On-going
best practice and systems in place.
Medical staffing team continue to work with clinical directors on all On-going
recruitment campaigns.

Page 149
Related
Issues

Review of job plans to determine if any vacancies can be aligned to in- Ongoing
house cover
Monthly budget reporting meetings

Ongoing

Weekly nurse agency bookings analysis

Ongoing

Inpatient ward rota reviews to reduce use of bank and agency

Ongoing

The use of agency is driven by vacancy, sickness and patient acuity
factors.
Reducing recruitment delays through streamlined processes supports
the reduction in agency usage.
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Finance
5.1 Net Income and Expenditure
YTD
Position

At month 7 the Trust is reporting a year to date deficit of £239k against a
planned deficit of £1,211k (including PSF).

Summary
of
Variances

The main factors and risks influencing the Trust’s position are:
Summary – M7 £973k favourable; M6 £792k favourable
The income and expenditure position for the Trust is a deficit of £239k
compared to a planned deficit of £1,211k (which includes £840k of PSF
funding).
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EBITDA
Mental Health – M7 £766k adverse; M6 £790k adverse
• MH is reporting an EBITDA of £6,865k, and is being adversely impacted by
under recovery of income and over spends in pay and non pay costs.
Learning Disabilities – M7 £427k favourable; M6 £463k favourable
• LD is reporting an EBITDA of £3,114k, and is being favourably impacted by
additional income and underspends within non pay costs .
Children, Young People and Families – M7 £1,053k favourable; M6 £898k
favourable
• CYP&F is reporting an EBITDA of £3,756k, and is favourably impacted by
additional income and underspends within pay and non pay costs.
Support Services – M7 £318k favourable; M6 £266k favourable
• Additional income in Corporate & Estates along with underspends driven
by vacancies and delays in recruitment in Operational Support, offset by
non-pay overspends within Operational and Clinical Support areas with
the exception of Estates.
Reserves – M7 £120k adverse; M6 £85k adverse

YTD
Actual
£'000

YTD
YTD
Budget Variance
£'000
£'000

F'cast
Actual
£'000

F'cast
F'cast
Budget Variance
£'000
£'000

Income
Pay
Pay (Agency)
Non-Pay
EBITDA

59,670
(45,597)
(2,722)
(9,268)
2,084

58,259
(46,300)
(1,652)
(9,134)
1,172

1,412
703
(1,070)
(133)
912

101,628
(79,188)
(4,367)
(14,772)
3,300

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

1,169
105
(1,535)
172
(88)

Non Operating Expenditure

(2,322)

(2,383)

61

(3,961)

(4,085)

125

(239)

(1,211)

973

(661)

(697)

37

840

840

0

1,868

1,868

0

(1,079)

(2,051)

973

(2,529)

(2,565)
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Surplus/(Deficit)
PSF Funding
Total Surplus/(Deficit) exc
PSF Funding

Depreciation and finance Costs – M7 £61k favourable; M6 £39k favourable
Service

Related
Issues

The forecast position includes the additional funding and cost incurred as a
result of the 2018/19 national pay award, but excludes any costs associated
with withdrawing from the Local Authority Government Pension Scheme.
The forecast position is reflective of the revised plan submitted to NHSI at the
end of September 2018 to qualify for 2:1 PSF funding.

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

(6,111)
(5,661)
3,756
3,114
6,865
(652)
(836)
1,610

(6,320)
(5,798)
2,703
2,687
7,631
(645)
(815)
1,730

209
137
1,053
427
(766)
(7)
(21)
(120)

(10,717)
(9,878)
5,940
4,478
11,658
(1,143)
(1,455)
4,417

(10,784)
(9,842)
4,673
4,627
13,075
(1,084)
(1,396)
4,119

66
(36)
1,267
(149)
(1,417)
(59)
(59)
298

2,085
3.5%

1,173
2.0%

912

3,300
3.2%

3,388
3.4%

(89)

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

F'cast
Variance
£'000

Finance
Issue

Actions being
taken

5.2. CIP delivery
•

Recurrent / Non Recurrent
Recurrent
Non-Recurrent
Total

YTD
Annual
Forecast
YTD Plan YTD Actual Achiev as a Variance Plan
Forecast Achiev as a Variance
(£000)
(£000)
% of plan
(£000) (£000)
(£000)
% of plan
(£000)
2,147
469
2,616

•
•
•
•
•

The forecast outturn (FOT) at M7 is £245k adverse.
85% of the forecast outturn is identified as recurrent.
The year to date (YTD) position is £160k adverse.
84% of the balance delivered YTD is recurrent.
The key areas of under-performance remain Estates and Facilities
and Clinical Support.

•

Estates & Facilities - There have been insufficient plans in place /
ideas generated to deliver this divisions target. The division
continues to be challenged during budget-meetings and has been
tasked with delivering options appraisals for potential future
estate rationalisation.

Achieved Savings YTD
% Rec
84%

Clinical Support Services - This 'division' contains a number of
budgets from which it has been historically (and continues to be
now) extremely difficult to deliver efficiencies (e.g. clinical
contracts). It is recommended that this is taken into consideration
during CIP allocation from 2019/20.

Total

•
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Key
Performance
Issue

The Trust has a revised total of £4.5m planned Cost Improvement
Programme for 2018/19

•

In month 7, 9 of the 52 schemes are currently showing an overall
scheme status rating of off track; this is an same as last month.

The CIP target for 2019/20 is estimated to be circa 2%, however this is
subject to change. Plans for meeting this target are currently underdevelopment and include a combination of:
• Efficiencies identified through the budget-setting
process,
• Efficiencies identified through the review of negative
contribution service lines of highest concern,
• Delivery of the Supporting Service Excellence
transformation programme (previously called the
‘corporate review’), and
• Delivery of other smaller change projects and income
generation opportunities identified with the divisions.

% N Rec

2,054
403
2,456

96%
86%
94%

(93)
(66)
(160)

3,713
811
4,524

3,627
652
4,279

98%
80%
95%

Forecast

Plan

85%

82%

16%

15%

18%

100%

100%

100%

YTD Plan
(£000)

YTD
Actual
(£000)

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

280
552
291
1,036
26
57
375

318
547
138
990
33
46
384

114%
99%
48%
96%
127%
80%
102%

38
(4)
(152)
(46)
7
(11)
9

480
985
498
1,776
45
98
642

522
985
214
1,818
46
47
648

109%
100%
43%
102%
102%
48%
101%

42
(0)
(284)
42
1
(51)
6

Total

2,616

2,456

94%

(160)

4,524

4,279

95%

(245)

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

Annual
Plan
(£000)

(86)
(159)
(245)

Achieve Forecast
Forecast
as a % of Variance
(£000)
plan
(£000)

Finance
5.3 Finance Score
Plan
2018/19

YTD Actual
2018/19

Forecast
2018/19

20%

3
4
3
1
1

2
4
3
1
3

3
4
3
1
3

100%

2

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
The Trust is currently achieving a score of 3 for its
Finance Score, with the Trust being allocated a 2 for
its overall Single Oversight Framework score by
NHSI.
The calculation of the finance score is shown in the
table on the right.

Capital Service Capacity
Liquidity (days)
I&E Margin
I&E Margin distance from plan
Agency Spend - Distance from Cap
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Average Rating
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Weighting

20%
20%
20%
20%
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Finance
5.4 Balance Sheet
At month 7 the Trust is reporting a cash position of £1,765k.
Non Current assets:
Non current assets have decreased in month by £123k to £54,686k, this
being the net impact of capital additions and depreciation.
Current assets:
Overall current assets - excluding cash and cash equivalents, have increased
by £633k in month.

Actual
Sep-18

Actual
Oct-18

Forecast
Mar-19

54,809

54,686

55,559

1,175
2,081
1,531
4,787

1,767
2,122
1,765
5,654

1,254
1,406
1,499
4,159

(2,688)
(9,527)
(509)
(12,724)

(2,142)
(10,623)
(519)
(13,284)

(1,304)
(10,538)
(771)
(12,613)

(7,937)

(7,630)

(8,454)

LA Pension
Borrowings
PFI
Total Non Currentl Liabilities

(2,205)
(500)
(3,407)
(6,112)

(2,205)
(500)
(3,371)
(6,076)

(2,205)
(1,100)
(3,221)
(6,526)

TOTAL ASSETS EMPLOYED

40,760

40,980

40,579

NON CURRENT ASSETS

Cash and Other Financial Assets:
Cash has increased by £234k in month.
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Current Liabilities:
Overall, current liabilities have increased in month by £560k.
Non Current Liabilities:
The Trust has non current liabilities of £6,076k. This relates to the Hallam
Street PFI scheme and pension fund liability, and includes the £500k loan
drawn down from NHIS in July.

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

£000's

Current

1-30 days 31-60 days 61-90 days >90 days

>365 days

Total
1,767
100%

1,136
64%

201
11%

37
2%

104
6%

90
5%

200
11%

Movement

↑

↑

↓

↑

↓

↓

Prior Month Receivables

461
39%

75
6%

123
10%

39
3%

282
24%

196
17%

1,175
100%

Current Month Receivables

Previoius Quarter End
Receivables (Quarter 2) 1819
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461

75

123

39

282

196

1,175

39%

6%

10%

3%

24%

17%

100%
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Finance
5.5 Capital Plan
YTD
Position

YTD £832k Favourable; Forecast
£15k Favourable
The gross capital spend year to date is
£304k with a favourable variance of
£818k when compared to plan. This is a
result of a delay in starting planned
schemes.
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The net capital position is £289k YTD,
resulting in an overall favourable
variance to plan of £832k. The net
spend includes balances relating to the
closure of prior year PO’s where
completion was lower than anticipated.
From discussions with the capital
scheme leads it is anticipated the year
end forecast of capital spend to be in
line with plan .

Annual
Plan

YTD Plan

YTD Spend

YTD
Variance

Forecast
Spend

Forecast
Variance

Estates Backlog & Maintenance

681

418

49

369

604

77

Capital Scheme Slippage 2017/18

536

348

140

208

1,008

(472)

Clinical Estates

555

134

55

79

218

338

LSMS

178

66

10

56

121

57

18/19

Area

IT Operations
WiFi Digital

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

Net Capital Spend 2018/19

50

28

50

(22)

50

0

127

127

0

127

127

0

2,127

1,122

304

818

2,127

0

0
0
0

0
0
0

116
(16)
(114)

(116)
16
114

116
(16)
(114)

(116)
16
114

2,127

1,122

289

832

2,112

15
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Finance
5.6 Underlying financial position

Forecast
Outturn
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Mental Health
Learning Disabilities
Children's, Young People and Families
Corporate
Estate & Facilities
Operational Support
Clinical Support
Reserves
Non Operating
Normalised Position

11,658

Normalised
total
Normalising
surplus/
Adjustments
(deficit)
(£000)
533

12,191

4,478

(299)

4,179

5,940

(1,130)

4,810

(10,717)

40

(10,677)

(9,878)

(25)

(9,903)

(1,143)

(3)

(1,146)

(1,455)

(29)

(1,484)

4,417

(3,303)

1,114

(3,961)

0

(3,961)

(661)

(4,215)

(4,876)
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Encl. 9.1
Minutes of the Finance and Investment Committee Meeting
Held on Thursday, 18 October 2018 at 10.00 am
In Meeting Room 7 - Delta House
Present:
Andrew Fry (AF)
Kathy McAteer (KM) (Chair)
In Attendance
Paul Assinder (PA)
Jo Cadman (JC)
Angus Hughes (AH)
Kuli Kaur-Wilson (KK)
Chris Masikane (CM)
Peter Sinclair (PS)
Jacqui Webb (JW)
Jo Appleby (JA)
Apologies:
Elaine Eannetta (EE)
Andy Green (AG) (Secretary)
Scott Humphries (SH)
Fayaz Malik (FM)
Lesley Writtle (LW)
Ref:
1

Chair
Non-Executive Director

Chief Finance Officer
Director of Strategy and Transformation
Deputy Director of Finance
Associate Director of Transformation
Director of Operations
Public Governor - Walsall
Board Support Officer
Head of Facilities – item 4.1 only
Head of Contracting and Planning
Company Secretary
Divisional Director, learning Disabilities and CYPF
Non-Executive Director
Chief Executive

Item
OPENING MATTERS

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence
As stated above.

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed.

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 amended and noted.
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Ref
3

3.1

Item
REVIEW OF FINANCIAL AND OPERATIONAL PERFORMANCE
Financial Position of the Trust as at 30 September 2018
Mr Hughes reported that the revised control total deficit for 2018/19 of
£697k had been accepted and reflected in a revised plan. This
included a total PSF value of £1,868k which would be fully recognised
in 2018/19 from an income perspective if the control total was
achieved, but about one third of the cash would not be received until
June/July 2019.
Whilst this was a significant improvement on our previous control total,
and should be achievable following confirmation of the Delta House
settlement, there was still a significant risk arising from full and final
settlement of the LGPS pension scheme which had still not been
confirmed.
In addition to this, excluding the increased PSF money the Trust’s
planned deficit is £2,565k. If Delta House settlement benefit was
removed, other balance sheet flexibility benefits and the non-recurrent
CIP would be left with an underlying position of £4,783k. The
operational underlying position (excluding Reserves and NR CIP) was
a deficit of £1,656k (before non-operating items).
He continued that in relation to Key Performance Drivers we had
incorporated very high level financial targets of what we should be
looking to achieve against each of these initiatives. However, these
targets had not been formally signed up to, and any achievement
would be impacted according to prioritisation of tasks.
For example, the initial output of the Corporate Review, and
confirmation of which areas were in, or out, of scope would impact on
the development of SLR and the improvement of negative contribution
service line projects.
As we moved into the second half of this financial year it was now
unlikely that the Trust would yield any significant financial gains from
these initiatives in 2018/19. However, sufficient progress should be
made this year to ensure that contract negotiations can be effectively
supported, CIP transformation plans could be fully developed, cash
releasing opportunities are fully exploited, and therefore the outgoing
underlying position can be sufficiently improved to support the 2019/20
annual plan.
The Trust would benefit from an additional £33k of income associated
with the national pay award. This information was only provided once
the M6 reporting had closed, and therefore was not reflected in the
current forecast. However, it was reflected in the national reporting
templates which have been submitted due to auto population by NHSi.
Therefore, there would be a difference between the internal reporting
here and to Board, and to the external reporting. This would be
adjusted for in the M7 forecast and would result in a further
improvement to the forecast out-turn deficit to £664k (assuming no
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Action

Ref

Item
other forecast changes).

Action

Mr Heer queried the figure of £1.1m cash for this year and wished to
have more details on how this had been achieved. Mr Assinder
explained that as the Trust had now signed up to the Control Total the
cash would be drip fed into working capital giving a figure of £1.9m so
we were now in a better position than if we had not signed up for the
revised control total.
Mr Heer also referred to Page 22 of the report regarding the Underlying
position and how the Trust was addressing this situation. He felt that
this was an extremely powerful piece of information and that the Board
should be sighted of this.
Delta House settlement: £156k plus costs. Once costs were agreed
then the impact would be incorporated into the forecast.
The following values were all subject to agreement between the two
parties. There would be a cash benefit of c.£472k, and potential
additional I&E impact of £595k for further costs provided. It was
anticipated that this would all be reflected in 2018/19, subject to
confirmation of agreement of costs incurred by both parties.
In the revised plan submitted to support the new control total deficit,
£156k settlement costs (I&E and Cash), and £450k provision release
(I&E only) have been recognised. Subject to agreeing costs there will
be a further £316k benefit (I&E and Cash) , and £145k accrual release
(I&E only).
The £156k had now been received (phased within the amended plan in
March 2019). Costs were still being agreed.
IT WAS AGREED:
To recommend and report to the Board
• The £33,000 gain from the pay award and the discrepancy
between the internal report at this Committee and to the Board.

3.2

•

Explain the Turnaround figure to the Board and Assembly of
Governors

•

Focus on the underlying position with KPIs and repayment of
debt

Cost Improvement Programme as at 30 September 2018
Ms Cadman hoped that the new format of the report was beneficial to
members and it was agreed it was most helpful and becoming clearer.
She said that the focus now was towards plans for 2019/20. There
was a target of 3% which equated to approximately £3m. She would
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Ref

Item
provide further information at the next meeting on upcoming
opportunities.
Mr Fry said that he felt this Committee must challenge the Board on
our moral strategy in regard to Service Lines that were making losses.
Ms Cadman said that the Service Lines were being analysed at the
moment.
Ms McAteer concurred that this should be debated at Board level.
Mr Assinder referred to the Corporate Review with the target figure of
savings of £1m, which he knew would be hard to achieve. Ms Writtle
was the sponsor for the project and Ms Cadman and her team would
need support to achieve these savings.
Ms Cadman said she had discussed the situation with Ms Griffiths and
maybe we should be looking at Senior Management posts down, rather
than junior posts up to achieve the savings.
Ms McAteer added that she felt that the Board should be challenging
the Executives on the situation.
Mr Hughes further added that a project team had now been set up in
relation to the corporate review and were currently undertaking a
scoping exercise, so he hoped that the Committee were assured that
there was work already taking place to look into the savings.
Ms McAteer thanked Ms Cadman for the report.
IT WAS RESOLVED
•
•

3.3

To refer to the Board to have a clear strategy regarding the loss
making services.
Corporate Review – to challenge the Chief Executive Officer to
take a firm line on the review and deliver the savings.

Risk Register
Mr Assinder said that there had been no new risks since the last report
so it remained the same. It was agreed to reflect and align the risk
register with the risk profile.
Ms McAteer asked that Risk 419 be realigned as the information was
out of date.
IT WAS AGREED:
•
•
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To note the report
Mr Assinder and Mr Hughes to address the issue and report
back in January 2019.
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Action

Ref
3.4

Item
Operational Performance and Contractual Obligations
The report was received and noted.

4

INVESTMENTS AND DISINVESTMENTS

4.1

Cook Freeze Contract
Ms Appleby, Head of Facilities explained that the purpose of this paper
was to approve the contract for the provision of meals to Trust patients.
It was for a three year term with a slight increase to costs with the
proviso to extend up to five years.
It had been hoped that it would be a three way Trust agreement along
with Birmingham Community and Dudley and Walsall but
disappointingly DWH decided to stay with their current provider Anglian
Crown.
Mr Heer wanted to ascertain the standard of food provided by the
company especially as it was frozen.
Ms Appleby assured Mr Heer that it was good quality food and we
always had available fresh fruit, salad and vegetables in addition to the
frozen food. The provider Tillery Valley Foods also adhered to strict
guidelines in relation to allergies and this helped how we managed this
to our patients.
Ms McAteer asked about feedback from patients on the quality of the
current meal service as this is the same provider going forward.
Ms Appleby added that once a month a “meal time challenge” was
undertaken whereby patients were asked to comment on quality of
food, preparation and where it was served.
IT WAS AGREED:
To approve the recommendation of Tillery Valley Foods as the
preferred provider.

5

MENTAL HEALTH FIRST AID TRAINING
Mr Masikane said that the proposed Mental Health First Aid Training
scheme would hopefully generate income. In order for this to happen
the Trust would need to run one course per month. A minimum charge
of £160 per place would be charged.
Mr Fry asked if staff would be redeployed to deliver the training and
how their post would be covered. Could this have a negative financial
impact on us? Also from other course providers offered, BCPT
appeared to be the most expensive provider.
Mr Fry continued that if the training was agreed it needed to be
marketed in a cost effective way and this could be done via University
and College sites.
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Action

Ref

Item
It was agreed that the plan be approved subject to Mr Masikane
clarifying any associated costs relating to release of staff to provide
training; what the territory of this would be and the mechanics of rolling
it out.
IT WAS AGREED:
To note and approve the recommendations with the proviso that there
was no impact on bank/agency costs, that the Committee are clear
about the geographical area served and that the service is targeted to
achieve the best return. A progress report would be presented to the
Committee in January.

6

REPORTING RESPONSIBILITIES

6.1

Agree Specific Recommendations to the Board
The recommendations to the Board were as noted in the minutes.

6.2

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

6.3

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

6.4

Consider Risks
The risks were noted from discussions and it was noted that the five
identified KPIs be realigned and an update received in January 2019.

7

ANY OTHER BUSINESS

The Chair thanked all for attending the Committee and closed the meeting
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Action

Encl. 9.2
Minutes of the Audit Committee Meeting
Held on Wednesday, 12 September 2018 at 1.00 pm
In Room 7, Delta House
Present:
Fayaz Malik (FM)
David Stenson (DS) (Chair)

Non-Executive Director
Non-Executive Director

In Attendance
Trevor Amphlett (TA)
Joyce Fletcher (JF)
Chris Masikane (CM)
Paul Assinder (PA)
Diane Cartwright (DC)
Andy Green (AG)
Angus Hughes (AH)
Colin Larby (CL)
Gus Miah (GM)
Mel Passmore (MP)
Jacqui Webb (JW)
Jo Winwood (LWI)

Internal Audit , WMAS
Director of Nursing and Quality
Director of Operations
Chief Finance Officer
Internal Audit, WMAC
Company Secretary
Deputy Director of Finance
Internal Audit, WMAC
External Audit, Deloittes
Public Governor (Lead) - Wolverhampton
Board Support Officer
Head of Financial Services

Apologies:
Lesley Writtle (LW)
Jo Cadman (JC)
Andrew Fry (AF)
Mark Wood (MW)
Joy Jeffrey (JJ)
Charles Knight (CK)

Chief Executive
Director of Strategy and Transformation
Chair
Public Governor - Birmingham & Wider West Midlands
Non-Executive Director
Internal Audit

Ref:
1

Item
OPENING MATTERS
None.

Action

1.1

Declarations of Interest
None.

1.2

Apologies for absence

1.3

Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to including
Mr T Amphlett and Ms J Winwood as in attendance.

1.4

Matters arising not on the agenda
None.
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1.5

Item
Declaration of any other urgent business to be transacted
None.

2

MATTERS ARISING

2.1

Auditors Opinion on Local Quality Indicator - Management Action Plan
Ms Fletcher stated that as part of the assurance process for the Annual
Quality Report 2017/18, External Audit had reviewed three
performance indicators selected by NHS improvement for substantive
sample testing including Improving Access to Psychological Therapies
(IAPT). Areas for improvement had been identified for IAPT and an
action plan had been established and implemented.
External Audit had recommended that IAPT should be selected as one
of the mandated indicators for testing in 2019/20. The Trust will
consult with stakeholders on the choice of indicators for sample testing
and the recommendation will be included in the process.
A recommendation would be made to the Assembly of Governors.
Ms Fletcher was thanked for her update and left the meeting.
IT WAS AGREED:
To note the report.

2.2

Local Counter Fraud - Framework to Refer
Mr Amphlett explained that at the last meeting he had been asked to
identify a framework for fraud referrals relating to members of staff as
the Trust did not have a formal framework or protocol.
He explained that two criteria were used by the CPS when determining
the action to be taken; these being “evidential circumstances” and
“public interest”.
It was agreed that a concise report setting out a proposed framework
be prepared and presented to the Committee.
Mr Stenson said that this would ensure that all cases were dealt with
fairly and avoid cases of discrimination against individual members of
staff.
IT WAS AGREED:
Mr Amphlett, Mr Assinder and Mr Green to meet to formulate a report
setting out the framework for referral to the appropriate professional
regulators and the NHS Counter Fraud Authority and submitted to the
next meeting of the Committee.

2.3

Action Log
The action log was amended and noted.

Page
Page 164
2 of 7

Action

Ref
3

3.1

Item
LOCAL COUNTER FRAUD

Action

Local Counter Fraud Update
Mr Amphlett explained that the report provided the Committee with an
update of the work undertaken to date in accordance with the AntiFraud Plan for 2018-2019 which also detailed any fraud matters that
had arisen since the previous update in May 2018.
The LCFS had attended a BCPFT Induction Training session in July
2018 in order to carry out an audit of the presentation made on the day.
It had been established that whilst the current format for induction
training had covered the main requirements of fraud awareness it was
recommended that that the e-leaning module under consideration,
which was deemed excellent and stimulating, be used in mandatory
training.
With respect to mandatory training the LCFS advised that the elearning package could be repeated every two years as a refresher.
Presentations had been made to local staff groups with good feedback.
Mr Amphlett will be arranging to meet General Managers to discuss the
most appropriate means of raising fraud awareness within their service
areas.
Mr Stenson commended the Summer Fraud Newsletter and it was
noted that this had been issued to all staff via the Trust’s e-bulletin.
Mr Stenson questioned whether any guidelines were given to staff on
the usage of the internet.
Mr Amphlett replied that there were specific sites that were blocked but
there was nothing specific set out for staff to refer to. Mr Assinder said
he would confirm the Trust’s existing policy at the next meeting.
IT WAS AGREED:
To note the contents of the progress report.
Mr Assinder to confirm the existing Trust’s policy in relation to usage of
the internet at next meeting.

4

EXTERNAL AUDIT

4.1

External Audit 2017/18 Recommendation - Implementation
Ms Winwood informed the Committee that during the 2017/18 audit
process External Audit had made a recommendation related to a low
risk in the Trust’s Income Contracts.
Deloitte had identified that there were two unsigned contracts namely
Wolverhampton Council (Specialist CAHMS) and Wolverhampton
Hospital. Ms Winwood confirmed that the Wolverhampton Hospital
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Ref

Item
contract had been signed in May 2018 by both parties.
All prior year’s invoiced amounts had been fully settled in regard to
Wolverhampton Council and all current invoiced amounts had been
confirmed for settlement on 21st September 2018.
IT WAS AGREED:
To note the report and to remove this item on any future Audit
Committee Agendas.

4.2

External Audit Plan 2018/19
Mr Miah asked that the paper be taken as read.
It was an increasingly challenging financial environment for the Trust
He highlighted that the Trust was forecasting that it would require
support in the form of loans from the Department of Health and Social
Care totalling £1.4m for 2018/19. At Month 4 a total of £0.5m had been
drawn down.
Cash balances were expected to decline during the year due to the
planned deficit but remain positive to the year end.
He continued that the audit would review the Trust’s financial
performance during the year, outturn position and management’s
assessment of going concern.
It would also include obtaining an understanding of controls and any
subsequent testing of the operational effectiveness of controls will be
collated, and the impact on the extent of the substantive audit testing
required will be considered.
The audit will include testing the design and implementation of controls
around the recognition of NHS clinical revenue and recoverability and
will also test the design and implementation of key controls in place
around property valuations.
In relation to IFRS items contained in the technical update of the
Deloitte report it was agreed these would be revised and reviewed in
February 2019.
Mr Stenson tabled a document that summarised the recommended
actions contained in the Sector Update section of the Report for the
Trust and specifically the Audit Committee. It was agreed that it would
be an Aide Memoire to the final approved minutes of the meeting.
IT WAS AGREED:
To note the report and its recommendations.

4.3

Non Audit Services Policy
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Item
Mr Hughes explained that this policy had been updated to reflect recent
National Audit Office guidance and revised annual audit fees. In all
other respects the Policy remained appropriate as previously approved
by the Audit Committee in September 2016.
IT WAS AGREED:
To note and approve the report.

5

INTERNAL AUDIT

5.1

Internal Audit Annual Report 2017/2018
Mr Larby explained that this report provided an overview of the
previous year’s plan which had been revised due to the changing
circumstances related to Transforming Care Together.
He was pleased to report that the total plan had been delivered.
There had been an increase in the overall substantial assurance
outcome for assignments undertaken in 2017/18, compared to that of
2016/17 although fewer reviews had been undertaken.
Of the 68 agreed recommendations made in 2017/18, none were
overdue for implementation as at 31 March 2018.
It was noted that on Page 101, Item 1.1. the date “September 2071”
should read “September 2017”.
IT WAS AGREED:
To note the report which summarised the work undertaken by Internal
Audit during the 2017/18 Financial Year
To endorse the Annual Audit Charter as required by the Public Sector
Internal Audit Standard.

5.2

Internal Audit Reviews - Assurance Outcomes
Mr Stenson asked that it be noted for accuracy purposes the papers to
be considered under this item should be referenced as follows:
5.2 – Internal Audit Report – Assurance Outcomes Summary Report
5.2a – 2018/19 Audit Plan with progress (split across quarters)
5.2b – Internal Audit: Terms of Reference
5.2 – Internal Audit Report – Assurance Outcomes Summary
Report
It was noted that an overall assurance of Substantial had been
provided for Charitable Funds.
5.2a – 2018/19 Audit Plan with Progress (split across quarters)
The scheduling and progress of the actions taken to date were
discussed. It was agreed to move the audits for Serious Incident
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Reporting and Complaints, Concerns and Patient to Quarter 4.
Consideration would be given to bringing other audits forward to
Quarter 3 to avoid risks in not completing the audits scheduled in
Quarter 4.
Ms Cartwright said that she would be meeting with Ms Fletcher to
discuss the audit scheduling.
5.2b – Internal Audit: Terms of Reference
The report set out the Terms of Reference as agreed by senior
management for audits to be undertaken in Quarters 1 and 2 as
detailed in the Internal Audit Plan approved at the meeting of the Audit
Committee held in April 2018.
•
•
•
•
•
•

Data Security and Protection Toolkit
Penetration Testing
Expenditure: Payroll
Healthcare Income and Debtors
Capital Assets
Expenditure: Non-pay

IT WAS AGREED:
To note the report and recommendations.
5.3

Internal Audit Review - Recommendations Update
Mr Larby informed the Committee that the purpose of this paper was to
assist it to monitor the implementation by management of
recommendations agreed following internal audit work identifying
adverse issues requiring remedial action.
It was noted that two recommendations were overdue but assurance
was given that action was underway to address these.
It was agreed that the management team should be commended for
the work carried out.
IT WAS AGREED:
To note the report.

6

COMMITTEE GOVERNANCE

6.1

Review of Effectiveness of Committee
Mr Green was pleased to report that the evaluation suggested a high
degree of satisfaction.
It was acknowledged, however, that specific training for the Audit
Committee had not been provided in the past year. This would be
addressed with the support of the Trust’s Internal Auditor in this
Financial Year
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Item

Action

7

REPORTING RESPONSIBILITIES

7.1

Agree specific recommendations to the Board
None.

7.2

Agree specific matters to the Assembly of Governors
None.

7.3

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

7.4

Risks considered
None.

8

ANY OTHER URGENT BUSINESS
None.

The Chair thanked all for attending the Committee and closed the meeting
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