Board of Directors
Public Meeting to be held on Wednesday 29th January 2014
At Delta House, Meeting Rooms 2 & 3
Commencing at 2.00pm
Agenda
1: Opening matters:
1.1 Declarations of Interest:
a: Amendments to registered interests
b: In any item on the agenda
1.2 Apologies for Absence
1.3 Chairman’s Communication
1.4 Minutes of meeting held on 27th November 2013
1.5 Matters arising
1.6 Declaration of any other urgent business to be transacted

Enc. 1.4

2: Items for Approval:
2.1 Quarter 3 Submission to Monitor
2.2 Terms of Reference: Governance Committee

P Stefanoski
A Green

Enc. 2.1
Enc. 2.2

3.1 High Level Risk Register
A Green
3.2 Internal Audit Report – Quality Governance Framework S Marshall
3.3 Integrated Quality and Performance Report
P Stefanoski/
C Oakes/
S Marshall
3.4 Risk and Governance Report
S Marshall
3.5 Update on the Wolverhampton Mental Health
Strategy Review
J Campbell
3.6 Summary Report of the Quality Assurance
Walkthroughs undertaken between September and
November 2013
S Marshall

Enc. 3.1
Enc. 3.2

3: Items to Review and Monitor:

Enc. 3.3
Enc. 3.4
Enc. 3.5
Enc. 3.6

4: Items to receive:
4.1 Report from the Chief Executive
4.2 Summary of the National Quality Board Report
4.3 Reports from Board Sub-Committees
(i) Governance Committee 5th December 2013

K Dowman
S C Marshall

Enc. 4.1
Enc. 4.2

V Harris

Enc. 4.3(i)
Tabled

Enclosure
No: 1.4

THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON WEDNESDAY 27th NOVEMBER 2013 AT 2.00PM
IN MEETING ROOMS 2 & 3, DELTA HOUSE
Present:
Mr Bob Piper
Mrs Vicky Harris
Mr Paul Riley
Mr Parmjit Sahota
Mrs Jackie Smart
Mrs Pauline Werhun
Mr John Campbell
Ms Karen Dowman
Dr Stephen Edwards
Ms Sue Marshall
Mrs Susan C Marshall
Mr Paul Stefanoski

-

Chairman (Chair)
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Chief Operating Officer
Chief Executive Officer
Medical Director
Director of Children’s, Young People and Families
Director of Nursing and Professional Practice
Director of Resources, Deputy Chief Executive

In Attendance:
Mr Andy Green
Mrs Natalie Grainger
Mr Chris Oakes

-

Company Secretary
Governance Support Manager
Director of Workforce and Learning

The public session of the Board Meeting commenced at 2.00pm
BCP/0104/163/1 DECLARATION OF INTERESTS
3
Mrs Werhun declared that she was currently working as an Interim
Project Manager at Wolverhampton CCG.
Mrs Smart declared an interest in agenda item 2.1Research and
Development Strategy.
BCP/0104/164/1 APOLOGIES FOR ABSENCE
3
No apologies were received
BCP/0104/165/1 CHAIRMAN’S COMMUNICATION
3
(i) The Chairman confirmed that the Assembly of Governors had
agreed to extend the term of office of Mrs Vicky Harris and Mrs Jackie
Smart for a further 6 months in order to assist with the Non Executive
Director recruitment process. It was also agreed that an Associate Non
Executive Director would be recruited. The governors were keen to
ensure that applicants would have experience of using services.
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(ii) The Chairman confirmed that the governors approved amendments
to the Constitution.
BCP/0104/166/1
3

MINUTES OF PREVIOUS MEETING
The minutes of the previous meeting held on Wednesday 30th October
2013 were received and approved as a true and accurate record
subject to the following amendments.
Page 9, item BCP/0104/144/13, 2nd para, replace ‘Sue’ with ‘She’
Page 9, item BCP/0104/144/13, final paragraph to be included: Mr
Sahota welcomed the report and recommendations ,however asked if
the Audit Group would also consider the best practice that is used by
Local Authorities, ensuring the recruitment panel also include a
member from BME as a selection panel member. He also requested
the next report have actual figures and ratio analysis of the whole data
rather than of a specific post. This way a better analysis could be
reviewed for the period.
Page 10, item
‘stakeholders’

BCP/0104/167/1
3

BCP/0104/145/13.

Replace

‘shareholders’

with

MATTERS ARISING
There were no matters arising.

BCP/0104/168/1
3

RESEARCH AND DEVELOPMENT STRATEGY
Ms Marshall presented the strategy which outlines the key objectives
for the research and development activity from 2013 to 2017, which
was supported by an implementation plan. It was confirmed that the
Strategy had been out for wide consultation.
Mr Riley asked for examples of where research carried out had been
applied to make improvements to services. Ms Marshall gave an
example of an ‘app’ that had been developed for patients attending
outpatients clinics.
Mr Riley raised concerns that he felt the Strategy was not explicit to
show how the organisation develops from research.
In response to this, Dr Edwards commented that research can inform
other organisations such as NICE which then benefits the Trust.
In response to a question from Mr Sahota, Ms Marshall confirmed that
articles were included in national journals.
In response to a question from Mrs Smart, Ms Marshall advised that
responsibility for implementation had been delegated and would be
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endorsed from the top of the organisation.
IT WAS RESOLVED:
(i) to approve the Research and
Development Strategy 2013-17
BCP/0104/169/1
3

NURSING, AHP & PSYCHOLOGY STRATEGY
Mrs S C Marshall presented the strategy which had been developed in
response to the NHS Commissioning Board strategy “Compassion in
Practice”. The strategy sets out shared purposes for nurses, midwives
and other professional and care staff and builds on the fundamental
values of care.
Mrs S C Marshall advised that timescales were tight and the finalised
strategy will be launched on 10th December 2013 by the Director of
Nursing to the NHS Commissioning Board.
Mr Stefanoski raised concerns over the number of key objectives set
out in the strategy. Mrs S C Marshall recognised this and stated the
importance of prioritising over a 3 year period. It was also recognised
that a number of the objectives were already in place.
Ms Dowman reminded the Board that a number of the objectives linked
in with the recommendations from the Francis report and that these
had been developed by front line staff.
It was agreed that the implementation plan would be developed and
progress reported to the Board.
Ms Marshall commented that point 5 on page 10 was very specific and
questioned whether specific conditions should be included. Mrs S C
Marshall concurred with this and agreed to review the wording.
In response to a question from Mr Sahota, it was confirmed that the
framework for the Quality walkthrough’s was being reviewed to include
the fundamental values of care.
Mr Piper raised his concerns that the critical advocates should be a
Board responsibility and it was agreed the wording would be amended
to reflect this.
IT WAS RESOLVED:
(i) to approve the strategy subject
to the agreed amendments
(ii) to receive regular updates on
implementation
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BCP/0104/170/1
3

BOARD ASSURANCE FRAMEWORK 2013/14
Mr Green presented the Board Assurance Framework (BAF) for the
Board to review, and advised that it had been received by the Audit
Committee at its October meeting.
Mr Green advised that there are 53 principle objectives being pursued
in furtherance of the three strategic objectives of the Trust. 70 risks
were identified that might compromise the achievement of objectives,
18 of which were assessed as low, 32 moderate and 20 as high.
In response to a question from Mr Riley, it was confirmed that points
raised following external reviews had been included along with internal
assurance reviews.
It was confirmed that the BAF would be presented to the Governance
Committee before being presented in full to the Board in March 2014.
IT WAS RESOLVED:
(i) to note the Board Assurance
Framework 2013/14

BCP/0104/171/1
3

HIGH LEVEL RISK REGSTER
Mr Green presented the report and advised that there were no
significant changes to report and mitigation plans are in the process of
being updated by executive leads.
It was recognised that some of the risks listed individually could now be
brought together to be mitigated.
In response to a question from Mrs Werhun, Mrs S C Marshall
confirmed that tasks under the former Director of Social Services were
being regularly reviewed until the post was recruited to.
In response to a question from Mr Riley in relation to risk C07, Patient
Safety: Safeguarding Adults at Risk, Ms Marshall confirmed that she
attended the Performance Board to provide monthly updates and had a
good attendance at the Safeguarding Board. She confirmed that a new
Named Nurse for Sandwell would be starting with the Trust in
December and reported that overall we were in a good place
considering the limited resources.
IT WAS RESOLVED:
(i) to approve the High Level Risk
Register
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BCP/0104/172/1
3

INTEGRATED QUALITY AND PERFORMANCE REPORT
Mr Stefanoski reported a favourable variance to plan of £0.7m at the
end of October 2013 which results in a continuity of service rating of 4.
It is expected that the Trust will continue to achieve a rating of 4
throughout the financial year.
He confirmed that the forecast included a full CIP achievement
although there is a £1.3m slippage on recurrent savings which is
mitigated by increased non recurrent savings.
IT WAS RESOLVED
(i) to note the report
Mr Stefanoski confirmed that performance at the end of October 2013
is satisfactory and meeting all Monitor Risk Assessment Framework
targets.
Delayed transfers of care were reported as 4.5% against a target of
less that 7.5% which is an improvement of 1.1% compared to the
previous month.
It was reported that CPA 7 day follow up is above target of 95% at
99.8%.
IT WAS RESOLVED
(i) to note the report
Mr Oakes reported that sickness levels are above the 4.5% target at
4.8% although the trend for short term sickness had reduced and there
was now a focus on long term sickness.
It was reported that 94.1% of staff had attended mandatory training at
the end of October 2014, however due to additional first year sessions
being run the target had now been achieved at 96.4%.
Mr Oakes reported ongoing issues with vacancies which were at a
consistently higher level than would normally be expected. It was
confirmed that an extensive recruitment drive had taken place which
should start to improve figures. Mrs Harris welcomed this and
commented on the same issues that had been raised by staff whilst
undertaking assurance walkthroughs concerning the reliance on
temporary staff and the impact on the quality of care.
Mr Campbell added that recruitment drives had taken place within the
mental health and learning disabilities divisions although there is a still
an issue with recruitment. It has been suggested at Grapevine Live
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sessions that job fairs are attended to raise the profile of the Trust to
potential employees.
In response to a question from Mr Riley, it was confirmed that some
vacancies were being held due to ongoing transformation projects.
Mr Riley asked whether there was any update on progress against
actions for learning disability financial performance. Mr Campbell
confirmed that progress was being made with contract negotiations and
prices paid for inpatient beds. Mr Campbell agreed to bring an update
report back to the Board.
Mr Riley suggested including progress against 2014/15 CIP’s with
2013/14 progress to allow for forward planning. It was agreed that Mr
Riley would meet with Mr Stefanoski and Mr Oakes outside of this
meeting to agreed how this should be presented.
IT WAS RESOLVED:
(i)
(ii)

Update
on
LD
financial
performance to be reported to
Board
2014/15 CIP plans to be included
in future reports

Ms Marshall reported that the quality data included in the report was
based on information gathered from April 2013 to November 2013,
however this would be integrated in line with the reporting periods for
the finance, HR and performance activity for future reporting.
Ms Marshall advised that discussions were taking place with
neighbouring Mental Health Trusts to participate in benchmarking.
Mr Riley commented that it was difficult to contextualise the
safeguarding information in terms of numbers against areas. Ms
Marshall explained that it would depend on the nature of the service
and the reporting levels of a particular area. Mr Campbell added that
trends analysis should also be considered for example when initiatives
are introduced the impacts should be considered.
IT WAS RESOLVED
(i) to note the report

BCP/0104/173/1
3

FRANCIS REPORT: UPDATE ON CONSULTATION EXERCISE
Mr Campbell presented the report which provides a summary of the
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consultation work undertaken in response to the Francis Report.
Mr Sahota felt that the report showed some positive work was taking
place and asked whether the Executive Directors engaged staff in
other ways. It was confirmed that directors had work programmes
which allowed them to spend time with staff across the organisation.
IT WAS RESOLVED:
(i) to note the report
BCP/0104/174/1
3

PATIENT EXPERIENCE:
(I) ACTIONS FROM PATIENT STORIES
Mrs S C Marshall presented the report which provided an update on
the patient, carer and staff story programme received by the Board of
Directors and Governance Committee. A summary of key themes and
actions taken were included.
IT WAS RESOLVED:
(i) to note the report
(II)
ACTIONS
ARISING
WALKTHROUGHS

FROM

QUALITY

ASSURANCE

Ms Marshall presented the report which provided summaries of three
recent quality assurance walkthroughs.
Mr Campbell raised the importance of providing feedback to the wards
in a timely fashion and suggested using similar timescales to the CQC
of 10 working days to develop and subsequently shared.
Mr Campbell reported that recent CQC visits had all been fully
compliant against standards assessed.
IT WAS RESOLVED:
(i) to note the report.
BCP/0104/175/1
3

RISK AND GOVERNANCE REPORT
Ms Marshall presented the report and highlighted that there had been
one serious incident for Adult Mental Health during October 2013.
IT WAS RESOLVED:
(i) to note the report

BCP/0104/176/1

REPORT FROM THE CHIEF EXECUTIVE
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3
Ms Dowman presented the report and highlighted the following points:
Integration and Transformation Fund
An update was provided on the government funding to ensure
integration between health and social care. The focus of the fund is to
improve the care of people with long term conditions, particularly the
elderly with multiple conditions. It was reported that the CCG’s are
required to submit a 2 year plan by February 2014 and Executives from
both Wolverhampton and Sandwell will participate in developing plans
for integrated services.
Complaints, Concerns and Compliments
It was reported that the first complaints report generated through the
Datix system for quarter 2. It was noted that there had been a 19%
increase in complaints compared to the same period last year, however
they had been acknowledged within a 3 day timeframe. There had also
been a significant increase in the number of compliments received. It
was hoped that this information would be included in the integrated
performance report in due course.
Liaison Psychiatry
It was reported that the Oak Unit had opened at Sandwell General
Hospital which was a specialist centre for patients with suspected
mental health problems. This has been a joint approach which was
planned to take some pressure away from accident an emergency
units and would run as a 4 month pilot. Mr Campbell added that it was
hoped a similar pilot would take place at New Cross Hospital. It was
agreed that an update would be received at a future meeting.
Exceptional Items
The continuing difficulties in Children’s services were reported,
however some commissioner issues had been resolved.
There was still significant pressure on adult mental health beds, with
many Trusts going outside their area to find beds for admissions.
The ongoing situation of CAMHS Tier 4 beds for children with mental
health issues is a continuing concern and has led to significant
pressure on staff.
IT WAS RESOLVED:
(i) to note the report

BCP/0104/177/1
3

MINUTES OF BOARD SUB-COMMITTEES
(I) CHARITABLE FUNDS 31ST JULY 2013

-8-

(II) AUDIT COMMITTEE 17TH JULY 2013

IT WAS RESOLVED:
(i).the minutes were noted
BCP/0104/178/1
3

PLACE REPORT
Mrs S C Marshall provided the report for information.
IT WAS RESOLVED:
(i) to note the report

BCP/0104/179/1
3

ANY OTHER BUSINESS
There was no other business transacted.

BCP/0104/180/1
3

DATE & TIME OF NEXT MEETING
Board Strategy Day Wednesday 11th December 2013 at 2.00pm, time
and venue to be confirmed
Board Meeting Wednesday 29th January 2013 at 2.00pm, Meeting
Room 2 & 3, Delta House
Meeting concluded at 4.40pm
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BOARD OF DIRECTORS MEETING (PUBLIC)
ITEMS FOR ACTION

B1

Meeting
Date

Item No.

31/10/12

BCP/0104/181/12

Actions

30/1/13

BCP/0104/010/13

30/1/13

BCP/0104/010/13

Ms Marshall and Mr Green to report back to a future
meeting
30/1/13 – Pending outcomes of discussions with
regulators

To receive twice yearly updates

Establishment of Charitable Funds Committee
• Mr Green to consider delegation of responsibility of a
Trustee
• Board to consider Governors attending meetings
27/3/13

BCP/0104/031/13

On Hold

S C Marshall

May &
November

A Green

Complete

K Dowman

Complete

A Green
A Green

Complete
Ongoing

C Oakes

April 2014

Quality Improvement Business Plan
• Whistleblowing Policy to be approved by Executive
Committee
Wolverhampton Addiction Services
• Ms Dowman to write to Cluster Lead Chief Executive
detailing concerns

B4

S Marshall
A Green

Delivery of Patient Stories
•

B4

Update to be
received

Quality in the New Health System
•

B3

Who/when

Staff Survey
• Board to receive 6 monthly update to provide assurance
on progress.
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BOARD OF DIRECTORS MEETING (PUBLIC)
ITEMS FOR ACTION
E1

25/4/13

4.3

B3

29/5/13

BCP/0104/085/13

B1

B1

30/10/13

27/11/13

Audit
4.2

Trust Visions, Value’s and Expected Behaviours
• Board to be advised of agreed ‘behaviour’s’ in support of
Trust values
Summary of Quality Assurance Visits
• Include environmental assessments in future visits

27/11/13

BCP/0104/169/13

• Complaints and lessons learnt reported monthly to the Board
• Report on data trend to be reported 6 monthly
Nursing, AHP & Psychology Strategy

BCP/0104/172/13

S Marshall

Ongoing

Receive regular updates on implementation

S C Marshall
S C Marshall

S C Marshall

Ongoing

P Stefanoski
P Stefanoski

Ongoing
Ongoing

Integrated Quality and Performance Report
•
•

Red
Amber
Green
No colour

May/July 2013

Committee Internal Assurance Report: Outcomes Summary

•
B2

K Dowman

Update on LD financial performance to be reported to Board
2014/15 CIP plans to be included in future reports

Overdue
On agenda
Complete
Future item

Items scheduled as per the cycle of business that have been deferred
Item
Board Assurance Framework 2013/14
Board Self Assessment on Quality Governance

By Whom
A Green
S Marshall
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Due
October 2013
January

Deferred To
November 2013
February 2014

BOARD OF DIRECTORS MEETING (PUBLIC)
ITEMS FOR ACTION
2014

3

Strategy Day

Agenda item no.: 2
Enclosure no.: 2.1

Meeting of:

Board of Directors

Date:

29th January 2014

Subject:

Q3 2013/14 Monitoring Submission to Monitor

Presented by:

Paul Stefanoski, Deputy Chief Executive/Director of Resources;

Author:

Joanne Billingham – Finance & Business Manager
Lindsay Clarke – Head of Financial Services

Purpose:

Approval

Strategic & risk relationship:
Strategic objective: We will improve access to a range of integrated services across
the Black Country which are sustainable and responsive

High Level Risk: Failure to meet financial and key performance indicators
Recommendation(s):
That the Board note the contents of this report and approve the submission of the
Quarter 3 return.

Equality & Diversity implications:
There are no implications to consider

Duty with regards to NHS Constitution:
Due regard has been taken of the NHS Constitution

Not applicable
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Executive Summary

As at the end of December 2013 the Trust is exceeding plan by £0.911m, and anticipates that the
Trust will continue to achieve the planned CoSRR of 4 throughout the financial year.
At quarter three £1.9m achievement of vacancy management savings has been converted to recurrent
savings from non-recurrent. Resulting in a full year forecasted savings achievement of 80% recurrent
and 20% non recurrent.
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Monitor Quarter 3 Return
As at the end of December 2013 the Trust performance is currently better than plan by £0.911m, and anticipates
that the planned FRR of 3 will be achieved throughout the year. The Continuity of Services Risk Rating (COSRR) is
now operational as of October 2013 and performance to date shows we are meeting our planned rating of a 4.
Details on variances are shown below:
Statement of comprehensive income:

Element
NHS Clinical Revenue
Other Operating Revenue
Drugs
Clinical Supplies
Non Clinical Supplies
Employee Expenses
Impairment of Receivables
PFI
EBITDA
Depreciation
(Loss) on Asset Disposals
PDC
Interest Payable
Interest Receivable
Surplus / (Deficit)

Plan
£m
24.26
0.86
(0.32)
(0.19)
(4.58)
(19.20)
0.16
(0.05)
0.94
(0.46)
(0.11)
(0.14)
0.01
0.25

Quarterly Position
Actual
Variance
£m
£m
24.46
0.20
1.00
0.14
(0.38)
(0.06)
(0.27)
(0.08)
(4.55)
0.03
(19.06)
0.14
0.07
(0.09)
(0.07)
(0.02)
1.20
0.26
(0.45)
0.01
(0.11)
(0.00)
(0.14)
0.00
0.01
0.00
0.52
0.27

Variance
%
0.8%
16.28%
(18.75%)
(42.11%)
0.66%
0.73%
(56.25%)
(40.00%)
27.66%
2.17%
0.00%
0.00%
0.00%
108%

Plan
£m
72.80
2.60
(0.95)
(0.58)
(13.90)
(57.46)
0.79
(0.14)
3.16
(1.33)
0
(0.32)
(0.41)
0.02
1.12

Year to Date Position
Actual
Variance
£m
£m
73.34
0.54
2.81
0.21
(1.15)
(0.2)
(0.68)
(0.1)
(13.84)
0.06
(56.70)
0.76
0.46
(0.33)
(0.21)
(0.07)
4.03
0.87
(1.28)
0.05
(0.01)
(0.01)
(0.33)
(0.01)
(0.41)
0.00
0.03
0.01
2.03
0.91

Variance
%
0.74%
8.08%
(21.05%)
(17.24%)
0.43%
1.32%
(41.77%)
(50.00%)
27.53%
3.76%
100.00%
3.13%
0.00%
50.00%
81.25%

Note

1
2
3

4
5

6

7

Note 1 – Other operating Income – variance year to date £0.21m, 8% greater than plan:
Education and Training income is greater than plan by £0.2m. This is due to additional trainees in place than planned
for, and offsets the expenditure costs incurred.
Note 2 – Drugs – variance year to date £0.2m, 21% greater than plan
Mental Health drug costs are greater than plan by £0.23m this is due to drug inflation pressures and continuing to
support drug purchasing for the substance misuse service that transferred to Birmingham & Solihull Mental Health
Trust in April 2013. This cost is offset by income received for providing this service within NHS Clinical Revenue.
Note 3 – Clinical Supplies – variance year to date £0.01m, 17% greater than plan
Facilities clinical supplies expenditure includes a medical devices audit £0.02m that was not accounted for when
setting plan.
Note 4 –Impairments of receivables – variance year to date £0.33m, 42% below plan
Impairment of Receivables is below plan due to a delay in reducing the Trusts outstanding receivables balances with
customers.
Note 5 –PFI variance year to date £0.07m, 50% greater than plan
At the end of 2012/13 the Trust revised its accounting treatment of the PFI to be on balance sheet. The financial
modelling completed around this to include within the plan for 13/14 did not include the compound effect of
inflation for the past years it was off balance creating a £0.07m adverse variance to plan year to date.
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Note 6 – Loss on Asset Disposal variance year to date £0.01m, 100% greater than plan
Impairment of Assets is greater than plan due to the disposal of Churchvale as a consequence of loss of Mental
Health Rehabilitation Service
Note 7 –Interest Receivable variance year to date £0.01m, 50% greater than plan
Interest Receivable is higher than plan due to higher cash balances held throughout the year.

CIP Achievement
Element
Pay – Recurrent
Pay – Non Recurrent
Drugs – Recurrent
Drugs – Non Recurrent
Clinical Supplies – Recurrent
Clinical Supplies – Non Recurrent
Non-Clinical Supplies – Recurrent
Non-Clinical Supplies – Non Recurrent

EBITDA

Plan
£m
0.90
0.30
0.02
0.01
0.51
1.74

Quarterly Position
Actual Variance
£m
£m
1.20
0.3
0.12
(0.18)
0.02
0.00
(0.01)
0.04
0.04
0.28
(0.23)
0.35
0.35
2.01
0.27

Variance
%
33.33%
(60.00%)
0.00%
(100%)
(45.10%)
15.52%

Plan
£m
2.41
1.30
0.06
0.03
0.95
0.09
4.84

Year to Date Position
Actual Variance Variance
£m
£m
%
3.65
1.24
51.45%
0.63
(0.67)
(51.54%)
0.05
(0.01)
16.67%
(0.03)
(100.00%)
0.05
0.05
0.71
(0.24)
(25.26%)
0.46
0.37
411.11%
5.55
0.71
14.67%

Note

8
9

10
11

Note 8 – Pay Recurrent variance year to date £0.70m, 29% below plan
The over achievement of this scheme is due to reclassification of £1.9m of vacancy management savings to be
recurrent in line with Trusts historic trend and future forecasting of vacancy management savings.
Note 9 – Pay Non recurrent variance year to date £1.27m, 98% greater than plan
Under achievement on non-recurrent vacancy management savings is due to reclassification of vacancy
management savings. See note 8 above.
Note 10 – Non Clinical Supplies Recurrent variance year to date £0.24m, 25% below plan
Underachievement of savings is driven by non-achievement of Procurement tendering savings £0.25m. The current
tender programme will allow for savings to be realised in 2014/15.
Note 11 – Non Clinical Supplies Non Recurrent variance year to date £0.37m, 411% greater than plan
Over achievement on non-recurrent savings to offset slippage within the recurrent plans.
The Trusts full year effect % split forecasted savings plan is 80% recurrent and 20% non-recurrent.
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Statement of Financial Position
Element
Property Plant & Equipment
Cash
Current Receivables
Current Liabilities
Non-Current Liabilities
Total Assets Employed
Public Dividend Capital
Retained Earnings
Revaluation Reserve
Merger Reserve
Other Reserve
Total Taxpayers Equity

Plan
£m
49.67
10.52
5.36
(13.15)
(6.29)
46.11
17.19
19.01
10.03
0.74
(0.84)
46.11

Year to Date Position
Actual
Variance
£m
£m
53.13
3.46
11.87
1.35
6.14
0.78
(14.23)
(1.08)
(6.17)
0.12
50.74
4.63
16.69
(0.50)
23.16
4.15
10.99
0.96
0.74
(0.84)
50.74
4.63

Variance
%
7%
13%
15%
(8%)
2%
(3%)
22%
10%
-

Note
12
13
14
-

15
16

Note 12 - Property Plant & Equipment – variance £3.46m higher than plan
Transfer of assets from former PCTs in relation to Land and Buildings have now been included on the Statement of
Financial Position with values being greater than plan due to the level of works at Penn Hospital.

Note 13 - Current Receivables - variance £0.78m higher than plan
The variance is predominately as a result of 2 Invoices from NHS England for the December contract being unpaid as
at end December where Invoices are normally paid within the same month that they are raised - £0.62m. Payment
for December and January is expected in January.
Note 14 - Current Liabilities - variance £1.08m higher than plan
Accruals:
• No Invoices received to date from Propco in relation to assets transferred from PCT’s to Propco - £1.9m
Trade Payables:
•

Placement Invoices paid to SMBC as a result of payment being received from SMBC - £0.3m

Capital Payables:
•

Higher level of Capital Invoices paid as at Q3 than anticipated - £0.5m

Note 15 – Retained Earnings - variance £4.15m higher than plan
The variance is predominantly due to the transfer of Land and Buildings from the former PCT’s being higher than
anticipated with the opposite entry being reflected in the Retained Earnings Reserve rather than the Income and
Expenditure Account as per Monitor guidelines.
Note 16 – Revaluation Reserve- variance £0.96m higher than plan
The variance is due to the transfer of Land and Buildings from the former PCT’s where balances in the Revaluation
Reserve were held for buildings that have subsequently transferred to the Trust.
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Declaration of risks against healthcare targets and indicators for 2013-14 by The Black Country Partnership
Key:

These targets and indicators are set out in the Risk Assessment Framework

must complete

Definitions can be found in Appendix A of the Risk Assessment Framework
NOTE: If a particular indicator does not apply to your FT then please enter "Not relevant" for those lines.

may need to complete

Quarter 1
Actual

Threshold or
target YTD

Scoring
under
Compliance
Framework

Scoring
under
Risk Assessment
Framework

Risk declared at
Annual Plan

Quarter 2
Actual

Quarter 3
Actual

Performance

Achieved/Not Met

Performance

Achieved/Not Met

Performance

Achieved/Not Met

Referral to treatment time, 18 weeks in aggregate, admitted patients

90%

1.0

1.0

No

0.00%

Not relevant

0.00%

Not relevant

0.0%

Not relevant

Referral to treatment time, 18 weeks in aggregate, non-admitted patients

95%

1.0

1.0

No

100.00%

Achieved

100.00%

Achieved

100.0%

Achieved

Referral to treatment time, 18 weeks in aggregate, incomplete pathways
A&E Clinical Quality- Total Time in A&E under 4 hours
Cancer 62 Day Waits for first treatment (from urgent GP referral)
Cancer 62 Day Waits for first treatment (from NHS Cancer Screening Service referral)
Cancer 31 day wait for second or subsequent treatment - surgery
Cancer 31 day wait for second or subsequent treatment - drug treatments
Cancer 31 day wait for second or subsequent treatment - radiotherapy
Cancer 31 day wait from diagnosis to first treatment
Cancer 2 week (all cancers)
Cancer 2 week (breast symptoms)
Care Programme Approach (CPA) follow up within 7 days of discharge
Care Programme Approach (CPA) formal review within 12 months
Admissions had access to crisis resolution / home treatment teams
Meeting commitment to serve new psychosis cases by early intervention teams
Ambulance Category A 8 Minute Response Time - Red 1 Calls
Ambulance Category A 8 Minute Response Time - Red 2 Calls
Ambulance Category A 19 Minute Transportation Time
Clostridium Difficile -meeting the C.Diff objective
MRSA - meeting the MRSA objective
Minimising MH delayed transfers of care
Data completeness, MH: identifiers
Data completeness, MH: outcomes
Compliance with requirements regarding access to healthcare for people with a learning disability
Community care - referral to treatment information completeness

92%
95%
85%
90%
94%
98%
94%
96%
93%
93%
95%
95%
95%
95%
75%
75%
95%

1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
1.0
N/A
1.0
1.0
1.0
1.0
1.0

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
Yes
No
No
No
No

100.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
96.50%
98.00%
100.00%
110.30%
0.00%
0.00%
0.00%
0
0
7.10%
99.90%
88.50%
0.00%
99.60%

Achieved
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Achieved
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Not relevant
Achieved

100.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
0.00%
96.70%
98.70%
100.00%
117.00%
0.00%
0.00%
0.00%
0
0
4.50%
99.80%
88.90%
0.00%
99.00%

Achieved
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Achieved
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Not relevant
Achieved

100.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
98.3%
98.3%
100.0%
111.8%
0.0%
0.0%
0.0%
0
N/A
4.1%
99.9%
89.1%
N/A
100.0%

Achieved
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Not relevant
Achieved
Achieved
Achieved
Achieved
Not relevant
Not relevant
Not relevant
Not relevant

<=7.5%
97%
50%
N/A
50%

1.0
1.0
1.0
1.0
1.0
1.0
1.0
0.5
0.5
0.5
1.0
1.0
1.0
0.5
0.5
0.5
1.0
1.0
1.0
1.0
0.5
0.5
0.5
1.0

Community care - referral information completeness

50%

1.0

1.0

No

66.60%

Achieved

67.00%

Achieved

67.0%

Achieved

Community care - activity information completeness

50%

1.0

1.0

No

100.00%

Achieved

100.00%

Achieved

100.0%

Achieved

Risk of, or actual, failure to deliver Commissioner Requested Services
CQC compliance action outstanding (as at 31 Dec 2013)
CQC enforcement action within last 12 months (as at 31 Dec 2013)
CQC enforcement action (including notices) currently in effect (as at 31 Dec 2013)
Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Dec 2013)
Major CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Dec 2013)
Trust unable to declare ongoing compliance with minimum standards of CQC registration

N/A
N/A
N/A
N/A
N/A
N/A
N/A

4.0
special
special
4.0
special
2.0
special

Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception

No
No
No
No
No
No
No

No
No
No
No
No
No
No

No
No
No
No
No
No
No

No
No
No
No
Yes
No
No

0

0

0

0

1

0

0

0

AMBER-GREEN

GREEN

GREEN

GREEN

Target or Indicator (per Risk Assessment Framework)

0
0

Results left to complete
Total Score

Not relevant

No longer applicable under RAF

Achieved
Achieved
Achieved
Not relevant
Achieved
Primary reason for referral not collected on
system

Environmental Improvements

Enter the reason for any non-scoring related
rating override here

Overide Rating
(if any)
Compliance Framework Indicative Governance Risk Rating

Any comments or explanations

In Year Governance Statement from the Board of The Black Country Partnership
The board are required to respond "Confirmed" or "Not confiirmed" to the following statements (see notes below)

For finance, that:

Board Response

4

The board anticipates that the trust will continue to maintain a Continuity of Service risk rating of at least 3 over the next 12 months.

11

The board is satisfied that plans in place are sufficient to ensure: ongoing compliance with all existing targets (after the application of
thresholds) as set out in Appendix A of the Risk Assessment Framework; and a commitment to comply with all known targets going
forwards.

Confirmed

For governance, that:
Confirmed

Otherwise
The board confirms that there are no matters arising in the quarter requiring an exception report to Monitor (per the Risk Assessment
Signed on behalf of the board of directors
Signature

Signature
Name

Capacity [job title here]
Date

Name
Capacity [job title here]
Date

Notes: Monitor will accept either 1) electronic signatures pasted into this worksheet or 2) hand written signatures on a paper printout of this declaration posted
to the
Monitor
tothan
arrive
the foundation
submissiontrust
deadline.
In
event
anby
NHS
is unable to confirm these statements it should NOT select 'Confirmed’ in the relevant box. It must provide a
response
(using the
section
explaining
the reasons
for the
absence
a full certification
the action
it proposes
to take
to address
it.
This
may include
include
anybelow)
significant
prospective
risks and
concerns
theoffoundation
trust hasand
in respect
of delivering
quality
services
and effective
quality
governance.
Monitor may adjust the relevant risk rating if there are significant issues arising and this may increase the frequency and intensity of monitoring for the
NHS foundation trust.

The board is unable to make one of more of the confirmations in the section above on this page and accordingly responds:
A
B
C

Confirmed

Agenda item no.: 2
Enclosure no.: 2.2

Meeting of:

Board of Directors

Date:

29th January 2014

Subject:

Governance Committee: Terms of Reference

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary

Purpose:

Approval

Strategic & risk relationship:
Strategic objective: All
High Level Risk: N/A
Recommendations:
To approve the revised terms of reference for the Governance Committee

Equality & Diversity implications:
There are no specific implications to consider.

Duty with regards to NHS Constitution:
Not applicable

Executive Summary
The proposed terms of reference, with amendments highlighted are
attached for approval.
The amendments were discussed and agreed at the meeting of the
Governance Committee on 5th December 2013.

Governance Committee
Proposed Terms of Reference
Reference to the committee shall mean the Governance Committee; Reference to the
Board shall mean the Board of Directors
1.

Purpose

1.1

The Governance Committee will be concerned with the monitoring, review and
assurance of governance systems and processes which the Trust relies on to
deliver high quality, effective and efficient services, and to meet its mandatory,
regulatory and contractual obligations. As such it has no executive powers but may
make recommendations to the Executives, other senior management, the Board or
other board sub committees as appropriate on matters of concern.

2.

Membership

2.1

Membership of the committee shall be appointed by the Board on the
recommendation of the NED Led Nominations Committee, but shall include three
(3) independent non-executive directors, the Chief Executive and the Director of
Resources

2.2

The Chair of the Audit Committee should not be a member of the Governance
Committee, but may attend its meetings.

2.3

One of the independent non executive director members of the committee shall be
the chairman of the Committee who shall be appointed by the Board on the
recommendation of the NED led Nominations Committee. In the absence of thean
appointed chairman, another non executive director member shall chair the
meetingbe elected chairman by other members of the committee.

2.4

The Committee may call other directors and any managers to attend its meetings in
furtherance of its duties.

2.5

The Chief Executive, the Medical Director, the Director of Nursing and Professional
Practice and the Director of Children and Young Peoples Services (or their
nominated deputies in their absence) will be standing attendees at meetings of the
Committee

3.

Secretary to the Committee

3.1

The Company Secretary or their nominee shall act as Secretary to the Committee.

4.

Quorum

4.1
4.2

The quorum necessary for the transaction of business shall be 23, of which two (2)
should be non executive directors.
A duly convened meeting of the Committee at which a quorum is present shall be
competent to exercise all or any of the authorities, powers and discretions vested in
or exercisable by the Committee.

5.

Meetings

5.1

The Committee shall meet bi-monthly, and at such other times as the Chairman of
the Committee shall require.

6.

Notice of Meetings.

6.1

Unless otherwise agreed by the chairman of the committee, notice of each meeting,
confirming the venue, time and date together with an agenda of items to be
discussed, shall be forwarded to each member of the committee, any other person
required to attend such meeting, and all other directors no later than five (5)
working days before the meeting. Supporting papers shall be sent to committee
members and attendees at the same time.

.
7.

Minutes of Meetings

7.1

The Secretary shall minute the proceedings and resolutions of all Committee
meetings, including the names of those present, those in attendance, and those
tendering their apologies.

7.2

The chairman of the committee shall ascertain, and the secretary shall record, at
the beginning of each meeting, the existence of any conflicts of interest and minute
them accordingly.

7.3

Minutes of the committee meetings, shall with the agreement of the Chairman of the
Committee, be circulated promptly to all members of the committee, and once
approved, to all other board directors.

8.

Duties
The Committee shall:

8.1

Review arrangements to maintain on going compliance with the national care
standardscore registration requirements as mandated by the Care Quality
Commission

8.2

Review arrangements in place to achieve on going compliance with the Quality
Governance Framework requirements as prescribed by “Monitor”, the Independent
heath sector rRegulator of NHS Foundation Trusts.

8.3

Review the use of Quality Impact Assessments and any associated remedial action
plans where these are required.

8.4

Review the use of Equality Impact Assessments and associated improvement
plans.

8.5

Receive and Rreview arrangements for the monitoring the recruitment, support
andof the development and employment of the Trust workforce and associated
strategies.

8.6

Review the planning and performance management framework and associated key
performance indicators

8.67

Review compliance with nNational Institute of guidelines for Clinical Effectiveness
andguidelines & Technology Appraisal Guidelines

8.78

Receive and review reports from the Hospital Managers Committee as to any
issues relating to its workthe application of the Mental Health Act 1983

8.89

Receive and review those reports issued by the Care Quality Commission in
respect of inspections made and the management response to any
recommendations made within such reports.the application of the Mental Health Act
1983

8.910 At least annually review the Board assurance framework and arrangements for its
development and maintenance
8.101 Review both the adequacy of mitigation and assessment of relevant high level risks
8.112 Receive and review reports concerning operational risk management, including
incident reporting and associated investigations, and claims management
8.123 Receive and review any relevant independent or contractual service improvement
reviews and any remedial action plans that may be required
8.134 Review arrangements for the maintenance of the patient environment and
associated facilities
8.145 Review arrangements for the prevention and control of infection
8.156 Review health and fire safety arrangements
8.167 Review arrangements for Clinical Audit, including the review and as necessary
input to the annual clinical audit plan
8.178 To receive and review reports on the development and implementation of the
Quality Strategy, and in particular the work of the Quality Council

8.189 Review the arrangements for Research and Development activities and their
relevance to strategic objectives
8.1920
Review Information Governance arrangements and the annual assessments
against accredited standards
8.201 Receive and review analysis of and response to staff satisfaction surveys
8.212 Receive and review arrangements for the handling of and learning from complaints
and concerns
8.223 Review arrangements for safeguarding of children and vulnerable adults
8.234 Receive reports from and responses to bodies providing assurance, including, but
not limited to:
•
•
•
•
•

Overview and Scrutiny Committees
Internal Audit
NHS Litigation Authority
Care Quality Commission
Local Involvement Networks (LINks)Healthwatch

8.245 Receive and review analysis of, and response to satisfaction surveys of patients
and service users and any other surveys concerning patient, service user or carer
experience.
8.25

Receive and review the experiences of service users, their carers or their advocates

8.26

Receive and review the Annual Quality Report and Annual Governance Statement

8.27

Receive and review reports and feedback from service user involvement groups

9.

Reporting Responsibilities

9.1

The Committee Chairman shall report formally to the Board on its proceedings after
each meeting on all matters within its duties and responsibilities.

9.2

The Committee shall make whatever recommendations to the Board it deems
appropriate on any area within its remit and where it believes action or improvement
is needed.

9.3

The Committee shall compile a report on its activities to be included in the Annual
Report of the Trust

10.

Other

The Committee shall:
10.1

Have access to sufficient resources in order to carry out its duties.
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10.2

Review, on at least an annual basis, its own performance and terms of reference to
ensure it is operating effectively and make recommendations for any changes it
considers necessary to the Board for approval.

11.

Authority

11.1

The Committee is authorised to seek any information it requires from any director or
employee of the Trust in order to perform its duties.

11.2

The Committee is authorised in connection with its duties to obtain, at the Trust’s
expense, any outside legal or other professional advice.

Approved July 2011
Proposed December 2013

Agenda item no.: 3
Enclosure no.: 3.1

Meeting of:

Board of Directors

Date:

29 January 2014

Subject:

High Level Risk Register

Presented by:

Andy Green, Company Secretary

Author:

Alison Barrett, Head of Corporate Services

Purpose:

Approval

Strategic and risk relationship:
Strategic objective: All
High Level Risk: All
Recommendations:
To review the register and confirm both the assessments and adequacy of
mitigation plans.
To consider the removal of risk CO6 Integrated Health and Social Care from
the register.

Equality and diversity implications:
There are no specific implications to consider.

Duty with regards to NHS Constitution:
Not applicable

Executive Summary

The high level risk register (HLRR) and status tracker are attached.
Individual meetings have been held with all risk owners and all risks on the
register have subsequently been reviewed.
In respect of risk CO6 Integrated Health and Social Care the Director of
Resources, as risk lead, has proposed that given other mitigating actions
and work programmes within the wider economy, including the Better Care
Fund that this risk should be removed from the register.
There are three new risks added to the register:
•
•
•

CS5 Trust Fire Safety Strategy
CS6 Co-ordinated Approach to Health and Safety
DC2 Implementation of the Call to Action(Health Visiting Plan)

With regard to risk CO8 Compliance with CQC/Ofsted Standards the Chief
Operating and Director of Children’s Services are concerned that this risk
may increase given the new inspection regime and the potential need for
additional resources to ensure preparedness. This is under consideration
by the Executive Committee.

APPENDIX 1
Black Country Partnership NHS Foundation Trust
High Level Risk Register
Board of Directors
Janaury 2014
Assessed

Score

Committee
Reviewing &/or
Assuring

25

Consequence

5

Likelihood

5

Use of Quality Impact Assessments for planned
disinvestment
Embed revised arrangements for management and
monitoring of CIP
Full introduction of service line management
Regularly review and update downside scenario plans
Maintenance of vacancy controls
Use of non recurrent funding from Wolverhampton PCT (TCS
agreement)

Score

20

Consequence

5

Likelihood

C01b

4

Current
Residual Risk

Lead Director

Cost Improvement Plans: Short term (< 1 year)
Inability to achieve in year CIP targets and without impairing quality
and safety of service provision

Target
Residual Risk
Target
Completion
Date

C01a

Score

Description

Mitigation Actions

Consequence

Ref.no.

Risk

Likelihood

Risk Details

On-going

CEO

2

5

10

3

4

12

I

On-going

CEO

3

5

15

5

5

25

I

On-going

R

3

3

9

3

4

12

I

Cost Improvement Plans
Inability to identify, plan and deliver recurring cost improvements
without impairing quality and safety of service provision

Transformation Programme and PMO approach to large
scale change
Use of quality impact assessments for planned disinvestment
Acting on the analysis provided by Service Line Management
Identification of additional business opportunities
Establish greater link between corporate and overhead costs
to service lines
Regularly review and update downside scenario plans
Establish benchmarking projects
Implement "Lean " Practices

C02

Absence of National Tariff ("Payment by Results")
The absence of a tariff system for mental health services may
result in Commissioners seeking to "squeeze" funding available to
service contracts and planned developments

4

4

16

Maintain implementation of the Care Pathway Model
programme, and ensure outputs are reviewed within the Trust
Ensure on-going commitment to development of outputs/tariff
from Commissioners
Mapping of PbR cluster costs to Service Lines
Use of Block Contracts to provide stability

Assessed

Likelihood

Consequence

Score

Likelihood

Consequence

Score

Committee
Reviewing &/or
Assuring

Current
Residual Risk

Lead Director

Score

Target
Residual Risk
Target
Completion
Date

C03

Description

Consequence

Ref.no.

Mitigation Actions

Risk

Likelihood

Risk Details

Nov 2013

R

2

3

6

3

4

12

I

Ongoing

COO

3

4

12

3

4

12

G

Oct 2013

R

2

4

8

4

4

16

G

Lack of clear and consistent commissioning intentions
Service line evaluation project initiated as part of the
sustainability review.
We need to know the true cost of services we are providing in the
absence of commissioning intentions so we know what to protect.

4

4

16

Critically review service line costs, including indirect and
overhead costs with a view to managing these costs down
Ensure Commissioners are aware of costs profile and
potential adverse impacts of loss/under pricing of tender
operating risk

Mar-14
Updated Jan 2014

Ensure adherence to national contract conditions
Review and as necessary (re)negotiate appropriate
indemnities into contracts
Develop the clinical engagement strategy with Black Country
CCGs so the Trust is involved in the development of new
strategies for care delivery.
C04

C05

Compliance Regime: Delayed Transfers of Care
The Trust may not be able to comply with the performance target
for Delayed transfers of care due to high levels of delays caused
by Social Inclusion. These delays will impair both the quality and
efficiency of service provision

5

4

20

Information Governance
Practice within the Trust may not be in accordance with stated
policy and the Trust may not reach required level of compliance
with national standards legal or contractual requirements.

5

4

20

Ensure plans are in place to meet the target levels by Q2
2013/14 - (update: managed to achieve compliance in Q1
and just under threshold for Q2. and current rate in Q3 of
c.5.2%)
Ensure the Board regularly receives and reviews performance
against compliance requirements
Process of escalation to be adopted (similar to CPA 7 day
follow up)
Review management of Placement Budget (update: part of
the s75 review)
High level discussions with PCTs / Local Authorities to take
place
Seek mitigation through on-going contracting negotiations in
terms of contractual responsibilities and compensation.

Permanent information governacne structure is being
implented.
There is a plan in place to improve on the 2012/13 score.

March 2014
Updated Jan 2014

Assessed

R

4

3

12

4

4

16

G/I

Jan 2014
updated Jan 2014

N

1

5

5

2

5

10

G

On-going

COO/C

2

4

8

3

4

12

G

COO/N

2

4

8

3

4

12

G

Review service line costs to identify potential impact on
revenue
4

5

20

4

4

16

There is now a full team in place.
Safeguarding Steering Group in place.
Representation on external partnership boards and
involvement in LGA reviews.
Training for staff under review - a training package has been
developed .
Interim post agreed internally

Compliance with CQC/Ofsted standards
The Trust may not be able to maintain compliance with CQC
standards across all its services and /or the new inspection regime

C09

Committee
Reviewing &/or
Assuring

C08

Nov 2013

Maintain close working relationships with joint commissioners
Engage early with shadow CCG's to promote on-going
partnership arrangements
Review service line costs to identify potential impact on
revenue

Patient Safety: Safeguarding Adults at Risk
May have insufficient resources across the Trust for the safe
management of adults at risk

Score

C07

Continue to promote integrated care pathways

Consequence

16

Likelihood

4

Score

4

Consequence

Integrated Health and Social Care
Integrated care pathways may be jeopardised as Local Authorities
seek to retract from partnership arrangements and competitively
tender current service provision

Likelihood

C06

Current
Residual Risk

Lead Director

Description

Target
Residual Risk
Target
Completion
Date

Ref.no.

Score

Mitigation Actions

Consequence

Risk

Likelihood

Risk Details

Maintain high profile of CQC requirements and performance
management and assurance arrangements.
During quarter 4 of 2013/14 there will be a presentation to the
divisions on the new inspection reglmes, to highlight key
points and framework to staff
Need to establish a working group to identify resources and
processes in place to ensure we are fully ready for the new
inspection regime.

Edward Street Hospital Inpatient Care

Full delivery of plan due March 2014

Environmental and staffing issues may compromise patient safety

Consolidation of wards (three to two) and Immediate
environmental matters addressed
Maintenance Plan in place

5

4

20

PLACE Assessment satisfactory
Elements of the Lighthouse Project will support improvements
to environment
Environmental audits in place

Mar 2014

Jan 2014
(updated Jan 2014)

Assessed

16

Ensure arrangements are in place to meet the requirements
of the Regulations.
The presentation referred to at C08 will also ensure staff are
aware of the new requirements.
Trust wide review to identify, plan and manage the associated
risks through effective procedures linked to the accuracy of
the content of the information to ensure that the records about
care, treatment and support are clear, factual, accurate and
are up-dated as soon as practical, maintaining the dignity and
confidentiality of the patient.
Ensure that the agreed records structure and processes are
embedded and maintained throughout the Trust.
Ensure continual monitoring and review of practices to make
certain that they are embedded and maintained
Ensure that resources are available to maintain on-going
compliance with the regulations.
Paper record auditing is now ongoing.
Funding has been secured from the Department Of Health
and on electronic management system is being introduced
with 'first release' expected April 2015, which will ensure all
issues are addressed on an on-going basis

Committee
Reviewing &/or
Assuring

4

16

Score

4

4

Consequence

Health Records
The Trust may not be able to demonstrate compliance against
CQC core standards

4

Likelihood

Project group to oversee and negotiate with SMBC
Update reports to Executive Committee. Due Diligence
information requested off MBC for seconded Social Care staff
- potential employment liabilities need to be considered /
mitigated in options appraisal

Section75 Partnership Agreement with Sandwell MBC

The termination of the current partnership agreement with
Sandwell MBC (by May 2014) may impair the quality of service
provision and incur significant costs

CS1

16

Score

C12

4

Consequence

4

Service Line Evaluation Project .
Greater engagement with commissioners in their planning
processess.
Benchmarking where possilbe to understand the market
position.

Likelihood

Competition
Services we provide are being put out to tender and we could
loose services.

Current
Residual Risk

Lead Director

C11

Systems and procedures updated to ensure data capture and
reporting. Data quality procedures to be updated.
Measures to ensure a sustainable position put in place,
including :
Audit Committee review of regulatory submissions
Strategic planning review and action plan
Audit of Quality Governance Framework”

Compliance with Licence Conditions
The Trust may not meet the licence conditions the NHS as
prescribed by "Monitor", the health sector regulator.

Target
Residual Risk
Target
Completion
Date

C10

Mitigation Actions

Score

Description
Likelihood

Ref.no.

Risk
Consequence

Risk Details

On-going

CEO

1

4

4

3

4

12

A

R

2

4

8

4

4

16

I

Dec 2013 (updated
Nov 2013)

COO

4

1

4

4

4

16

I

Aug 2013

C/R

2

4

8

4

4

16

G

Updated Jan 2014

Nov 2013
Ongoing
Updated Jan 2014

Ongoing

Updated Jan 2014

Full
implementation of
EHR 2016

Assessed

Likelihood

Consequence

Score

Committee
Reviewing &/or
Assuring

The Trust is not compliant with the new LSMS Standards in
relation to safety of staff - Lone Working

Ensure equipment/ resources are available for all staff who
require Lone Working Devices whilst carrying out their duties
whilst employed by the Trust

Score

16

Consequence

4

Likelihood

Lone Worker Devices

Current
Residual Risk

Lead Director

4

Description

Target
Residual Risk
Target
Completion
Date

Score

CS2

Mitigation Actions

Consequence

Ref.no.

Risk

Likelihood

Risk Details

Mar 2013

C

3

4

12

4

4

16

G

R

1

4

4

3

4

12

G

W

1

4

4

4

4

16

G

Ensure arrangements are in place to meet the requirements
of the LSMS new Standards that are linked to the CQC
Develop and implement policies and procedures

Mar 2014

Two tender submissions for Lone Worker devices, received

Updated Jan 2014

and over the last two weeks we invited both potential
suppliers to the Trust to provide demonstration drop in
events for staff. These took place and we have received
evaluation forms from staff who attended, to be included
in the final scoring to award contract.
It is proposed that staff across each division to participate
in a live trial of devices for a week. The trials have been
difficult to organise through staff engagement, but hopefully
trials will now take place before Christmas.
The tender group is scheduled to meet for final evaluation
on 28th November 2013, when a report will be prepared for
the Board for agreement.
The exercise is completed from a governance aspect, a
response is awaited from HR/Staff side

CS3

Contract & Performance Monitoring
Current lack of capacity in the corporate contract and performance
monitoring function may result in information and data sets not
being published which could lead to non achievement of targets,
inefficiencies and financial penalties

Dec 2013

4

4

16

Revised performance/conttract monitoring structure in place.
Development of real time monitoring in prgress.
Move to sinlge information systems wehre possible.
June 2014

CS4

Temporary (Bank) Staff
Ability to provide essential staff cover is compromised because of
a shortage of appropriately skilled and trained bank workforce,
which could lead to reduced quality of services and breach of
regulatory standards

Nov 2013

4

4

16

Additional MAPA training sessions for existing bank staff. The
plan will be in place Jan 14 with a view to resolving the issue
March 14.
Recruitment drive for new bank staff completed and
embedded into an on-going recruitment process.

Jan 2014

Mar 2014
Updated Jan 2014

Assessed

Target

Current

Consequence

Score

Likelihood

Consequence

Score

Committee
Reviewing &/or
Assuring

Target
Completion
Date

R

2

4

8

3

4

12

G

R

2

3

6

5

4

20

G

2

4

8

4 20

G

Dec 2014

Co-ordinated Approach to Health & Safety
No valid, coordinated or structured approach to the delivery of a
Health & Safety agenda for the Trust at corporate or divisional
level. Failure to ensure the continued safety of patients and staff
and potentiating claims against the Trust and censure by the
Health and Safety Executive.

DA 1

The Trust has commissioned an external fire adviser to
undertake a baseline review and a draft report has been
produced.
This highlighted the need for all fire scene managers/fire
marshalls to have training, which has commenced with patient
areas being the initial priority.
Training to then be rolled out across the whole Trust.
The brief includes identifying a model structure of resourcing
for the Trust based on the range of business activities and
property portfolio.

Residual Risk

Likelihood

CS6

Trust Fire Safety Strategy
Governance arrangments are weak and under review. This may
compromise the safety of patients, staff and visitors and the
security of Trust property.

Residual Risk
Lead Director

CS5

Mitigation Actions

Score

Description
Likelihood

Ref.no.

Risk
Consequence

Risk Details

5

4

20

Admissions of Minors to Adult Wards
Minors are having to be admitted to adult wards due to lack of
appropriate commissioned facilities, which may result in safety and
quality of care being compromised.

Estates department liaising with agencies to recruit temporary
Health & safety Manager for 3 month period with dual role of
providing operational advice and establishing a baseline
assessment of the situation and subsequent strategy, work
plan and appropriate staffing structure. Anticipated to
commence January 2014.
The Trust has appointed a temporary H&S advisor to support
the organisation to assess Trust requirements to comply with
the Act.
There will be a report with recommendations to the Exec
Cttee (April 14) on how the Trust needs to effectively manage
H&S.

Apr 2015

Sep 2013
Adhoc adjustments put in place for each admission.
5

4 20

Continue to raise concerns with Commissioners
SWBHT has been contacted seeking its support for the usage
of the Oak Unit on an interim basis.
Admission of minors to Hallam St discontinued from Nov 13.

Updated Nov 2013 COO/C

5

Currently assessing a local interim CAMHC Tier 4 solution.

Assessed
Risk Details

Risk

Mitigation Actions

Target

Current

Residual Risk

Residual Risk

8

3

1

4

4

1

2

2

Committee
Reviewing &/or
Assuring

4

Score

2

Consequence

Likelihood

Team re- building exercise planned
Review of medical staff input in progress and confirmation
that existing medical cover arrangements remain in place.
A workshop is planned for the new year to undertake this.

Score

20

Consequence

DC2

Early Intervention Services
and may result in financial penalties and reputational damage to
the Trust

Likelihood

Score

4

Recruitment to other vacancies commenced
DC1

Lead Director

Consequence

5

Description

Target
Completion
Date

Likelihood

Ref.no.

4

12

G

4

4 16

G

2

3

G

Oct 2012
Updated Apr 2013 C/COO
Updated Jan 2014

Inability to deliver the Implementation of the to Call Action
(Health Visiting) Plan
The Trust may not be in a position to deliver the requirements of

4

4

16

the call to Action due to a number of staff not being in post,

A steering group is in place and an implemtation plan

Mar - 2015

N

developed. Key leads have been identified for each work
stream. External consultant providing support.
There is regular correspondence with the CCG and LAT.
A recruitment process is in place .
Training programmes are planned and will be delivered in
the new year.
Divisional Director/Divisional Manager and Service Manager
are convening high level meetings to manage a Divisional
approach.
Meetings have taken place and work in the best interests of
each patient is commenced.

training programmes need to be delivered, a difference of opinion
with the CCG regarding the Model of Delivery and a degree of
uncertainty regarding the future commissioning of the service

DL1
Appointee ship for long stay patients in Sandwell.
Historically, the Service Manager was appointee and this presents
some risk to the Trust. The situation requires review to safeguard
interests of patients/service users and staff. There is an
associated risk of non-maximising of benefits and monies not
returned to patients on discharge or post-discharge.

5

4 20

Situation escalated suitably within corporate services BCP.
Immediate issues affecting patients/service users directly
being dealt with by the divisional team working with Local
Authority staff and the appointee ship unit.

Patient Monies Group informed and Director for Social Care
within the Trust of the divisional position and finance
colleagues involved and asked to advise. Governance
support is also in place for a critical incident review/route
cause analysis.
Trust staff will no longer be Appointee.
Divisional Director/Divisional Manager and Service Manager
are convening high level meetings to manage a Divisional
approach. Meetings have taken place and work in the best
interests of each patient is commenced.

Updated Oct 2013 COO/R
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BLACK COUNTRY PARTNERSHIP NHS FOUNDATION TRUST
HIGH LEVEL RISK REGISTER
Key:
Risk Reference:
Prefix
C
CS
DA
DC
DL

Source
Board level
Corporate Services
Adult Division
Children's Division
LD Division

Risk Grading
Score
Range
0-5
6-9
10 - 15
16 - 25
Lead Director
Abbreviation
C
CEO
COO
M
N
R
W

Type
Very Low
Low
Moderate
High

Colour
Blue
Green
Amber
Red

Role
Children's
Chief Executive
Chief Operating Officer
Medical
Nursing
Resources
Workforce

Committee Reviewing/Assuring:
Abbreviation
Name
B
Board
G
Governance
I
Investment
N
Nominations
A
Audit
R
Remuneration

APPENDIX 2
BLACK COUNTRY PARTNERSHIP NHS FOUNDATION TRUST
HIGH LEVEL RISK REGISTER 2013/2014
MITIGATION STATUS

REF. NO

RISK DETAILS
DESCRIPTION

C01a
C01b
C02
C03

C04
C05
C06
C07
C08
C09
C10
C11
C12
CS1
CS2
CS3
CS4
CS5
CS6
DA1
DC1
DC2
DL1

RISK SCORES
MITIGATED
2013
2014
JUN JUL AUG SEP OCT NOV JAN FEB MAR APR MAY

MOVEMENT

NOTES

ASSESSED

TARGET

Cost Improvement Plans: Short term (<1 year)
Cost Improvement Plans
Absence of National Tariff ("Payment by Results")
Lack of clear commissioning intentions

20

10

12

12

12

12

12

12

12

!

"

25

15

25

25

25

25

25

25

25

!

!

16

9

12

12

12

12

12

12

12

!

"

16

6

16

16

16

16

16

16

16

!

"

Updated Jan 14

Compliance Regime: Delayed Transfers of Care
Information Governance
Integrated Health and Social Care
Patient Safety: Safeguarding Adults
Compliance with CQC standards
Edward Street Hospital inpatient care
Compliance with Licence Conditions
Competition
Partnership Agreement with Sandwell MBC
Health Records
Lone Worker Devices
Contract & Performance Monitoring
Temporary (Bank) Staff
Trust Fire Risk Strategy
Co-ordinated Approach to Health & Safety
Admissions of Minors to Adult Wards
Early Intervention Services

20

Delivery of the Call to Action (Health Visiting)Plan
Appointeeship for long stay Sandwell patients

16

MONTH PERIOD

12

16

16

12

12

12

12

12

!

"

Updated Nov 2013

20

8

16

16

16

16

16

16

16

!

"

Updated Jan 14

16

12

16

16

16

16

16

12

16

!

!

For discussion

20

5

15

15

15

15

15

15

10

!

"

Updated Jan 14

16

8

12

12

12

12

12

12

12

!

"

20

8

16

16

16

16

16

15

12

!

"

Updated Nov 2013

16

4

12

12

12

12

12

12

12

!

"

Updated Jan 14

16

8

16

16

16

16

16

12

16

!

!

Updated Jan 14

16

4

-

-

-

-

16

16

16

!

16

8

16

16

16

16

16

16

16

!

!

16

12

16

16

16

16

16

16

16

!

!

16

4

-

-

-

-

16

16

12

16

4

-

-

-

-

16

16

16

Updated Jan 2014

25

-

-

-

-

-

-

20

New Jan 2014

20

-

-

-

-

-

-

20

Updated Nov 2013

↑

Updated Jan 14
Updated Jan 14
New Oct. 2013

New Jan 2014

20

8

20

20

20

20

20

20

20

!

!

Updated Nov 2013

20

8

-

-

12

12

12
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!
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Update Nov 2013
New Jan 2014

2
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-
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6
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"
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Andy Green, Company Secretary

Author:
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Strategic objective:
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Recommendation(s):
That Trust Board receive the attached report, discuss the proposed actions
identified in Appendix 2 of the report and support the development of a
Quality Governance Strategy to be received at Trust Board in March 2014.

Equality & Diversity implications:
There are no negative implications of the proposed actions.

Duty with regards to NHS Constitution:
Due regard has been taken of the NHS Constitution.

Executive Summary
As part of the internal audit’s programme of work, an assessment of the Trust
quality governance arrangements was undertaken during the latter part of
2013. Attached is the full report, which includes internal audit’s
recommendations for action and the management response to these (see
Appendix 2). The action plan has been discussed at length and covers the
issues in control that have been revised as part of the review. Both internal
audit and management are of the view that taking these actions highlighted in
the plan will achieve a significantly improved position in respect of Quality
Governance.
This is the second audit of quality governance that internal audit have
undertaken in the Trust
In completing this work, internal audit used approximately 20 days, during
which time they received a range of documents and met and interviewed a
number of staff – see page 5.
The terms of reference for the audit were altered from those initially agreed,
to take account of feedback from Monitor.
The reports contain an executive summary on pages 2 and 3 and table 2 on
page 4 gives an overview of the findings of the audit. The overall audit
opinion rating is considered to be moderate, which internal audit considers
equates to a Monitor rating of Amber – Red.
The current Quality Strategy ( 12 – 14 ) is awaiting review and clearly this is
an area of weakness. It is proposed that the recently approved “Caring
Counts” strategy be adopted as the quality strategy for the organisation and
a separate Quality Governance Strategy be developed to address the issues
raised in the internal audit review. This will be presented to Trust Board at
the March’s meeting.
All of the actions identified in the report have been commenced and some
have been completed. Below is a summary of progress against the action
plan to date.

Recommendation 1

A Quality Governance Strategy is in draft and will be
consulted on during February and March 2014 in time
for Board approval at the March Board meeting.
This paper proposes that the strategy Caring Counts
be adapted as the Trust’s quality strategy.

Recommendation 2

A clinical dashboard was received at the November
2013 Trust Board. Board members requested a
number of amendments, and a revised format will be
received at the Board meeting in January although
work continues to ensure the report is intergrated
with HR and finance information. Discussions are
ongoing with Solent NHS Trust regarding developing
benchmarking

Recommendation 3

All the action plans arising from serious incidents are
now all uploaded onto DATIX. The Divisional
Governance Co-ordinators monitor progress. The
Corporate Governance Assurance Unit now monitor
progress against these plans and seek assurance
where plans are overdue. In November 2013 in
excess of 100 plans in the divisions breached the
deadline for completion. Part of this related to a
competency issue in the division – this has now been
resolved through training. As of 21 January 2014
there are 20 actions overdue. This has been raised
with Divisional Governance Co-ordinators.
This metric is on the quality dashboard which is
reported to Care Governance Committee where the
Clinical Directors have an opportunity to discuss any
issues.

Recommendation 4

Work has commenced on this.

Recommendation 5

A self-assessment based on Monitor’s publication
Quality Governance: How does a board know that its
organisation is working effectively to improve patient

care? (April 2013); was undertaken during December
2013 and January 2014. An analysis of the results
will be presented and discussed at the February
Strategy Day.
Recommendation 6

A plan will be generated on the basis of the outcome
of the self-assessment

Recommendation 7

The G.A.U. is a relatively new function in the
organisation. The data flows and responsibilities
between this corporate function and the divisions
clearly need to be more explicit. An escalation
process will be articulated as part of the Quality
Governance Strategy which will support this. In
addition flow chart and process maps will be
developed as a matter of urgency to ensure there is
greater clarity regarding this critical issue. This will
be completed by the end of February.

Recommendation 8

Work on this has commenced and will be completed
by April 2014. A paper regarding the various
processes re: lessons learnt will be presented to the
Operational Risk Group for discussion in early April
prior to approval at the Corporate Care Governance
Committee early May.

Recommendation 9

Quarterly updates are to be reported to the Care
Governance and Executive Committees from
February 2014.

Black Country Partnership NHS Foundation Trust
Internal Audit Service
Final Internal Audit Report

Quality Governance Framework
BCP14-005
November 2013
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OVERALL INTERNAL AUDIT OPINION RATING: MODERATE ASSURANCE
Equivalent Monitor Governance Risk Rating : Amber-Red
Profile of Ratings: Assurance Opinion Levels & Recommendations Priorities
Full Report: Nr. of Recommendations & Priorities
Nr. of Assurances over Control Areas Reviewed
Merits
Total
Optimal Substantial
Moderate
Insufficient
Essential
Required
Total Nr
Attention
Nr.
0
0
2
2
4
5
4
0
9

AIMS
As part of the Trust’s internal audit plan for 2013/14 to review the quality governance
arrangements within the Trust to determine whether there are adequate procedures and
processes in place to identify, report and monitor the quality of services provided to
patients.
HEADLINE CONTEXT:SIGNIFICANCE & RISK
From April 2013 it has been agreed that providers will have a joint licence overseen by both
Monitor and the Care Quality Commission (CQC) to maintain essential levels of safety and
quality.
Under NHS foundation trust (FT) license condition 4 (the governance condition), boards of
FT’s are required to make a corporate governance statement outlining anticipated
compliance (or otherwise) with the governance condition and risks to this.
For the first six months of 2013/14, Monitors new Risk Assessment Framework will be used
in shadow form alongside the previous Compliance Framework adapted to reflect the
requirement of FTs.
Quality in the NHS is defined as having three elements (Darzi):
• Ensuring the safety of people who services
• Ensuring that care is effective
• Ensuring that people who use services have a good experience
Risks associated with not having a robust mechanism in place for Quality Governance are
as follows:
• Poor quality of service to patients
• Litigation
• Reputational damage and loss of business to the Trust
• Commissioner not using services
Quality governance systems and processes are still being developed both within the
Divisions and corporately, the Governance Assurance Unit are progressing the
implementation of new systems to oversee the delivery of governance and risk
requirements. Many of the new processes should be embedded by March 2014, some
before that date. This report should be read in the context that some systems may be in
the process of being developed and enhanced but where this is the case, we will give some
background within the context of the work we have undertaken.
We are providing a Moderate Assurance for our review but it should be noted that this is a
low moderate, based on the levels of assurance achieved for the individual control
objectives. Key weaknesses are detailed below.
Cont’d
BCP14-005
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Cont’d Executive Summary Page 2 of 2

MAIN RESULTS
Key issues identified for further improvement include:• The Quality Strategy does not align with the Strategic Objectives stated in the 13/14
Annual Plan and there is no mechanism to ensure that it aligns to objectives within
Divisional Business Plans.
• The Quality Strategy does not have clear, time-bound measurable quality targets and
there is no specific information on expected quality outcomes
• No clinical dashboard has been presented to the Trust Board (TB) in the current financial
year to enable tracking to performance relative to quality goals. The new Integrated
Performance Dashboard which combines Finance, HR and Performance is due to go to
the Board in November 2013.
• There is non-compliance with processes for reviewing, escalating risks and mitigating
actions at divisional level which impacts upon the integrity of the information contained
in the HLRR.
• There has been no self-assessment as yet by the Board against the Monitor guidance for
boards dated April 13 entitled “how does a Board know that it is working effectively to
improve patient care”. Appendix A is a detailed list of questions for Boards to consider.
• The Governance Assurance Unit has been set up as a corporate centre for monitoring
governance compliance but there are no formal communication processes in place
currently to facilitate this.
• There are no defined processes in place for communicating lessons learnt throughout
the Trust and improving services on the back of investigations into complaints, claims,
Root Cause Analysis etc.
• In the absence of any clear strategic direction from the corporate centre, each division
has implemented its own system and structure for implementing the governance and
risk requirements. This has led divisions, to some degree, “working in silo” with no
thread which binds them into a corporate identity on quality.
KEY SUMMARISED AGREED RECOMMENDATIONS (Fully Scheduled at Appendix 2)
• Quality Strategy to be refreshed to ensure that it is structured around clear, time
bound quality goals which link in with the strategic goals of the Trust defined via the
Annual Planning process. As part of the Quality Strategy re-fresh, to ensure that
consistency exists over the systems and processes within divisions for discharging
their responsibilities for governance and risk.
• The new Integrated Performance dashboard to be presented to the Trust Board from
November 2013 onwards
• Trust Board to undertake a self-assessment exercise against the Monitor guidance
for Boards dated April 2013 and take appropriate actions to mitigate gaps.
• The role of the Governance Assurance Unit and its relationship in supporting
divisions to be clarified and strengthened.
• A Trust wide process to be introduced for communicating lessons learnt and
ensuring implementation of actions.
****************************************
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2

OVERALL SUMMARY: SYSTEMS/CONTROL OPINION

2.1

Table 2
OVERALL CONTROL OBJECTIVES: SUMMARY EVALUATION
(Terminology: Appendix 3)

Control Objective
(Appendix 1)
1 The Trust Quality Strategy is
quality driven and the Trust Board
are sufficiently aware of the
potential risks to quality
2 The Board has the necessary
leadership skills and knowledge
to ensure delivery of the quality
strategy and agenda
and to
promote a quality focused culture
throughout the organisation
3 Structures,
processes,
roles,
accountability and escalation are
clear. Performance is managed
and
staff
and
other
key
stakeholders are engaged in
quality.
4

Data collection, reporting and
analysis of data and associated
information is robust and reliable
enough to enable challenge and
provide assurance to the Board
that the quality governance
arrangements are effective

(A)
Operational
Control
Assessment
12 Controls
5 Sound
2 Reasonable
5 Weak
10 Controls
6 Sound
4 Reasonable

10 Controls
6 Sound
2 Reasonable
2 Weak

8 controls
2 Sound
1 Reasonable
5 weak

(B)
Compliance
Level

(C)
Assurance
Opinion

Appendix 2
Rec. Refs.

12 Controls
5 Full
2 Limited
5 N/A

Insufficient
Assurance

1,2,3,6

10 Controls
4 Full
1 Extensive
5 Limited

Moderate
Assurance

1,5,6,8

10 Controls
7 Full
1 Extensive
1 Limited
1 N/A

Moderate
Assurance

1,4,8

8 Controls
2 Limited
6 N/A

Insuffcient
Assurance

2,7,9

OVERALL INTERNAL AUDIT OPINION RATING: MODERATE
NB: A fully developed clinical dashboard has now been produced and is to be presented to
the Trust Board from November onwards, on this basis we are able to provide borderline
Moderate Assurance for our review.
3

BACKGROUND

3.1

Introduction

3.1.1 As part of the Trust’s internal audit plan for 2013/14 to review quality governance
arrangements within the Trust to determine whether there are adequate procedures and
processes in place to identify, report and monitor the quality of services provided to patients.
3.1.2 The Terms of Reference of this review are essentially reflected in Table 1 above. Testing was
performed using a range of documents required in order to assess the Trust’s compliance with
Monitor’s Quality Governance Framework (QGF) objectives.

BCP14-005
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3.2

Context

3.2.1

Monitor defines quality governance as: “…the combination of structures & processes
at and below board level to lead on trust-wide quality performance including:
• ensuring required standards are achieved
• investigating and taking action on sub-standard performance
• planning and driving continuous improvement
• identifying, sharing and ensuring delivery of best practice
• identifying and managing risks to quality of care”.

3.2.2

The Lord Darzi definition of high quality care is:
• Safe;
• Effective,
• Positive Patient Experience

3.2.1

Following TCS (Transfer of Community Services, responsibility for care governance and risk
was devolved to each of the three divisions: Mental Health (MH), Children’s and Young
People (C&YP) and Learning Disabilities (LD). During 2012, as part of the new way of
working, governance staff, who previously worked as part of the corporate team, were
transferred to the three divisions to support the clinical directors in the delivery of their
responsibilities for governance and risk.

3.3

Significance

3.3.1

As part of the Monitor Compliance Framework, the Trust Board are required to provide board
statements certifying ongoing compliance with their Authorisation and other legal
requirements, including, but not limited to “...putting in place, maintaining and complying with
arrangements for the purpose of improving the quality of healthcare provided by and for the
trust – having regard to Monitor’s Quality Governance Framework ... .” For the first six months
of 13/14 Monitor’s new Risk Assessment Framework (RAF) has been used in ‘shadow’ form
alongside the Compliance Framework, from 1st October compliance will be Monitored against
the RAF.

3.3.2

From April 2013 it has been agreed that providers will have a joint licence overseen by both
Monitor and the Care Quality Commission (CQC) to maintain essential levels of safety and
quality.

3.3.3

Internal audit testing was undertaken using a wide range of documents obtained from each of
the three divisions and corporately to collate and evaluate evidence of the Trust’s level of
compliance with the Monitor QGF. We also undertook a range of interviews which included
but was not limited to the following officers:
Trust Board Chair
Director of Children, Young People and Families
Company Secretary
Head of Governance Assurance
Governance Assurance Officer
Quality Lead – Mental Health Division
Quality Improvement Lead – Learning Disabilities Division
Governance Co-ordinator – C&YP
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3.3.4

Quality governance systems and processes are still being developed both within the divisions
and corporately, the Governance Assurance Unit are progressing the implementation of new
systems to oversee the delivery of governance and risk requirements. Many of the new
processes should be embedded by March 2014, some before that date. This report should be
read in the context that some systems may be in the process of being developed and
enhanced but where this is the case, we will give some background within the context of the
work we have undertaken.

3.4

Risks

3.4.1

There are a number of risks associated with not having a robust mechanism in place for
assessing quality:
!
!
!
!

4

Poor quality of service to patients
Litigation
Reputational damage and loss of business to the Trust
Commissioner not using services

ISSUES ARISING (Recommendation Nrs. Refer to Appendix 2)
The Trust Strategy is quality driven and the Trust Board are sufficiently aware of the potential
risks to quality

4.1

The Quality Strategy

4.1.1. The Quality Strategy 2012-2014 was last updated 21 March 2012 (per the version control
sheet). This was presented to the Governance Committee on 2nd September 2013.
The
Quality Strategy was examined alongside the 13/14 Annual Plan in order to determine the
content and direction and the process for linking with goals at a divisional level. The following
was noted:
4.1.2

There are no clear time-bound and measurable quality goals or outcomes defined within the
Quality Strategy; only one overarching goal which is “to provide high quality care in the right
place at the right time”. There are 3 strategic objectives within the Annual Plan, these are not
reflected within the Quality Strategy. (Recommendation 1)

4.1.3

The Strategy layout and content does not provide a transparent vision of how the Trust
anticipates achieving their quality goals. The quality goals should be clear and transparent
and should drive the content of the strategy including how this links with workforce planning.
The strategy should also describe how the Trust will ensure that all the elements of quality
remain core to achieving the Trust’s agreed Strategic Objectives. (Recommendation 1)

4.1.4

There are 17 actions in the action plan attached to the Quality Strategy although these are not
linked to any specific quality goals. The Strategy was presented to the Governance
Committee in September 2013. There are gaps in the action plan and insufficient details on
progress. Of the 17 actions:
! 5 state that the status is on-going, (but this is appropriate)
! 1 has no end date and
! 3 have no status update.
Of the remaining 8 actions, the narrative in the status update would indicate that 6 are closed
and 2 are still ongoing. We understand from discussions with management that these will be
fully detailed as part of the refresh process for the Quality Strategy. (Recommendation 1)
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4.1.5

Divisional Business Plans have not been fully developed for 13/14 due to delays in the
contracting process for 13/14 as the activity and finance information was not available. The
divisional business plans for MH and LD were reviewed and whilst objectives are stated in the
plan there is no clear link to those in the Quality Strategy or the 13/14 Annual Plan.
(Recommendations 1)

4.1.6

The 13/14 Annual Plan makes reference to Clinical Strategies within each division, however
we could find no evidence of such strategies.

4.2

Trust Board Monitoring of Quality Goals

4.2.1

The Board do receive information on thematic reviews, the results of Board walk-rounds and
the quarterly Governance Assurance Reports, which details incidents and is populated from
the Datix management information system. However this is not sufficient in terms of
presenting key risk areas against pre-defined indicators.

4.2.2

No clinical dashboard has been presented to the Trust Board for the current financial year to
enable the Board to track performance relative to quality goals.
The new Integrated
Performance Dashboard which combines Finance, HR and Performance was due to go the
Trust Board in October 13 but had missed the deadline for inclusion within the papers and will
now be presented to the November 13 meeting. The content of the dashboard is commented
on more fully in section 4.11 of this report. (Recommendation 2)

4.3

Managing risks at Divisional level for possible inclusion in the HLRR (High Level Risk
Register

4.3.1

Each division has a Care Governance Group (CGG) which feeds the Care Governance
Committee (CGC). An overview was performed to look at whether risk registers and action
plans were being reviewed regularly at these meetings as part of the overall risk management
process which ultimately feeds the HLRR. Minutes were examined for the Care Governance
Groups (CGG) for the MH for July to September 2013, for LD for August 2013 and C&YP for
July and September 13. This showed that whilst there may be some discussion over risk
registers at these meetings there is no clear process for reviewing registers and mitigating
action plans with a
view to escalation where deemed appropriate to the HLRR.
(Recommendation 3)

4.3.2

The minutes of the C&YP CGG meeting for September 2013 state that the risk register is out
of date. (Recommendation 3)

4.3.3

The ToR for the Care Governance Committee states that it should review risk registers and
action plans but these had not been reviewed by CGG at the June, July or August 2013
meetings. We understand that that Clinical Directors would normally give a verbal update on
risks but there was no evidence of this from review of the minutes. (Recommendation 6)

4.3.4

The Risk Management Strategy, Appendix A, states that “The Executive Committee Officer is
accountable for all risk management activities within Divisions and maintains a reporting line
and accountability to other Trust Committees and the Trust Board.” We have found no
evidence of review of divisional registers/ actions by the Executive Committee within the
minutes reviewed for June to August 2013, although we understand that review of divisional
risk registers is a standing agenda item.
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4.3.5. It is understood that a Corporate Risk Register will be introduced which will capture risks
across divisions and will feed into the HLRR and the intention is for Datix to be used to
populate standard format divisional risk registers. It is hoped that these will be in place by
October 2014.
The Board has the necessary leadership skills and knowledge to ensure delivery of the quality
strategy and agenda and to promote a quality focused culture throughout the organisation

4.4

Committee Structure

4.4.1

The Committee Structure does not show a link from the Care Governance Committee (CGC)
to the Governance Committee (GC) but the sub group structure does. This is being reviewed
and clarified by the Company Secretary. The Terms of Reference for the CGC and the GC
cover similar areas and may benefit from some review and streamlining. The CGC ToR
states that it will provide reports to the GC but does not clarify what will be provided or on
what topics. The CGC is accountable to the Executive Committee.
The ToR for the
Governance Committee needs updating (dated 2011). (Recommendation 4)

4.5

Board Capabilities

4.5.1

Under the terms of the NHS FT Licence Condition 4, Boards of Trusts are required to make a
Corporate Governance Statement outlining anticipated compliance (or otherwise) with the
Governance Condition and risks to this. A statement, together with the Annual Plan, was
submitted to Monitor. The Trust’s statement was reviewed and it states that “none were
identified.” We are not clear on how rigorous the process for this assessment has been,
however we understand that it was discussed and challenged at Board before sign off.

4.5.2

There has been no self-assessment as yet by the Board against the Monitor guidance for
boards dated April 13 entitled “how does a Board know that it is working effectively to improve
patient care”. Appendix A is a detailed list of questions for Boards to consider and answer.
(Recommendation 5)

4.6

Training for Executive and Non Executive Directors (NEDS)

4.6.1

There is no training plan for NEDs relating to specific quality issues. Executive Directors are
included with the mandatory training and appraisal process. (Recommendation 6)

4.7

Quality Improvement Plans

4.7.1

There are no (Quality Improvement Plans) QIPs within divisions as there are capacity issues
in maintaining and updating these. Whilst the Strategy states that each division will have a
separate quality account, these do not exist, however, the Director of C&YP stated that the
QIPs or equivalent are limited to work around CQUINS. (Recommendation 1)

4.7.2

CQUINS represent 2.5% (circa £2m) of the total contracted income of £100m. The CQUINs
meeting log was examined and each of the 5 schemes are on target to achieve the full
payment as at the end of August 2013.
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Structures, processes, roles, accountability and escalation are clear. Performance is
managed and staff and other key stakeholders are engaged in quality.
4.8

Structure and Processes

4.8.1

In the absence of any clear strategic direction from the corporate centre, each division has
developed its own system and structure for implementing governance and risk requirements.
This has led, to some degree in divisions “working in silo” with no thread which binds them
into a corporate identity on quality.
This is demonstrated in the fact that there is no
commonality over for instance, the processes for measuring NICE compliance and the
mechanisms used to measure this, and divisional risk registers not being in any standard
format. (Recommendation 1)

4.8.2

The Governance Assurance Unit has been set up as a corporate centre for monitoring
governance compliance.
There is a line of accountability from each Divisional Clinical
Director to the Care Governance Committee. However, there is no line of accountability from
the divisions to the Governance Assurance Unit and no formal processes of communication to
facilitate this happening in practice. The barriers to this happening include that divisions are
working in silo to some extent with an absence of corporate direction to ensure that processes
are accepted and embedded. (Recommendation 7)

4.8.3

Each division has a Care Governance Group (CGG) that reports into Care Governance
Committee. The CGG sits alongside the Divisional Management Board (DMB). Beneath this,
LD and C&YP have, or are in the process of implementing, Quality Improvement Groups and
Risk Management Groups which report in to the CGG.

4.8.4

The terms of reference for the CGG and the DMB were examined for each of the divisions:
(i)

The TOR for MH CGG is out of date as it refers to reporting to the Clinical
Effectiveness Committee (previous divisional name) and are they not dated.
(ii)
The TOR for C&YP is dated 2012 but they are still in draft form.
(Recommendation 4)
4.8.5

Executive and Non Executive Directors undertake a programme of ward visits and pre-defined
checks are undertaken as part of this assurance process. A report is produced from each visit
but issues raised are not followed up formally with an action plan. A recommendation has not
been made for this as the recommendation was raised and agreed in our CQC review
completed in May 2013.

4.9

Lessons Learnt

4.9.1

There are no defined processes in place for communicating lessons learnt throughout the
Trust and improving services on the back of investigations into complaints, claims, Root
Cause Analysis etc. On a positive note this does not mean that processes are not in place in
practice and we found evidence of this in the form of lessons learnt bulletins.
LD has
produced a template form for recording lessons learnt and summarise lessons learnt against
specific incidents. There is need however, to standardise and formalise good practice for
lessons learnt across the 3 divisions to ensure consistency in the standard of capturing,
reporting and disseminating information. (Recommendation 8)
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4.9.2

Lessons learnt had been reported and discussed at CGC in June and July 2013. An action
plan to support lessons learnt was submitted to the August 2013 meeting of the CGC. This
paper summarised lessons learnt from October 2012 to date with an actions developed
across different themes, but the action plan progress and nominated leads columns were
blank. The Director of C&YP suggested introducing an organisational quality improvement
plan based on lessons learnt. (Recommendation 8)

4.10

Reporting Outcomes

4.10.1 As stated in our previous internal audit review of this area in 2011, a weakness was identified
around there being no specific PROMS (Patient Reported Outcome Measures) reported by
the Trust. There are no nationally published patient reported outcome measures for Mental
Health as they are quite difficult to quantify.
4.10.2 Specific measurable outcomes are not included within the Quality Strategy or the Annual Plan
for 13/14. The NHS outcomes framework 13/14 identifies outcomes under 5 domains:
! Preventing people from dying prematurely
! Enhancing quality of life for people with long term conditions
! Helping people to recover from episodes of ill health following injury
! Ensuring that people have a positive experience of care
! Treating and caring for people in safe environment; protecting them from avoidable harm
(Recommendation 1)
4.10.3 The Quality Account 12/13 details outcomes which have been achieved in some areas but
this information was ascertained from visiting each directorate at the end of year and was
compiled from extensive discussion with divisional quality leads and directors. Outcomes
reported on are not driven by desired outcomes pre-set and agreed at the beginning of the
year as part of the Annual Plan. (Recommendation 1)
Data collection, reporting and analysis of data and associated information is robust
and reliable enough to enable challenge and provide assurance to the Board that the
quality governance arrangements are effective
4.11

Trust Board Review of Quality Indicators

4.11.1 As stated in section 4.2 there is no quality dashboard in place at present. A new Integrated
Performance report is due to be presented to the Board in November 2013. No quality
dashboard has been received by the Trust Board since October 2012. The Board do receive
information on thematic reviews, the results of Board walk-rounds and the quarterly
Governance Assurance Reports, which details incidents and is populated from the Datix
management information system. The Board have been informed of the progress of the new
dashboard as it has been developed.
4.11.2 The new dashboard will link Datix with Oasis and Qlik-view to provide performance data
against a range of 22 indicators which are split over the three domains of Effective Care,
Patient Safety and Patient Experience. The report can be filtered by division, ward etc and it
is hoped that the performance leads within the divisions will be able to extract information.
We had requested a copy of the first populated dashboard for information and review but this
had not been received at the time of producing this draft report.
4.11.3 In addition to the dashboard, KPIs for each division are in the process of being developed by
the Governance Assurance Unit and these will be populated by divisions and will support and
supplement the new dashboard. It is anticipated that these will be in place by April 2014.
BCP14-005
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4.11.4 Indicators currently received are those which relate to Incident reporting and to National
targets, i.e. Care Plan Approach follow-up within 7 days etc which are included within the
existing Integrated Performance Report for Finance and Human Resources.
4.12

Clinical Audit Programme

4.12.1 Draft clinical programmes were produced and submitted to Care Governance Committee in
June 2013.
No final versions have been presented to subsequent Committees.
The
Committee agreed that further work is required to refine the divisional programmes as they
are not risk based at present. The Director of C&YP understood that the discussion at that
meeting had agreed to run with the exiting draft programmes until they were replaced with
more focused risk based versions. We understand that this was agreed by the Executive
Committee in September 2013.
4.12.2 A proposal paper was submitted by the Director of C&YP as part of the Quality strategy which
proposes that the Governance Assurance Unit will develop a Quality and Risk Profile for each
of the divisions and that clinical audit programmes for 13/14 will be risk based.
4.12.3 The clinical audit programme for MH was examined for 13/14 and it was noted that for the
majority of audits, completion had not been confirmed. For C&YP, the programme had not
been updated on progress in all instances (Recommendation 9)
4.13

Incident Reporting

4.13.1 The quarterly governance assurance report which summarises incident reports from Datix is
sent to divisions requesting that information is checked and the “assurance” section of the
report is completed by governance leads within each division. However, there is no positive
confirmation from divisions that figures are correct. It was agreed that guidance would be
issued to divisions advising how best to pull of the reports and check them (i.e. concerning cut
off dates as Datix is a live system). In theory, the quarterly report should agree to the three
months divisional reports for the period. (Recommendation 7)
5.

RECOMMENDATIONS

5.1

Recommendation Process
Recommendations for consideration are attached at Appendix 2 on the MAP (Management
Action Plan). These have been discussed and agreed with management as part of the draft
audit report discussion process.

5.2

Follow up of Previous Recommendations
Our previous internal audit of QGF (BCP12-001) identified 17 recommendations which were
agreed for implementation. Follow-up undertaken as part of the current review identified that
6/17 had not been implemented but were still applicable, these have been re-raised as part of
this audit.
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Appendix 1

System Control Evaluation Programmes (SCEPs)

CONTROL OBJECTIVE 1
REF

1.1

1.2
1.3

1.4

The Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality
TRUST DOCUMENT
EXISTING CONTROLS
REFERENCE

CONTROL
ASSESSMENT

TEST
RESULT

Quality Strategy
Version 6, Page 6
Annual Plan 13/14

Weak Control
(Rec 1)

N/A

Quality Strategy
Version 6, Page 6

Weak Control
(Rec 1)

N/A

Quality Strategy
Version 6

Weak Control
(Rec 1)

N/A

N/A as process does
not currently exist

Weak Control
(Rec 1)

N/A

EXPECTED CONTROLS

A Quality Strategy exists which
comprises clear quality goals. (Safety,
clinical and patient experience for
example). This is linked clearly to the
Trust Business Plan
The quality goals reflect national as well
as local priorities.
Quality goals are specific, measurable
and time-bound.

There is a mechanism for linking goals to
those in divisions and services and
ensuring that they are well
communicated and understood to the
wider Trust and the community it serves.
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The Quality Strategy 2012-2014 was last updated 21
March 2012 (per the version control sheet). This was
nd
presented to the Governance Committee on 2 Sept 2013,
including an action plan which is appended at the back.
There are no clear quality goals within the Strategy only
one overarching goal. There are 4 quality goals reflected
within the Annual Plan 13/14 but these are not reflected
within the Quality Strategy.
There are no clear and measurable goals included within
the strategy.
The Quality Strategy includes themes around quality such
as NICE and Clinical Audit but there are no specific timebound goals.
There are no clear processes in place to outline and link
the corporate quality goals of the organisation to the three
divisions (Learning Disabilities, Mental Health and
Childrens). No divisional business plans have been
produced for 13/14 as delays in the contracting process
this year meant that the divisional business plans were
never fully completed as the activity and finance
information wasn’t available at that point.
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Appendix 1

System Control Evaluation Programmes (SCEPs)
CONTROL OBJECTIVE 1
REF

1.5

1.6

The Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality
TRUST DOCUMENT
EXISTING CONTROLS
REFERENCE

EXPECTED CONTROLS

There is an action plan for monitoring
achievement of goals with designated
owners and timeframes.

There is a mechanism for the Board to
regularly track performance relative to
quality goals.

An action plan was attached to the Quality Strategy 2012 –
2014. These are not clearly linked to the achievement of
goals. They are related to improvements identified as part
of re-visiting the Strategy.

A new quality dashboard is in the process of being
developed and has been for a number of months. No
formal quality indicators in the form of a dashboard have
been presented to the Trust Board since October 12.
There are patient safety actions that are monitored through
the Nursing and Professional Practice Group and reported
through to the Care Governance Committee and the
Governance Committee

Quality Strategy
Version 6

There are no
procedures that
articulate the
assurance process to
be followed which
allows the Board to
track performance on
quality
(Rec 2)
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ASSESSMENT

TEST
RESULT

Reasonable
Control
(Rec 1)

Limited Compliance
(Rec 1)

Weak Control
(Rec 2)

N/A
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Appendix 1

System Control Evaluation Programmes (SCEPs)
CONTROL OBJECTIVE 1
REF

1.7

1.8

1.9

The Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality
TRUST DOCUMENT
EXISTING CONTROLS
REFERENCE

EXPECTED CONTROLS

CONTROL
ASSESSMENT

TEST
RESULT

Sound Control

Fully Compliant

There is a process for assessing the
implications for the workforce of the
strategy and building this into workforce
planning.

Each service undertake quality impact assessments of
service developments. Workforce is part of these plans
and is covered by the QIAs. The Trust has agreed a
process for workforce planning which includes a
review of all eternal factors, developments, transformation
projects and
reductions. These are mapped against baseline workforce
data and workforce metrics such as turnover to give the
detailed plan

There is a process to review incident
reporting within the Trust and the wider
NHS including safety notices and
publications from NPSA.

A Quarterly Assurance Report is produced by the
Governance Assurance Unit from Datix. This report
summarises incidents by Division and is sent out to each of
the Divisions for an “assurance” opinion to be added. This
is received by the Care Governance Committee. The
HLRR is reviewed by the Executive Committee each
month. Serious Untoward Incidents are monitored at Care
Governance Committee.
Each Division produces a separate incident report monthly
to its respective Divisional Care Governance Group.

Incident Reporting
Policy

Sound
Control

Fully Compliant

The Trust Board regularly review the up
to date risk register in respect of quality
data.

The (High Level Risk Register) HLRR is reviewed each
month at the Executive Committee and at Trust Board
Risks are escalated through from Divisional level for
inclusion but their overall severity and impact is assessed
at Exec committee before they are included in the HLRR.
The Exec Committee nominate responsible officers to
report back to the Committee on progress against the
implementation of mitigating Actions.

Risk Management
Strategy and Policy
(Rec 3)

Sound
Control

Fully Complaint
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Appendix 1

System Control Evaluation Programmes (SCEPs)
CONTROL OBJECTIVE 1
REF

The Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality
TRUST DOCUMENT
EXISTING CONTROLS
REFERENCE

CONTROL
ASSESSMENT

TEST
RESULT

Risk Management
Strategy
Clinical Audit
Programmes
BAF

Reasonable
Control

Limited Compliance
(Rec 6)

Quality Impact
Assessment
Framework

Sound
Control

Fully Compliant

CQC Monthly
summary reports

Sound
Control

Fully Compliant

EXPECTED CONTROLS

1.10

The Board risk register is supported and
fed by quality issues captured in the
directorate/service risk registers and
there is a process for monitoring actions
taken to mitigate risks in respect of
quality which feeds up to Board level.

Each Directorate has a separate risk register. These are
reviewed at the Executive Committee for common themes
which may need to be escalated to the High Level Risk
Register. Divisional risk registers are reviewed monthly at
divisional Care Governance Groups and actions are
monitored at these groups.

1.11

The Board are provided with assurances
that all new initiatives are rated
according to their impact on quality.

Quality Impact Assessments are completed for all new
initiatives and these are approved at the Executive
Committee who form part of the Star Chamber.

1.12

There is a regular review of the risk
estimates contained in the CQC Quality
and Risk Profiles

The CQC Quality and Risk Profiles are populated by the
Care Quality Commission from external information etc and
is received every month.

The Board has the necessary leadership skills and knowledge to ensure delivery of the quality strategy and agenda and to promote a quality focused
culture throughout the organisation
TRUST DOCUMENT
CONTROL
TEST
EXPECTED CONTROLS
EXISTING CONTROLS
REFERENCE
ASSESSMENT
RESULT

CONTROL OBJECTIVE 2
REF

2.1

There is a robust committee structure
which feeds quality governance issues to
the Trust Board and includes the
engagement of NEDs.
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The corporate Committee Structure shows the Governance
Structure which provides the link from the Care
Governance Committee through to the Executive
Committee but there is no link from the Care Governance
Committee or the Executive Committee to the Governance
Committee
November 2013, Page 16 of 24

Committee Structure
chart

Reasonable
Control
(Rec 5)

Limited Compliance
(Rec 5)
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Appendix 1

System Control Evaluation Programmes (SCEPs)
2.2

2.3

2.4

The capabilities of Board members are
assessed in relation to their
understanding of and knowledge in terms
of quality governance.
The Board conducts regular self
assessments to tests its skills and
capabilities and has a succession plan to
ensure that they are maintained.
Trust Board members have attended
training sessions covering core elements
of quality governance and continuous
improvement. A training programme
exists for Board members and wider staff
on quality governance.

2.5

Policies, Procedures and guidelines are
applied consistently and mechanisms are
in place to check and report on
compliance in practice and to take
corrective action.

2.6

Quality Governance is a standing
agenda item at Trust Board meetings.

2.7

2.8

The Board undertake benchmarking
against other organisations in relation to
quality.

A programme of quality initiatives exist
which is approved by the Trust Board
and is monitored.

BCP14-005

Board biographies exist for each of the 13 Trust Board
members
Self assessment is undertaken as part of the Annual Plan
Corporate Governance Statement.
A self assessment was undertaken and the results are
included as part of the annual plan12/13. The
Nominations Committee are responsible for ensuring
succession planning.
There are no specific training programmes in place in
relation to quality for Non Executive Directors. Executive
Directors will attend mandatory training.
A programme of training exists for the assembly of
governors on aspects of quality.
NHSLA Accreditation review looked at how policies are
managed. Internal audit also review the consistent
application of policies for agreed audit areas which include
clinical audit and risk management. There is also a
dedicated officer for ensuring that procedures are up to
date and are uploaded onto the intranet.
Quality Governance is covered under standing items of
Risk and Governance on each agenda.

Directors Performance
Framework
Sound Control

Limited Compliance
(Rec 6)

ToR for Nominations
Committee

Sound Control

Extensive
Compliance

Training is not
specifically outlined in
the Strategy as
general objective
(Rec 6)

Reasonable
Control
(Rec 6)

Limited Compliance
(Rec 1)

Sound
Control

Fully compliant

Sound control

Fully Compliant

Fully Compliant

Limited Compliance
(Rec 1)

Board Self
Assessment

Internal Audit Plan
NHSLA Accreditation
Report
Clinical Audit
programmes
Policy on Policies
Trust Board Minutes
and Agendas

The Trust now participate in the West Midlands Quality
Review Programme. There may be future plans to work
with Solent. Benchmarking of local providers could be
difficult due to competition for services.

Benchmarking is not
included as part of the
Quality Strategy
(Rec 1)

Reasonable
Control
(Rec 1)
Need to be
supported by
goals and aims
on
benchmarking
in the Quality
Strategy

There are no embedded quality improvement programmes
in place yet within the Divisions or corporately. CQUINs
exist for each of the Divisions for which the Trust receive a
financial incentive for compliance. There are numerous
other quality initiatives in place that are monitored through
the Nursing and Professional Practice Group and reported
to the Care Governance Committee. These include the
Safety Thermometer, violence and aggression, medication
errors etc which are developed within the divisions
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The Quality Strategy
does not outline any
processes with regard
to Quality
Improvement plans
other than CQUINS. It
does outline divisional
quality accounts but
these no longer exist

Reasonable
Control
(Rec 1)
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Appendix 1

System Control Evaluation Programmes (SCEPs)
2.9

There is a robust mechanism for
reporting instances of harm and errors
and these are used as a basis to improve
the quality of services provided.

2.10

There are well advertised procedures for
staff concerns and patient complaints.

CONTROL OBJECTIVE 3
REF

3.1

3.2

Incidents are all recorded on Datix and are reported
quarterly in a Governance Assurance Report which is sent
to Care Governance and Trust Board. Divisions also
report. CG Groups within each of the Divisions review the
Divisional risk registers.
A Whistleblowing policy exists and also a complaints
policy.

Incident Reporting
Policy

Sound
Control

Limited Compliance
(Rec 8)

Whisteblowing Policy
Complaints Policy

Sound
Control

Fully Compliant

Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key stakeholders are engaged in quality
TRUST DOCUMENT
CONTROL
TEST
EXISTING CONTROLS
REFERENCE
ASSESSMENT
RESULT

EXPECTED CONTROLS

Objectives for Executive and Non
Executive Directors are clear in relation
to accountability for quality.
The organisational structure cascades
the responsibility for quality from Board
to Ward.

Job descriptions exist for both executive and non executive directors and there is also a Directors
Performance Framework
The organisational structure shows that responsibility goes
from sub groups at divisional level to a divisional Care
Governance Group for each Division and then to a Care
Governance Committee.

Job Descriptions and
Appraisal Policy

Sound
Control

Fully Compliant

Governance
Committee Structure

Weak Control
(Rec 4)

Limited Compliance
(Rec 4 & 8)

3.3

A Quality Board sub Committee exists
which has a stable, regular attending
membership.

A quality Board sub committee exists and is published.

Governance Structures

Sound
Control

Fully Compliant

3.4

There are clear processes for escalating
quality issues to the Trust Board from
other committees of the Board.

Escalation procedures are outlined within the Terms of
Reference for each of the groups (Executive Committee,
Governance Committee, Care Governance Committee)

Terms of Reference for
Exec Committee, Gov
Committee and Care
Gov Committee

Sound
Control

Fully Compliant

3.5

Lessons learnt from any quality issues
are communicated throughout the Trust
and working practices are changed as a
result and quality is internally
communicated.

No documented
process
(Rec 8)

Reasonable
Control
(Rec 8)

Extensive
Compliance
(Rec 8)

3.6

There is a process for auditing quality
governance arrangements and reporting
and addressing concerns

Report to July 13
Audit Committee

Sound
Control

Fully compliant

Med revalidation
policy, staff appraisal
policy
Board Development
Framework

Sound
Control

Fully compliant

3.7

There is a performance management
system in place underpinned by clear
clinical governance policies.

BCP14-005

Lessons learnt from complaints and deep dives into
complaints are undertaken twice a year with a NED to
identify themes. Divisions report on action taken. Table
top reviews have been held on fails, violence and
aggression following early warning signs of increases and
action plans developed and monitored through the Care
Governance Committee and the Governance Committee.
Falls communicated through the Grapevine live to staff and
e-bulletin
Internal audit of Quality Governance and external audit
review of the annual accounts including the Quality
accounts.
Performance is assessed using the appraisal system in
place for all staff. Separate policies exist for medical staff
as part of the revalidation policy and for non medical staff
there is a separate appraisals policy.
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Appendix 1

System Control Evaluation Programmes (SCEPs)
3.8

There is a mechanism for reporting
quality outcomes in a balanced manner.

As with the previous internal audit in this area, this was
found to be an area of weakness as there are no specific
PROMS (patient reported outcome measures for Mental
Health)

Quality Strategy

3.9

The Board engages patients and staff,
and other key stakeholders on quality

There is a planned programme of ward visits by executive
and non executive directors. Reports are produced but
there is no follow up and action process where
improvements are necessary.

Quality Strategy under
Positive Assurance
Section but not a clear
indication of how this
will work including
feeding back
improvements

3.10

Other stakeholders are engaged on
quality and quality performance is
communicated to commissioners and
other providers including GPs.

A quality account is produced annually which is circulated
to both internal and external stakeholders (commissioners
etc). Commissioners are engaged as part of service
commissioning reviews. Service Quality Review meeting
are held, Engagement groups exist such as Changing our
Lives, Making a Difference Group and the Quality Council.

Trust Quality Account
SQR meetings
Quality Council

CONTROL OBJECTIVE 4
REF

4.1

N/A

Reasonable
Control
Rec raised
and agreed as
part of the
CQC Review
May 2013

Sound
Control

Fully Compliant

Fully Compliant

Data collection, reporting and analysis of data and associated information is robust and reliable enough to enable challenge and provide assurance to the
Board that the quality governance arrangements are effective

EXPECTED CONTROLS

The Trust Board regularly receives and
reviews quality indicators of good
practice (these should at least include
national, safety clinical effectiveness,
patient experience) and includes an
explanation.

4.2

The indicators used are linked to overall
strategies and priorities and are backed
up by evidence.

4.3

Indicators are reviewed and updated
regularly.

BCP14-005

Weak Control
(Rec 1)

EXISTING CONTROLS

TRUST DOCUMENT
REFERENCE

CONTROL
ASSESSMENT

TEST
RESULT

Trust Board Minutes

Weak Control
(Rec 2)

N/A

-

Weak Control
(Rec 2)

N/A

-

Weak Control
(Rec 2)

N/A

There is no quality dashboard in place at present. A new
Integrated Performance report is due to be presented to
the Board in November 13. No quality dashboard has
been received by the Trust Board since October 12.
Indicators currently received are those which relate to
Incident reporting and to National targets on 7 day waits
etc which are included within the Integrated Performance
Report
The Quality Strategy is out of date and does link back to
the Business Plan for 13/14. The Quality Strategy does not
include measurable and time-bound goals.
These are in the process of being produced for the Trust
Board as part of the new Integrated Performance
Dashboard (see 4.1)
But are not being reported on at present.
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System Control Evaluation Programmes (SCEPs)

4.4

The clinical audit programme is driven by
national as well as local targets and has
been approved.

4.5

Electronic systems are used to generate
reports and information can be traced to
source and is signed off by its owners.

4.6

Information in quality reports is displayed
clearly and consistently.

4.7

4.8

Information is compared with target
levels of performance, historic
performance external benchmarks and
RAG ratings
Information is used is timely and relevant
and high demand indicators can be
pulled off as and when required.

BCP14-005

The details of the audit are agreed at board level and must
balance specific local clinical priorities with national
priorities which have required participation and which
regulators may investigate.
Each Division has an annual clinical audit programme
which is approved by the divisional Care Governance
Group and then the Care Governance Committee

A new Integrated Performance report is due to be
presented to the Board in November 13. No quality
dashboard has been received by the Trust Board since
October 12. Incident reporting quarterly information is sent
to each Division to be checked and the Assurance section
of the report is completed by each divisional lead.
A new Integrated Performance report is due to be
presented to the Board in November 13. No quality
dashboard has been received by the Trust Board since
October 12.
No such control exists at present as Dashboard is not
complete
Safety indicators are pulled off monthly and can be pulled
off as and when required
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Quality Strategy

No process notes exist
(Rec 7)

Sound
Control

Reasonable
Control

Limited Compliance
(Rec 9)

Limited Compliance
(Rec 7)

No process notes exist
(Rec 7)

Weak Control
(Rec 2)

N/A

No process notes exist
(Rec 7)

Weak Control
(Rec 2)

N/A

No process notes exist
(Rec 7)

Sound in
respect of
Datix only

Fully Compliant
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AGREED MANAGEMENT ACTION PLAN (MAP)
Rec
No.

1

2

Rep
Para.
Ref

4.1.2
4.1.3
4.1.4
4.1.5
4.7.1
4.8.1
4.10.1
4.10.2
4.10.3

4.2.2

BCP14-005

Management Response:
Comments &/or Agreed Action

Recommendation

(consultation: see report para. 6.1)

To refresh & update the Quality Strategy, taking into account
That there is alignment of quality objectives with:• the Trust Business Plan,
• the Directorate/Divisional Business Plans
• Quality outcomes to be specified
• Progress on outcomes to be reported to the Board
• Quality goals to be specific, measurable and time-bound to
enable review of delivery by the Board.
In addition:
• The Quality Strategy to be linked with the Workforce and
other relevant strategies.
• Actions from the previous strategy to be followed up to
ensure implementation and reporting on progress/closure
to the Governance Committee.
• As part of the refresh, consistent systems need to be
developed for the implementation of governance and risk
within the divisions which should be supported and
directed corporately

Trust Board to ensure that the new clinical dashboards are
received monthly for review

Responsi
ble
Officer &
Director

Relative
Action
Priority:
Appendix 3

Time-frame

The Quality Strategy is due to be
refreshed and presented to the Trust
Board early in the New Year.
It should be noted that the QIPs
which were identified in the first
quality strategy were not carried
forward into the 12/14 strategy
because it was recognised that these
would represent duplication of effort
for the divisions where CQUINS and
the quality priorities for the quality
account essentials represent the
large bulk of the work.

March 2014
for Strategy

Director
C&YP

Essential

April 2014 for
progress
report

A final progress report on the
existing strategy will be presented to
the Governance Committee in April
2014.
The Trust Board does not meet
monthly so it cannot receive a
dashboard with this frequency. The
new integrated dashboard will be
presented at each meeting
commencing November 2013
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Director
C&YP

Essential

November
2013
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AGREED MANAGEMENT ACTION PLAN (MAP)
Rec
No.

3

Rep
Para.
Ref

Recommendation

4.3.1
4.3.2
4.3.3

Up to date Risk registers and action plans to be presented
regularly to each divisional Care Governance Group. Actions
not implemented after a designated period to be escalated to
Care Governance Committee.

4

4.4.1
4.8.4

5

4.5.2

6

4.3.3
4.6.1

7

4.8.1
4.8.2
4.13.1

BCP14-005

Management Response:
Comments &/or Agreed Action
(consultation: see report para. 6.1)

Responsi
ble
Officer &
Director

Relative
Action
Priority:
Appendix 3

Time-frame

Divisional Risk Registers will be
reviewed to ensure they are up to
date. Where actions are outstanding
these will be exception reported to
the Care Governance Committee as
part of the divisional exception
report, which is an existing agenda
item

Clinical
Directors

Required

Update risk
registers Jan
2014.
Exception
reporting Jan
2014

A review of committee structures and
responsibilities is currently being
undertaken by the Company
Secretary. This will address the
issues identified here

Company
Secretary
(CS)

Required

April 2014

The self-assessment exercise will be
undertaken with a follow-up action
plan to mitigate gaps identified

Director
C&YP

Essential

January 2014

A training plan for NEDS to be introduced covering specific
quality issues

A training plan will be developed to
cover aspects of quality

Director
C&YP/
CS

Required

April 2014

• The role of the Governance Assurance Unit and its
relationship to divisions to be clarified and supported to
ensure that it is able to fulfil its responsibilities in terms of
being a central hub for governance and risk information and
reporting within the Trust.
• The content of quarterly incident reports sent from the
Governance Assurance Unit to the divisions to be
confirmed as checked and agreed by divisions and
guidance to be issued on level and type of checks required

The GAU is an assurance function.
The division do not have operational
accountabilities to the function.
There are some governance
activities which can be done
differently in the division providing
the output meets the assurance
requirement

Director
C&YP

Essential

April 2014

• The structure and responsibilities of the committees which
feed the quality agenda to be examined as part of the
Quality Strategy, which should be refreshed to ensure to
maximise efficiency and avoid duplication. ToRs to be
updated as part of this process
• The ToR for the divisional CGGs also to be refreshed and
updated
Trust Board to undertake a self-assessment exercise against
the Monitor guidance for Boards dated April 2013 and take
appropriate actions to mitigate gaps
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AGREED MANAGEMENT ACTION PLAN (MAP)
Rec
No.

8

9

Rep
Para.
Ref

4.9.1
4.9.2

4.12.3

BCP14-005

Management Response:
Comments &/or Agreed Action

Recommendation

(consultation: see report para. 6.1)

Responsi
ble
Officer &
Director

Relative
Action
Priority:
Appendix 3

Time-frame

Essential

April 2014

Required

April 2014

To document and apply a specific process Trust-wide for how
lessons learnt are communicated and confirmed implemented
throughout the Trust

A lessons learnt process does exist
within the Trust, this will be reviewed
and refreshed

Director
C&YP/
Head of
GAU /
Complaint
s
Manager

Divisional clinical audit programmes to be updated monthly
and progress reported to the Care Governance Groups and by
exception to Care Governance Committee

From a divisional perspective a
monthly update would be onerous.
We suggest a quarterly review in the
divisional care governance and
exception reporting to the Corporate
Care Governance Committee as part
of the divisional exception report that
comes to this group

Clinical
Directors
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CONTROL OPINION TERMINOLOGY: DEFINITIONS
TERMINOLOGY: OPERATIONAL CONTROLS
(SECTION 1, TABLE 2, COLUMN A)
Assessment (prior to test-checks):
How Operational Controls enable Systems Control Objectives
Evaluation Terminology
Definition
The existing control achieves what is expected and no improvements are
Sound
necessary
the existing control contributes significantly to what is expected but could be
Reasonable
improved
the existing control makes very little contribution to what is expected and needs
Weak
significant improvements
The system is doing nothing towards what is expected and a new control is
No control
required
TERMINOLOGY: COMPLIANCE WITH CLAIMED OPERATIONAL CONTROLS
(SECTION 1, TABLE 2, COLUMN B)
Assessment: Extent to which claimed Operational Controls are Functioning
Evaluation Terminology
Definition
Fully compliant
Control is being consistently applied without exception
Extensive compliance
Control is being consistently applied with only rare exceptions
control is not being applied consistently in that the level of exceptions compromises
Limited compliance
the effectiveness of the control
Non-compliant
Control is applied so inconsistently as to negate its effectiveness altogether

Evaluation Terminology
OPTIMAL
ASSURANCE
SUBSTANTIAL
ASSURANCE

MODERATE
ASSURANCE

INSUFFICIENT
ASSURANCE

TERMINOLOGY: OVERALL ASSURANCE OPINION
(SECTION 1, TABLE 2, COLUMN C)
Definition
Enough Internal Audit review evidence (in systems design and operation) to
confirm consistently high-performing management of the processes and risks in
achieving the objectives of the function reviewed. No relevant risks remain.
Enough Internal Audit review evidence (in systems design and operation) to
confirm consistently sound management of the processes and risks in achieving
the objectives of the function reviewed. Only relatively very minor residual risks
remain.
Enough Internal Audit review evidence (in systems design and operation) to
confirm a reasonable management of the processes and risks in achieving the
objectives of the function reviewed. Some areas of control weakness or
inconsistent operational compliance, with some potential (but not significant) risks
remaining.
Not enough Internal Audit review evidence (in systems design and operation) to
support cohesion in managing the processes and risks in achieving the objectives
of the function reviewed.

TERMINOLOGY: RECOMMENDATIONS PRIORITY RATING
(RECOMMENDATIONS: APPENDIX 2)
Evaluation Terminology
Definition
the system has not achieved best possible practice but has most of the appropriate
Merits Attention
arrangements/controls in place to reduce the likelihood and impact of the relevant
risks to an acceptable level
Required

some of the arrangements/controls in place are considered weak and/or
inappropriate such that there is exposure to low impact risks

Essential

the arrangements/controls in place are not sufficient and there is exposure to high
impact risks

BCP14-005
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Diane Povey – Interim Head of Performance

Purpose:

Information

Strategic
Strategic&objective:
risk relationship:
We will improve access to a range of integrated services
across the Black Country which are sustainable and responsive
High Level Risk: Failure to meet financial and key performance indicators
Recommendation(s):
That the Board note the contents of this report

Equality & Diversity implications:
There are no implications to consider

Duty with regards to NHS Constitution:
Due regard has been taken of the NHS Constitution

Not applicable

Executive Summary
Financial, Information Performance and Workforce performance for the period ending
31st December 2013.
Finance:
As at the end of December 2013 the Trust is has a favourable variance to plan of £0.9m
which results in a continuity of service rating of 4.
It is anticipated that the Trust will continue to achieve the planned continuity of service
rating of a 4 throughout the financial year with a forecast of an favourable variance to
plan at year end of £0.07m.
The forecast includes overachievement of CIP’s by £0.4m.
Split of achievement is forecasted to be 78% recurrent 22% non-recurrent based on the
part year effect saving with the vacancy management saving being classed as
recurrent.
Performance:
Performance at the end of December is satisfactory, meeting all Monitor targets.
Delayed transfers of care is 4.1% against a target of =<7.5%for the Trust
CPA 7 Day Follow up is above the target of 95% at 98.3% achievement
CPA formal review is 98.3% against a target of 95%
Data quality identifiers average is 99.9% against a target of 97% and outcomes are
89.1% against a target of 50%
The early intervention target of 64 at Month 9 is being met

Crisis gatekeeping target of 95% is being met at 100%
The CIDS data completeness target of 50% is being met at 67%

Workforce:
Sickness has decreased slightly to 5.4%.
Whilst compliance rate for attendance at the Annual Mandatory Training Day remains
high, robust management of non-attendees continues.
The appraisal rate has dipped slightly below the 95%, but robust management to ensure
that new staff appointed/returnees are appraised within their first three months.
Whilst agency spend are slightly above bank spend, active recruitment to the bank
along with training of bank staff continues along with weekly update reports to the
Divisions.

FINANCIAL DASHBOARD - December 2013
Trust Year to Date Financial Risk Rating

Trust Year to Date Continuity of Service Risk Rating

Current
YTD

Plan YTD

4.00

4.00

Continuity of Service Risk Ratings
Risk Rating

Year to Date

Previous
Month

Plan

Variance to
Plan

Debt Service Cover

4.90

4.53

3.75

1.15

0.37

Liquidity Rating

14.13

13.36

12.23

0.00

0.77

Year to Date
FRR

Previous
Month FRR

Plan YTD FRR

↑

4

4

4

↑

4

4

4

4

4

4

Year to Date
FRR

Previous
Month FRR

Plan YTD FRR

Change in Month

Weighted Continuity of Service

Financial Risk Rating Compared to Annual Plan
Risk Rating

Year to Date

Previous
Month

Plan

Variance to
Plan

Achievement of Plan
(EBITDA achieved as % of plan)

339.35%

293.51%

110.90%

228.45%

45.84%

↑

5

5

5

Underlying Performance
(EBITDA Margin %)

5.29%

5.16%

4.24%

1.05%

0.14%

↑

4

3

2

Financial Efficiency 1
Net Return After Financing %

6.32%

6.02%

3.82%

2.50%

0.30%

↑

5

5

5

Financial Efficiency 2
I&E Surplus Margin %

2.67%

2.52%

1.55%

1.12%

0.15%

↑

4

4

3

Liquidity Ratio (Days)

44

43

43

1

1

↑

4

4

4

4.30

4.05

3.60

-

-

3.00

Change in Month

Weighted Year to Date Financial Risk Rating
Over riding rating

Year to Date Position Compared to Annual Plan

Year to Date Financial Position (£,000)

Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

Previous
Variance to
Plan

Healthcare Revenue

73,342

72,803

539

0.74%

412

127

↑

Other Revenue

2,811

2,598

212

8.17%

176

36

↑

Employee Expense

(56,695)

(57,463)

768

1.34%

653

114

↑

Non Pay Expense

(15,426)

(14,768)

(658)

(4.46%)

(600)

(58)

↓

EBITDA

4,031

3,170

861

27.16%

642

219

↑

Operating Expenses Excluded from EBITDA

(1,277)

(1,330)

53

4.02%

43

11

↑

Surplus / (Deficit) From Operations

2,755

1,840

915

49.70%

685

230

↑

Non Operating Income & Expense

(713)

(710)

(3)

(0.43%)

(8)

5

↑

Surplus / (Deficit)

2,042

1,130

912

80.66%

676

235

↑

Impairment Losses & Gains / Losses on Disposal

(9)

0

(9)

0.00%

(9)

0

↓

Surplus / (Deficit) for FRR

2,032

1,130

902

79.85%

667

235

↑

Change in Variance

Comments:
Additional £752k of revenue received year to date. £309k is in relation to the Nacro drug recharge which offsets increased drug expenditure within non pay supplies of £225k. The Trust has also received
an additional £210k of revenue for Education and Training services provided which offsets with increase pay and non pay expenditure.
Employee expenses is £768k below plan due to vacancies that have occurred across all divisions during the financial year and the benefit of the Trust not having to pay out claims for employment
tribunal cases that were in review at the end of 2012/13. These benefits are offset by an increase in pension contributions, unforeseen redundancies within Corporate and Mental Health Service,
increased education and training programme as discussed in the above revenue comment and the requirement to use bank and agency staff across the Trust to support capacity requirements.
Non Pay expense is above plan by £658k the two main reasons for this is due to increase drug expenditure for Nacro recharge £225k (see revenue comment above) and £333k delay in reducing the
Trusts outstanding receivables balances with customers.
Key
Significantly below plan
Red / Amber / Green relates to achievement
against plan

Marginally below plan
Meets plan or greater

Arrow relates to movement between months

↑

Improvement

-

No movement

↓

Decline
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Trust Year to Date Position

Year to Date Surplus
£,000
4,000
Actual Surplus / (Deficit)

Plan Surplus / (Deficit) for FRR

3,500
3,000
2,500
2,000

1,500
1,000
500
0
Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Monthly Operating Revenue
£,000
12,000
Total Operating Revenue

Plan Operating Revenue

10,000

8,000

6,000

4,000

2,000

0
Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Monthly Employee (Pay) Expense
£,000
12,000
Actual Employee Expenses

Plan Employee Expenses

10,000

8,000

6,000

4,000

2,000

0
Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Monthly Non-Pay Expense
£,000
12,000
Total Non Pay Expenses

Plan Non Pay Expenses

10,000

8,000

6,000

4,000

2,000

0
Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

Oct-13
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Forecast Financial Risk Rating
Trust Forecast Continuity of Service Risk Rating

Forecast

Plan

4.00

4.00

Continuity of Service Risk Ratings
Risk Rating

Forecast

Previous
Month

Plan

Variance to Plan

Debt Service Cover

3.88

3.35

3.84

0.04

0.53

Liquidity Rating

-0.83

-0.83

5.94

(6.77)

0.00

Forecast FRR

Previous
Forecast FRR

Plan FRR

↓

4

4

4

↓

4

4

4

4

4

4

Forecast FRR

Previous
Forecast FRR

Plan FRR

Change in Month

Continuity of Service

Forecast Financial Risk Rating Compared to Annual Plan
Risk Rating

Forecast

Previous
Month

Plan

Variance to Plan

Achievement of Plan
(EBITDA achieved as % of plan)

99.38%

88.34%

110.90%

(11.52%)

11.04%

↑

4

4

5

Underlying Performance
(EBITDA Margin %)

4.28%

3.82%

4.34%

(0.06%)

0.46%

↑

2

2

2

Financial Efficiency 1
Net Return After Financing %

4.34%

2.89%

3.98%

0.36%

1.45%

↑

5

4

5

Financial Efficiency 2
I&E Surplus Margin %

1.67%

1.20%

1.62%

0.05%

0.47%

↑

3

3

3

Liquidity Ratio (Days)

29

29

37

(8)

0

↑

4

4

4

3.50

3.30

3.60

3.00

3.00

3.00

Change in Month

Weighted Year to Date Financial Risk Rating
Over riding rating

Forecast Position Compared to Annual Plan

% Variance to
Plan

Previous Variance
to Plan

Year to Date Financial Position (£,000)

Forecast Actual

Plan

Healthcare Revenue

97,652

97,062

590

0.61%

247

343

↑

Other Revenue

3,743

3,462

280

8.10%

302

(21)

↓

Employee Expense

(76,553)

(76,639)

86

0.11%

5

81

↑

Non Pay Expense

(20,502)

(19,518)

(984)

(5.04%)

(1,064)

80

↑

EBITDA

4,339

4,366

(27)

(0.62%)

(509)

482

↑

Operating Expenses Excluded from EBITDA

(1,681)

(1,791)

110

6.14%

110

0

↓

Surplus / (Deficit) From Operations

2,658

2,575

83

3.22%

(399)

482

↑

Non Operating Income & Expense

(953)

(947)

(6)

(0.66%)

(6)

0

↓

Surplus / (Deficit)

1,705

1,628

77

4.70%

(405)

482

↑

Impairment Losses & Gains / Losses on Disposal

(9)

0

(9)

9100.00%

(9)

0

↓

Surplus / (Deficit) for FRR

1,696

1,628

67

4.14%

(415)

482

↑

Variance to Plan

Change in Variance

Comments:
Revenue forecast is 0.87% greater then plan, this is due to the following reasons: Education and Training £306k to support increase in student numbers on programmes within the Trust, £309k Nacro drug recharge, £105k
for an A&E Liaison pilot project and £245k for increase in observation levels on units within Mental Health Services.
Employee Expense is forecasted to be 0.11% below plan.
Non Pay expense is forecasted to be 5% greater then plan this is due to: £225k increase in drugs expenditure due to Nacro recharge, £292k delay in reducing outstanding debt, Increase in legal and insurance costs £123k
and utilities £60k. Rubicon Consultancy bought in to support sustainability review work £58k and a £95k variance to plan on PFI expenditure model due to inflation pressures.
Operating Expenses excluded from EBITDA - Depreciation is forecasted to be 6% lower then plan due to asset value for the buildings that have transferred to the Trusts ownership this financial year was lower then
expected.
Key
Significantly below plan
Red / Amber / Green relates to achievement
against plan

Marginally below plan
Meets plan or greater

Arrow relates to movement between months

↑

Improvement

-

No movement

↓

Decline
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Trust Cost Improvement Plan - Cost Type
Vacancy Management saving classed as recurrent
Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

Forecast
Achievement

Annual Plan

4,281

3,709

572

15.42%

5,555

4,935

620

112.56%

Drugs

50

64

(14)

(22.07%)

49

85

(36)

57.83%

Clinical Supplies

0

28

(28)

(100.00%)

23

53

(30)

42.76%

Non Clinical Supplies

1,217

1,040

178

17.08%

1,445

1,643

(198)

87.95%

Total

5,548

4,841

707

14.61%

7,072

6,716

356

105.29%

Recurrent (PYE)

4,405

3,664

741

20.24%

5,532

5,343

189

103.54%

Non Recurrent

1,143

1,177

(34)

(2.92%)

1,540

1,373

166

112.11%

Total

5,548

4,841

707

14.61%

7,072

6,716

356

105.29%

% of Operating Expenditure

7.69%

6.70%

0.99%

14.78%

7.29%

6.98%

0.30%

104.32%

Pay

Over / (under)
RAG Rating
achievement

Trust Cost Improvement Plan - Scheme
Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

Forecast
Achievement

Annual Plan

353

328

25

7.63%

626

444

182

140.88%

Financial & Budgetary Controls

3,458

2,846

612

21.51%

4,855

3,679

1,177

131.98%

Infrastructure & Procurement

969

748

221

29.56%

542

1,320

(778)

41.04%

Service redesign & Transformation

510

881

(371)

(42.11%)

735

1,224

(489)

60.04%

Productivity & Service Line Management

257

38

220

586.36%

314

50

264

628.61%

5,548

4,841

707

14.61%

7,072

6,716

356

105.29%

Workforce, Pay & Conditions

Total

Over / (under)
RAG Rating
achievement

CIP Achievement Non Recurrent

CIP Achievement

CIP Achievement Recurrent

£,000
7000

CIP Plan

6000
5000
4000
3000

2000
1000
0
Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14
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Service Line Reporting

Learning
Disabilities

Mental
Health

CYP&F

Total

Income

14,908

45,087

16,158

76,153

Direct Costs

10,864

32,365

12,195

55,424

Indirect Costs

2,299

4,533

1,761

8,594

13,163

36,898

13,957

64,018

Contribution

1,745

8,189

2,201

12,135

Overheads

1,619

4,691

1,793

8,103

EBITDA

126

3,498

408

4,032

EBITDA Margin%

0.8%

7.8%

2.5%

5.3%

Depreciation

197

1,007

73

1,277

Dividend on PDC

65

253

11

329

Interest Receivable

(6)

(16)

(6)

(29)

Interest Payable

38

375

1

413

Profit/Loss on Fixed Assets

1,850

5,291

2,017

9,158

Surplus/(Deficit)

(170)

1,874

328

2,032

Surplus/(Deficit)%

-1.1%

4.2%

2.0%

2.7%

Division

Total Direct&Indirect Costs

FINANCIAL DASHBOARD - December 2013
Risks to Financial Position

Current Forecast EBITDA

Division

Risk

Trust wide Pension Auto Enrolment
Facilities

Prop Co & NHS Community rental higher
then plan

Value of Risk
13/14 £000's

Likelihood of Probability Value of Probable
occurrence
%
risk £000's

4,339

Included
within
Forecast

Risk
adjusted
additional
risk

579

High

45%

258

Yes

0

3,616

Low

10%

362

No

362

Corp

Appointeeship SMBC

18

High

100%

18

Yes

0

MH

Positive Choices Redundancy

339

High

100%

339

Yes

0

MH

Corporate Redundancy Correc - MH

79

High

100%

79

Yes

0

CYPF

Medical Cover - locum

70

High

60%

42

Yes

0

MH

Increase in Bad Debt Provision 13-14

100

Medium

50%

50

No

50

MH

Employment Tribunal x 1 (JT)

80

High

100%

80

Yes

0

LD

Income risk- Walsall MBC - Contract
Unsigned

127

Medium

50%

64

No

64

5,008

0

0

1,291

475

Revised Forecast EBITDA
Revised Risk Ratings For Risk Adjusted Forecast
Risk Rating

Revised Forecast

Plan

Variance

Forecast FRR

FRR Plan

Achievement of Plan
(EBITDA achieved as % of plan)

88.00%

110.90%

(22.90%)

4

5

Underlying Performance
(EBITDA Margin %)

3.81%

4.34%

(0.53%)

2

2

Financial Efficiency 1
Net Return After Financing %

3.20%

3.98%

(0.78%)

5

5

Financial Efficiency 2
I&E Surplus Margin %

1.20%

1.62%

(0.42%)

3

3

Liquidity Ratio (Days)

27

37

(10)

4

4

Weighted Year to Date Financial Risk Rating

2.75

3.60

Over riding rating

3.00

3.00

Risk Rating

Revised Forecast

Plan

Variance

Forecast FRR

FRR Plan

Debt Service Cover

3.46

3.84

(0.38)

4

4

Liquidity Rating

-2.57

5.94

(8.51)

3

4

4

4

Weighted Continuity of Service

Headroom remaining to maintain CosRR of 4

£1,000k

3,864
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Trust Year to Date Statement of Financial Position
Trust Year to Date SoFP Performance

Actual Statement of Financial Position to Annual Plan
Current Month

Previous Month

Plan

Variance to
Plan

Change in Month
Increase/(Decrease)

£m

£m

£m

%

%

Property, Plant & Equipment

53.13

52.58

49.63

(6.58%)

1.04%

↑

Cash

11.87

13.38

10.52

11.32%

(11.34%)

↓

Receivables

6.14

5.34

5.38

12.46%

15.02%

↑

Payables

14.23

15.15

13.16

7.55%

(6.08%)

↓

Forecast Statement of Financial Position
Annual Plan

Forecast M12

£m

£m

Variance
%

Property, Plant & Equipment

51.33

54.72

6.61%

Cash

11.54

10.93

(5.34%)

Receivables

4.75

5.23

10.17%

Payables

14.70

15.60

6.12%

Key Performance Indicators

Level of Receivables > 90 days past due date
a % of Total Receivables)

Current Month

Previous Month

(as

Change in Month
Favourable/(Adverse)

22.91%

26.35%

3.44%

↓

Level of Payables > 90 days past due date
(as a % of Total Payables)

0.16%

0.09%

(0.07%)

↑

Provision for Bad Debt

£0.69m

£0.71m

2.82%

↓

Commentary
Property Plant & Equipment – variance £3.50m
Transfer of assets from former PCTs in relation to Land and Buildings have now been included on the Statement of Financial Position with values being greater than plan due to
the level of works at Penn Hospital.
Plans for Capital Expenditure for the next 5 years are being submitted to Monitor in January as part of a planning exercise commissioned for the Department of Health. This is not
the final version however and changes can be made to these figures for the Annual Plan submission at the end of March.
Current Receivables - variance £0.76m
The main reason for the variance is as follows:
NHS England
Contract Invoices that are normally paid within the month were outstanding at the end of Quarter 3 - £0.62m. Payment for December and January is expected in January.

Current Liabilities - variance £1.08m
Factors that have contributed to this are the following:
Accruals
• Propco £1.9m for Rent and rates for buildings transferred from PCT's where no Invoices have yet been received
Trade Payables
• Placement Invoices paid to SMBC as a result of payment being received from SMBC - £0.3m
Capital Payables
• Higher level of Capital Invoices paid as at Q3 than anticipated - £0.5m
Receivables > 90 days past due
Predominantly made up of:
• Sandwell Council £0.26m for a number of services provided including; CLDT recharges, Single status awards, Penrose spot purchases and DOLs.
• Staffordshire Council £0.28m for Pond Lane spot purchase.
• Walsall Council £0.19m for LD services
• Wolverhampton CCG £0.19m for Waiting List Initiative Funding .
• Sandwell & West Birmingham CCG £0.12m for recharge of bed day costs for an admission at Hallam St .
Update on Sandwell MBC
During Quarter 3, the Trust received £1.9m of Income from Sandwell MBC. Current receivables level for SMBC as at the end of Q3 is £0.8m which is the lowest level this has been
for over 12 months.

FINANCIAL DASHBOARD -December 2013
Forecast Cash and Capital Graphs

Trustwide Performance Report - December Position 2013
National Priorities and Targets

Notes:
- CPA 12 month Formal Review: Quarter 3 Performance = 98.3% against a target of 95%
-CPA 7 Day Follow up= Quarter 3 Performance is 98.3% - 1 fail for Wolverhampton was recorded in the month of December
-Delayed Transfers of Care - Quarter 3 Performance is 4.1% against a target of <=7.5
- Early Intervention new cases are currently 78 against a current target of 72 for December
- Data Completeness: CIDS (Community Information Data Set): Performance for December of data completeness of the lowest metric
(referral data) is 67% against a target of 50% due to the fact that NCRS does not capture 'Primary reason for referral' which is one one of
the data items measured by monitor for this target. Performance on this item cannot be imporoved whilst data is sourced from NCRS

WORKFORCE INFORMATION
December 2013
Sickness
Turnover
Annual Mandatory Tng
Appraisal compliance
Staff In Post

5.4%
14.5%
94.1%
93.2%
90.2%

>5.00%
<8% or >18%
<75%
<75%
>90%

4.51 – 5.00%
8-10% or 15-18%
75 – 95%
75 – 95%
90 – 92%

<4.50%
10 – 15%
>95%
>95%
92 – 100%

Highlights:-Trust Wide
In November the sickness rate was 5.4%, which is a decrease on the previous month of 0.3%. Absence
Management Training for Managers continues, with the aim of developing skills and confidence in the
management of sickness absence.
97.5% of staff attended the new mandatory training day between its launch at the end of October 2012 to the
end of November 2013. During December the rolling 12 month compliance rate fell slightly below the 95%
target to 94.1%. In November and December 59 staff who were booked on the annual mandatory training day
either gave apologies or failed to attend. If those staff had attended the compliance rate would be 97.3%.
Active follow up of non-attendance has been adopted to ensure the target rate is maintained. A workshop has
been arranged with Service Managers in January 2014 to explore this further.
With the implementation of centralised booking from this month two figures for Specialist Mandatory Training
are being reported:
o Annual Specialist Mandatory Training
o Three Yearly Specialist Mandatory Training
Both have a 95% target, however for the annual training the deadline is the end of November 2014 and for the
three yearly training the deadline is the end of November 2016.
The compliance figure for staff who attended the Annual Specialist Mandatory training at the end of December
2013 was 56.4% and for Three Yearly Mandatory training it was 65.4%.
The Trust appraisal rate compliance fell below target to 93.2%. To maintain the 95% compliance rate reports
detailing staff who have not had an appraisal and will be due (those who have returned from long term sickness
absence and maternity leave and new starters) are being followed up via Divisional Directors and Corporate
Heads.
The vacancy rate as a % of the budgeted establishment is 9.8%. Significant recruitment activity continues
which is likely to improve the rate further.
Total bank and agency spend in December was £627,796, £373,703 being on agency, with 25.9% (£96,649)
being Medical agency. Agency spend has continued to be more than bank spend due to limited resources
which is being addressed with continued recruitment to the bank along with an agreed plan to increase the
number of bank workers who are MAPA trained.
Corporate Directorates and Operational Divisions
In November sickness absence was above the 4.5% target in all Divisions except for the Medical Division.
Following significant work all Divisions exceeded the 95% target of all staff having attended the annual
mandatory training day since the launch at the end of October 2012 to the end of November 2013. There has
been a slight drop in the compliance rate in December with only the Mental Health Division exceeding the 95%
compliance rate.
The appraisal rate in all Divisions has fallen below the 95% target except for the Mental Health Division where
the rate is 96.3%. This is due to new starters and staff who have returned from long term sick leave not being
appraised within 3 months of their return to work.
62.3% (£232,960) of all Agency spend was in the Mental Health Division with £96,649 of this being on Medical
Staff.

December 2013 Trust KPI Information
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Divisional KPI Information
% Sickness Absence by Division

% of Total Workforce Turnover (excluding
training grade medics) by Division
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Quality Report
Executive Summary
Clinical Quality Indicators
Quality improvement data is provided to Trust Board for the period October, November and
December.
Further work is required to fully integrate this data to Finance and Human Resources data, to
produce up to date data that covers the same periods of time and a new format is being
developed to produce this fully integrated report for the next Board meeting.
After a review of the data for this period the 5 most significant quality indicators with data have
been selected .These are:!
!
!
!
!

Falls
Medication Errors
Absconds/AWOLs
Pressure Ulcers
Safeguarding

Additionally 3 Hotspots have been identified
!
!
!

Self- Harm
Accidents
Confidentiality

Statistical trend estimation has been added to the report. The trend estimation is used to make
and justify statements about tendencies in data, by relating the measurements to the times at
which they occurred. The time frame used for the enclosed report is October 12 – December 13.
The Governance Assurance Unit is waiting for information from the Divisions in relation to the
above which will allow further investigation to fully understand the underlying causes for the
increases/decreases in trend estimation, this will be reported in the March report.
Of the 8 categories reported we have identified increasing trend estimation in Medication, SelfHarm, Accidents and Confidentiality. AWOLs remain flat with significant variations month on
month. Falls have seen a significant reduction.
There were no reported incidents of Grade 3 and 4 pressure Ulcers
A trend line has not been added to the Safeguarding category
A new QlikView group has been scheduled to look at how other data (with the exception of
finance, which will always be one month in arrears) can be captured and produced more quickly
than it is at present. Work is now taking place to explore whether HR’s ESR and ATL electronic
systems and Bank and Rostering’s MAPs Healthroster electronic systems could be linked to
Qlikview.
An approach has been made to Solent NHS Trust to begin a process of bench marking incidents
across the two trusts.
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Medication
By Location
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Statistical Trend

Medication Incident Oct 12 to Dec 13

Category & Month

The GAU will coordinate all Serious Incidents that require external reporting and will monitor all other incidents through Datix and the identification of hotspots.

2

The chief pharmacist has met with the Division to establish a process for investigating incidents. The Division will investigate medication errors that have a primary staffing
element (nurse or doctor) and the Pharmacy team will investigate those related to dispensing / stock / storage. Both will update Datix with their findings.

The Management of Medication Administration Errors Policy identifies 2 levels of error with a range of consequent actions depending on the seriousness of the error and the
frequency of any errors made by nursing staff. Additionally, the Division maintains a record of the names of staff involved in medication incidents.

The majority of errors recorded are avoidable and most often involve either a doctor not signing a treatment card or a nurse administering an incorrect dose. Investigation rarely
uncovers any systems issues as opposed to basic human error.

Findings

The total number of incidents reported this quarter is 107 which is an increase compared to quarter 2 when 74 were reported,.
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AWOL / Abscond
By Location
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Of the 47 incidents there were 23 for sectioned patients and 18 informal patients reported for Mental Health;
Findings

Patients having to leave wards for meals.
Treatment rooms in ward foyers by main ward doors.
Retaining force of door maglocks is considered to be inadequate.

Category & Month

Hallam Street has the most reported incidents at 26 but there are several particular difficulties present at Hallam which are not evident at Penn Hospital. Most notably these are;
1.
2.
3.

To address these issues the facilities department has ordered additional heat boxes so that wards can order additional meals to be delivered for patients who are at risk of
absconding. Plans have been developed to redesign and augment the treatment rooms so that medication can be given on both the male and female side of the wards rather
than the foyer. Main doors to the wards are being replaced with a new 3 maglock vertical system

3

The total number of incidents reported this quarter is 46 which is a significant decrease from quarter 2 (72) Mental Health division was the highest reporting of abscond of a
sectioned patient with 32 incidents.
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By Location
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Findings
FallSafe implementation is continuing which has contributed to the fall in incidents
A Task and finish group has been set up to look at mobility aids and training staff to assess and issue equipment out of physio working hours.
Kath Lewis and Hayley Donkersley are now looking at update training for staff delivered in a rolling programme. Falls training to be included within Preceptorship course
for new starters.
The Trust is compliant with NICE Guidelines 161 for inpatient services.

4

In quarter 3, 75 incidents were reported compared to 85 in quarter 2. Of the 75 incidents reported, Mental Health reported then most with 47 repoted incidents, the second highest
was Learning Disabilities with 20
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Vulnerable Adult and Child Issues –
By Location

By sub category

Category & Month

The total number of safeguarding incidents reported across the Trust for quarter 3 was 94 compared to 88 in quarter 2. The most reporting locations were Hallam Street Abbey
Ward reporting 21 and Patient Home 14.

Mental Health reported the highest number of incidents 75, Learning Disabilities reported 13, Children’s, Young Persons and Families reported 5 and Corporate reported 1.

This information in the graphs above has been taken from Datix. Of the 94 reported incidents only 48 were reported under the category of Safeguarding Adults or
Children’s, all remaining safeguarding were raised due to another type of incident taking place and a safeguarding referral has raised as an action.
Findings

The Trust currently does not have a robust system for collating information for Safeguarding the Governance Assurance Unit is working closely with the Head of Safeguarding
Adults and Children to develop systems and processes to address the on-going issues with data collection. The Head of Safeguarding Adults is also working closely with the
Local Authority to ensure progress on Safeguarding referral is reported back to the BCPFT.
Datix is also being considered as a monitoring tool for collating Safeguarding data for both Adult and Children.

5

Tissue Viability

Self Harm Oct 12 to Dec 13

Statistical Trend

There have been no acquired Grade 3 or 4 Pressure Ulcers (this is a CQUIN) to-date in 2013/14).

Hotspots identified across the Trust
Self-Harm
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GAU have requested the Divisions investigate this increasing trend and a follow up report will be available for the March board.

The number of self-harm incidents is most significantly influenced by specific patients rather than the number of patients; it is therefore open to wide variation month on month
depending on who has been admitted. Often patients will be well known to the service and as such will have appropriate care plans in place to manage their behaviour. Care is
taken to ensure ward environments mitigate against self-harm opportunities and staff will remove items from patients’ rooms should the threat of self-harm be deemed credible.
However, a general acute psychiatric ward cannot provide an entirely risk free environment.

Findings

Self-harm incident by sub- category, Cutting or grazing was the highest reported with 43

The number of Self Harm incidents reported during quarter 3, is 103,. the highest reported locations for reporting were Hallam Street Friar 27, Charlemont 17 and Ridge Hill 13.
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Confidentiality Issues
By Location

Confidentiality Issues Oct 12 to
Dec 13

Statistical Trend
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Category & Month

There were 47 Confidentiality incidents reported during quarter 3, MH 13, CYPF 23 and LD 8 with 3 for corporate services. The highest reported locations for reporting were
Sunflower 6, Brierley Hill H&SCC 5, and Ridge Hill

Confidential information sent in error was the highest reported sub category with 18 incidents with the Children’s Division reporting 9, LD 5 and MH 4
Findings

The Divisional Governance Assurance Team has been working closely with the Information Governance Lead to support on-going work to reduce incidents within the CYPF
Division. The Divisional Administration Manager has developed a training package and has been working closely with team administration leads to identify any individual local
needs for training.

We have requested the Divisions investigate this increasing trend and a follow up report will be available for the March trust board meeting.
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Accidents
By Location

Accidents Oct 12 to Dec 13

Statistical Trend
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The highest reported sub- category was Accidental skin tear/bruising with 34.
Findings

Category & Month

The number of Accidents reported is mostly influenced by specific patients, it is therefore open to wide variation month on month as seen in the graph above depending on the
type of patients on the Ward. Older adults have the most reported incidents as you would expect due to age and the patients skin viability which explains skin tear/bruising being
the highest sub category reported.

Care is taken to ensure ward environments mitigate against accidents and staff will remove items from patients’ areas that may cause injuries. However, no ward can provide an
entirely risk free environment.

8

There were 72 Accidents incidents reported during quarter 3, MH 34, LD 29 and CYPF 5 with 2 reported for Corporate Services. The highest reported locations for reporting were
Edward Street Salter 8, Chance 7 and Health Lane Penrose 7.
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Executive Summary
1. Action taken to monitor Serious Incidents and Safeguarding in relation to patients in
receipt of care across Black Country Partnership
There were 12 Serious Incidents reported to the Area Team during November and December
2013.
11 for Adult Mental Health
1 for Children’s, Young Persons and Families
0 for Learning Disability
Breached Deadline
1 x Mental Health RCA delayed and extension approved due to holiday season
1 x Mental Health RCA awaiting approval from the Serious Incident Scrutiny Group
3 x Mental Health RCA closed by Commissioner
External Restraints for Completion
1 x Mental Health Domestic Homicide, submitting monitoring templates for actions identified by
panel – agreed Stop Clock.
1 x Mental Health Unexpected Death of a Community patient being investigated via the Social
Care Institute of Excellence process (SCIE) commissioned by the Local Authority – agreed
Stop Clock.
Mortality Data
Total 40 -

Expected Deaths
Unexpected Death

28
12

6 were reported to the Local Area team (STEIS).
2. Monthly update on breaches of same sex accommodation
There were no breaches of same sex accommodation during November and December 2013.
3. New Claims
24 Outstanding Claims
1 new claim for December 2013
10 claims have been settled since end of October 2013
4. Inquest Outcomes
No inquest completed

2

1.0

Serious Incidents

Serious Incidents (SI’s) Reported to Area Team since the last report for Mental Health
Date

Category

STEIS
Ref

Details

Inquest

Target Date
For RCA
completion

Assurance

07.11.13

Other – Unlawful
Detention

2013/
33606

No

21.01.14

13.11.13

Ward Closure

2013/
33608

Patient assessed under the Mental Health Act,
AMHP completed paperwork for detention under
section 3 and the joint medical recommendation
was completed for a section 2..
Friar ward at Hallam Street Hospital has been
closed to admissions today due to clients
experiencing symptoms of diarrhoea.

No

21.01.14

29.10.13

Unexpected Death
of Community
Patient (not in
receipt)

2013/
33612

The South Staffs Coroner contacted the Trust to
notify us of this fatality and has confirmed that
they will be holding an Inquest into the
circumstances surrounding the death.

Yes

21.04.14

Advised if necessary to use section 5(2)
Inform the patient that they had been detained
unlawful since the 07/11/2013
Investigation commenced
Implemented all precautions with attention to hand
washing with soap & water, ward closed to visitors
and new admission be avoided until the outbreak is
resolved.
Known to Referral and Assessment Service,
assessment completed, patient discharged back to
the care of their GP.
Investigation commenced

23.11.13

Attempted Suicide
by Inpatient (in
receipt)

2013/
34929

Patient requested a bath, HCSW heard a shout,
and opened the door and found the patient lying
in the bath bleeding from the neck.

No

03.02.14

03.12.13

Unexpected Death
of Community
Patient (in receipt)

2013/
36197

Yes

13.02.14

06.12.13

Slips/Trips/ Falls

2013/
36573

No

18.02.14

Patient transferred to SGH with escort of ward staff
where a hairline fracture to patient’s right wrist
Investigation commenced

20.12.13

Unexpected Death
of Inpatient (in
receipt)

2013/
38129

Healthy Minds Service was informed on the 6th
December 2013 by the patients GP that the
patient was found decreased at their home
address.
Patient was escorted to TARU from Chance
ward When reached TARU entrance, patient’s
foot was caught on the edge of the non-slip
rubber mat on the ramp.
Patient’s daughter arrived to visit and wanted to
take the patient to their room. Patient became
unsteady, they were placed on the bed and
appeared to be unconscious and unresponsive

03.03.14

Staff immediately initiated CPR, and continued until
the paramedics arrived, numerous attempts made
to defibrillate the patient
Patient was transferred to Sandwell General
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Transferred to Queen Elizabeth Hospital confirmed
patient was critical but stable with the aid of a
ventilating machine.
3/12/13 Patient is doing very well still but remains in
the QE,
Internal report requested
No Cause of Death available and has been referred
to toxicology.

18.12.13

Abscond

2014/
124

27.12.13

Unexpected Death
of Community
Patient (in receipt)

2014/
125

23.11.12

Unexpected Death
of Community
Patient (in receipt)

2014/
129

04.01.14

Unexpected Death
of Inpatient (in
receipt)

2014/
709

Sectioned patient tail gated an AMPH of the
ward, and purchased alcohol and paracetamol.
Ambulance contacted and the patient was
transferred to the local A&E where patient
suffered a gastric bleed
Patient was offered an outpatients appointment
27th December 13 the patient didn’t attend. A
Safe and Well check was arranged with the
police. The patient was found dead in the bath.
Patient had been marked as deceased on IPM.
Patient was seen at The Croft ten days prior to
their death by SHO.

No

Patient appeared to be struggling to breath
during a meal. Patient became unresponsive.
Ambulance called and patient was transferred to
A&E, where patient was pronounced dead.

Yes

06.03.14

06.03.14

06.03.14

12.03.14

Hospital at 12:00, where they were pronounced
dead.
Internal investigation commenced
Email sent to Local Authority regarding raising the
AMPH’s awareness when leaving the ward.

Internal report requested
Internal Investigation commenced
No Cause of Death available and has been referred
to toxicology.
Death referred to Coroner’s office. Cause of Death
natural causes
Cause of death Natural causes

Serious Incidents (SI’s) reported to Area Team since the last report for Learning Disability Service
There were no serious incidents reported for the Learning Disability Division during November / December 2013
Serious Incidents (SI’s) reported to Area Team since the last report for Children Services
Date

Category

STEIS
Ref

Details

Inquest

Target Date
For RCA
completion

Assurance

27.11.13

Safeguarding
Vulnerable
Child

2013/
36059

Due to concerns raised by Health Visiting Team
Leader an audit was completed and a large
number of families had not been reallocated
since staff had left or been off long -term sick.

No

12.02.14

Initial Actions
All cases reviewed and prioritised by Band 7 clinical
staff. All families contacted and visits arranged
Full investigation commenced
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Mortality Data
Below is the Trust mortality data for November and December 2013

Mental Health

Children, Young
People and
Families

Learning
Disabilities

Total

23
11
34

4
1
5

1
0
1

28
12
40

Expected Death
Unexpected Death
Totals:

There were a total of 21 deaths reported in November and 19 deaths reported in December 2013.
The highest reporting locations for deaths are New Cross Hospital, Wolverhampton with 13 reported
deaths, and the next highest is Community with 7.
Additionally 6 of the 12 unexpected deaths were reported to the Local Area Team (STEIS) and an
investigation commenced.

2. Monthly updates on breaches of Same Sex Accommodation
There were no breaches reported during November and December 2013.

3. Claims
1 new claim for December 2013
10 claims have been settled since end of October 2013
List of Outstanding Claims
Total Number of Outstanding Claims at 31/12/2013 = 24
Employers Liability = 19
Public Liability = 5
Reported to NHSLA = 24
Claims by Division
Mental Health = 18
Children = 1
Learning Disabilities = 5

4. Inquests Outcomes
No inquests completed
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For information

Strategic & risk relationship:
Strategic objective:
High Level Risk:

All

Recommendation(s):
Rubicon present emerging findings and recommendations of the review to the Board
Strategy Day on the 26th February 2014. A meeting with Wolverhampton Governors will
also be arranged in relation to discussing the emerging findings.
The final report will be presented to the March 2014 Board for approval and at a
subsequent meeting to the Assembly of Governors.
Presentations should subsequently be made to the Health and Wellbeing Board and
Health Scrutiny.

Equality & Diversity implications:
Report recommendations / implementation plan will be subject to an Equality
Impact Assessment
Duty with regards to NHS Constitution:
Not applicable

1. Update
The Board of Directors at its meeting in October 2013 received details of a review the Trust
had jointly commissioned through Rubicon with Wolverhampton City CCG of
Wolverhampton’s Adult Mental Health Commissioning Strategy (2010). The Assembly of
Governors were also consulted about the review at its meeting in November 2013. As a
result of feedback from a session with Wolverhampton governors, support to BME patients
was specifically included in the review requirements.
This short paper gives an update on progress of the review since this time.
At the time of writing there have been 48 meetings with individuals or groups which include
Trust staff; commissioners; experts by experience; carers; voluntary and support
organisations and Governors. It was highlighted to the Board in October there was some
concern regarding the lack of GP involvement / engagement in the review. This was one of
the key criticisms of the existing Strategy in that it only involved a select few GPs who did
not necessarily represent the wider views of the GP community. This resulted in issues with
implementation of aspects of the Strategy, such as the management of patients requiring
depo injections.

2. Review Timescales
Whilst GP engagement is being managed under Wolverhampton City CCG, in order to be
proactive, the author in conjunction with Rubicon attended a meeting with
Wolverhampton’s Local Medical Committee (LMC) on the 26th November 2013 to raise
awareness of the review. Given the review was due to be completed by December 2013,
and reported to respective Boards in January 2014, members of the LMC were concerned
that once again ‘jobbing GPs’ wouldn’t get appropriate opportunities to engage in the
review. The chair of the LMC subsequently formally wrote to the CCG Chief Officer on the
matter to request that timescales be extended.
As a result, the review timescales have been extended to enable this level of engagement to
occur. GPs have been contacted individually to request their contribution, Rubicon are
attending the 3 GP Locality meetings this month and also are attending the ‘Team W’ event
on the 26th February 2014, which is understood to be well attended by Wolverhampton GPs.
The aim is to complete the review by the 7th March 2014 and for the report to be presented
to respective Boards at the end March 2014. Commissioners understand that the findings
from the review cannot be included in contract negotiations (which need to be finalised by
the end February) but that recommendations may be subject to agreed contract variation
in- year.
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It also needs to be emphasised that this is a review of the existing Strategy, not a re-write.
Any proposals which result in a variation of service will require consideration by Scrutiny
Committee as to whether they constitute a significant variation and are therefore subject to
public consultation.
It should also be noted that proposals are continuing to be developed for priority areas such
as establishing a liaison psychiatry service at New Cross and will not be stalled as a
consequence of these extended timescales.
There is no increase in cost of the review as a result of this extension.

3. Preliminary GP Feedback
There have been 2 GP Locality meetings to date and there has been positive feedback on
mental health services. In the first meeting, one GP was quoted as saying that crisis support
is the best it has ever been. GPs generally like having a ‘single’ point of contact through the
RAS (Referral Assessment Service) but are concerned at the long waits for some services, in
particular the Well-being service. Whilst the review is focusing on adult services, in the
second GP Locality meeting, GPs were highly complimentary about older adults mental
health services.
It has been identified that the Directory of Services for GPs produced by Commissioners is
out-of-date and provides a range of numbers for access to mental health services which can
only serve to confuse GPs. This document is being withdrawn and will be updated with
Trust involvement.

4. Front-line staff engagement
The staff Governor at the Assembly of Governor raised concerns that front-line staff felt
excluded from being involved in the review. Whilst emphasising this was not intended and
the review is not a full consultation exercise, a range of meetings have taken place with
front-line staff within both inpatient and community settings.
The review has been positively welcomed by all stakeholders that have been engaged. It
has been seen as a genuine attempt to look at how we can improve services whilst
recognising the financial constraints that the overall Local Health Economy is facing.
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5. Next Steps
It is proposed that Rubicon present emerging findings and recommendations to the Board
Strategy Day on the 26th February 2014.
As agreed at the Assembly of Governors in November 2013, a meeting with Wolverhampton
Governors will also be arranged in relation to discussing the emerging findings.
The final report with recommendations and proposed implementation plan will be
presented to the March 2014 Board for approval and at a subsequent meeting to the
Assembly of Governors.
Presentations should subsequently be made to the Health and Wellbeing Board and Health
Scrutiny.
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Our local communities will value the contribution we make to improving
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Recommendation(s):
To note the contents of the report.

Equality & Diversity implications:
There are no implications to consider

Duty with regards to NHS Constitution:
Due regard has been taken of the NHS Constitution

Not applicable

Executive Summary

Attached at Appendix 1 are three brief summary reports from the Quality Assurance
Walkthroughs.
Charlemont House (Mental Health)
The challenges and response from the Division can be found on page 4.
Abbey House (Mental Health)
The challenges and response from the Division can be found on page 6.
Macarthur Centre (Mental Health)
The challenges can be found on page 9, the Division’s response had not been
received due to them not receiving the report until the 13th January 2014.
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Appendix 1
Summary of Quality Assurance Walk Through at Charlemont House – 16.09.13
On arrival at Charlemont House it was apparent that the staff were extremely busy. The team had to wait
before their presence was acknowledged but once acknowledged the staff member was extremely pleasant and
apologetic, the staff were unaware of the visit as the ward manager was on annual leave. There was not a room
available so the team shared space with a member of staff completing paperwork. The visiting team felt that
Monday morning ward visits could be hindering the work of the ward as this is the time handover is taken place
from the weekend and a lot of information needs to be shared from the weekend.
A ward manager from one of the other houses kindly found time to speak to the team. Several topics were
discussed; difficulties in appointing and retaining good staff; issues with appropriateness of building for use;
absconds and the ability of service users to open some secure doors if they really wanted to; admission of
adolescents to unit and difficulty of other appropriate providers taking the young person particularly if they are
close to their 18th birthday.
The team split and one NED visited the male side and the other visited the female side. There were not any staff
available to review on the male side, therefore the team had no sense of any staff issues. This was due to the
interaction which was taking place between staff and the clients it was not conducive to spend too much time
with them.
The team saw good interaction between the staff members and the clients on the female side but did not see
much engagement of staff with patients on the male side. The staff were also very welcoming to the team. One
member of staff indicated that they were concerned about the amount of overtime they regularly had to incur
to enable them to complete the duties safely and efficiently. When asked how overtime was recorded and
monitored they were uncertain as to how this was done.
The team felt that the wards especially the female ward appeared to be very clean and tidy in particular the
communal kitchen (the ladies indicated they tended to keep it clean themselves throughout the day as an
activity). There was plentiful tea, coffee, bread and cereals available and two daily newspapers were purchased
each day. They were given access to a bedroom which was very clean and tidy. 2 patients spoke of the
bedrooms, one found their bedroom to be cold and drafty and both found the mattresses uncomfortable stating
they were hard. The team were shown the therapy room which appears to be a multifunctional room used for
family members visiting, clinicians consultation with clients, art work etc. Following a discussion with a member
of staff, the team queried whether such a room should be used for clinical work and were advised that there
was no dedicated room for this to take place and clinicians regularly use any room they can find available. The
team were also shown a room that they were advised of was being used as a rest room for the staff. The team
felt that this room was in quite a state and was not a nice room for them to use and could affect staff morale.
The team spoke to several patients who all indicated that they felt safe in the environment but were initially
scared and two patients indicated their fears were allayed by the support of other clients. The team observed
this happening on the ward with several patients talking to another one who was in quite a distressed state. The
clients indicated they found the garden area quite small and empty. It appears that access to the male garden
and vice versa can be made via the small hedge that separates the two.
The visiting team found after talking with clients that boredom was an issue. All were aware of the activities
that were on offer but stated there was nothing else to do once the day was over and activities were lacking
during weekends. There was a lack of culturally sensitive reading/activity material available. One client has
been encouraged to maintain a hobby she has and steps have been taken for her to do so in her own room.
Spiritual care was very well received and the clients were aware of the advocates.
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Only one client stated that they were aware of their care plan and their named nurse. One individual indicated
they were not aware of any care plan but stated that they were still a little confused with events and this may
have been something she had not recognised she had. On the male side some clients did not feel listened to
when being involved with their plan of care (when file checked the care plans were not signed off by the
patients interviewed). The visiting team felt that maybe the notice board could display pictures of the members
of staff on the ward to help with clients knowing who their named nurse is.
Two sets of notes were reviewed, but unfortunately the Audit tools are missing so have not been included in
this report. It has been agreed since the walkthrough to Charlemont that these audit tools are no longer a
requirement.
Positive Findings from Charlemont House
-

Cleanliness – female side
Encouragement for patients to maintain hobby

Challenges for Charlemont House
- Staffing - difficulty in appointing and retaining staff on the wards
- Child admittance to the wards and the gap in appropriate services for those young adults who attain the
age of 18 and are moved to adult services for child services
- Appropriateness of the building to provide the service - too small, needs to be on ground level
- Absconds - Arrangements are in hand to continually review this. Steps are being taken to make all doors
more secure to prevent them being forced open by clients
- Clinic Room – no dedicated room for clinicians consultation with clients.
- Staff Rest Room – not a nice room for them to use and could affect staff morale.
- Care Plans – male patients interviewed had not signed their care plans on checking.
The visiting team would like to thank the staff members for their support and time given considering how very
busy they were.
Response from the Division
Staffing - with agreement from the Executive Committee staffing is being increased, recruitment is on-going
with several new qualified nurses commencing employment during November, December and January. The
comment regarding overtime is incorrect as overtime is not used on the wards in Sandwell, Bank and Agency is.
Child admittance – this practice has now ceased.
Environment – The Board are aware of the environmental issues and the amount of money required to do all
the things that are in the report – none of which the division disagree with. A programme of works for Hallam
has been agreed but it will not provide any additional space as the only way this can be achieved is by building
extensions and the capital monies required to do this are not available.
Absconds – the work required for the doors is in the programme of works and will be completed by April and
May 2014.
Clinic Room (no dedicated room for clinicians consultation with clients) – this links to number 2 no spare space
on the wards for this as bed numbers need to remain at 18, money not available at the moment to extend the
units.
Staff Rest Rooms – No provision was ever made for staff rooms on each ward when the houses were built, the
upstairs office I believe has been utilised for this purpose – I would need to determine if any staff trust funds are
available to do anything with these as capital monies for this year are tied up with the programme of works
which have been prioritised based on risk factors.
Care Plans – These should have been signed by the patient or the reason why not recorded, vast amounts of
work continues to take place to mitigate against this occurring, new care plans were launched during December
13 and audits take place on a monthly basis these show improving results. Staff who continue to fail to comply
do get managed under the Trusts capability process.
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Summary of Quality Assurance Walk Through at Abbey House – 28.10.13
The visiting team received a useful information pack 1 week prior to the planned review visit. This gave the
visiting team an insight into Abbey House and provided the opportunity to ask relevant questions of the Deputy
Manager. The House has 18 bedrooms mixed equally between male and female and there were 17 patients at
the House at the time of the visit.
The visiting team usually consists of 2 Non-Executive Directors (NEDs) and 2 Executive Directors (EDs). Due to
apologies on this occasion, there were 2 NEDs and the Chief Executive.
At the time of the visit most patients were undertaking activities off the unit however the team did have the
opportunity to speak with female patients. The Deputy Manager was extremely welcoming and escorted the
team around the House. The high vacancy levels for the house were noted, however, the Deputy Manager
assured the team that new appointments had now been made and that there were no effects of Cost
Improvement Plans at Abbey House. Concern was expressed regarding both Deputy Managers going on
maternity leave in the coming months which will lead to managerial and leadership instability at Abbey House.
The Chief Executive agreed to speak with Human Resources to ensure priority is given to this situation.
The Deputy Manager was extremely knowledgeable of Abbey House, its patients and staff. Staff were wearing
uniforms which seemed to result in mixed feelings by staff due to initial sizing difficulties. A recent PLACE review
was undertaken during April – June 2013 and Hallam Street Hospital was given a red RAG rating for the
environment. During the walkthrough, the team noted the environment was in good condition, clean and
pleasant with wall murals on the ground floor.
All of the patients that the visiting team spoke to felt safe and they knew their named nurse. The friends and
family test was positive for all. The patients spoken to felt staff were excellent and they knew how to complain.
They were also aware of where to see staff if they had a confidential issue to discuss. The only dislike from 4
female patients was the lack of variety of food. The Deputy Manager explained that a new system was being
introduced to enable food to be delivered to the ward and be more closely monitored.
The absconding project was explained to the team and they were informed that the situation has improved
since the high fences were erected in May 2013. There were no absconds during October which was a great
improvement. A number of safeguarding concerns had been raised which resulted in investigation, training and
supervision of certain staff, however, there were no longer issues of concern. One serious incident was
discussed where insulin was accidentally omitted for an unstable diabetic patient which resulted in their
attendance at an Accident & Emergency department. All staff are now undertaking intense training with the
Matron responsible for physical care and now feel confident to care for future diabetic patients.
The visiting team were informed that most patients should be transferred back to community in approximately
2-3 months however some stay for as long as 1 year. Usually the reason for delayed discharge is the need for
appropriate accommodation in community. All patients spoken with felt their care was effective.
There were no concerns from the staff regarding the future of Abbey House. The visiting team felt that positive
patient outcomes were evident as patients felt much better and had experienced the benefits of excellent staff
support.
Positive Findings from Abbey House
- Friends and Family Test – Positive for all.
- Patient Feedback
- Staff were excellent
- Felt safe and knew their named nurse
Page 5 of 9

- Felt their care was effective

- Absconding Project – High fences erected in May 2013 has improved absconds. No Absconds during
October.
- Physical Care – Staff undergoing Intense training with Matron.
- Excellent staff support
Challenges for Abbey House
- Managerial and leadership instability – Both Deputy managers going on Maternity Leave in the coming
months. The Chief Executive agreed to speak with Human Resources to ensure priority is given to this
situation.
- Uniforms - initial sizing difficulties.
- PLACE Review – Hallam Street Hospital was given a red RAG rating for the environment.
- Patient Feedback - Lack of variety of food however a new system was being introduced to enable food to
be delivered to the ward and be more closely monitored.
- Some Delayed Discharges – due to the need for appropriate accommodation in community.
The visiting team would like to thank the staff and service users of the ward for their support and time given.
Response from Division
Managerial and Leadership Instability – Agreement has been reached with the service manager within financial
restraints on how this can be managed whilst staff are on maternity leave.
Uniforms – initial sizing difficulties rectified.
PLACE – Directors will have briefed the Board on this already.
Food – The division is picking this up through a variety of sources ; Lead Nurse working with catering manager to
address .
Delayed Discharges – this fluctuates during December, Hallam’s delayed discharge rate was 0 % it is something
that is reviewed weekly and monitored extremely closely.
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Summary of Quality Assurance Walk Through at the Macarthur Centre - 11.11.13
On arrival at Macarthur Unit, the Ward Manager was unfortunately off sick; however the Ward Psychologist led
the visit. It was advised that Units are reminded of impending visits 48 hours in advance.
The visiting team usually consists of 2 Non-Executive Directors (NEDs) and 2 Executive Directors (EDs). Due to
apologies on this occasion, there were two NEDs and only one Deputy Director. It was agreed between the
visiting team that the visit could still to go ahead. Security and safety were reiterated and the NEDS were
accompanied by a member of staff at all time.
It was noted on arrival that the reception staff were extremely pleasant and professional with their approach.
They welcomed the non-executives and went through the basic procedures of visiting the establishment. The
sky light in the reception foyer was leaking badly. It was established that it had been leaking for quite some
time and this fault had been reported to estates (including on the day of the visit). The non-executives were
advised that the estates team had indicated they personally could do nothing about it as it was a ‘building
contractor’s issue’.
The team spoke to several patients and some staff about the service and how they felt that it supported this
client group. The two NEDs interviewed two patients who were happy to talk to them directly. Both patients
stated that they felt safe and were treated with respect; one of them did state that they felt the bank/agency
staff did not have any manners, however a member of staff explained that this could have been due to a recent
incident where bank staff were involved in restraining this client. The patients knew whom their named nurse
was and stated that they felt comfortable talking to staff. Both service users had particular praise for the Ward
Psychologist, who they felt they could talk to. The patients were also complimentary about the spiritual care and
advocacy support they received, including that of the translation service. Things that they would like to see are
access to the mini bus used by the Gerry Simon Clinic when appropriate and a little more access to ‘fresh
air/open spaces.’ They were aware however of the times they could use the outside spaces and when staff
would be available for them to do so. The NEDs asked if the patients would be happy for friends or family to use
this service, in terms of feeling comfortable that they would be safe and well looked after, and they stated yes.
The NEDs also observed various staff either engaging with patients or conducting observations on them. Staff
interacted appropriately with patients and patients appeared happy and content and seemed well looked after
by staff. It was established however on the day of the visit that a member of staff had been supporting a client
for 4 hours without a break. The client they were supporting had retired to their room for a rest and the staff
members due to no seating being available on the ward outside of the room had to sit on the floor. When asked
why they had not had a break they indicated that they believed there had been a problem with agency staff not
turning up so there was no one to relieve them. Staff described how patients were able to play games on the
Wii, attend the gym one afternoon a week although this was being addressed so that more gym activities were
available. Staff also described how the meal service was changing to offer more served up food that had bigger
portion sizes.
Nursing staff were spoken to by the Director and feedback was received primarily from one member of staff
with additions from a second /third who was present during the visit. The primary concern relayed by staff was
about the level of bank and agency being used on the unit. It was conveyed that normal staff numbers were
6/6/5, however on the day of the visit the staff numbers were 12/12/11 (with the rest made up from
bank/agency) primarily because of the acuity of the patients on the unit.
The views shared were that the dependency on bank/agency staff left regular staff vulnerable and more at risk
to incidents of violence or aggression as these staff do not always know the patients or are willing to fully
engage in difficult situations. Staff related that turnover was high and there were staff either leaving or having
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the intention to leave due to high stress levels. There has been a recent recruitment drive. Long shifts could be
hard going.
There was also a view that the unit was not being supported; when clarified this was about the physical location
of the building i.e. the unit was isolated i.e. not linked to Hallam or Penn at Wolverhampton - although there
was recognition of support from Gerry Simon Clinic.

The things staff said that would help them would be if there were more permanent staff, this would ease the
situation. Clinical supervision has not been happening; however, a framework is being put in place by the
recently recruited psychologist to proceed with clinical supervision. The Ward Manager who was recently off
sick was scheduled to return which was felt would make a difference. Staff were not sure what else would help.
The building itself appeared to be very clean and tidy. There were two rooms made available for ‘quiet time’’
and ‘relaxation’ for both patients and staff. These rooms appeared to be well used and well received by all.
There were a few cracks about several of the door frames but it was highlighted to the NEDS that the damage
was due to patients kicking at closed doors. The staff raised their reservations as to the security of the door to
the observation/staff room; it was felt that it could be reinforced a little more in particular the frame as it was
quite flimsy. Whilst on the visit a client was seen to kick the door which appeared to give way slightly and the
potential to gain entrance to what is supposed to be a secure area is apparent (the staff dealt with this incident
in a professional manner).
The display boards within the unit were well used and held a wealth of information regarding policy and
procedure plus other information which was required to be shared on a daily basis. There was a desire by the
staff to consider the feasibility of changing one of the functions of the outside spaces into an activity area
(basketball court). It was felt that this would be of benefit to all patients.
Two sets of notes were reviewed, below is a summary of the outcome of this audit.
Category

Compliance

Auditors Comments

Storage

100%

Patient Identification

100%

Fully completed but for one record name and designation of person for
allergy section not completed.

Record Contents

100%

One sheet of paper loose.

Case Note Entries

86%

Healthcare Professional
Identification

68%

Evidence of medical staff making alterations and not initialling
Evidence of staff not initialling.
Name not always printed as required and designation not always entered.
One instance where signature not contained within signature list.

Key Information

75%

Capacity to consent and best interest decisions not consistently recorded.
Date care plan to be reviewed not always clearly stated.
Evidence of patient signing care plan not consistently recorded.

Positive Findings from the Macarthur Centre
- Patient Experience – stated that they were happy and content, felt safe, were listened to, and were well cared
for.
- Patient Feedback – felt happy and safe.
- Patient Activities – staff engaged with patients and listened to them, and delivered activity sessions which
were expanding.
Challenges for the Macarthur Centre
- Dependency on Bank/Agency Staff - staff do not always know the patients or are willing to fully engage in
difficult situations. Recruitment drive acknowledged
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- Bank Staff Attitude and Manners – may have arisen due to their involvement in restraining a patient
- Staff stress levels/Turnover – Some staff stated that many were unhappy and were looking to leave.
- Long Shifts – Staff on the unit find them ‘hard going’
- Lack of support to the Unit – due to location although support from Gerry Simon is acknowledged
- Lack of activities – Plans in place to expand activities throughout the week?
- Discharge - many service users now in a position of being a delayed discharge as a result of delays with
aftercare and discharge care (social workers)
- Case Notes - audit revealed some issues to be followed up.
The visiting team would like to thank the staff and patients of the unit for their support and the time they gave
to facilitate the visit.
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Executive Summary:

The report aims to bring to member’s attention issues that will assure or alert the
board with regard to policy changes, business and strategic matters or qualitative
and operational details that have performance or risk implications.

STRATEGY AND POLICY DEVELOPMENT
Strategic Review
The Sustainability Working Group has met twice since the last Board meeting and
with one minor slippage (delay in appointing the Strategy Manager) is meeting the
targets agreed at the Board Strategy Day on the 11th December 2013.
The Sustainability Challenge “10 year Long Term Financial Model” (LTFM) was sent
to Monitor at the end of December as required; this included the adjustments agreed
by the Board at the above strategy day.
The Trust is on target to include its sustainability gap in the Annual Plan with its 2
year LTFM and issues regarding recurring and non-recurring CIPs are being
discussed in the Investment Committee. We have until June to deliver the 5 year
financial projections at which time the considerable work being undertaken with
service line management will be able to be included.
Equality and Diversity
The Executive Committee received an update on the Trust’s Equality Strategy (Play
Fair) which is currently being implemented through all the Divisions and is being
highlighted in all Mandatory training and induction programmes. As the Mandatory
training levels are at 96%, the Board can be assured that the majority of our staff
have received equality and diversity training.
The Trust in January will be publishing equality information in accordance with the
compliance requirements of the Equality Act 2010.
OPERATIONAL PERFORMANCE
CQC
On Monday the 13th January 2014, CQC undertook a compliance visit to Edward
Street Hospital and assessed standards 2, 4, 7, 14 and 16. Outcome 10 was not
assessed due to the significant works being undertaken as a result of the Lighthouse
Project. I am pleased to inform the Board that we were compliant in all the areas
assessed.
We now only have one area of the Trust that has not been assessed and that is the
McArthur Centre; all other areas are now compliant with exception of a minor estates
issue (which has been rectified) on Gerry Simon Clinic.
Notwithstanding the above, the new inspection regime will be very different and work
is underway to ensure that staff will be prepared for this very different process.

Procurement
Over some time there has been a considerable deterioration in the management,
ordering and delivery of goods across the organisation. As part of our CIP’s, a
project of consolidation and retendering of contacts to achieve efficiencies was
undertaken. It would appear that this centralisation has had some negative impacts
and caused delays. The Executive Committee received an update with regard to
improvements that have been made and how these problems are not to reoccur.
The Committee will now receive regular quarterly updates to ensure this progress is
maintained.
RISK AND INTERNAL CONTROL
Bed Capacity
There are still significant bed pressures in Adult Inpatient Services with only one
available female bed at the time of writing this report. There has, however, been
some availability in Learning Disabilities, Old Age and the McArthur Unit. The issues
with regard to children have lessened over the Christmas period and solutions have
been presented to the Investment Committee.
Complaints Concerns and Compliments
The Executive Committee received the Quarter 2 report regarding the above. This
was the first report generated directly by the new Datix system. There were 43
complaints in this period, an increase of 19%. 20 complaints had been completed, 3
had been withdrawn and 20 were in progress. The Trust, however, is meeting its 6
month time scale. There are still some minor problems with the data however these
should be resolved shortly.
The Committee asked for information with regard to the number of complaints that
had been upheld or partially upheld as this would give a better sense of any issues
from a trend point of view. This report will be discussed in detail at the Governance
Committee.
Health and Safety Annual Report
The Executive Committee received the above report for 2012/13. Internal Audit have
also undertaken a review and have no exceptional issues to report.
Concern was expressed in the meeting that the Safety Manager post had been
vacant for some time. I am able to report, however, that this position has been filled
and has commenced in post.

Risk Management Report Q2
The key issues in this report were slight increase again in falls from 77 in Q1 to 85.
As well as reinforcing the measures that are already in place, the Clinical Director
asked that any patient on psychotropic medication should be recorded. Other issues
were related to confidentiality breaches in the Children’s Division
OTHER EXCEPTIONAL ISSUES OR MATTERS OF INTEREST
Update from the Transformation Boards
•
•
•

The key discussion areas were interim arrangements for a CAMHS Tier 4
which has been assessed at the Investment Committee.
Agreement with Commissioners to proceed with the “Children with Additional
Needs” Project.
The agreement to proceed with the Corporate Agile Working Project.

Estate Issues
To notify the Board that the Children’s Division has vacated Falcon House and has
successfully relocated to the Ridge Hill site.
Health Visitor Implementation Plan
There had been slippage in the implementation of the above a revised plan was put
in place and re-launched on the 8th November. It is anticipated that the Trust will
still meet its targets in the agreed timescales.
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Executive Summary
Following recent unacceptable standards and organisational failings nationally,
guidance from the National Quality Board (NQB) has been published to support
organisations in making the right decisions about staffing needs and ensure a
supportive environment to enable staff to provide compassionate care.
National staffing ratios have not been set as there is no single formula across all
services and across community and hospital services that will ensure safe levels
and safe practice. This is something that requires review locally, following
release of the guidance, to ensure a multi-disciplinary approach in an open and
honest environment.
There are recommendations for both providers and commissioners and the CQC
Inspections will review the approach organisations are taking in their inspection
regime. The numerous recommendations have been summarised for the Board
to consider and discuss to ensure the organisation meets the requirements of
the expectations.

1.

Introduction

Following numerous national unacceptable examples of organismal and individual failings in the
NHS, Jane Cummings (CNOP) and the National Quality Board (NQB) have released guidance for Trust
Boards to review and agree, in a transparent and honest manner, how they will be assured that
staffing levels are sufficient to ensure high quality care for all that is consistent across the
organisation. It also seeks for Boards to assure themselves that they meet the requirements of the
guidance based on the needs of their patients and the evidence and knowledge they have within a
local context. It has provided practical steps that Boards should take to ensure this assurance but
does not recommend a national staff to patient ratio. Although this guidance focuses on nursing and
care staff, following recent reports that identified particular issues with other staff groups, the same
principles should apply when assessing the appropriateness of clinical staffing in its broadest sense.

It is not considered that having the right numbers of staff in place is enough but rather to ensure the
effectiveness of the workforce, organisations need to ensure strong leadership, foster a positive
environment, and ensure training and development requirements are in place and support staff
health and well-being.
Work on this guide has been undertaken by Action area 5 of Compassion in practice led by NHS
England but includes a wide range of stakeholders including CQC. There is a focus on nursing,
midwifery and care staff with many references to hospitals and wards but the guide applies to other
settings, teams and services as well. It has been developed from work on compassion in practice
and takes account of Mid-Staffordshire NHSFT Public inquiry, Keogh Reviews, Don Berwick report on
safety and the Cavendish review.
•
•
•
•

2.

There are ten expectations identified for staffing in all settings providing NHS funded care
and will be incorporated into contracts with providers of NHS funded care
Nationally further work will be carried on in 2 streams
NICE will be reviewing the evidence base and accrediting existing staffing tools
Action area 5 oversight group will be overseeing the development of nurse staffing tools for
mental health, learning disability and community settings, disseminating the
recommendations nationally and promoting the implementation of the relevant staff tools
through training and support.

Expectations – what does it mean in practice?

EXPECTATION 1: Boards take full responsibility for the quality of care provided to patients, and as a
key determinant of quality, take full and collective responsibility for nursing, midwifery and care
staffing capacity and capability.
Boards must ensure they are actively involved in managing staffing capacity and capability and
agree staffing establishments through regular reports on actual staff on duty on a shift by shift
basis, versus planned staffing levels. A strong line of communication from the front line to the
Board is essential and Boards must receive papers on establishment reviews on a six monthly basis
and sign off the establishments.
EXPECTATION 2: Processes are in place to enable staffing establishments to be met on a shift-toshift basis.
Boards to ensure that in patient areas allow for supervisory status and ensure this is triangulated
with other safety and quality information. Daily reviews to be put in place on in patient areas and
escalation policies must be in place.
EXPECTATION 3: Evidence-based tools are used to inform nursing, midwifery and care and staffing
capacity and capability.
Skill mix of staff should reflect patient care needs based on evidence based tools. Work is
underway nationally to understand workforce planning tools for mental health and learning
disabilities to ensure the composition of multi professional teams is included.

EXPECTATION 4: Clinical and managerial leaders foster a culture of professionalism and
responsiveness, where staff feel able to raise concerns.
Organisations to drive the Duty of Candour and the 6Cs throughout the organisation. All
organisations to publish an annual declaration of commitment to telling patients if something has
gone wrong with their care.
EXPECTATION 5: A multi-professional approach is taken when setting nursing, midwifery and care
staffing establishments.
Directors of Nursing to lead the approach to setting and reviewing staffing levels, working closely
with the Medical Director and Director of Finance but must have joint ownership by the Board.
Non executives must understand the principles of workforce planning and seek assurance that the
right staff are in place to provide quality care to patients.
EXPECTATION 6: Nurses, midwives and care staff to be allowed sufficient time to fulfil
responsibilities that are additional to their direct caring duties.
Cost Improvement Plans to support lead nurses to have a supervisory role and time allowed for
training, mentoring and supervision to take place.
EXPECTATION 7: Boards receive monthly updates on workforce information, and staffing capacity
and capability is discussed at a public Board meeting at least every six months on the basis of a full
nursing and midwifery establishment review.
Monthly reports should be presented to Board on workforce information outlining actual staff
available on a shift to shift basis versus planned staffing levels. By the summer of 2014 this must
be incorporated into an integrated dataset to provide information down to ward level, where
appropriate.
EXPECTATION 8: NHS providers clearly display information about the nurses, midwives and care staff
present on each ward, clinical setting, department or service on each shift.
Organisations should plan an approach to display information regarding numbers of staff on inpatient units. This must be accessible to patients and should include who is in charge and what
the different roles and responsibilities of staff on the ward are and the different uniforms that are
worn.
EXPECTATION 9: Providers of NHS services take an active role in securing staff in line with their
workforce requirements.
Health Education England to secure the future supply of workforce through commissioning
education and training places. Organisations have to ensure workforce plans are in place and
have strategies in place to retain and develop the staff they employ; setting out workforce
forecasts that set out their anticipated needs.
EXPECTATION 10: Commissioners actively seek assurance that the right people, with the right skills,
are in the right place at the right time within the providers with whom they contract.

Commissioners to set clear standards for quality and outcomes in contracts and have mature
discussions with providers about local prices and efficiency requirements to ensure financial
constraints do not inadvertently encourage providers to operate unsafe staffing levels.

Next Steps
Each organisation to consider the recommendations and have a Board discussion, a review and
ensure urgent action is taken to meet the expectations laid out.

APPENDIX 1
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Appendix 2

EXPECTATION

ACCOUNTABILITY &
RESPONSIBILITY
EXPECTATION 1:
Boards take full
responsibility for the
quality of care provided
to patients,
and as a key determinant
of quality, take full and
collective responsibility
for nursing,
midwifery and care
staffing capacity and
capability.

KEY BOARD
REQUIREMENTS
1. Assurance that there are
robust systems in place
2. Monitor staffing capacity
and capability
3. Agreeing staffing
establishment
4. Monitor staffing per shift
at all times of the day for
all services
5. Planned v Actual staffing
on shift
6. Authorise Director of
Nursing to report to
Board on this
7. Trust Board to be able to
demonstrate to
commissioners, regulators
monitoring of safe
staffing levels

COMMENTS ON
ACHIEVEMENT /RISKS

RECOMMENDED
ACTIONS

EXECUTIVE
LEAD/TIMEFRAME

To en
Whilst staffing establishment
reviews have been
undertaken in parts of the
organisation further work
would need to be undertaken
to provide the level of
assurance and reporting
expected.

Aim: To Ensure that the
Board sign off and publish
evidence based staffing
levels at least every 6
months linked to the
quality of care and patient
experience :

Executive Lead:
Director of Nursing &
Professional Practice

1. Divisions to undertake
review of
establishment using
evidence based tools (
see expectation 3
recommendations)
2. Reporting framework
and Data Set for
monitoring planned v
actual staffing per shift
Board to be
established.
3. To agree biannual
dates for staffing
establishment review.
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Chief Operating
Officer & Director of
Workforce

Timescales are to be
agreed

EXPECTATION

EXPECTATION 2:
Processes are in place to
enable staffing
establishments to be met
on a shift-to-shift basis.

KEY BOARD
REQUIREMENTS
8. The Executive team are
to ensure clear policies
are in place including
escalation processes
9. Director of Nursing and
team to monitor use of
any temporary staffing
solutions and report on
trends

COMMENTS ON
ACHIEVEMENT /RISKS

• The Trust utilises an E
Rostering system.
• Processes are in place to
escalate staffing issues.
• The Trust E Roistering
system is currently being
reviewed

RECOMMENDED
ACTIONS
Aim: To ensure that clear
processes are in place that
support managers in
making day to day
decisions.

EXECUTIVE
LEAD/TIMEFRAME

Executive Lead:
Director of Nursing &
Professional Practice
Divisional Directors /
Service Managers

4. Review of E roistering
Policy and escalation
protocol based on the
current review of the E
roistering system

• The E roistering policy to
be reviewed and will need
outline the expected
escalation process

EVIDENCE-BASED
DECISION MAKING
EXPECTATION 3:
Evidence-based tools are
used to inform nursing,
midwifery and care
staffing capacity and
capability.

10.The promotion of
evidence based tools to
inform workforce
numbers

• There are no specific
evidenced based tools in
place for Mental health or
Learning Disability services

Aim: To assure the Trust
Board that establishment
decisions are based on
sound decision making.

11.Using professional
judgement and clinical
skill alongside local
knowledge to inform this
process.

• How are staffing
establishment currently
being decided?

To reduce risk of
inconsistencies and
over/under establishment.
May have financial
implications
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Executive Lead:
Director of Nursing
Chief Operating
officer, Divisional
Directors/ Service
Managers, Director of
Workforce

EXPECTATION

KEY BOARD
REQUIREMENTS

COMMENTS ON
ACHIEVEMENT /RISKS

RECOMMENDED
ACTIONS
5. Review the
methodological
approach/es currently
being used across
Divisions in deciding
staffing establishment
and skill mix.
6. Benchmark with
approaches used in
organisations of similar
services.
7. Trust to participate in
the Review of other
evidenced based
staffing ratio/level
tools currently being
piloted in other Mental
Health /Learning
disability Services
8. Lessons learnt to be
shared and appropriate
tools piloted as
appropriate in
Divisions particularly
where there are
reported concerns
about staffing levels or

JF Draft Board Report – Ensuring we have the right staff, with the right skills in the right place 2.1.2014

EXECUTIVE
LEAD/TIMEFRAME

EXPECTATION

SUPPORTING AND
FOSTERING A
PROFESSIONAL
ENVIRONMENT
EXPECTATION 4:
Clinical and managerial
leaders foster a culture of
professionalism and
responsiveness, where
staff feel able to raise
concerns.

KEY BOARD
REQUIREMENTS

12.Promotion of culture and
infrastructure at supports
staff to deliver
compassionate care, i.e.
use of ward clerks, IT ,
housekeepers etc
13.Enabled to raise concerns
in a safe , supportive
environment ( including
concerns about staffing
levels).

COMMENTS ON
ACHIEVEMENT /RISKS

Whistleblowing Policy is in
place. Francis Road shows
‘Keeping our Promise’
The escalation Process will
need to include clear
expectations and pathways
for reporting inadequate
staffing levels in a consistent
way across the organisation.
Ie. Datix incident reporting
system to include factors
regarding inadequate staffing
levels.

RECOMMENDED
ACTIONS
where services are
being redesigned or
changes in patient
acuity levels.
Aim: To ensure staff are
able to speak out
professionally where
staffing capacity &
capability may be
impacting on patient
safety and experience.
9. Related follow up
actions from Francis
‘Keeping our Promise
road shows’ will to be
reported to Board on a
monthly basis
10.DoN to oversee
escalation protocol in
collaboration with
Service Directors
11.Releasing time to care
measures and
reporting about unsafe
staffing levels to be
included in Director of
Nursing Board Reports
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EXECUTIVE
LEAD/TIMEFRAME

Executive Lead:
Director of Nursing &
Professional Practice
Director of Workforce
& Divisional Directors

EXPECTATION

KEY BOARD
REQUIREMENTS

COMMENTS ON
ACHIEVEMENT /RISKS

RECOMMENDED
ACTIONS

EXECUTIVE
LEAD/TIMEFRAME

on a monthly basis

EXPECTATION 5:
A multi-professional
approach is taken when
setting nursing, midwifery
and care staffing
establishments.

14.DoN take the lead in
reviewing staffing levels
15.Need to work closely with
ward/unit managers,
clinical leads, other Board
Directors to establish an
agreed position.

DoN in collaboration with
Chief Operating Officer,
Director of Finance, HR and
other key individuals to arrive
at an agreed position

Aim: To ensure the
establishment review
reflects the multi
professional approach and
contribution to care
delivery
See recommendations linked
to expectation 1 & 3

Executive Lead:
Director of Nursing &
Professional Practice
Chief Operating
Officer, Director of
Finance, Director of
Workforce and other
key individuals to
arrive at an agreed
position
Service Managers
To include
professional leads in
establishment
reviews

EXPECTATION 6:
Nurses, midwives and
care staff have sufficient
time to fulfil
responsibilities that are
additional to their direct
caring duties.

OPENNESS AND
TRANSPARENCY

16.The review of established
staffing levels to factor in
17.Supervision , CPD,
Mentoring as well as the
usual planned leave and
mandatory training.
18.Boards receive monthly
updates on workforce
information, including the

Aim: To ensure the
establishment review builds
in professional /statutory
requirements

Currently workforce data is
integrated with finance and
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Executive Lead:
Director of Nursing &
Professional Practice

See recommendations linked
to expectation 1&3

Divisional Directors

Aim: To ensure openness
and transparency and to

Executive Leads
Director of Nursing

EXPECTATION

EXPECTATION 7:
Boards receive monthly
updates on workforce
information, and staffing
capacity and capability is
discussed at a public
Board meeting at least
every six months on the
basis of a full nursing and
midwifery establishment
review.

KEY BOARD
REQUIREMENTS
number of actual staff on
duty during the previous
month, compared to the
planned staffing level, the
reasons for any gaps

COMMENTS ON
ACHIEVEMENT /RISKS

RECOMMENDED
ACTIONS

EXECUTIVE
LEAD/TIMEFRAME

quality.

give assurances on
measures being taken
where staffing level
indicates impact on quality
outcomes and measures

Director of Workforce

12.Monthly DoN Board
report to capture
Workforce information
to include number of
actual staff on duty
compared to planned
staffing levels.

19.The actions being taken to
address these and the
impact on key quality and
outcome measures.

13.The actions being

taken to address
these and the impact
on key quality and
outcome measures.
EXPECTATION 8:
NHS providers clearly
display information about
the nurses, midwives and
care staff present on each
ward, clinical setting,
department or service on
each shift.

20.Transparent shift by shift
information of staff
numbers, roles including
all staff
21. Visibly displayed for the
public in all services

Most areas have picture
board on display and some
areas display shift by shift
personnel on duty.
However, we need to ensure
a consistent approach across
all clinical settings.
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Aim: To ensure that service
users and the public are
clear about who is on duty
at any given shift and
whom they can approach.
14.Review of current
display boards to make
them more dynamic

Executive Lead
Director of Nursing
Divisional Directors/
Lead Nurses

EXPECTATION

KEY BOARD
REQUIREMENTS

COMMENTS ON
ACHIEVEMENT /RISKS

RECOMMENDED
ACTIONS

EXECUTIVE
LEAD/TIMEFRAME

for day to day display
of staff on duty
including the full range
of support staff

PLANNING FOR
FUTURE
WORKFORCE
REQUIREMENTS
EXPECTATION 9:
Providers of NHS
services take an active
role in securing staff in
line with
their workforce
requirements.

22.Active management of
the workforce
23.Clear projected workforce
plans to include
recruitment, retention
and development
approach

The Chief Executive and
Director of Workforce is a
member of the Local
Education Training
Consortium LETC ( made up
of Mental Health Trusts
across West Midlands & East )

24.Close working with LETB’s
CCGs, LAT’s
25.Health Education England
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Aim: To ensure workforce
plans reflect future staffing
needs and capability based
on service needs and
redesign programmes.

Executive Lead :
Director of Workforce
Executive Director of
Nursing
Divisional Directors /
Service Managers
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Executive
Summary
The Governance
Committee last met on 5th December 2013; below is a summary of the
main points arising from the meeting:
• The committee was advised that due to the increasing pressure on adult mental
health beds, which has also become a national issue, minors will no longer be
admitted to Hallam Street Hospital due to the high risks to the service, and
increased concerns about such admissions by the CQC;
• The new Quality Dashboard, Clinical Audit Plan and Governance Assurance
Quarterly Report were received and reviewed by the committee, though it was
noted that the Quality Dashboard had been previously been reported directly to
the Board.
• An update on the Prevention Strategy, detailing how the Trust prevents abuse
from happening as well as protecting individuals once abuse had occurred, was
presented
• Internal Audit presented its assurance review of the Quality Governance
Framework, but it was noted that the full report would be presented at the Audit
Committee in January 2014; Governance Committee members made a
commitment to attend the meeting of the Audit Committee to enable wider
discussion of the report.
• The committee received the CQC tracker, outlining the position regarding
responses and actions following CQC visits, and it was noted that all actions
were completed within timescales or are on target.
• Three in-depth presentations were received from the leads of the following
clinical audits, outlining key findings and consequent changes to practice.
(i) The prescribing of Anti-hypoglycaemia medications as PRN,
(ii) Autism diagnosis in children and young people,
(iii) Prescribing pattern and management of people with emotionally instable
borderline personality and compliance to NICE guidelines

Enclosure 5.1(i)

MINUTES OF THE GOVERNANCE COMMITTEE MEETING
HELD AT 12.30PM ON THURSDAY 3RD OCTOBER 2013
IN MEETING ROOM 9, DELTA HOUSE
Present:
Mrs Pauline Werhun
Mr Bob Piper
Mrs Jackie Smart
In Attendance:
Mr John Bardsley
Ms Diane Cartwright
Dr Stephen Edwards
Mrs Angela Glover
Mrs Natalie Grainger
Mrs Emma Louis
Ms Sue Marshall
Mrs Loraine Priest
Mr Paul Stefanoski

ITEM
NO

Non-Executive Director (Chair)
Chairman
Non-Executive Director
Head of Safeguarding Adults (item 5.1 only)
Internal Audit Manager
Medical Director
Deputy Modern Matron (item 8.1 only)
Governance Support Manager
Head of Diversity and Spirituality (item 3.2
only)
Director of Children, Families and Young
People
Infection Prevention and Control Lead Nurse
(item 4.5 only)
Director of Resources and Deputy Chief
Executive

AGENDA ITEM
APOLOGIES
Apologies were received from:
Mr John Campbell, Chief Operating Officer
Ms Karen Dowman, Chief Executive
Mr Andy Green, Company Secretary
Mrs Vicky Harris, Non Executive Director
Mrs Susan C Marshall, Director of Nursing and Physical Health

1.0

DECLARATION OF INTERESTS
Mrs Werhun declared that she was currently working as a part
time project manager at Wolverhampton CCG until the end of
November 2013.

2.0

MINUTES OF THE PREVIOUS MEETING
The minutes of the meeting held on 2nd September 2013 were
agreed as a true and accurate record subject to the following

-1-

ACTION

amendment.
Remove Ms Diane Cartwright from the ‘in attendance’ list.

3.0

With agreement of the Chair, agenda items 5.1, 4.5 and 3.2
were brought to the beginning of the agenda.
MATTERS ARISING
3.1 Agreed Actions Schedule
The schedule was discussed and updated.

5.0

EXTERNAL ASSURANCE
5.1 Safeguarding Adults Annual Report
Mr Bardsley presented the report and highlighted the key areas.
He drew the committees attention to the action plan at appendix
2, which had been developed following an external review
commissioned by the Trust on safeguarding procedures.
Mr Bardsley advised of the delay in development of the
operational policy which had been put on hold until the West
Midlands Safeguarding Adults Procedure had been developed.
This procedure has now been adopted by Wolverhampton,
Dudley, Walsall and Sandwell Safeguarding Boards and would
be imbedded in the Trusts policy.
It was confirmed that a Safeguarding Committee had been
established within the Trust and a reporting mechanism had
been put in place.
Mrs Werhun asked why there was such a high number of ‘other’
sources of referral for Penn Hospital. Mr Bardsley explained that
it was due to the ‘other’ category being on currently available on
Datix, however it has been excluded from the new Datix system
so won’t appear on future reports.
Mrs Werhun highlighted some typing errors on the action plan
dates and requested they are amended.
Mr Bardsley discussed the Prevention Strategy which was
attached to the report and links in with the annual plan and
annual report.
In response to a question from Ms Marshall, Mr Barsley
confirmed that far right agenda’s were not currently being
discussed however it is a big issue.
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Mr Bardsley left the meeting at 9.30am.
4.0

INTERNAL ASSURANCE
4.5 Infection Control Report Quarter 1
Mrs Priest presented the report and provided a summary of the
key points. It was reported that there had been one outbreak of
D/V during the quarter.
Mrs Priest reported that the focus of the team during the quarter
had been on EU Sharps Safety Directive which became
legislative during May 2013.
Mrs Priest highlighted that the team had no admin support which
meant that a great deal of time was being spent on admin work
and did cause the team considerable problems.
Mrs Werhun asked whether information was available on the
deep clean programme as this had been excluded from the
report. Mrs Priest confirmed that she had chased the Estates
department and was still awaiting the information.
In response to a question from Mrs Smart, Mrs Priest confirmed
that ‘bare below the elbows’ was not possible in all areas due to
the nature of client groups and in some areas staff are advised
to wear arm protection.
Mrs Priest left the meeting at 9.55am.

3.0

MATTERS ARISING
3.2 Equality and Diversity update on progress
Mrs Louis presented the reports and highlighted the key areas. It
was reported that the Trust were continuing with the concept of
‘Play Fair’ as its equality strategy, and the action log attached to
the report is being worked through by divisions who are creating
local action plans.
Mrs Louis reported that Sandwell and West Birmingham CCG
had established an Equality and Diversity sub-committee and
the Trust have been invited to attend to present on the work they
are doing.
In response to a question from Mrs Smart, Mrs Louis confirmed
that volunteers and service user representatives were not
currently trained on Equality and Diversity however the team
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would be happy to support this.
Mr Piper felt that it would be useful for the Governors to receive
training as well, in particular as they are responsible for
appointments to Board. Mr Piper confirmed that he would speak
BP
to Ms Barrett who would link in with Mrs Louis.
Mrs Werhun asked whether staff are trained to deal with patient
conflicts around religion and beliefs, which Mrs Louis confirmed
was included in the training they received.
Mr Piper asked for the wording to be changed on action 4a of
the action log and it was agreed to replace ‘ensure’ with
EL
‘promote’
Mrs Louis left the meeting at 10.20am

8.0

The Chair agreed to take item 8.1 next on the agenda
POSITIVE ASSURANCE: PATIENT EXPERIENCE
8.1 Presentation on ‘Missing Patients’
Mrs Glover attended the meeting to present the report which
provided a summary position on instances of absconding across
the mental health division with a focus on Hallam Street.
It was reported that a new fence had been erected at Hallam
Street which had reduced the number of absconds using this
method, however it was being displaced to other methods, such
as through the front doors or from the canteen area.
Mrs Glover confirmed that the number of staff with access
badges to Hallam Street was being reviewed as this was
causing issues with tailgating.
In response to a question from Mrs Werhun, Mrs Glover
confirmed that there was a lower number of absconds at Penn
Hospital due to a different lock system being used and a
different compound set up.
In response to a question from Mr Piper, Mrs Werhun confirmed
that the majority of patients that abscond return voluntarily.
Ms Marshall highlighted that the number of incidents related to
absconds were very low and therefore was a low risk to the
public.
It was recognised that the high peaks in figures was often due to
the same patient who was a regular absconder.
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Mrs Glover left the meeting at 10.40am.
3.0

MATTERS ARISING
3.3 Estates and Facilities: Proposed new ways of working
Mr Stefanoski confirmed that the new estates and facilities
structure was on target to be in place by December 2013. He
discussed that Mr Kimberley was meeting with Divisional
Directors to develop key links which should then fit into the
PLACE recommendations.

4.0

INTERNAL ASSURANCE
4.1 Assurance Reporting Mechanisms
Ms Cartwright presented the report and informed members that
the Audit Committee had requested this committee receive the
report due to the high number of reports that had not been
reported to the committee as per the annual cycle of business.
It was observed that an additional section had been included on
the action log which should address this going forward.
Ms Marshall raised that the structure of the meeting had been
changed during 2012 and felt that this could have had an effect
on the report that came to the committee. Ms Cartwright
recognised this and it was agreed that the current cycle of
business should be updated. Mrs Werhun agreed that she would
meet with Mr Green to discuss the cycle of business.
PW/AG
4.2 Internal Assurance Review
Ms Cartwright presented the report which indicated the main
outcomes of the Internal Audit Review highlighting the resultant
Internal Audit Assurance Opinion rating with a summary of the
agreed actions.
4.3 Reports from MHA Hospital Managers
Mrs Werhun provided the committee with an update on
discussions from the meeting held in September, and the
committee received the minutes of the May 2013 meeting for
information.
4.4 Reports from Quality Council
Ms Marshall presented the report and confirmed that the Quality
Council took place at the Annual Members Event which took
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place on 3rd September 2013 along with the AGM which had
proved to be useful.
4.6 PLACE Reports
The report was received as information and it was noted that
there was a need to put a process in place to ensure the Trust
are informed and can take control of the information.
5.0

EXTERNAL ASSURANCE
5.2 Safeguarding Children Annual Report
Deferred to December Meeting.

6.0

GOVERNANCE
6.1 Risk Register: Review Mitigation Plans
(a) Verbal Update on Risk CS1, Health Records
Mr Stefanoski confirmed that a proposed change to the health
records structure was being looked at which would separate
operational from storage and a piece of work will take place
which will audit where records are held and decide what can be
archived, identify a place to hold records and move the health
records store at Penn Hospital to the new pod.
Mr Stefanoski advised that the risk would remain the same until
the piece of work had been completed, however mitigations
were in place.
It was agreed that a further update would be received at the
April 2014 meeting.
PS
(b) Agree schedule of further updates
Mrs Werhun agreed to discuss this with Mr Green outside of the
meeting.
PW/AG

7.0

COMPLIANCE
7.1 Development of Quality Account 2014/15
Ms Marshall presented the report which had been presented at
the Annual General Meeting on 3rd September 2013, where
suggestions had been made by governors for future Quality
Accounts.

-6-

It was suggested that due to problems with the external
consultation process this year that a different approach would be
taken whereby a session will be held where the Quality Account
will be presented to external stakeholders and they will have the
opportunity to comment.
8.0

ANY OTHER URGENT BUSINESS
Ms Marshall reported that there had been some tension
operationally regarding the admission of minors to Hallam Street
Hospital where 3 young people had been admitted last week.
This highlights the issue of the lack of tier 4 services and the
trust is unable to continue providing adult beds for minors. Ms
Marshall confirmed that this issue would be discussed with the
Executive Team and she would provide an update at the
December meeting.

9.0

DATE AND TIME OF NEXT MEETING
Thursday 5th December 2013 at 3pm, Meeting Room 2 & 3,
Delta House
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Enclosure No:
5.2(ii)

MINUTES OF THE AUDIT COMMITTEE MEETING
HELD AT 9.30AM ON WEDNESDAY 30th OCTOBER 2013
IN MEETING ROOM 2 & 3 DELTA HOUSE
Present:
Mr. Bryan Stock
Mr. Bob Piper
Mr. Parmjit Sahota

Non-Executive Director (Chair)
Chairman
Non-Executive Director

In Attendance:
Ms. Diane Cartwright
Ms. Karen Dowman
Mrs. Natalie Grainger
Mr. Andy Green
Mr. Charles Knight
Ms. Sue Marshall
Mr. Gus Miah
Mr. Arnold O’Bierne

Internal Audit
Chief Executive
Governance Support Manager
Company Secretary
Internal Audit
Director of Children’s, Young People and Families
External Audit
Financial Controller

Mrs. Deborah De-Haes
Mrs. Krishma Kahlon

Renew Consultancy (Observer)
Project Officer (Observer)

ITEM
NO

AGENDA ITEM
APOLOGIES
Apologies were received from:
Dr. Stephen Edwards – Medical Director
Mrs. Susan Claire Marshall – Director of Nursing and
Professional Practice
Mrs. Jackie Smart – Non Executive Director
Mr. Paul Stefanoski – Director of Resources, Deputy Chief
Executive

1.0

DECLARATION OF INTERESTS
Nothing to declare

2.0

MINUTES OF PREVIOUS MEETING
2.1 Minutes of the meeting held on 17th July 2013
The minutes of the meeting held on 17th July 2013 were agreed
as a true and accurate record subject to the following
amendments:
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ACTION

Page 3, item 3.3, para 2 & 4, ‘creditors’ to be replaced with
‘debtors’
Page 3, item 3.3 – Mr Stock requested an update be presented
PS
at the January 2014 Meeting on the Finance restructure.
Page 4, item 4.2 – Mr Stock requested a progress report on the
PS
IG Toolkit be received at the January 2014 meeting.

3.0

At the request of the Chair item 3.2 was taken next on the
agenda
MATTERS ARISING
3.2 Internal Audit Report: Assurance Reporting Framework
Mr Green presented the report which had previously been
reported to the Audit Committee in April 2013 and subsequently
in July 2013.
Mr Green advised that the report contained ten
recommendations, five of which were agreed, three partially
agreed and two not agreed and set out the rationale for
managements partial or total disagreement of the five
recommendations. He explained that the two recommendations
that were disagreed were because management believe that
they would not improve the effectiveness of the system, yet
would incur additional costs.
Mr Piper noted recommendation 5 and confirmed that he would
be advising Non Executive Directors reporting to the Board that
reports should no longer be verbal as this was not best practice.
Mr Stock raised the issue of the number of late and verbal
reports received by the Governance Committee and it was
explained that this was due to a change in the meeting structure
which had been agreed by the Board. Mr Green advised that he
would be presenting the revised cycle of business at the
December Governance Committee.
Ms
Dowman
confirmed
that
she
supported
recommendations not agreed by management.

the

In response to a question from Mr Stock, Ms Cartwright
confirmed that recommendations that were not agreed could be
escalated to the Chairman or Chair’s of committees if required.
Mr Piper raised that the Quality Governance Framework should
highlight the outstanding issues. Ms Marshall explained that
there was sometimes agreement to an action but its later
withdrawn and raised an issue with the timeliness of data
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collection.
The reported was noted.
3.1 External Audit Working Capital Review
Mr Miah presented the report which was a review of the Cash
and Working Capital as requested by the committee at its July
meeting.
Mr Miah highlighted the key areas reported by exception for
improvement.
The report set out recommendations including a high level
review of the cashflow forecast and management of
debtors/creditors process.
In response to a question from Mr Stock, Mr O’Bierne confirmed
that the recommendations had been accepted by the Finance
Department who have started to make improvements.
The report was noted.

5.0

At the request of the Chair items 5.1, 5.2 and 5.3 were taken
next on the agenda
EXTERNAL AUDIT
5.1 Sector Development Updates
Mr Miah presented the report which highlighted key points from
the Annual Plan Review 2013/14 carried out by Monitor
compared with the Trusts plan.
The report was noted.
5.2 Audit Plan 2013/14
Mr Miah presented the report which details External Audits
proposed Audit Plan for the year ending 31st March 2014 and
highlighted the scope of work and approach.
Mr Miah drew the committees attention to the risk assessment
findings contained in the report which provided an ongoing
assessment of internal and external factors affecting the Trust
and benchmarked it with other organisations. It was reported
that the Trust was scoring average for most of the factors.
The report was noted.
5.3 Agree and Review Policy for Supply of Non Audit

-3-

Services
Mr Miah presented the proposed protocol for the provision of
additional services.
The committee agreed to the policy.
4.0

INTERNAL AUDIT
4.1 Recommendation Implementation Schedule
Ms Cartwright presented the report which was provided to assist
the committee to monitor the implementation by management of
recommendations agreed following internal audit work and
identifies adverse issues requiring remedial action.
Ms Cartwright drew the committees attention to the overview of
key changes in each reports recommendation status and
advised that improvements had been made although there were
still some areas of concern.
Mr Green explained that a new Carbon Reduction Strategy was
being developed which the Estates Department were no leading
on. It was hopeful that the new strategy and action plan would
be presented to the Executive Committee early 2014, however it
was highlighted that it was a significant area of expense.
Mr Sahota raised concerns over the delayed implementation
dates for recommendations around clinical supervision. Mr Sock
requested Mrs S C Marshall attend the January meeting to
present an update.
Ms Cartwright recommendation to the committee that evidenced
based implementation should be introduced which would provide
greater assurance. The committee agreed to the
recommendation.
It was agreed that Mrs S C Marshall would attend the
January 2014 meeting to provide an update on Clinical
Supervision.
SCM
4.2 Internal Assurance Report: Outcomes Summary
Mrs Cartwright presented the report which provided the main
outcomes of internal audit reviews, highlighting the internal audit
opinion rating and summarising the agreed actions to improve
risk management.
In response t a question from Mr Stock, Ms Cartwright confirmed
that recommendations had been provided and accepted in
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relation to CAS alerts/infection control.
Ms Cartwright highlighted the recommendation regarding
complaints to indicate the severity. Mr Green questioned how
the severity of a complaint could be measured and felt it would
be sensible to wait unto the national review of complaints had
taken place.
Mr Piper raised that he felt the Board should be more aware of
the complaints being received and lessons learnt to enable them
to be able to drill down into issues.
It was agreed that complaints and lessons learnt would be
reported monthly to the Board with a report on trend data SCM
reported 6 monthly.

6.0

GOVERNANCE,
CONTROL

RISK

MANAGEMENT

AND

INTERNAL

6.1 Receive and Review the Assurance Framework
Mr Green presented the report which provided the initial
Assurance Framework 2013/14. It was reported that two gaps in
control had been identified, firstly the lack of appropriate facilities
for the admission of minors for which a business case is being
developed. The second gap relates to the development of a
commercial development evaluation tool which is currently under
development as part of the strategic planning review.
Mt Green confirmed that the Board Assurance Framework would
be updated throughout the year and presented to bot Investment
Committee and Governance Committee and further review by
the Audit Committee before submission to the Board of
Directors.
In response to a question from Mr Stock, Mr Green confirmed
that when the strategic objectives had been reviewed, the Board
Assurance Framework would be reviewed accordingly.
In response to a question from Mr Piper, Mr Green confirmed
that the Operational Risk Group would review the document and
report to the relevant committees.
The report was noted.
7.0

ANY OTHER BUSINESS
7.1 Review Action Log
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See action log.
8.0

DATE AND TIME OF NEXT MEETING
The next meeting will be held on TBC
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Agenda item no.: 5
Enclosure no.: 5.2

Meeting of:

Board of Directors

Date:

29th January 2014

Subject:

Whistleblowing Concerns and Complaints

Presented by:

Karen Dowman, Chief Executive

Author:

Karen Dowman, Chief Executive

Purpose:

Information

Strategic & risk relationship:
Strategic objective: All
High Level Risk: N/A
Recommendations:
To note the report.

Equality & Diversity implications:
There are no implications to consider

Duty with regards to NHS Constitution:
Not applicable

Executive Summary
Further to my last report to the Board in November 2013, I agreed to provide
regular updates on the nature of any concerns or complaints received.
The attached provides the detail of the one anonymous allegation received
during November and December 2013, and outlines the action taken by
management thus far.
.

Whistleblowing Concerns and Anonymous Complaints: November 2013 to December
2013
Anonymous Complaints

Ref.
no
A6

Date
10.12.13

Area
Concerned
Mental Health

Format of Complaint

Nature of Concern

Action taken

Letter to Mental
Health Divisional
Manager

Concerns have been raised about the approach of
a senior member of the clinical staff in the healthy
minds service (R). They have been described by
staff as having a bullying approach. Staff advise
that they will consult their union.

Management have liaised in detail with
the trade union to ascertain if staff do
wish to make complaints and trade
union has been advised management
will take any complaints seriously. The
Trade Unions have been informed that
any complaints will, however, need to
be placed into an appropriate process.
Individuals named are being monitored
closely by management and guided as
appropriate in their management style
and approach.

(ii) Audit Committee 21st January 2014

B Stock

Enc. 4.3(ii)
Tabled

5: Items for Information:
5.1 Minutes of Board sub-committees
(i) Governance Committee 3rd October 2013
(ii) Audit Committee 30th October 2013
5.2 Whistleblowing and Anonymous Complaints

Info
Info
K Dowman

Enc. 5.1(i)
Enc. 5.1(ii)
Enc. 5.2

6: Any other urgent business:
As declared in the opening matters
7: Date and time of next meeting:
Board Strategy Day Wednesday 26th February 2014, Meeting Room 2 & 3, Delta House
Board Meeting Wednesday 26th March 2014 at 2.00pm, Meeting Room 2 & 3, Delta House
“In accordance with Paragraph 30, of the Trust’s Constitution,
I now exclude the press and public from the meeting”

