Board of Directors
Public Meeting to be held on Wednesday 30th April 2014
At National Metalforming Centre,
47 Birmingham Road, West Bromwich, West Midlands, B70 6PY
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:
- 14th March 2014
- 24th March 2014
1.5 Matters arising
1.6 Declaration of any other urgent business to be transacted

Enc. 1.4a
Enc. 1.4b

2: Items for Approval:
2.1 Quarter 4 2013/14 Submission to Monitor
2.2 Patient Involvement & Experience Strategy

P Stefanoski
S Lloyd/ G Parry

Enc. 2.1
Enc. 2.2

2.3 Terms of Reference: Audit Committee

A Green

Enc. 2.3

P Stefanoski/
C Oakes/
S Lloyd
A Green
S Lloyd
S Lloyd
S Lloyd
S Lloyd
K Dowman
C Oakes
C Oakes
S Edwards
A Green

Enc. 3.1
Enc. 3.2
Enc. 3.3
Enc. 3.4
Enc. 3.5
Enc. 3.6
Enc. 3.7
Enc. 3.8
Enc. 3.9
Enc. 3.10
Enc. 3.11

3: Items to Review and Monitor:
3.1Integrated Quality, Performance & Workforce
Report for period to 31st March 2014
3.2 High Level Risk Register
3.3 Quality Assurance Walkthrough Summaries
3.4 Quality Risk Profile – March 2014
3.5 Quality Governance Framework – Action Plan
3.6 Complaints, Concerns & Compliments 2013/14
3.7 Whistleblowing and Anonymous Concerns
3.8 Update on Long Term Sickness
3.9 Recruitment by Ethnicity
3.10 Medical Revalidation Update
3.11 Membership Development Strategy Update

4: Items to receive:
4.1 Report from the Chief Executive
4.2 Better Care Fund Plans
4.3 Reports from Board Sub-Committees
(i) Quality & Safety Committee 3rd April 2014
(ii) Audit Committee 15th April 2014

K Dowman
J Campbell

Enc. 4.1
Enc. 4.2

P Werhun
B Stock

Enc. 4.3(i)
Verbal

5: Items for Information:
5.1 Minutes of Board sub-committees
(i) Governance Committee 6th February 2014
(ii) Audit Committee 25th March 2014
6: Any other urgent business:
As declared in the opening matters
7: Date and time of next meeting:
Board Meeting Tuesday 20th May 2014 at 11.30am, venue TBC
Board Meeting Wednesday 28th May 2014 at 2.00pm, Venue TBC
“In accordance with Paragraph 30, of the Trust’s Constitution,
I now exclude the press and public from the meeting”

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

Enclosure
No: 1.4b

THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON MONDAY 24TH MARCH 2014 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
Mr Bryan Stock
Mrs Pauline Werhun
Mr John Campbell
Ms Karen Dowman
Dr Stephen Edwards
Mrs Susan C Marshall
Mr Paul Stefanoski

-

Chairman (Chair)
Non Executive Director
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 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/0104/043/1 DECLARATION OF INTEREST
4
No interests were declared.
BCP/0104/044/1 APOLOGIES FOR ABSENCE
4
Ms Sue Marshall
-

Director of Children’s, Young People
and Families Services

BCP/0104/045/1 CHAIRMAN’S COMMUNICATION
4
The Chairman advised that members of the Board had visited Monitor
on Friday 21st March 2014 to discuss circumstances leading to its
decision to downgrade the Trust’s governance risk rating. It is
expected that feedback will be received this week.
In response to a question from Mr Stock, it was confirmed that Monitor
were aware of developments within the Children’s, Young People and
Families Division.
The Chairman then provided the following update from the Assembly of
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Governors Meeting held on 18th March 2014.
• The extension of term of appointment for Mr Riley was approved
for a further 12 months from 1st October 2014.
• The resignation of the Chairman was agreed, with the last day of
office being 31st October 2014. The assembly approved
arrangements for the recruitment of his replacement.
• A presentation was received from Mr Riley on the role of the
Investment Committee.
• The appointment of Mr Sahota as Deputy Chairman was
approved for a 12 month term commencing 1st April 2014.
• The process was approved for the recruitment of two Non
Executive Directors to replace Mrs Harris and Mrs Smart whose
terms of office both end in the summer of 2014.
• It was agreed that two Governors attend each Board SubCommittee meeting as observers.
BCP/0104/046/1
4

MINUTES OF PREVIOUS MEETING
The minutes of the previous meeting held on Wednesday 27th
November 2013 were received and approved as a true and accurate
record subject to the following amendments.
Page 7, BCP/0104/014/14, insert paragraph:
‘Mr Campbell raised concerns regarding the timeliness of reports being
sent to Divisions for response following visits which ultimately impacted
on the timeliness of reports coming to the Board. He proposed that
reports should be forwarded to Divisions within 10 working days of
visits (consistent with CQC timescales). It was also proposed that
dates are included in the report when forwarded to Divisions and
returned. These proposals were agreed’.

BCP/0104/047/1
4

MATTERS ARISING
(i) Delayed Transfers of Care: Learning Disabilities Division
Mr Campbell presented the report which was requested at the January
Board Meeting due to the increase in delayed transfers of care in
learning disability services. He advised that although delays in mental
health were consistently below the threshold, there were delays above
the threshold within individual services and for completeness the report
includes both learning disability services and mental heath services.
Mr Campbell reported that mitigations had been put in place which
appeared to be working, with the overall delayed transfers of care for
this quarter being 6.7% which falls well below the threshold.
The Board was recommended however, to consider increasing the
current score on the high level risk register relating to delayed transfers
of care from 12 to 16, as although the current risk is slightly lower, it is
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likely to be more difficult to achieve in the future, given the ongoing
financial constraints placed on local authorities
It was agreed that the risk should increase to.
IT WAS RESOLVED:
(i)

To increase the score on the High
Level Risk Register from 12 to 16.

(ii)

To note the report

(ii) Analysis of Interest Payable
Mr Stefanoski confirmed that ‘interest payable’ in the Mental Health
Divisional Analysis related to the PFI at Hallam Street Hospital. Mr
Stock advised that this had been confirmed in discussion at Audit
Committee.
BCP/0104/048/1
4

ANNUAL PLAN 2015 AND 2014/16
Mr Stefanoski presented the draft Annual Plan 2014/16 and advised
that further additions, changes and amendments were anticipated. He
confirmed that the plan accounted for the latest contract negotiations
and other planning requirements but no further material changes are
anticipated.
Mr Stefanoski advised that the 2 year operational Annual Plan is due to
be submitted to Monitor on 4th April 2014. The Board was asked to
submit any requested amendments outside of the meeting, before 2nd
April 2014.
Mrs Harris suggested that more detail should be included on page
21/22 which related to the organisational developments; this was
supported by Mr Riley.
Mrs Harris further suggested it would be useful if dates were included
to support the key highlights of the ‘keeping our promise campaign’ and
it was agreed that it would be more appropriate if this was included in
the Executive Summary.
The Board was asked to delegate authority for sign off of the final
submission to the Sustainability Working Group which was agreed.
IT WAS RESOLVED:
(i)
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To delegate authority for final sign off
of the Annual Plan 2014/16 to the
Sustainability Working Group

BCP/0104/049/1
4

DIRECTORS REGISTERS OF INTERESTS AND HOSPITALITY
Mr Green presented the Registers of Directors Interests and
Hospitality. Mr Oakes requested that his interest as a member of West
Midlands LETB be included on the register.
IT WAS RESOLVED:
(i)

BCP/0104/050/1
4

Approved subject to the agreed
amendment

BOARD ASSURANCE FRAMEWORK 2013/14
Mr Green presented the Board Assurance Framework which had been
subject to review by the Executive Directors and both the Audit
Committee and Governance Committees.
Mr Campbell requested that risk number 31, objective number 35
should be amended to reflect the decision that minors would not be
admitted to adult wards.
In response to a question from Ms Dowman, Mr Green advised that a
review of the framework would be undertaken early in the new year to
take into account changes to the CQC regulatory regime.
IT WAS RESOLVED:

BCP/0104/051/1
4

(i) To approve the Board Assurance
Framework 2013/14 subject to the
amendment
INSURANCE ARRANGEMENTS
Mr Green presented the report which detailed insurance arrangements
for 2014/15.
It was noted that additional top-up insurance for properties was yet to
be procured and was agreed that this be expedited as a priority as
soon after the end of May 2014.
It was agreed that Mr Stefanoski would report back to the Board on
progress.
IT WAS RESOLVED:
(i) To approve the insurance
arrangements for 2014/15
(ii) To expedite the procurement of
additional, top-up insurance for
properties as soon after the 31st May
2014, and for progress to be reported
to the Board in July 2014.
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BCP/0104/052/1
4

USE OF TRUST SEAL
Mr Green presented the report which outlined the use of the Trust Seal
for the period 1st April 2013 to 31st March 2014. It was noted that the
Trust Seal had been used inappropriately and access and control
arrangements were being reviewed.
IT WAS RESOLVED:
(i)

BCP/0104/053/1
4

To note the report

REVIEW OF WOLVERHAMPTON MENTAL HEALTH STRATGEY
Mr Campbell presented the report and requested the Board accept the
recommendations within the report. He advised that an implementation
plan would be developed and agreed with the Wolverhampton CCG in
line with the contract.
Mr Campbell suggested the report findings and recommendations
should also be presented to Wolverhampton’s Health Overview and
Scrutiny Committee.
IT WAS RESOLVED:
(i)
(ii)

BCP/0104/054/1
4

To accept the recommendations
within the report
To present findings and
recommendations to
Wolverhampton’s Health Overview
and Scrutiny Committee

HIGH LEVEL RISK REGISTER
Mr Green presented the High Level Risk Register and advised of
amendments made since the Board’s last review.
IT WAS RESOLVED:
(i)

BCP/0104/055/1
4

To approve the High level Risk
Register

INTEGRATED QUALITY AND PERFORMANCE REPORT
Mr Stefanoski reported a favourable variance to plan of £0.6m which
results in a continuity of service risk rating of 4. He advised that it was
anticipated that the Trust will achieve the planned rating of 4 at the
year end, with a forecast favourable variance to plan of £0.03m before
the impairment value of the Trusts assets in line with District Valuation
Report. The impairment results in a £1.6m reduction in asset base.
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Mr Oakes reported that the sickness rate is currently 5.2% which is
above the Trusts target. He advised that this continues to be a
challenge to the Trust with long term sickness being a particular issue.
Mr Oakes confirmed that the occupational health service was being retendered next year.
It was confirmed that the agenda for change pay negotiations had now
concluded and the approach had been resolved with staffside, with
exception of the proposed increment date of 1st September for all
existing staff. However all new starters will move to an incremental
date of 1st September.
In response to a question from Mr Campbell, Mr Oakes confirmed that
it was still not clear how the national pay which has recently been
agreed would affect this. Mr Piper raised the importance of being clear
about the potential implications with staffside.
In response to a question from Mrs Werhun, it was confirmed that the
agency spend for medical staff during February 2014 related to gaps in
the training rotation schedule.
Mrs S C Marshall advised that the quality data related to January 2014.
She highlighted the quality indicators, which were falls, medication
errors, self-harm-, confidentiality and behaviour/aggression.
She reported that there had been 4 serious incidents during the month,
all within the mental health division.
IT WAS RESOLVED:
(i)
BCP/0104/056/1
4

To note the report.

QUALITY ASSURANCE WALKTHROUGH SUMMARIES
Mrs S C Marshall presented the report which provided two summary
reports of Quality Assurance Walkthroughs in respect of Newton House
(Learning Disabilities) and Ridge Hill (Learning Disabilities).
IT WAS RESOLVED:
(i)

BCP/0104/057/1
4

To note the report

STAFF SURVEY 2013 UPDATE AND ACTION PLAN
Mr Oakes presented the report which outlines the results of the 2013
Trust Staff Survey. It was proposed that the Trusts response focuses
on a small number of themes and actions to address them.
Mr Oakes confirmed that a full action plan would be developed and
overseen by the workforce development group.
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IT WAS RESOLVED:
(i)
BCP/0104/058/1
4

To note the report

RESPONDING TO THE FRANCIS REPORT
Mr Green presented the report which provided and update on progress
following previous discussions at Board.
It was noted that certain actions are in progress, but also that
significant progress had been made in addressing the
recommendations of the Francis Report
IT WAS RESOLVED:
(i)

BCP/0104/059/1
4

The report was noted

QUALITY RISK PROFILE
Mrs S C Marshall presented the report which provided a summary of
the Care Quality Commission’s Quality and Risk Profile for January
2014, and noted significant improvements in the profile for the Trust.
IT WAS RESOLVED:
(i)

BCP/0104/060/1
4

To note the report.

REPORT FROM CHIEF EXECUTIVE
Ms Dowman presented the report and highlighted the following points:
Review of Sandwell Mental Health Services
It was confirmed that the consultation period had completed and no
significant issues had been raised. The implementation phase would
now commence subject to the resolution of some estates issues.
Care Quality Commission Inspection
Ms Dowman advised that the CQC undertook an unannounced visit to
Pond Lane on 26th February 2014 which was fully compliant in all
areas. She advised that a further visit had now taken place at Heath
Lane which was now ‘fully compliant’.
IT WAS RESOLVED:
(i)
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To note the report

BCP/0104/061/1
4

REPORTS FROM BOARD SUB-COMMITTEES
(I) GOVERNANCE COMMITTEE 6TH FEBRUARY 2014
Mrs Werhun presented the report and highlighted the key areas:
•

•

The format of future meetings was discussed to ensure that key
areas of the Internal Audit review of Trusts compliance to
Monitors’ Governance Framework were addressed and
arrangements had been agreed to strengthen the committee
governance.
The committee also received assurance regarding:
- Arrangement for the PLACE programme
- Complaints Handling
- Outcome of the National Community Mental Health Survey
- Equality and Diversity Report
- Presentation on Make a Difference Group at Wolverhampton

(II) AUDIT COMMITTEE 18TH FEBRUARY 2014
Mr Stock presented the report and highlighted the following points:
• The Clinical Audit Programme was received for 2013/14 which
showed great improvement over the year.
• Review of Quarter 3, 2013/14 submission to Monitor was
received and responses were approved in relation to the
Monitor Quarter 3 survey.
IT WAS RESOLVED:
(i) To note the update
BCP/0104/062/1
4

MINUTES OF BOARD SUB-COMMITTEES
(I) GOVERNANCE COMMITTEE 5TH DECEMBER 2013
(II) AUDIT COMMITTEE 21ST JANUARY 2014
IT WAS RESOLVED:
(i) The minutes were noted

BCP/0104/063/1
4

ANY OTHER BUSINESS
There was no other business transacted.

BCP/0104/064/1
4

DATE & TIME OF NEXT MEETING
Board Meeting Wednesday 30th April 2014 at 2.00pm, Meeting Room 2
& 3, Delta House
Meeting concluded at 4.10pm
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Enclosure
No: 1.4a

THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON FRIDAY 14TH MARCH 2014 AT 4.15PM
IN YEW ROOM, THE BEECHES, PENN HOSPITAL
Present:
Mr Bob Piper
Mrs Vicky Harris
Mr Paul Riley
Mr Parmjit Sahota
Mrs Jackie Smart
Mr John Campbell
Ms Karen Dowman
Dr Stephen Edwards
Mrs Susan C Marshall
Mr Paul Stefanoski

-

Chairman (Chair)
Non Executive Director
Non Executive Director
Non Executive Director
Non Executive Director
Chief Operating Officer
Chief Executive Officer
Medical Director
Director of Nursing and Professional Practice
Director of Resources, Deputy Chief Executive

In Attendance:
Mr Andy Green

-

Company Secretary

The meeting commenced at 4.15pm
BCP/0104/032/14 Declarations of Interest
No interests were declared
BCP/0104/033/14 Apologies for Absence
Apologies were received from Mrs P Werhun, Mr B Stock, Ms S
Marshall and Mr C Oakes
BCP/0104/034/14 Declaration of other urgent business
It was agreed to discuss the proposed service contract for 2014/15
with Wolverhampton CCG
At the request of Mrs Marshall, it was agreed to take item 3.1 of the
BCP/0104/035/14 agenda first.
3.1 Quality Governance; Internal Audit Action Plan
Mrs S.C. Marshall presented the report which provides a detailed
action plan developed in response to the recommendations within the
recently published internal audit report.
She referred to the main actions included within the plan as the Quality
Governance Strategy, Board Assurance and Escalation Framework
and the development of the integrated performance dashboard. In
response to a question from Mr Piper, it was agreed that the Quality
Governance Strategy be called Quality Strategy.
She referred to the action plan and that it was intended that the

majority of actions would be completed by end of June 2014.
Mrs S. C. Marshall then referred to the activity on benchmarking; Mr
Stefanoski suggested using the external auditors as a source of
benchmarking data, noting the need to identify the suitable metrics in
advance.
In response to a question from Mr Riley, Mrs S.C. Marshall confirmed
that some indicators would be available for comparison within the
Mental Health Benchmarking Club.
Mrs S.C. Marshall highlighted both the implementation of DATIX, and
the need to develop an appropriate communication plan as important
actions and it was agreed that this action would be reassigned to the
Director of Nursing & Professional Practice and Chief Operating
Officer.
In response to Mr Sahota, Mr Campbell advised that the marketing
strategy was not specifically intended to address this issue, but that
the communications team would support the development of the
communication plan
Mrs Smart asked whether the communication plan would be extended
to stakeholders other than staff; Mrs Marshall advised that the Quality
Strategy would address this.
It was noted that certain actions were to be re-assigned to different
leads and Mrs S.C Marshall agreed to co-ordinate and update the plan
accordingly
It was resolved:
(i) to agree the
action plan and for
progress reports to be
provided
to
future
meetings
BCP/0104/036/14 Quality Governance Strategy
Mrs S.C. Marshall presented the strategy, covering the two year
period, 2014 – 16.
It was noted following earlier discussion that this be renamed as the
Quality Strategy
Mrs Marshall referred to the strategy and the clear linkages between
this and other strategies, with the aim of ensuring a consistent
approach across the Trust.
In response to Mr Riley, Mrs S.C. Marshall confirmed that reference
was made to the involvement of service users and their experience Is
featured within the document but it was agreed this could be added to
in order to reflect the use of Advocacy services in quality of life audits.
In addition, it was agreed to include reference to involvement of
governors.

In response to Mr Piper, Mrs Marshall confirmed that a range of
indicators had been identified to measure the achievement of the
quality goals, but it was noted that these may need to be refined.
Members then discussed aspects of presentation within the document,
especially in relation to the quality priorities and it was agreed that Mrs
S C Marshall make revisions to reflect the discussion.
It was resolved:
(i) to approve the
strategy and
priorities, subject to
the amendments
agreed and further
refinement of the
presentation
BCP/0104/037/14 Board Assurance and Escalation Framework
Mrs Marshall presented the document which provides a summary of
the quality governance, including performance and risk management
arrangements. She referred to the structure diagrams which reflect
some changes to the organisational structure, but which would provide
clarity to the relationship of committees and groups within the Trust.
Mrs Marshall also referred to the appendices regarding the flow of
information and in-patient early warning trigger tools, the latter which is
being piloted in mental health division. Other addendum included the
processes for reporting serious incidents, the quality impact
assessment process and the summary of the function of key subcommittees.
It was resolved:
(i) to approve the Board
Assurance and
Escalation Framework
subject to the proposed
amendments.
BCP/0104/038/14 Governance Structure
Mr Green presented the report which reflected changes proposed
within the Board Assurance and Escalation Framework that had been
approved.
He referred to the main proposals, which included the renaming of the
Governance Committee to be called the Quality & Safety Committee;
changes to the terms of reference and name of the Executive
Committee to be called the Business and Performance Committee and
the establishment of a Quality & Safety Steering Group, which would
subsume the duties of the current Care Governance Committee.
It was noted that membership of the current Care Governance
Committee would be transferred to the new Steering Group but that it

would also be extended to include all executive directors.
Mrs S C Marshall asked that the terms of reference for the Quality &
Safety Committee be amended at 8.1 to include reference to other
clinical strategies, in addition to the Quality Strategy; this was agreed
It was resolved
(i) to approve the
proposed changes to
the governance
structure and changes
to the terms of
reference for the sub
committees, subject to
the agreed
amendment for the
Quality & Safety
Committee
BCP/0104/039/14 Quality Governance Self-assessment
Mrs S C Marshall referred to the report which provided a summary of
the outcome of the recent self-assessment exercise. She referred to
the action plan included within the document that correlates to a large
extent with the Quality Governance Internal Audit Action Plan
discussed earlier in the meeting.
It was agreed to note the outcome of the self-assessment and agree
the action plan.
BCP/0104/040/14 Any Other Business
Service Contract 2014/15 with Wolverhampton CCG
Mr Campbell tabled a document outlining the current position with
regard to the contact negotiations with Wolverhampton CCG. The
negotiated proposal identifies a recurring shortfall of £0.5m but in
2014/15 this has been addressed by non recurring funding from
Wolverhampton CCG. It identified a shortfall of £0.5m, between
expectation and offer, after allowing £0.5m for non-recurring funding
support, the gap reduces to a more realistic level of £23k.
Mr Campbell advised that plans to secure the £0.5m non-recurring
support on a recurring basis from 2015/16, including development of
other services for the commissioners to determine were under
development.
Mr Campbell proposed that the Board agree to the recurring reduction
in contract income subject to agreement from the Commissioners that
these be identified by service de-commissioning and re-prioritisation of
service provision following appropriate consultation to be led by the
commissioners and that the financial penalty clauses currently
proposed be removed from the contract.

In response to a question from Mr Sahota, Mr Campbell advised that
regular meetings with finance representatives are planned for the
future and it is hoped that re-occurrence of this situation can therefore
be prevented.
It was resolved:
(i) to approve the contract
proposal subject to the
conditions proposed.
BCP/0104/041/14 Notification of Patient Complaint
Ms Dowman reported of a very recent notification of compliant made
by a patient’s relative to the Care Quality Commission and other
external bodies. A review of the case is in progress and the Trust has
been in contact with the Care Quality Commission which is satisfied
with the response to date.
The meeting concluded at 6.35pm
BCP/0104/042/14 Date and Time of next meeting
The next Board of Directors Meeting will take place on Monday 24th
March 2014 at 2pm.

Agenda item no.: 2
Enclosure no.: 2.1

Meeting of:

Board of Directors

Date:

30th April 2014

Subject:

Q4 2013/14 Monitoring Submission to Monitor

Presented by:

Paul Stefanoski, Deputy Chief Executive/Director of Resources

Authors:

Joanne Billingham – Finance & Business Manager
Lindsay McDermott – 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 4 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 March 2014 the Trust is reporting a continuity of service risk rating of a 4 and financial
risk rating of a 3 in line with plan.
The Trust has achieved £0.5m above the planned Earnings before Interest, Tax, Depreciation and
Amortisation (EBITDA), but due to impairments following the full revaluation of assets (£1.9m) and the
restructuring provision (£1.1m) there is a reported deficit of £0.8m.

2

Monitor Quarter 4 Return
As at the end of March 2014 the Trust is reporting a continuity of service risk rating of a 4 and financial risk rating of
a 3 in line with plan.
The Trust has achieved £0.5m above the planned Earnings before Interest, Tax, Depreciation and Amortisation
(EBITDA), but due to impairments following the full revaluation of assets (£1.9m) and the restructuring provision
(£1.1m) there is a reported deficit of £0.8m:
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
Restructuring Costs
Impairment of Assets
PDC
Interest Payable
Interest Receivable
Surplus / (Deficit)
Normalised Surplus /
(Deficit)

Plan
£m
24.26
0.86
(0.32)
(0.18)
(4.14)
(19.18)
(0.05)
(0.05)
1.20
(0.46)
0
0
(0.10)
(0.14)
0.01
0.51
0.51

Quarterly Position
Actual
Variance
£m
£m
25.15
0.89
1.32
0.46
(0.34)
(0.02)
(0.21)
(0.03)
(4.75)
(0.61)
(19.82)
(0.64)
(0.47)
(0.42)
(0.08)
(0.03)
0.80
(0.40)
(0.41)
0.05
(1.06)
(1.06)
(1.94)
(1.94)
(0.13)
(0.03)
(0.14)
0.00
0.01
0.00
(2.87)
(2.36)
0.93
0.42

Variance
%
3.67%
53.49%
(6.25%)
(16.67%)
(14.73%)
(3.34%)
(840%)
(60.00%)
(33.33%)
10.87%
(100.0%)
(100.0%)
(30.00%)
0.00%
0.00%
(462%)
82.35%

Plan
£m
97.06
3.46
(1.27)
(0.75)
(18.05)
(76.63)
0.74
(0.19)
4.37
(1.79)
0
0
(0.42)
(0.55)
0.02
1.63
1.63

Year to Date Position
Actual
Variance
£m
£m
98.49
1.43
4.13
0.67
(1.49)
(0.22)
(0.89)
(0.13)
(18.59)
(0.54)
(76.52)
0.11
(0.01)
(0.75)
(0.29)
(0.10)
4.83
0.47
(1.69)
0.1
(1.06)
(1.06)
(1.95)
(1.95)
(0.45)
(0.03)
(0.55)
0.00
0.04
0.01
(0.83)
(2.46)
1.12
(0.51)

Variance
%
1.47%
19.36%
(17.32%)
(17.33%)
(2.99%)
0.14%
(101.35%)
(52.63%)
10.76%
5.57%
(100.0%)
(100.0%)
7.14%
0.00%
50.00%
150.31%
30.67%

Note
1
2
3
4

5
6

7
8

9

Note 1 – Other operating Income – variance year to date £1.43m 1.47% greater than plan:
NHS Clinical revenue is greater than plan due to the additional income being received that was not planned for
within 2013/14; Nacro Drug recharge £0.3m which offsets increased drug expenditure within drugs. Transitional
funding from Sandwell & West Birmingham CCG £0.49m, £0.1m from Dudley and Walsall Mental Health Trust to pay
for Oasis support costs which the Trust has paid on their behalf and £0.5m additional monies received from various
commissioners to support observation levels across inpatient units, support in running waiting list initiatives and
projects to overcome winter pressures.
Note 2 – Other operating Income – variance year to date £0.67m, 19.36% greater than plan:
Education and Training income is greater than plan by £0.8m. This is due to additional trainees in place, Clinical
Apprentices project and LD innovation funding not planned for which has expenditure costs incurred within non
clinical supplies.
Note 3 – Drugs – variance year to date £0.22m, 17.32% greater than plan
Mental Health drug costs are greater than plan by £0.24m 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 4 – Clinical Supplies – variance year to date £0.13m, 17.33% greater than plan
3

Clinical supplies expenditure compared to plan is greater due to one off purchases of reviews and medical
equipment for services. (e.g. Defibrillators)
Note 5 –Impairments of receivables – variance year to date £0.75m, 101.35% below plan
Impairment of Receivables is below plan due to a delay in reducing the Trusts outstanding receivables balances with
customers, and the need to increase the Trusts bad debt provision in line with outstanding debt greater than 365
days and providing for specific debt under 365 days old where the debt has been disputed.
Note 6 –PFI variance year to date £0.10m, 52.63% 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 £0.10m adverse variance to plan year to date.

Note 7 – Restructuring Costs variance year to date £1.06, 100% greater than plan
Restructuring costs have been incurred as part of the Corporate Restructure.
Note 8 - Loss on Asset Disposal variance year to date £1.95m, 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 and an impairment of asset values following the District Valuer’s report for Penn
£1.6m, Delta House £0.28m and Penrose £0.05m.
Note 9 –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

Total Programme

Plan
£m
0.92
0.30
0.02
0.03
0.61
1.88

Quarterly Position
Actual Variance
£m
£m
0.74
(0.18)
0.47
0.17
0.02
0.00
(0.03)
0.04
0.04
0.35
(0.26)
1.62
(0.26)

Variance
%
19.56%
56.00%
0.00%
(100%)
(42.62%)
(13.83%)

Plan
£m
3.33
1.60
0.09
0.06
1.55
0.09
6.72

Year to Date Position
Actual Variance Variance
£m
£m
%
4.39
1.06
31.83%
1.10
(0.50)
(31.25%)
0.07
(0.02)
22.22%
(0.06)
(100.00%)
0.09
0.09
1.06
(0.49)
(31.61%)
0.46
0.37
411.11%
7.17
0.45
6.70%

Note

10
11

12
13

Note 10 – Pay Recurrent variance year to date £1.06m, 31.83% above plan
The over achievement of this scheme is due to reclassification of £2m of vacancy management savings to be
recurrent in line with Trusts historic trend and future forecasting of vacancy management savings. This
reclassification is partially offset by part year effect of savings and slippage of some schemes into 2014/15.
Note 11 – Pay Non recurrent variance year to date £0.50m, 31.25% below plan
Under achievement on non-recurrent vacancy management savings is due to reclassification of vacancy
management savings. See note 9 above.
Note 12 – Non Clinical Supplies Recurrent variance year to date £0.49m, 31.61% below plan
Underachievement of savings is driven by non-achievement of Procurement tendering savings £0.43m. The current
tender programme will allow for savings to be realised in 2014/15.
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Note 13 - 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 of the savings achieved is 80% recurrent and 20% non-recurrent.

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
51.33
11.54
4.75
(14.70)
(6.29)
46.63
17.19
19.51
10.03
0.74
(0.84)
46.63

Year to Date Position
Actual
Variance
£m
£m
59.17
7.84
14.01
2.47
6.14
1.39
(19.31)
(4.61)
(6.18)
0.11
53.83
7.2
17.64
0.45
20.27
0.76
16.02
5.99
0.74
(0.84)
53.83
7.21

Variance
%
15%
21%
29%
(31%)
2%

Note

3%
4%
60%
-

14
15
16
-

17

Note 14 - Property Plant & Equipment – variance £7.84m higher than plan
The Trust has seen a significant increase in the value of its buildings after the full valuation took place towards the
end of the financial year. The majority of buildings increased in value with the only notable exception being Penn
Hospital which saw a decrease in value which made up the majority of the Impairment shown in the Statement of
Comprehensive Income.

Note 15 - Current Receivables - variance £1.39m higher than plan
Walsall Council:
• An additional Invoice in relation to LD services is outstanding from Walsall Council - £0.35m
Sandwell and West Birmingham CCG:
• Invoices raised in March in relation to Positive Choices, Penrose, Pay Inflation and charges for Hallam £0.6m
NHS England:
• Invoice in relation to Health Visiting Contract that was expected to be paid in March - £0.35m
Note 16 - Current Liabilities - variance £4.61m higher than plan
Accruals:
• Invoices for Propco and Community Partnership in relation to leased buildings transferred under TCS £2.46m
5

Provisions:
•
•
•

Redundancy provision as part of the restructuring of a division - £1.06m
Higher level of Employment tribunals lodged against the Trust than anticipated – £0.56m
Increase in annual leave provision - £0.1m

Capital Payables:
•

Lower level of Capital Invoices paid as at Q4 than anticipated - £0.53m

Note 17 – Revaluation Reserve- variance £5.99m higher than plan
The variance is predominantly due to the increase in the value of buildings after the District Valuer valuation. It is
also 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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92%
95%
85%
90%
94%
98%
94%
96%
93%
93%
95%
95%
95%
95%
75%
75%
95%

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
Community care - referral information completeness
Community care - activity information completeness

Risk of, or actual, failure to deliver Commissioner Requested Services
CQC compliance action outstanding (as at 31 Mar 2014)
CQC enforcement action within last 12 months (as at 31 Mar 2014)
CQC enforcement action (including notices) currently in effect (as at 31 Mar 2014)
Moderate CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Mar 2014)
Major CQC concerns or impacts regarding the safety of healthcare provision (as at 31 Mar 2014)
Trust unable to declare ongoing compliance with minimum standards of CQC registration

95%

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

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

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

0
0

90%

Threshold or
target YTD

Key:

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

Target or Indicator (per Risk Assessment Framework)

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.

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

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
1.0
N/A
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
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
1.0
1.0
Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception
Report by Exception

1.0

1.0

4.0
special
special
4.0
special
2.0
special

Scoring
under
Risk Assessment
Framework

Scoring
under
Compliance
Framework

Declaration of risks against healthcare targets and indicators for 2013-14 by The Black Country Partnership

Worksheet "Targets and Indicators"

must complete

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
No
Yes
No
No
No
No
No
No

No

No

Risk declared at
Annual Plan

may need to complete

100.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
97.4%
95.2%
100.0%
111.3%
0.0%
0.0%
0.0%
0
N/A
6.5%
99.9%
88.6%
N/A
100.0%
67.0%
100.0%

100.0%

100.0%

Performance

Quarter 4
Actual

No
No
No
No
No
No
No

Achieved
Achieved
Achieved
Not relevant
Achieved
Achieved
Achieved

Not relevant

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

Achieved

Not relevant

Achieved/Not Met

No longer applicable under RAF

Any comments or explanations
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To approve the Strategy

Equality & Diversity implications:

Duty with regards to NHS Constitution:
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2.2

The Patient Experience and Involvement (PEI) Strategy is attached for Board of
Directors approval. The Document is a three year plan, and describes the
importance of involving Service Users, Carers and Relatives. It sets out the Trust’s
approach to developing and improving the way we measure, capture and improve
patient experience for those involved with services provided by BCPFT to ensure
people have a quality patient experience.
The Strategy outlines some of the positive achievements and how we will continue to
build on these foundations and implement them throughout the organisation.
At the back of the document are the Nine Objectives that we will work towards
achieving and how we plan to implement them.
Jayne Leeson, Chief Executive, Changing Our Lives, has assisted the PEI Manager
in an advisory capacity in the creation of this document, and has contributed the
“Ladder of Participation” as a key model for BCPFT to work towards.
Consultation on the document commenced with a workshop in January 2014 for
Service Users and Carers and was co-facilitated by the PEI manager, and the Chief
Executive of Changing Our Lives. The document was then circulated to key staff
within the BCPFT and feedback has been positive.
The PEI Manager, Gail Parry, and PEI Officer, Fiona Burns will be attendance at the
Board to provide a short presentation about the Strategy and how this will be
implemented from Quarter 1.

Patient Experience and Involvement Strategy
2014 - 2017
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Karen Dowman - Chief Executive

Our aim is to ensure that the services we provide are of high
quality and that they are delivered in a comfortable, caring,
compassionate and safe environment. Moreover, the Strategy
sets out how staff can involve patients, carers and their families
in the delivery and development of services. Their essential
knowledge and rich source of feedback about their experiences
are essential. The vision for this strategy is to achieve coproduction, which is why we have set out the principles of “the
ladder of participation” which identifies goals to work
towards. We are grateful to Changing Our Lives who
have co-produced this document.

Patient Experience and
Involvement is an extremely
important and valuable
resource to the Black Country
Partnership NHS Foundation Trust.
The Trust has built a good reputation
of involving service users and carers
over the years. That is why, more
than ever, it is essential that the Trust
develops an overarching plan for staff
to work towards ensuring we continue
to deliver on this key objective,
especially with the introduction of
the Friends and Family Test, and
the continued expectations of how to
measure good patient experiences.

1.Foreword

Patient experience is as important
to service users, carers and their
families as clinical effectiveness
and safety. Service users want to
be supported and listened to so
that they can make decisions and
choices about their care.
The Quality Strategy describes
that the Trust’s goal is to “provide
high quality care, in the right place,
at the right time”. It defines quality
as ensuring that people who use
services have a good experience.

Safety (the safety
of treatment and
care provided to
patients)

Patient Experience
(the overall
experience for
patients)

Clinical Effectiveness
(effectiveness of the
outcome of care)

Lord Darzi’s report High quality care for all (2008) highlighted the importance
of the entire patient experience within the NHS, ensuring people are treated
with compassion, dignity and respect within a clean, safe and well-managed
environment.

The White Pa
Paper, Equity and excellence: Liberating the NHS, set out
the Governme
ment’s vision of patients and the public being at the heart
of the NHS. Ce
Central to delivering this vision is ensuring that all patients
are fully involved in
n decisions about their own care and treatment so that the
principle of shared de
decision-making - “no decision about me, without me” becomes the norm aacross the NHS. Department of Health 2012

The aim of the Patient Experience and Involvement Strategy is to develop
and support a culture that places the quality of the patient experience at
the very heart of all that we do, following the principle of “no decision made
about me, without me”.

Pati
Pa
tien
ent Inte
terv
te
rview
w

“Dur
“D
uring my inur
npati
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ay
staff
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neve
ne
ver labe
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d me aass an
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This strategy outlines some of the
positive ways in which we have already achieved this and how we can
continue to build on these foundations and implement them throughout
the organisation. This document highlights how staff can involve service
users, carers, and their families and discuss ways in which feedback can be
received and will also show service users, carers and their families how they
can become involved.

To ensure people have a good
patient experience, we will develop
a cycle of continual listening,
learning and service improvement;
working together with our service
users to ensure that the valuable
feedback from their experience is
routinely captured and put to use
effectively.

This Strategy sets out the Trust’s approach to developing and improving the
way we measure, capture and improve patient experience for those involved
with services provided by Black Country Partnership NHS Foundation Trust.

Black Country Partnership NHS Foundation Trust’s (BCPFT) vision is to improve health and wellbeing for people of all ages across the Black
Country. In Sandwell and Wolverhampton, we care for and support people of all ages who have mental health needs. We provide a range of
specialist health services for people with learning disabilities in Dudley, Walsall, Sandwell and Wolverhampton. We also provide community
healthcare services for children, young people and families in Dudley. We are committed to ensuring that service users, carers and their families
are involved in developing, planning and monitoring services.

2. Introduction

Non
Participation

n

Patients consulted with and
asked their opinions. These
opinions are taken into
consideration

Active

n

Divisions

Currently we provide:
t PLACE Assessments
t Acute Care Forum
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Currently we provide:
t Patient Councils
in the Learning
Disabilities and
Mental Health
Divisions

Currently we provide:
t Expert by
experience
meetings
t Membership
events

Patients drive meetings
and activities. They make
decisions that are acted upon
by the Trust

The Trust set up meetings
and activities with patients
and carers that enable shared
decisions.

Co-production

Patients attend meetings
about them and have no
say about decisions made.
The patients presence is not
adding value.

Consultation

The idea for working in this way has come from
our partners Changing Our Lives, who run
Making Our Voices heard and work
with the Trust to ensure patient
voices and experiences
are heard in our services.
They carry out quality life
reviews and a range of other
services.

Co-production is about working with people as experts in
their own experience, so they can play an equal
role in the design of a piece of work before the
work is rolled out. The Trust recognises that our
work will be at different levels on the ladder at
different times, but acknowledges that the top of
the ladder is the main goal.

Below is an illustration based on the ladder of participation. The
ladder is aspirational; movement up the ladder shows greater
degrees of participation and ultimately co-production. Co-production
involves working together with people as equal partners in the design,
delivery and evaluation of work. It is moving beyond “consultation”
where people’s views can be easily disregarded, and beyond “active
participation” where people participate in something that is already
decided or formed.

Current Position

NHS Operatin
ng Framework 2012/2013

“NHS organ
anisations must actively seek out, respond
positively
ly aand improve services in line with patient
feedback.. This includes acting on complaints, patient
comments, loca
cal and national surveys and results from ‘real
time’ data techn
hniques”

There are a number of national policy drivers requiring
healthcare organisations and professionals to continually
measure and improve patient experience. The aim is to provide
a patient-centred healthcare service which meets the physical
and emotional needs of the population. The NHS Operating
Framework 2012/13 specifically states that the NHS should collect
and use patient experience information in real time and use it for
service improvements.

Government policy has placed emphasis on the importance
of personalising services, particularly within healthcare, where
patient experience is
“Patie
ients are actively involved
recognised as an equal
in mak
aking decisions about their
partner to safety and
care,
and supported to make
an
effectiveness in achieving
fully
inform
rmed choices that reflect
quality, underpinned by
what is im
important to them”
national initiatives such
as National Institute
for Health and Clinical
NICE 2011
Excellence (NICE) who
published guidance on
improving the experience
of care for people using
adult mental health services.

3. National Context

The NHS Constitution (2013), the
Outcomes Framework (2012-2013)
and NICE (2011) reinforce the need
for patient centred care.

In light of the publication of the
Winterbourne View and the
Francis report, the need for patient
experience and engagement is high
on the agenda.

The NHS Confederation 2010 have identified the need for improved patient
experience and improved health outcomes.

6

The Care Quality Commission recommends effective involvement with
people who use services (CQC 2013) and promote user involvement based
on human rights, equality and in valuing what people say.

The NHS Constitution

“The N
NHS belongs to the
people
le… It touches our lives
at tim
imes of basic human need,
when car
are and compassion are
what mat
atter most.”

The mid-Staffordshire NHS Foundation Trust Inquiry (Francis, 2013) also
emphasises a change in culture, including a refocusing and recommitment
from all NHS staff to put the patient first and to promote a common, patientcentred culture and fundamental standards of care.

The NHS Outcomes Framework is structured around five domains, which
set out the high-level national outcomes that the NHS should be aiming to
improve. One of the domains is about ensuring that people “have a positive
experience of care”.

The purpose of the NHS Outcomes Framework is to provide a national level
overview of how well the NHS is performing, to provide an accountability
mechanism between the Secretary of State for Health and NHS England;
and to act as a catalyst for driving quality improvement and outcome
measurement throughout the NHS by encouraging a change in culture and
behaviour.

“We have a
alway
ayss be
been
en
treated wi
with dig
igni
nity
ty and
nd
respect – the
e staff
aff e
emp
mpow
ower
ered
ed
us and we ha
have bee
een fu
ee
fully
y
involved in mu
mum’ss tr
treatm
tmen
ent”
t”

Francis Report (2013)

“Clarifying va
values based on feedback from service users and
staff and the rresponsibility for, and effectiveness of, healthcare
standards: Patient feedback through compliments, concerns and
complaints to be u
used at all levels of the organisation to ensure staff are
aware of the impac
act of attitudes, behaviours and poor communication
has on service users and their families”.
ha

Francis (2013) identified the need for creating the right culture and putting
service users first.

Leadership for this strategy and patient involvement and implementation is
led by BCPFT Board, Executive Director of Nursing and Medical Director
supported by the Deputy Director of Nursing and a Divisional Director from
each division.

The strategy underpins the Trust’s
Vision and Values and supports the
delivery of the key objectives. It
will provide a framework to ensure
that every voice is heard, individual
choice and wellbeing is promoted and people are enabled to have the best
experience of our service.

The Government signalled in
its White Paper “Equity and
Excellence: Liberating the NHS”
(2010) that more emphasis needs
to be placed on improving patient’s
experience of NHS care.
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To reduce inequality by recognising diversity and celebrating difference
To improve and promote the health and well-being of local communities
To provide high quality care, in the right place, at the right time
To put people and their families at the heart of care

•

•

•

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive.
Our local communities will value the contribution we make to improving
people’s lives.
We will attract, retain and develop a capable and flexible workforce.

We will achieve our vision and goals through the following strategic
objectives:

fairly, with dignity and respect, appreciating their individuality.

Dignity & Respect – to treat people who use services, carers and staff

Empowerment - to empower people who use services; carers and staff

honesty and openness

Honesty & Openness – to act in a transparent way that supports

The Trust’s collective values are:

to improve health and well-being for everyone.”

The Trust’s vision is “Our community: you matter, we care”, supported
through the Trust’s vision statement: “working with local communities

•
•
•
•

The following four key goals were also agreed:

The Black Country is an ethnically diverse area made up of many different
cultures and backgrounds. Black Country Partnership NHS Foundation Trust
recognises the importance of responding to the diverse range of people we
provide services to. The Trust is committed to providing accessible and
effective services, taking into account the different needs that individuals
within the Black Country have, that support our strapline “Our community:
you matter, we care” and deliver on the key goals set by the organisation.

4. Local Context

•

•

•

•

•

Raising awareness and banishing stigma in the Trust of the potential
contributions of ‘Experts by Experience’
“Nothing about us without us”: a user-focussed monitoring evaluation
of community mental health appointments – presented at the Royal
College of Nursing Conference in September 2013
“We’re Here to Make a Difference”:- Expert by Experience involvement
in a mental health trust – Make a Difference Research and
Development Group – shortlisted for the Nursing Times awards 2013
Design of out-patient evaluation project and delivery of first phase at
Hallam Street Hospital out-patient clinics
Transformation of Hallam Street Hospital Resource Centre

Some of the Make a Difference groups achievements:
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Staff, service user, carer and families stories heard at Board of Directors
and Governance Committee.
Ward walk-arounds by non-executive directors and senior staff.
Concerns, complaints and compliments.
Patient Opinion and NHS Choices.
Cooperate with information requests from Local Healthwatch organisations.
Ad-hoc local feedback systems – many wards and departments have
developed their own systems to receive feedback.
Trust volunteering service.
National Community Survey
Patient Experience quarterly reports will be developed.
Changing our Lives
Make a Difference Group - Experts by experience
Patient Councils
Patient Experience and Involvement (PEI) team hold a database of Experts
by Experience and Volunteers.

What makes us proud are:

•
•
•
•
•
•
•

•
•
•
•
•

•

The Trust has a history of seeking feedback and consulting with users and
stakeholders. Listed below are some of the current feedback methods used:

5. Current position in the Trust

Dragon’s Den event led by Patient Council members in the Gerry
Simon Unit brought about significant improvements to grounds.
The Gerry Simon Patient Council have made significant improvements
to the complaints process by creating an accessible process and
developing direct communication to the PEI Team.
Patient Council at Hallam Street Hospital resulting in a new
working group being established to focus on improvements to ward
environments so they are less clinical.
The Patient Council in Newton House, step-down service has written
a set of meeting standards about what patients expect from meetings.
These have been signed off by the Chief Executive for use across inpatient and out-patient services and are on the Trust website
Patient Council at Hallam Street Hospital are working on the design
and content of a welcome pack alongside the Modern Matron and
Service Manager.
The Newton House and Gerry Simon patient councils carrying out
patient led audits of their units.

•

•
•

•

•

Audits showed that patients did not always understand what medication
they were taking, why they were taking it and the side-effects. An
accessible medication template has been developed that uses pictures
and easy words to tell someone about their medication.
Patients that struggled to identify their bedroom had photographs of
them placed on the bedroom doors and for people who are visually
impaired, a sensory object that the person identifies with is placed on
their door.
Accessible complaints processes developed on units.
Environments across assessment and treatment units and acute mental
health settings have been improved.
Accessible care plans have been developed across the low secure,
step down service and assessment and treatment units

Some of the Changing Our Lives Quality of Health Audit Achievements:

•

•

•

•

•

•

Some of the Patient Council Achievements:

Patient Interview
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“The doctor explained my
mother’s condition, which has
helped me to look after mum”

We will encourage children and young people’s
involvement, and make their participation meaningful, have
their own voice and language will be appropriate.

Carers will be valued in their own right and given the
opportunity to express how their needs as a carer may
differ from the person being cared for.

We will ensure those with language and cultural barriers
will continue to be involved.

The Equality Actt 2010 provides an important legal framework to improve
the experience o
of all service users using NHS services. Protected
characteristics ar
are age, disability, gender reassignment, pregnancy,
maternity, race, religion or belief, sex and sexual orientation.

We will ensure patients in secure settings are engaged
and involved in services.

We will continue to ensure people with learning disabilities
are involved and consulted with through participating
in Patient Councils and working alongside partner
organisations such as Changing our Lives.

People with
Learning
Disabilities

People in
Secure
settings

Older service users, carers and their families will not be
excluded from decision-making.

Older
people and
people with
dementia

Lesbian,
Inclusion of the specific views and involvement of service
Gay,
Bisexual and users from these groups, carers and their families and their
Transgender empowerment will be involved in decision making.

Children,
Young
People and
Families

Carers

Black and
Minority
Ethnic
groups

There are many diverse communities within the Black Country. We have
had some successes in engaging with groups, however we must continue
to improve engagement, particularly in some of the hard-to-reach areas.
We will continue to drive this forward through this strategy. Below are the
challenges we will focus on:

6. Key Challenges

•

•

•

•

Activity groups/
social events
Community
support

Treat as a
d
“person” an
not just a
patient
riate
• Approp
ts
environmen

•

•

•

•

nd
Support a
n for
informatio
ers
service us es
tiv
la
e
carers/r
ation
ic
n
Commu

Hearing
a bout p
os
experie itive
n
c es
• Com
passion
/
empath
y/
encoura
gement

•

To gain insight
into patients’
experiences
To find out what
is working and
what isn’t

•

•

So that best
practice can b
e
shared
So people ca
n
learn from it

•

•
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To employ the
right staff for the
right job
so that treatment
can be tailored
for each person

Why is patient experience important?

Seeing
same p
ers
through on
out
journey

ning to
• Liste
g on
and actin
feedback
nt-led
• patie
meetings

What makes a good patient experience?

A patient experience workshop was held in January 2014, you said:

7. Patient Experience Feedback

6

Framework

t Surveys
t Friends and Family Test
t Patient, carer and staff
stories

We need to understand and
learn from your experience
and will measure individuals
experience by:

Your feedback is important to us, we will collect your
feedback in the following ways:
t Complaints, Concerns and Compliments
t Friends and Family Test
t Mystery Shopper
t Real-time Feedback
t Creative Strategy Group
t Surveys
t Questionnaires

Inv
olvement

Service User,
Carer, Relative,
Staff

Exp

How to involve and capture service user feedback
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Expert by Experience groups
t Creating personalised joint care
plans
t Patient Councils
t Events and local groups
t Patient-led assessments of sites
t Service evaluations and audits
t Participation in Trust meetings

t

Your involvement matters. You can
join us as a member, an Expert by
Experience or a volunteer. You can
get more involved in:

8. Framework for moving forward for our service users, carers, relatives and staff

e
ir ence

t Locally - Patient
facing areas
t Divisional Level
t Board Level

Act to
Improve

t Concerns, Complaints
and Compliments
t Healthwatch
t Patient Opinion and NHS
Choices
Websites Collecting
t National Feedback
Surveys

t Reporting patient
feedback and
improvement data

Measure
and
Disseminate

Understand

Complaints
Friends and Family
Patient and staff stories
Drop-in sessions
t Mystery
Listen and shoppers

t
t
t
t

Feedback will be collected using a number of approaches to ensure all
service users, carers and their families have the opportunity to have their say
about their experience.

9. How will we do this 2014-2015

•

•

•
•

•

•

Listen and
understand

Continue to look at issues that can cause service
users, carers and their families to raise complaints

Feedback will be listened to and used to identify
lessons learned and provide evidence to drive
forward improvement.

8.2 Listen and understand

External sources
Capture all feedback and recommendations found on NHS Choices/Patient Opinion websites in collaboration with the Communications Team.
Maximise the opportunities and benefits of working with Healthwatch,
NHS Choices and Patient Opinion to improve patient experience.

National Surveys
Continue to commission the National Community Survey.
Continuously review the value of the survey as services change and
develop.

12

Concerns, Complaints and Compliments
Provide a streamlined approach to responding to and handling concerns,
complaints and compliments across the Trust.
Capture, record and disseminate data.

Collecting
Feedback

Opportunities for feedback
• Support multiple ways to involve service users,
carers and families when collecting feedback.
• Support divisions (Mental Health, Learning
Disabilities and Children Young People
and Families) in collecting and reviewing
feedback, which will include development of
the Friends and Family Test, national surveys,
questionnaires, real-time feedback, patient, staff
and carer stories and mystery shoppers and
mystery service users.

8.1 Collecting Feedback

The PEI Team will use themes that emerge
to identify opportunities for improvement.
Some feedback will result in rapid and simple
improvement actions, other feedback will require
further planning and this activity will happen at a
variety of levels:

Local action
• Build on and embed learning from the various projects.
• Ensure that staff leaders and service users, carers and their families
have the knowledge, skills and opportunities to undertake local
improvement work.

Act to
improve

The Trust will work with service users, carers and
families to improve services, ensuring they have
the skills and opportunities to do so.

8.3 Action to Improve

Involve local Service User and Carer Groups
• Patient Councils – currently in Learning Disabilities and Mental Health.
• Expert by Experience Groups.
• Increase engagement and involvement activities with these groups to
explore ways of working together to capture patient feedback and to
inform service improvement.

Patient, Carer and Staff Stories
• Build on the use of patient, carer and staff stories to make sustainable
improvements to services. Support Divisions in utilising this rich source
of feedback and powerful influence for behaviour and culture change.

Friends and Family Test
• Friends and Family Test to be rolled out from May 2014.

and work with service users to reduce complaints in a timely and sensitive
manner.

Involve service users, carers and their families to enable patient-centred
service improvement.
Recognise good practice in relation to using patient feedback to improve
patient experience and sharing this practice.

Measure and
disseminate
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•
The reporting of patient feedback and
improvement data from ward and department level
to divisional level will allow benchmarking and
comparison both within the Trust and in comparison
to other NHS health care organisations.

The Trust will share as best practice across the
organisation evidence of improvement gained from
feedback.

8.4 Measure and Disseminate

Board of Director actions
• The Board will agree the priorities for improving patient experience on an
annual basis.
• The Trust will consider opportunities for wider involvement and sharing
learning internally, within the local community and across the NHS.

Divisional action within Mental Health, Learning Disabilities and
Children Young People and Families
• Divisions will work with service users, carers and their families in utilising
feedback. The focus will include reducing the number of complaints and
identifying gaps and recurring themes, along with demonstrating the
impact of improvement activities.
• Ensure high quality action planning in response to complaints,
monitoring actions and sharing learning.

•

•

Mental Health
Quality and Safety

Mental health
Risk and Quality

Learning Disabilities
Quality and Safety

Learning Disabilities
Risk and Quality

Quality and Safety Steering
Group

Quality and Safety
Committee

Board of Directors

The illustration below is a proposed structure of reporting from division up to Board:

10. Governance Assurance Structure for quality and safety

Children, Young
People and Families
Risk and Quality

Children, Young
people and Families
Quality and Safety
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1

•

•

•
•

•

To develop real-time feedback systems for use across the
organisation. Part of this will be continuing with patient, carer
and staff stories and develop a library of short films as a learning
experience for the divisions.
Introducing methods to collect real-time feedback
Ensure systems are in place to support service users, carers and
their families, particularly relevant for those accessing mental
health and learning disability services.
Continue to respond to feedback from NHS Choices and Patient
Opinion.
Develop more ways for service users, carers and their families to
share their views and experiences of services such as network
opportunities, drop-in sessions and web based feedback.

Plan

Information is an important part of service user, carer and families’
journeys and is central to the quality of each person’s experience of
our services.

Collect timely relevant patient experience information

Objective

15

Experience Not Satisfaction
Simply collecting information in itself has no value; it is how the information
is used that matters. Patient satisfaction and the perceptions of the public
are important - the information used to really transform services comes from
the experiences of people using those services. Many of our teams collect
and use feedback to inform service improvement. BCPFT will report on the
nine objective plan.

11. The Nine Objectives Plan

2

By providing information at the right time and in the right format –
service users, carers and their families will feel they are actively
involved in their care with knowledge, understanding and confidence to
make informed decisions about their care and treatment.

Access to information

3

Continue to build on lessons learnt
Set up the “You Said, We Did” posters initiative to inform proactive
service improvement.
Promote concerns, complaints and compliments including providing services with posters – providing information to the divisions,
highlighting themes and trends.
Continue to provide divisions with themes and trends resulting
from concerns, complaints and compliments.
Act on information sources
Roll out the complaints Datix model to divisions to evidence where
actions been taken for a local resolution.

Objective

•
•

•

•

•
•

Plan

Concerns and complaints provide an opportunity for us to put
things right and to learn new approaches in order to improve our
services.

Learning from Concerns, Complaints and Compliments

Objective

•

•

•

•

4

•

•

•

•

The Service User and Carer Involvement Policy to be reviewed in
2014.
To give meaningful customer service – driving a good customer
service through involvement and feedback.
Knowledge of this strategy will be included in staff induction
programmes
To assist in promoting and monitoring Trust behaviours

Plan

All staff have an impact on the experience of service users, carers and
families and it is important that improving patient experience is not just
seen as the job of clinicians but all staff who work for BCPFT.

Increased staff involvement and awareness

Objective

16

To review what patient information in the Trust is currently available and
to include input from service users, carers and families.
Review current systems in place in partnership with the divisions,
establishing what information is most used.
To streamline policies and procedures to assist staff in producing
appropriate information
Set up relevant audits to check information is easy to read and clear

Plan

5

The Patient Experience and Involvement team will continue to promote
the patient experience aspects of their role and will be a central place
for divisions to send feedback. The divisions will be responsible for
reporting, analysing and identifying themes and trends to their quality
committees.

Strengthen patient experience mechanisms

6

Provide a summary of patient feedback activity to the board of
directors, highlighting themes and trends.
Devote time at Board and committee meetings to learn lessons
from patient feedback.
Continue to collect and present patient, carer and staff stories.
The person-centred care domain will include metrics to support
privacy, dignity and respect, patient involvement, identifying and
responding to diversity, professional and considerate behaviour,
positive attitude and communication styles.

Objective

•
•

•

•

Plan

The Francis Inquiry (2013) sets out the importance of good quality
board of director leadership and the importance of actively listening to
real-time patient experience feedback.

The Trust Board will play an active role in advocating improvements in
patient experience.

Continuously improve leadership

Objective

•

•

•
•

•
•

7

The amount of involvement service users, carers and their families
have in terms of patient experience varies from person to person. A
range of options will be offered to those people who wish to use their
experience to influence service improvements and to access views of
current users of our services as an “Expert By Experience”.

Review systems and processes that link service users, carers
and families with teams trying to make service improvements

Objective

PEI team will report to the Quality and Safety Committee.
The Quality and Safety Committee will report to the board of
directors and will include a summary of feedback activity.
Improvements will be identified as a result of feedback received.
Patient, carer and staff stories will set the theme and agenda for
the Trust Board and Quality and Safety Committee meetings.
Build on existing work with divisions to further develop robust
systems and processes for gaining both quantitative and
qualitative feedback from service users, carers and their families.
This means gathering lots of information on how people feel about
services, collating information in order to benchmark services,
measuring performance and informing commissioners about
service quality.
We will develop and roll out the Friends and Family Test from
2014.

Plan
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•

•

8

• Issues raised by service users, carers or families should be dealt
with promptly and efficiently to include steps to be taken to locally
respond to ideas or rectify issues to the satisfaction of those involved

Divisions identify opportunities for improvement

Objective

Ensure that we have a fair and robust system for service users and
carers to be involved in the Trust which we will continue to review and
develop.
Ensure that there is a patient experience contact in each division that
links with the PEI team to ensure service users are involved in various
activities such as being on interview skills etc.
Continue to review the structure and format of any Expert by Experience
involvement.
Ensure divisions identify ways to involve service users to support service
developments and improvement.
Ensure regular communication between staff and PEI regarding service
user and carer involvement in BCPFT.
The PEI Team will work collaboratively and meaningful with the
Communications and Membership teams within BCPFT.

The PEI team will liaise with divisions and continue to provide detailed
patient feedback information
Lessons learnt information will be collected and disseminated to the
divisions PEI Team will work with divisions, providing advice and
assisting with the coordination of patient experience improvement
projects

Plan

•

•

•

•

•

•

Plan

•

•

•

•

•

enable them to give us their views.
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The Trust will work closely with local charities,
community and faith groups, and the Equality and
Diversity Team to build and focus on developing
relationships with BME and LGBT communities
and to ensure all involvement activity is
inclusive.
To obtain support of key clinical staff
within the divisions to implement the
Triangle of Care model and ensure
carers are an integral part of our
service. The Triangle of Care is a
therapeutic alliance between service user, staff
member and carer that promotes safety, support as recovery and
sustains wellbeing.
To develop modern and accessible ways to communicate with, inform
and involve children, young people and their families.
Methods of communication and involvement activities to be
developed that engage with older people and people with dementia in
meaningful ways, taking into account specific conditions. Appropriate
communication tools will need to be developed that will enable people to
express their needs in creative ways.
To engage with people in secure settings and to ensure people in this
group have the same opportunities for communication and involvement.
To continue to support people with learning disabilities using specific
approaches, such as through Changing our Lives, Patient Councils
and advocacy services, to provide people with the additional support to

Plan
•

9

To identify specific barriers to communication and engagement and
develop a programme to meet the needs of hard-to-reach groups

Engagement with Hard-to-Reach Groups

Objective

The NHS Outcomes Framework Domain 4 (2013-2014)

National Institute for Health and Care Excellence, Clinical Guideline
CG138 Patient Experience in Adult NHS Services (2011)

The NHS Confederation, “Feeling Better? Improving Patient Experience in
Hospital” (2011)

Care Quality Commission, “Raising Standards, Putting People First”
(2013-2016)

Department of Health, “Equity and Excellence: Liberating the NHS” (2010)

Department of Health, “Liberating the NHS: No Decision About Me,
Without Me” (2012)

Government Equalities Office, “The Equality Act - Guidance” (2010)

Department of Health, “The Operating Framework for the NHS in
England” (2012-2013)

The Mid-Staffordshire NHS Foundation Trust Public Inquiry, Robert
Francis QC (2013)

Department of Health, “High Quality Care for All”, Lord Darzi (2008)

BCPFT, Quality Strategy, (2012-2014)

Ashford and St Peter’s Hospital NHS Foundation Trust, “Strategy for
Improving Patient Experience” (2013-2018)

Carers Trust “The Triangle of Care – Carers Included: A Guide to Best
Practice in Acute Mental Health Care” 2013

•

•

•

•

•

•

•

•

•

•

•

•

•

An Implementation plan will be developed to accompany
this document.

The NHS Constitution, “The NHS Belongs to Us All” (March 2012)

•

12. References

19

Patient Experience and Involvement Team
Delta House
Delta Point
West Bromwich
B70 9PL
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2
2.3

Executive Summary
The Audit Committee reviewed proposed amendments to its terms of
reference at its meeting in March 2014 and at its meeting in April 2014
agreed the amendments to be submitted to Board for approval.
The terms of reference are attached with amendments highlighted.
The amendments proposed are in accordance with the NHSFT Code of
Governance and the NHS Audit Committee Handbook.
The primary amendment relates to the membership of the committee which
now excludes the Chairperson of the Trust; this is in support of the
principle of independence.
In addition an additional requirement for the committee to report to the
Assembly of Governors is proposed acknowledging the Assembly’s duties
in respect of the external auditors and in holding the Non-Executive
Directors to account for the performance of the Trust.

Audit Committee
ProposedTerms of Reference
‘Reference to “the committee” shall mean the Audit Committee. Reference to “the
board” shall mean the Board of Directors.
1

Membership

1.1

Members of the Committee shall be appointed by the board, on the
recommendation of the Nominations Committee (NED led). The
Committee shall be made up of not less than 3 members.

1.2

All members of the Committee shall be independent non-executive
directors at least one of whom shall have recent and relevant financial
experience.

1.3

The Chairman of the board may not be a member of the Committee, but
may attendnot chair its meetings as an observer only, or on invitation by
the committee or committee chair.

1.4

The board shall appoint the Committee Chairman who shall be an
independent non-executive director, but not the Chairman of the Trust
nor the Senior Independent Director. In the absence of the Committee
Chairman and/or an appointed deputy, the remaining members present
shall elect one of themselves to chair the meeting.

1.5

Only members of the Committee have the right to attend Committee
meetings. However, other individuals such as the Chief
ExecutiveOfficer, Director of Resources (Finance), and other executive
and board level directors and senior managers, internal audit, the Local
Counter Fraud Specialist , representatives from the finance function and
other compliance functions shallmay be invited to attend all or part of any
meeting as and when appropriate.

1.6

The external auditors will be invited to attend meetings of the Committee
on a regular basis.

2.0

Secretary to the Committee

2.1

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

3.0

Quorum

3.1
3.2

The quorum necessary for the transaction of business shall be 2
members.
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.

4.

Frequency of Meetings

4.1

The Committee shall meet not less than three times a year at appropriate
times in the reporting and audit cycle and otherwise as required.

4.2

The External Auditor or Head of Internal Audit may request a meeting if
they consider that one is necessary.

5.

Notice of Meetings

5.1

Unless otherwise agreed, 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 and all other non-executive directors, no later than 5 working
days before the date of the meeting.

5.2

Supporting papers shall be sent to Committee members and to other
attendees as appropriate at the same time.

6.

Minutes of the Meetings

6.1

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

6.2

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

6.3

Minutes of the Committee meetings shall be circulated promptly to all
members of the Committee and, once agreed to all members of the
board.

7.

Duties

7.1

Governance, Risk Management and Internal Control

7.1.1

The committee shall review the establishment and maintenance of an
effective system of integrated governance, risk management and internal
control, across the whole of the Trust activities that supports the
achievements of the Trusts objectives. In particular the Committee will
review the adequacy of:

7.1.1.1 all risk and control related disclosure statements (In particular the Annual
Governance Statement and declarations of compliance with the
standards of registration with, and issued by the Care Quality
Commission), together with any accompanying Head of Internal Audit
statement or opinion, external audit opinion or other appropriate
independent assurances, prior to endorsement by the Board.
7.1.1.2 the underlying assurance processes that indicate the degree of the
achievement of corporate objectives, the effectiveness of the
management of principal risks and the appropriateness of the above
disclosure statements.
7.1.1.3 the policies for ensuring compliance and relevant regulatory, legal and
code of conduct requirements.
7.1.1.4 the policies and procedures for all work related to fraud and corruption as
set out in Secretary of State Directions and as required by NHS Protect,
the Counter Fraud and Security Management Service.
7.1.1.5 In carrying out this work the committee will primarily utilise but not be
limited to the work of Internal Audit, External Audit and other assurance
functions. It will also seek reports and assurances from directors and
managers as appropriate, concentrating on the overarching systems of
governance, risk management and internal control, together with
indicators of their efficiencies. This will be evidenced through the use of
an effective Assurance Framework to guide its work and that of the audit
and assurance functions that report to it.
7.2

Internal Audit
The Committee shall:

7.2.1

monitor and review the effectiveness of the Trust’s internal audit
function in the context of both the Trust’s overall risk management
system and mandatory NHS Internal Audit Standards for the provision of
independent assurance to the Audit Committee, other sub committees of
the board, the Chief Executive, and the Board.

7.2.2

consider and approve the remit of the internal audit function and ensure
it has adequate resources and appropriate access to information to
enable it to perform its function effectively and in accordance with the
relevant professional standards. The committee shall also ensure the
function has adequate standing and is free from management or other
restrictions;

7.2.3

review and approve the annual internal audit plan; ensuring this is
consistent with the needs of the organisation as identified in the
Assurance Framework.

7.2.4

review promptly all issues arising from the internal auditors and
review and monitor management’s responsiveness to the findings and
recommendations of the internal auditor; and

7.2.5

meet the Head of Internal Audit at least once a year, without
management being present, to discuss their remit and any issues arising
from the internal audits carried out. In addition, the Head of Internal Audit
shall be given the right of direct access to the Chairman of the board and
to the Committee.

7.2.6

approve the appointment and removal of the internal auditor, where this
is outsourced, and the Head of Internal Audit, where provided directly by
the Trust

7.3

External Audit
The committee shall:

7.3.1

consider and make recommendations for the approval of the Assembly of
Governors, in relation to the appointment, re-appointment and
termination of the External Auditor to the Trust.

7.3.2

oversee the selection process, as approved by the Assembly of
Governors, for new auditors

7.3.3

be responsible for conducting any investigation into either the
performance or resignation of the external auditor and make

recommendations on any action required to the Board, and to the
Assembly of Governors for approval.
7.3.4

oversee the working relationship with and effectiveness of the external
auditor, including (but not limited to):

7.3.4.1 reviewing and monitoring the performance of the External Auditor with
due regard to “The Audit Code for NHS Foundation Trusts” as issued by
the Independent Regulator of NHS Foundation Trusts and as may be
amended from time to time
7.3.4.2 discussion and agreement with the External Auditor, before the audit
commences, of the nature and scope of the audit as set out in the Annual
Plan
7.3.4.3 discussion with the External Auditors of their local evaluation of audit
risks and assessment of the Trust and associated impact on the audit
fee.
7.3.4.4 review all External Audit reports, including agreement of the annual audit
letter before submission to the Board and Assembly of Governors, and
any work carried outside the annual audit plan, together with the
appropriateness of management responses.
7.3.4.5 Satisfy itself that there are no relationships (such as family, financial,
investment, employment, commercial or business) between the external
auditor and the Trust.
7.3.4.6 review any representation letter(s) requested by the external auditor
before they are signed by management
7.3.4.7 review the management letter and management’s response to the
auditor’s findings and recommendations
7.3.4.8 develop and implement a policy on the supply of non-audit services
which may be provided by the external auditor, taking into account any
relevant ethical and professional guidance on the matter
7.3.4.9 meet with the external auditor at least once per year without
management being present
7.3.4.10seeking to ensure co-ordination of activities with the internal audit
function

7.3.4.11discussing the composition of the audit team deployed and the practice
of rotation employed by the auditor in accordance with professional
guidance.
7.4

Financial Reporting

7.4.1

The Committee shall monitor the integrity of the annual financial
statements of the Trust, including its annual report, and any other formal
announcement relating to its annual financial performance, reviewing
significant financial reporting issues and judgements, which they may
contain.

7.4.2

The Committee shall review and challenge where necessary:

7.4.2.1 the consistency of, and any changes to, accounting policies both on a
year on year basis and across the Trust.
7.4.2.2 the methods used to account for significant or unusual transactions
where different approaches are possible;
7.4.2.3 whether the Trust has followed appropriate accounting standards and
made appropriate estimates and judgements, taking into account the
views of the external auditor.
7.4.2.4 the clarity of disclosure in the Trust’s financial reports and the
context in which statements are made;
7.4.2.5 all material information presented with the financial statements, such as
the operating and financial review and the corporate governance
statement (insofar as it relates to the audit and risk management);
7.5

Local Counter Fraud Specialist (LCFS)
The Committee shall review and challenge as necessary the policies and
procedures for all work related to fraud and corruption as set out in
Secretary of State Directions and as required by the “NHS Protect”, and
in particular shall:

7.5.1

consider the remit of the LCFS and ensure (where possible) it has
adequate resources and appropriate access to information to enable it to
perform its function effectively and in accordance with the standards
within the Counter Fraud and Corruption Manual.

7.5.2

ensure the LCFS function has adequate standing and is free from
management or other restrictions.

7.5.3

receive regular briefings to inform it of work being undertaken within the
Trust.

7.5.4

ensure the Chair of the Audit Committee is available to meet with any
Quality Assurance Team during any Quality Inspection.

7.5.5

ensure that the LCFS has the right to reasonable access to the Chair of
the Audit Committee of the Trust when the LCFS considers this to be
necessary.

7.6

Quality Reporting and Accounts
The Committee shall review and challenge the integrity of the Annual
Quality Report/Accounts of the Trust, and in particular shall:

7.6.1

challenge whether the application of relevant policies has been
adequately adhered to

7.6.2

review and challenge the clarity of disclosure in the Reports/Accounts
and the context in which statements are made

7.6.3

review the external assurance of the Quality Reports/Accounts as
provided by the external auditor

7.7

Provider license obligations

7.7.1 The Committee shall review submissions to be made to “Monitor”, the
health sector regulator, in accordance with its prescribed licensing regime,
and shall as necessary report on any key matters included in or arising
from such submissions to the Board of Directors.
8

Reporting Responsibilities

8.1

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

8.2

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

8.3

The Committee shall report to the Assembly of Governors on relevant
audit matters including but not limited to any recommendations made to
the Board of Directors in accordance with paragraph 8.2 above

8.43

The Committee shall compile an annual report on its activities for inclusion
within the Trust Annual Report.

9

Other Matters
The Committee shall:

9.1

have access to sufficient resources in order to carry out its duties.

9.2

be provided with appropriate and timely training, both in the form of an
induction program for new members and on an ongoing basis for all
members;

9.3

give due consideration to laws and regulations, and other corporate
governance guidance.

9.4

assure itself on the co-ordination of the internal and external auditors;

9.5

review its own performance and terms of reference to ensure it is
operating at maximum effectiveness and recommend any changes it
considers necessary to the board for approval.

9.6

liaise with other board sub-committees to ensure their views are taken
into account in the review of the assurance and internal control framework
and the formation of the Internal Audit Plan.

10.

Authority
The Committee is authorised:

10.1

to seek any information it requires from any employee of the Trust in order
to perform its duties;

10.2

to obtain, at the Trust’s expense, independent legal or other professional
advice on any matter within its terms of reference; and

10.3

to call any employee to be questioned at a meeting of the Committee as
and when required.
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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
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That the Board note the contents of this report
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Executive Summary
Financial, Information Performance and Workforce performance for the period ending
31st March 2014.
Finance:
As at the end of March 2014 the Trust is reporting a continuity of service risk rating of a
4 and financial risk rating of a 3 in line with plan.
The Trust has achieved £0.5m above the planned Earnings before Interest, Tax,
Depreciation and Amortisation (EBITDA), but due to impairments following the full
revaluation of assets (£1.9m) and the restructuring provision (£1.1m) there is a reported
deficit of £0.8m.
CIP achievement for 2014/15 is over plan by £0.45m. With the split of achievement
being 80% recurrent 20% non-recurrent.
Performance:
All monitor performance indicators are within target for month 12
Numbers of Delayed transfers of care have been maintained under the required
=<7.5%. There is seasonal trend of increasing delays around the end and beginning of
the financial year which could be used in future for panning purposes to avoid breaching
the =<7.5% target.
Performance with regard to 7 day follow ups has improved during March and has met
the target of 95%.
12 Month formal review has met the target of 95% with a small margin of 0.2%.
Performance in this area requires a remedial plan.
Workforce:

Attendance at the Annual mandatory training day has fallen below the target figure. A
new robust process for managing non-attendance and multiple non-attendances has
been implemented.
The Trust’s appraisal period of February – May is currently in place, with the Trust
currently at 35.1%.

FINANCIAL DASHBOARD - March 2014
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

4.12

4.30

3.80

0.32

-0.18

Liquidity Rating

3.00

12.83

7.36

0.00

-9.83

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)

110.64%

110.71%

100.00%

10.64%

(0.08%)

↓

5

5

5

Underlying Performance
(EBITDA Margin %)

4.71%

4.69%

4.31%

0.40%

0.01%

↑

2

2

2

Financial Efficiency 1
Net Return After Financing %

4.93%

5.13%

3.88%

1.05%

(0.20%)

↓

5

5

5

Financial Efficiency 2
I&E Surplus Margin %

2.11%

2.16%

1.59%

0.53%

(0.05%)

↓

4

4

3

Liquidity Ratio (Days)

33

43

38

(6)

(10)

↓

4

4

4

3.80

3.80

3.60

3.00

3.00

3.00

Change in Month

Weighted Year to Date Financial Risk Rating
Over riding rating

Year to Date Position Compared to Annual Plan & M11 Forecast

Year to Date Financial Position (£,000)

Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

Previous
Variance to
Plan

Healthcare Revenue

98,488

97,062

1,427

1.47%

979

448

↑

98,459

29

↑

Other Revenue

4,128

3,462

666

19.24%

447

219

↑

3,889

239

↑

Employee Expense

(76,516)

(76,639)

123

0.16%

(161)

284

↑

(77,363)

847

↑

Non Pay Expense

(21,270)

(19,518)

(1,752)

(8.97%)

(840)

(912)

↓

(20,733)

(537)

↓

EBITDA

4,831

4,366

464

10.64%

425

39

↑

4,253

578

↑

Operating Expenses Excluded from EBITDA

(2,746)

(1,791)

(955)

(53.31%)

112

(1,067)

↓

(1,685)

(1,061)

↓

Surplus / (Deficit) From Operations

2,085

2,575

(490)

(19.04%)

537

(1,027)

↓

2,568

(483)

↓

Non Operating Income & Expense

(972)

(947)

(25)

(2.61%)

33

(58)

↓

(911)

(60)

↓

Surplus / (Deficit)

1,113

1,628

(515)

(31.64%)

570

(1,085)

↓

1,657

(544)

↓

Impairment Losses & Gains / Losses on Disposal

(1,947)

0

(1,947)

0.00%

(9)

(1,937)

↓

(1,690)

(257)

↓

Surplus / (Deficit) for FRR

(834)

1,628

(2,462)

(151.19%)

561

(3,022)

↓

(33)

(800)

↓

Change in Variance

Forecast
Reported
M11

Variance to Forecast

Comments:
Revenue:
Additional £2,093k 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 £229k. The Trust has also received an
additional £800k of revenue for Education and Training services provided which offsets with increase pay and non pay expenditure, £491k contract variation with Sandwell and West Birmingham CCG, receipt of £100k
funding from Dudley and Walsall Mental Health Trust to pay for Oasis support costs which we paid on there behalf also in January (see non clinical supplies) and then additional monies has also been received from
various commissioners to support specialing levels across inpatient units , support in running waiting list initiatives and projects to over come winter pressures.
The additional income received in month compared to month 11 forecast is from Health Education West Midlands for various training schemes and projects the Trust is currently involved with.
Employee Expenses:
Employee expenses is £123k 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 paid 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.
The reduction in pay costs between lasts months forecast and the year end outturn is due to a reclassification of the provision for Corporate restructure to be coded as restructuring within the operating expenses
excluded from EBITDA.
Non Pay Expenses:
Non Pay expense is above plan by £1,739k the three main reasons for this is due to increase drug expenditure for Nacro recharge £229k (see revenue comment above), Non clinical supplies expenditure is greater then
plan by £227k this is due to payment of Oasis support £100k (see revenue comment above), increase in legal costs in relation to a number of employment tribunals on-going currently and an increase in training and
education costs in line with additional revenue received. Receivables are a £1m greater then plan due to providing for a year end provision for bad debt of £1.200k
The £524k movement from forecast is driven by the increase in bad debt provision and training and education expenditure.
Impairment Losses & Gains / Losses on Disposal:
Following the district values report on the value of Trusts assets a technical accounting adjustment has occurred resulting in an impairment of £1,947k

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

Normalised - Year to Date Surplus
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Trust Cost Improvement Plan - Cost Type
Vacancy management savings classed as recurrent
Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

5,493

4,935

559

11.32%

111.32%

Drugs

70

85

(15)

(17.65%)

82.35%

Clinical Supplies

0

53

(53)

(100.00%)

0.00%

Non Clinical Supplies

1,608

1,643

(35)

(2.13%)

97.87%

Total

7,172

6,716

455

6.78%

106.78%

Recurrent (PYE)

5,619

5,343

277

5.18%

105.18%

Non Recurrent

1,552

1,373

179

13.03%

113.03%

Total

7,172

6,716

455

6.78%

106.78%

% of Operating Expenditure

7.33%

6.98%

0.35%

5.00%

104.67%

Pay

RAG Rating

Trust Cost Improvement Plan - Scheme
Year to Date
Actual

YTD Plan

Variance to
Plan

% Variance
to Plan

675

444

231

51.91%

151.91%

Financial & Budgetary Controls

4,782

3,679

1,102

29.97%

130.00%

Infrastructure & Procurement

546

1,320

(774)

(58.63%)

41.37%

Service redesign & Transformation

861

1,224

(363)

(29.63%)

70.37%

Productivity & Service Line Management

308

50

258

516.00%

616.00%

7,172

6,716

455

6.77%

106.79%

Workforce, Pay & Conditions

Total

CIP Achievement
£,000
8000
7000
6000

5000
4000
3000
2000

1000
0

RAG Rating

CIP Achievement Non
Recurrent
CIP Achievement Recurrent
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Service Line Reporting

Learning
Disabilities

Mental
Health

CYP&F

Total

Income

20,413

60,478

21,726

102,617

Direct Costs

15,081

43,227

16,693

75,000

Indirect Costs

2,960

5,848

2,358

11,165

18,040

49,075

19,051

86,166

Contribution

2,373

11,403

2,675

16,451

Overheads

2,543

7,334

2,800

12,677

EBITDA

(170)

4,069

(125)

3,774

EBITDA Margin%

-0.8%

6.8%

-0.6%

3.7%

Depreciation

261

1,333

96

1,690

Dividend on PDC

90

353

15

458

Interest Receivable

(8)

(22)

(8)

(38)

Interest Payable

50

500

1

551

Profit/Loss on Fixed Assets

2

5

2

8

Impairment of Fixed Assets

99

1,774

65

1,939

Surplus/(Deficit)

(664)

126

(295)

(834)

Surplus/(Deficit)%

-3.3%

0.2%

-1.4%

-0.8%

Division

Total Direct&Indirect Costs
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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

59.17

53.77

51.33

15.27%

10.05%

↑

Cash

14.01

12.32

11.54

21.40%

13.73%

↑

Receivables

6.14

7.84

4.75

29.26%

(21.67%)

↓

Payables

19.32

16.69

14.70

31.43%

15.76%

↑

Key Performance Indicators

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

Current Month

Previous Month

35.96%

32.03%

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

3.11%

Provision for Bad Debt

£1.17m

Change in Month
Favourable/(Adverse)
(3.93%)

↑

3.02%

(0.09%)

↑

£0.67m

(74.63%)

↑

Capital and Cash Graphs

Trustwide Performance Report - March 2014
National Priorities and Targets

Notes:
- CPA 12 month Formal Review: Quarter 4 Performance to date is 95.2% against a target of 95%. This is low when compared to similar
periods although the target has been met.
-CPA 7 Day Follow up= Quarter 4 Performance to date is 97.4% against a target of 95%- 1 fail for Sandwell was recorded in the month of
March.
-Delayed Transfers of Care - Quarter 4 Performance to date is 6.2% against a target of <=7.5%, data does show a pattern of increasing
delays at this time of year beginning to reduce during Q1 of the following year. It has been agreed to have more detailed discussions at the
contract review meetings with regard to Delayed transfers of care to consider remedial action and accountability.
-Early Intervention new cases YTD are currently 108 against a target of 97 resulting in performance of 111.3%.

WORKFORCE INFORMATION
March 2014
Sickness
Turnover
Annual Mandatory Tng
Appraisal compliance
Staff In Post

5.4%
14.9%
88.4%
35.1%
90.6%

>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
The sickness absence rate rose slightly with the rate for February being 5.4%. Absence Management
Training for Managers continues, with the aim of developing skills and confidence in the management
of sickness absence. A further review of the Sickness Absence Policy is being undertaken.
During March the rolling 12 month compliance rate for the annual mandatory training day fell further
below the 95% target to 88.4%. Concerns have been raised in relation to the continued high levels of
non attendance. To tackle this a new approach for addressing and preventing non-attendance was
proposed and agreed by the Workforce Development Group, and implementation is now underway.
Key aspects of this proposal include all apologies and DNAs within a month of the training taking place
being reported and followed up as non-attendances; weekly non-attendance information going to
managers for follow up; and monthly review and active follow up of multiple non-attenders.
With the implementation of centralised booking 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
March 2014 was 57.4% and for Three Yearly Mandatory training it was 63.4%.
The Trust’s appraisal period is February to May. For monitoring purposes, the percentage compliance
rate was re-set at zero at the beginning of February, with the target being 95% compliance by the end
of May. The Trust’s current compliance rate is 35.1%. Divisions and Corporate have plans in place to
ensure appraisals are completed within the timescale. A new recording and reporting methodology, is
now in use. This provides managers and Divisions the ability to record appraisals directly, and access
reports to give an up to date picture of compliance.
The vacancy rate as a % of the budgeted establishment continues to be just below 10% at 9.4%.
Significant recruitment activity continues to help reduce this.
Total bank and agency spend in March was £706,762, with £460,891 of this being on agency. Agency
spend continues to be high with £143,346 (31.1%) being on Medical and £69,439 (15.01%) being in
Corporate.
Corporate Directorates and Operational Divisions
In February sickness absence was above the 4.5% target in all Divisions except for the Medical Division.
There has been a drop in the annual mandatory training day compliance rate in March with all
Divisions failing to achieve the 95% compliance rate.
76.46% (£352,388) of all Agency spend was in the Mental Health Division with £143,346 of this being
on Medical Staff.

March 2014 Trust KPI Information
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QUARTERLY WORKFORCE INFORMATION
QUARTER 4 – HIGHLIGHTS
The workforce graphs are based on the quarter January 2014 – March 2014 (unless otherwise
stated).

Highlights:
Graphs 1 – 2, relating to recruitment, are based on the previous six months October 2013
to March 2014
The Trust’s ethnic profile (graph 3) shows that the Trust is more than reflective of the
local BME population with staff from a BME background equating to 27%. The 2011
census indicates that the combined BME population for Sandwell, Wolverhampton,
Dudley and Walsall is 22.86%. For bands 7 and above, however, the rate drops to 14.3%.
It is, however, more than reflective of the national ethnic profile.
Graph 5 shows that the total number of new disciplinaries received within the quarter is
4. This is a considerable reduction on previous quarters showing an improvement in
performance and management of people and cases. 50% of the cases are BME, however,
statistically it is very small numbers such that any increases or decreases will alter the
ethnicity percentages radically.
In graph 6 it can be seen that 2 members of staff were placed at risk during the quarter
due to Organisational Change, resulting in one redundancy and one redeployment.
Although increasing, Local Induction checklist completion figures (graph 7) continue to be
disappointing.
Following the launch of the new Trust Induction, at which the majority of employees
commence their employment, Induction attendance has significantly improved. Graph 8
shows the attendance figures for staff who have attended Trust Induction in the last 12
months with the Learning Disability and Mental Health Divisions achieving 100%
attendance. The compliance rate in the Children’s Division is 77.2%. This is due to 11
Student Health Visitors, who commenced their employment in January, being unable to
attend as the Induction dates coincide with dates on which they have to attend
University. They are due to attend in May.

Workforce and Learning and Development Quarterly Board Report – Quarter 4 2014
Graph 2 Number of Posts Advertised Per Month
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Not applicable

Executive Summary
1.0 Introduction
This report sets out a summative review of incidents linked 5 key quality indicators as set out in the Quality
Governance Strategy 2014 -16 Priority Quality Targets. These are:
•
•
•
•
•

Falls
Medication Errors
Confidentiality Issues
Assaults to Staff
Absconds – Formal

The information is presented alongside workforce data, including the uptake of mandatory training, use of bank
and agency staff and complaints received within the location for the specified time period.
The report includes the Trust Wide statistics for each Quality indicators before specifically identifying ‘hotspots’
i.e. a significant rise or indeed fall, in the number of incidents recorded. This will include the likely cause(s)
behind each ‘hotspot,’ i.e. patient factor, caseload mix, increased workload, staff vacancies, skill mix of staff,
use of agency staff, additional staff training/supervision and so on, where this has been a contributory factor as
well as the more usual reasons. Also it includes what action has been taken to address the situation and
where appropriate what lessons have been learned.
Also presented in this report is data for Serious Incidents, Mortality Data, Same Sex accommodation
breaches, Claims status and Inquest verdicts.
2.0 Trust Wide Statistics Trend
The data in the statistical trend graphs demonstrates where the incidents occurred during March 13 to
March 14
3.0 Clinical Quality Indicators
Quality improvement data is provided to Trust Board for the period March 2014.
•
•
•
•
•

Falls – Edward Street, Chance Ward
Medication Errors – Penn, Brook Ward
Confidentiality Issues - Children’s, Young Person and Families Division
Assaults to Staff – Edward Street, Salter Ward
Absconds – Formal - Penn, Brook Ward

4.0 Serious Incident Report
There were 5 Serious Incidents reported to the Area Team during February and none reported during
March 2014
Division
Mental Health
Children’s, Young Persons and Families
Learning Disability

Number Reported
5
0
0

5.0 Mortality Data
Expected Deaths
Unexpected Death
Total

11
13
24

None were reported to the Local Area team (STEIS) during March 2014
6.0 Monthly update on breaches of same sex accommodation
2

There were no breaches of same sex accommodation during March 2014.
7.0 Claims
25
20
4
1
2
4
25

Total No. Outstanding
Employers Liability
Public Liability
Clinical Negligence
Closed - March 2014
New (3 February 2014; 1 March 2014)
Reported to NHSLA
8.0 Inquests
Coroner’s ‘specific’ Verdict
February 14
‘Killed Himself’
Accidental Death
March 14
Natural Causes
‘Killed himself’
Drug related death

No Concluded
1
1
2
1
1

3
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Walsall Learning…

Sutton Drive House

Substance Misuse…

Ridge Hill

Patient's Home (Other)

Pond Lane

Penn Hospital
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Daisy Bank

Penn - Dale Ward

Penn - Brook Ward

Hallam Street Resource…

Hallam Street Newton…

Hallam Street Friar House

Hallam Street…

Hallam Street Abbey…

Macarthur Unit

Heath Lane Penrose

Heath Lane Other

GSC Willow

Gerry Simon Clinic -Other

Gem Centre

Edward Street Therapy…

Edward Street Hospital…

Edward Street Hospital…

Sunflower Centre

Cross Street Health Centre

Brierley Hill H&SCC

Delta Ground Floor

Delta Third Floor

Community

Cleveland House

Penn - Meadow Ward

Hallam Street - Frair House
Home Treatment Team
Blakenhall RC
Penn - Meadow Ward
Community
Community Pharmacy
Corner House
The Croft
Crisis Team
Crisis Team
Delta Second Floor
Brierley Hill H&SCC
Cross Street Health Centre
Halesowen Health Centre
Dudley Learning Disabilities…
ECT - Edward St
Edward Street Hospital…
Edward Street Hospital Salter
Penn - The Groves
Gerry Simon Clinic -Other
GSC Sycamore
Heath Lane Penrose
Patient's Home
Macarthur Unit
Hallam Street Abbey House
Hallam Street Charlemont…
Hallam Street Friar House
Hallam Street Resource…
Penn - Brook Ward
Penn - Dale Ward
New Cross Hospital
Home Treatment Team…
South East CMHT
Daisy Bank
Other
Penn Hospital
Pond Lane
Ridge Hill
Rowley Regis/ Tipton CMHT
Steps to Health
St John's House
Sutton Drive House
Wolves Early Intervention…
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2.0 Trust Wide Statistics

The data in the statistical trend graphs below demonstrates where the incidents occurred during March 13 to
March 14

Medication – Statistical Trend

Medication Errors - Trust by Location for March 13 to March 14

Fig1

The statistical trend for Medication Error’s incidents for Trust Wide has marginality increased over the twelve
months, the implementation of ‘The Management of Nursing Administration Error Policy’ has meant that there
has been more scrutiny and reporting of errors. The trust has set up a Medication Improvement Group. Its
remit is to undertake trend analysis and put in place improvement measures to support the reduction of
medication errors.

Falls – Statistical Trend

Falls - Trust Wide for March 13 to March 14

Fig2

The statistical trend for Falls incidents for Trust Wide has slightly decreased. Following the Falls training
across the Trust, there are Fallsafe Leads identified across the Trust to oversee the Fallsafe Guidance and
implementation.
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Confidentiality – Statistical Trend

Confidentiality Issues - Trust Wide for March 13 to March 14
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Fig3

The statistical trend for Confidentiality issues incidents for Trust Wide has slightly decreased. The highest
reporting division is Children’s, Young Person and Families, the division has undertaken a number of actions
to address this;
•
•
•

Information Governance Training taking place across Division with a view to deliver Trust wide
Record Keeping Training is taking place across the Division
Record Keeping Audit Programme continuing in 2014/15

Staff Assaults – Statistical Trend

Staff Assaults - Trust Wide for March 13 to March 14
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Fig4

The statistical trend for Staff assaults incidents for Trust Wide has slightly decreased. The recruitment to the
Local Security Management Specialist (LSMS) post will enable the Trust to investigate the serious assaults
against staff and patients and take appropriate actions.
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Absconds (Formal) – Statistical Trend

Absconds Formal - Trust Wide for March 13 to March 14
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Fig 5

The statistical trend for Absconds – formal incidents for Trust Wide has slightly increased. The contributing
factors appear to be environmental / patient related. Hallam Street Hospital has several particular
environmental difficulties which are not evident at Penn Hospital and the recent increase at Penn have been
patient related.
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1)Medication Error reported by Location Trust Wide for
March 14 – Fig 6

3.0 Clinical Quality Indicators : Medication
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Medication Error - Penn Hospital, Brook Ward
Mar 13 - 14

2) Statistical Trend – Penn, Brook Ward – Fig 7
Brook Ward
Human Resources
Establishment 29.2
Vacancy Rate 1.33
FTE
Vacancy
4.50%
Rate%
Sickness
4.21%
Workforce Training
Specialist
44%
Annual
Specialist 3
28%
Yearly
Mandatory
84%
Induction
100%
Bank Roistering
Qualified
Total
83
Requests
Hours
628.9
% Bank Filled 18.0%
% Agency
82.0%
Filled
% Unfilled
0.0%
HCW
Total
158
Requests
Hours
1,223.4
% Bank Filled 47.5%
% Agency
48.0%
Filled
% Unfilled
4.5%
Complaints
Complaint
1
Concern
1

7

3) HR / Workforce/Complaints for March 14 – Fig 8

8

The trust is compliant with the recent National Patient Safety Alert – Stage Three: Directive ‘Improving medication error incident reporting and learning. The
Trusts Medical Director has been identified as a Board Lead to have responsibility to oversee medication error incident reporting and learning across the Trust.
The trust’s Chief Pharmacist has been identified as the Medication Safety Officer and the trust already have an established Medication Improvement Group which
was a requirement of this directive.

Patient Safety Alert - ‘Improving medication error incident reporting and learning’

The Medication Improvement Group plans to undertake a ‘deep dive’ review of medication errors and improvement actions already taken in respect of outlying
areas (Penn - Brook Ward) to seek an understanding of what other improvement measures and actions need to be put in place.

The trust has set up a Medication Improvement Group. Its remit is to undertake trend analysis and put in place improvement measures to support the reduction of
medication errors. This includes, medicines management training, setting improvement targets, deep dive reviews of ‘hotspots’; supporting the implementation of
policy procedural into practice and highlighting where changes may need to be made.

For March 14 there were 20 incidents reported for Penn – Brook Ward. 16 of these were nursing errors, 2 were medical errors and 2 were external, i.e.
dispensing error from New Cross Hospital. The majority of errors, 12, involved not signing the treatment chart once medication had been administered. The
implementation of ‘the management of Nursing Administration Error Policy’ has meant that there has been more scrutiny and reporting of errors.
The workforce data suggests that the majority of the omissions are from permanent members of staff which are being dealt with under the Medication Errors
Policy and through the Appraisal process. The Mental Health Division has through the Deputy Modern Matron commenced refresher medication training for both
medics and nurses and will be extending this training to the other inpatient sites. The complaint and concern received for the ward during March 14 wasn’t
concerning medication error.

For March 2014 there were 67 incidents reported trust wide, location of where the incident occurred is demonstrated Fig 6. The highest portion of incidents for the
month was reported by Penn – Brook Ward, over the last 12 months March 13 to March 14 there has been an upward statistical trend of medication errors on the
ward. This contrast with the overall marginal increase trend for the Trust sees Fig 1. The ward has accounted for a significantly high proportion of all medication
incidents across the Mental Health Division with 33% of the total. However none of the incidents were graded above ‘Low’ in terms of severity / patient harm.
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Falls - Edward Street Hospital, Chance
Ward March 13 to March 14

2) Statistical Trend – Edward Street, Chance Ward – Fig
10
Chance Ward
Human Resources
Establishment
31.19
Vacancy Rate FTE
-0.07
Vacancy Rate%
-0.20%
Sickness
1.29%
Workforce Training
Specialist Annual
44%
Specialist 3 Yearly
29%
Mandatory
90%
Induction
75%
Bank Rostering
Qualified
Total Requests
5
Hours
45.2
% Bank Filled
52.5%
% Agency Filled
47.5%
% Unfilled
0.0%
HCW
Total Requests
91
Hours
685.9
% Bank Filled
47.2%
% Agency Filled
49.1%
% Unfilled
3.8%
Complaints
Complaints
0
Concerns
0

3) HR / Workforce/Complaints for March 14 – Fig
11
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For March 2014 there were 32 incidents reported trust wide, location of where the incident occurred is demonstrated Fig 9. The highest portion of incidents for the
month was reported by Edward Street, Chance Ward. The 8 falls reported for Edward Street, Chance Ward for March 14 involved 5 patients and no other
contributing factors were identified, therefore it is reasonable to suggest the peak in fall incidents reported were due to patient factor. Additionally the ward
achieved 100% compliance for completion of Fallsafe care bundles.

1)Falls reported by Location Trust Wide for March 14 –
Fig 9

Falls
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2013
2013
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10

The use of table top reviews have been adopted to triangulate falls data in relation to workforce data, staff training, and time of falls which has shown no direct
correlation. The chief pharmacist and the medical teams will be reviewing falls regarding the impact of the patient medication contributing to the fall. Collaborative
working with Sandwell and West Birmingham Hospital Trust to support this organisation with the implementation of the National Fallsafe Programme has
commenced.

The safety crosses provide a visible picture of both ward activity and individual patient activity in relation to falls. The monthly falls newsletter due to commence
in May 2014 will highlight trends across the Trust and areas of good practice. There will also be a drive for staff to complete the FallSafe e-learning programme,
as well as ward based awareness training which will be starting in May 2014.

Of the 32 falls reported for March 14 for the Trust, 2 were staff incidents, 1 a patient seizure, 1 a reporting error and 1 a fall at home for a patient on long term
leave. In addition there were 11 incidents that may not have been true falls. The new Datix system will encourage staff to provide clear information so that only
true falls are captured and therefore giving more accurate data. Staff will receive training on the use of the new Datix system. Comparisons will also be made
with datix incidents reported and the information provided by the safety crosses that are now being used on the inpatient wards.
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Confidential Issues - Children Young People and
families Division March 13 to March 14

2) Statistical Trend – Children’s, Young Person and
Families – Fig 13

Complaint
Concern

N/A
N/A
N/A
N/A
N/A
Complaint
1
1

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

67.30%
85.92%
Bank Rostering

Qualified
Total Requests
Hours
% Bank Filled
% Agency Filled
% Unfilled
HCW
Total Requests
Hours
% Bank Filled
% Agency Filled
% Unfilled

Mandatory
Induction

CYPF Division
Human Resources
Establishment
380.94
Vacancy Rate FTE
45.31
Vacancy Rate%
11.89%
Sickness
4.57%
Workforce Training
Specialist
60.71%

3) HR / Workforce/Complaints for March 14 – Fig
14

•

6 of the 10 related to patient identifiable information and included issues around records transfer and storage, breaches of confidentiality and record
keeping. A further 3 incidents related to inappropriate disclosure or loss of confidential staff information.
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For March 2014 there were 19 incidents reported trust wide, location of where the incident occurred is demonstrated Fig 12. The highest portion of incidents for
the month was reported by 4 locations however of the 19 incidents reported during March 14, the Children’s, Young Person and Families attributed to 10 of
these. Whilst the overall trend line is downwards for the Children’s, Young Person and Families division. The Division has reviewed the incidents with the findings
and actions taken below;

1)Confidentiality Issues reported by Location Trust
Wide for March 14 – Fig 12

Confidentiality Issues

12

A Patient Records Management sub-group has been established which has terms of reference to ensure that there are robust divisional procedures
around records management and record keeping in line with corporate policy and statutory and regulatory requirements. The sub-group will also ensure
that there are appropriate monitoring and audit arrangements in place.
• External training on recording Keeping has been undertaken with a view of delivering this Trust Wide. The sub-group has a project initiation document
which is going to the Divisional Management Board for sign-off.
• Risk assessments have been completed around records management and record keeping which have been included on the divisional risk register which
is overseen by the divisional Risk Management group to ensure appropriate mitigations are in place.
• A review of administrative support services within the division is underway and the terms of reference for this include the review looking at current
arrangements around records management and storage and generating recommendations to improve and standardise practices.
There were no correlations with workforce/complaints data and information received for March 2014

•

2013 12

2013 11

2013 10

2013 09

2013 08

2013 07

2013 06

2013 05

2013 04

2013 03

Salter Ward
Human Resources
Establishment
25.53
Vacancy Rate FTE
-1.8
Vacancy Rate%
-6.90%
Sickness
0.50%
Workforce Training
Specialist Annual
40%
Specialist 3 Yearly
38.70%
Mandatory
100%
Induction
100%
Bank Roistering
Qualified
Total Requests
27
Hours
226.1
% Bank Filled
68.7%
% Agency Filled
31.3%
% Unfilled
0.0%
HCW
Total Requests
433
Hours
3,498.0
% Bank Filled
62.3%
% Agency Filled
36.3%
% Unfilled
1.4%
Complaint
Complaint
0
Concern
0
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3) HR / Workforce/Complaints for March 14 – Fig 17

For March 2014 there were 34 incidents reported trust wide, location of where the incident occurred is demonstrated Fig 15. The highest portion of incidents for
the month was reported by Edward Street, Salter Ward. This was an unusually high level of activity for Salter Ward, there being only a total of 17 reported
assaults to staff in the last 12 months. It would appear that all 11 assaults were attributable to one patient, this patient has a Care Management Plan in place.
However no member of staff was injured during any incident reported. There appears to be no significant workforce factor contributing to these incidents.
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Staff Assaults - Salter Ward March 13 to
March 14

2) Statistical Trend – Edward Street, Salter Ward –
Fig 16
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1) Assaults to Staff reported by Location Trust Wide for
March 14 – Fig 15

2014 02

Assaults to Staff

2014 03

2013 12

2013 11

2013 10

2013 09

2013 08

2013 07

2013 05

2013 03

84%
100%

Bank Rostering
Qualified
Total Requests
83
Hours
628.9
% Bank Filled
18.0%
% Agency Filled
82.0%
% Unfilled
0.0%
HCW
Total Requests
158
Hours
1,223.4
% Bank Filled
47.5%
% Agency Filled
48.0%
% Unfilled
4.5%
Complaint
Complaint
1
Concern
1

Mandatory
Induction

Brook Ward
Human Resources
Establishment
29.2
Vacancy Rate FTE
1.33
Vacancy Rate%
4.50%
Sickness
4.21%
Workforce Training
Specialist Annual
44%
Specialist 3 Yearly
28%

3) HR / Workforce/Complaints for March 14 – Fig 20
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For March 2014 there were 21 incidents reported trust wide, location of where the incident occurred is demonstrated Fig 18. The highest portion of incidents for
the month was reported by Penn, Brook Ward. There were two patients accountable for these absconds incidents on Brook ward during March 14, one of whom
was accountable for 5 of the 6. The patient has a management plan in place. Penn, Brook Ward is not designed as a secure unit with the commensurate staffing
levels and environmental designs associated with such a unit. The fence surrounding the courtyard is 3m high. At present there is no intention to increase the
height of the fence as this would seriously detract from the presentation of Penn Hospital as a therapeutic environment and has previously been the subject of
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Absconds Formal - Penn Hospital, Brook
Ward March 13 to March 14

2) Statistical Trend – Penn, Brook Ward – Fig 19
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The complaint and concern received for the ward during March 14 wasn’t concerning absconds and there doesn’t appear to be any workforce factors contributing
to the incidents.

criticism by the CQC for being too high. The other detained patient was able to abscond through the lounge door to a smaller courtyard and beyond. This was
due to a fault on the panel and once identified was addressed immediately.

Incident
Date

01.02.14

31.12.13

21.02.14

16.02.14

11.02.14

Reported
to STEIS

28.02.14

25.02.14

21.02.14

19.02.14

17.02.14

Edward
Street –
Salter
Ward

Sandwell
- PLS

Edward
Street –
Salter
Ward

Sandwell
– Older
Adults
CMHT

Penn –
Dale
Ward

Location

Slip/Trip/Fall

Unexpected Death
of Community
Patient (in receipt)

Slip/Trip/Fall

Unexpected Death
of Community
Patient (in receipt)

Allegation against a
HC Professional

Category

2014/
5386

2014/
5759

2014/
6124

2014/
6515

2014/
7001

STEIS
Ref

Patient was reported to have lost their
balance and fell over. Patient hit the right
side of their body against the wall and fell to
the floor. 999 called. Confirmed fracture
pelvis operation required.
Crisis Home Treatment Team (CHTT)
informed that police had the found the
deceased who had been missing from their
home address since the evening of the 15th
February 2014. The patient had gone
missing following an argument with their
father.
Whilst the patient was entering the toilet
they fell. The patient was taken to Sandwell
General Hospital where they were x-rayed
and a hairline fracture of pelvis was
confirmed.

Two complaints were received by the ward
manager from a student and an agency
nurse alleging that inappropriate language
was being used regarding patients
The Coroner contacted the BCPFT on the
21st February 2014 informing us of an
unexpected death The patient went missing
from their home address and husband
woke to find her missing. The patient’s body
was found in the pond by police at 14:46
hours on 31st December 2013.

Details

No

Yes

No

Yes

N/A

Inquest

Five Serious Incidents were reported to the Area Team during February 2014 and none were reported during March 2014.

4.0 Serious Incident Report

23.04.14

25.04.14

29.04.14

01.05.14

Target Date
For RCA
completion
07.05.14

Investigation on-going

Investigation on-going

16

Patient was seen following a
referral from Sandwell acute
hospital, they were assessed
and referred to Dudley and
Walsall MH Trust due to
patient’s address.
Level 1 investigation
commenced
Investigation on-going

Investigation commenced

Assurance

5.0 Mortality Data
Below is the Trust mortality data for March 2014
Expected Death

Unexpected Death

Total

Mental Health

6

4

10

Learning Disabilities

1

1

2

Totals:

7

5

12

There were a total of 12 deaths reported in March 2014. Of the 5 unexpected deaths none were reported to
the Local Area Team (STEIS) and an investigation commenced. For the Mental Health division all 4 patients
were under an Older Adult service and their death was not expected however they were due to natural causes
and therefore does not meet the external reporting criteria. The unexpected death of the Learning Disabilities
patient was under a community base service and cause of death was confirmed as natural causes which
pervious ill health had contributed towards.
6.0 Monthly updates on Breaches of Same Sex Accommodation
There were no breaches reported during March 2014.
7.0 Claims
Total No. Outstanding
Employers Liability
Public Liability
Clinical Negligence
Closed - March 2014
New (3 February 2014; 1 March 2014)
Reported to NHSLA

25
20
4
1
2
4
25

8.0 Inquests Outcomes
Coroner’s ‘specific’ Verdict

No
Concluded

February 14
‘Killed Himself’

1

Accidental Death

1

March 14
Natural Causes

2

‘Killed himself’

1

Drug related death

1

Definition

Suicide/killed him or herself whilst the
balance of his or her mind was disturbed
Accidental death means that the person died
as a result of actions by themselves or others
that had unintended consequences.
Primarily attributed to an illness or an internal
malfunction of the body not directly
influenced by external forces
Suicide/killed him or herself whilst the
balance of his or her mind was disturbed
Dependence on drugs/non-dependent abuse
of drugs

All of these verdicts have to be established to the test within the balance of probabilities except for suicide and
unlawful killing, which have to be proved beyond reasonable doubt.
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Andy Green, Company Secretary

Author:
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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.

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.
The register has been updated to reflect the Boards decision at its meeting
in March 20124 to increase the current score of risk reference CO4,
Delayed Transfers of Care from 12 to 16 in light of the report of the Chief
Operating Officer.
The Board is recommended to review the register and adequacy of the
assessments and mitigation plans within.
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Purpose:

Approval

Strategic & risk relationship:
Strategic objective:
•

Our local communities will value the contribution we make to improving
people’s lives

High Level Risk: N/A

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


To approve ’15 Steps Challenge’ as the recognised framework to undertake
community visits during 2014/15.

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

3.3

Executive Summary
Community Quality Visits 2014/15
Since February 2013 a schedule of Quality Assurance Walkthroughs have taken place across the
Trusts inpatient services which concluded in Janaury 2014. A summary sheet of all the Quality
assurance Walkthroughs for 2013/14 is attached. Reports of all walkthroughs have come to the
Board except for the last one Meadow Ward, which will be submitted at next month’s meeting
To ensure we continue this process across Community Services a meeting took place on 17 April
2014 chaired by the Director of Nursing with the Head of Governance and the lead Non- Executive
Director to discuss the arrangements for visiting community services in 2014/15.
It was recognised that the format for the visits would need to be different to the walk throughs of
inpatient facilities. The ’15 Steps Challenge’ part of the Productive Care resources for community
services offers an established framework to undertake these visits – please see separate pdf
attachment. This framework has been successfully implemented across a number of Acute and
Mental Health Trusts nationally.
There are five toolkits that make up the 15 Steps Challenge
•
•
•

The 15 Steps Challenge for Acute Services
The 15 Steps Challenge for Mental Health Inpatient Care
The 15 Steps Challenge forChildrend and Young People’s services -this document should be
used alongside the adult inpatient toolkits but is designed specifically for use by children and
young people

The 15 step challenge for Community Services
• The 15 Step challenge for Clinic and outpatients

•

The community and the outpatient took kit will be reviewed to establish the framework for the Trusts
Comminity Quality Visits.
Divisional agreement will be sought when the framework has been established to ensure they are
fully involved in the process from the onset. The schedule for the commencement of these visits is
May 2014.
The Community Quality Visits will be designed to reflect the services being visited with different
approaches being taken i.e shadowing, attendance at team meeting etc. To facilitate this change
the representatives on the team will change depending on the services and could include Non
Execturive Directors, Executive Directors, Directors, and Governance Team etc..
Reccomendations


To approve ’15 Steps Challenge’ as the recognised framework to undertake community visits during
2014/15.

Quality Assurance Walkthroughs undertaken during 2013/14
Area to visit

Date of Visit

Names of Executives

Names of Non Executives

Salter Ward,
Edward Street
Kendrick Ward,
Edward Street
Penrose,
Heath Lane
Pond Lane,
Wolverhampton
Pond Lane,
Wolverhampton
Brook Ward,
Penn
Brook Ward,
Penn
Juniper Ward,
Penn
CANCELLED
Cedar, Gerry Simon
Clinic, Heath Lane
Cedar, Gerry Simon
Clinic, Heath Lane
Sycamore, Gerry Simon
Clinic, Heath Lane
Willow, Gerry Simon
Clinic, Heath Lane
Friar House,
Hallam Street
CANCELLED
Charlemont House,
Hallam Street
CANCELLED
Charlemont House,
Hallam Street
Charlemont House,
Hallam Street
Orchard Hills,
Walsall

5th February 2013,
9.30-12.30pm
19th February 2013,
9.30-12.30pm
19th March 2013,
9.30-12.30pm
9th April 2013,
9.30-12.30pm
23rd April 2013,
9.30-12.30pm
7th May 2013,
9.30-12.30pm
21st May 2013,
9.30-12.30pm
3rd June 2013,
9.30-12.30pm

Chris Oakes
Karen Dowman
Sue Marshall
John Campbell
Sue Marshall
Paul Stefanoski – Unavailable

Vicky Harris
Parmajit Sahota
Bob Piper
Paul Riley
Jackie Smart
Vicky Harris

Andy Green
Sue Marshall
Paul Stefanoski
Chris Oakes

Bob Piper
Vicky Harris – Can’t do
Parmajit Sahota

17th June 2013,
9.30-12.30pm

Joyce Fletcher – can’t do

Jackie Smart – Can’t do

Andy Green

Pauline Werhun

1st July 2013,
9.30-12.30pm
15th July 2013,
9.30-12.30pm
29th July 2013,
9.30-12.30pm
5th August 2013,
9.30-12.30pm

Susan Claire Marshall
John Campbell
Karen Dowman
Susan Claire Marshall
Paul Stefanoski
Susan Claire Marshall
Sue Marshall
Chris Oakes
Joyce Fletcher – Can’t do

Bob Piper
Pauline Werhun
Vicky Harris – Can’t do
Paul Riley
Parmajit Sahota
Pauline Werhun
Bob Piper
Bryan Stock - Can’t do
Bob Piper – Can’t do

Sue Marshall – Can’t do

Pauline Werhun – Can’t do

2nd September 2013,
9.30-12.30pm

Andy Green – Can’t do

Vicky Harris – Can’t do

Karen Dowman – Can’t do

Bryan Stock

16th September 2013,
9.30-12.30pm
30th September 2013,
9.30-12.30pm
14th October 2013,
9.30-12.30pm

Chris Oakes – Can’t do
Paul Stefanoski
John Campbell
Sue Marshall – Can’t do
Andy Green

Abbey House,
Hallam Street

28th October 2013,
12.30-3.30pm

Macarthur Unit,
Heath Lane
CANCELLED
Newton House,
Hallam Street

11th November 2013,
12.30-3.30pm

Karen Dowman
Susan Claire Marshall – Can’t
do
Joyce Fletcher

Paul Riley
Jackie Smart
Vicky Harris
Parmajit Sahota – Can’t do
Jackie Smart – Can’t do
Paul Riley
Bryan Stock
Pauline Werhun

Suttons Drive

19th August 2013,
9.30-12.30pm

25th November 2013,
12.30-3.30pm

Cancelled
Sue Marshall
Joyce Fletcher

Paul Riley
Pauline Werhun

Cancelled

Jackie Smart
Vicky Harris

CANCELLED
Newton House,
Hallam Street
CANCELLED
Meadow Ward, Penn
Hospital
Newton House, Hallam
Street
Ridge Hill Centre
Meadow Ward, Penn
Hospital

9th December 2013,
12.30-3.30pm

John Campbell

Pauline Werhun

Paul Stefanoski

Paul Riley

16th December 2013,
12.30-3.30pm

Chris Oakes

Bryan Stock
Jackie Smart

15th January 2014,
9.00am-12.00midday
24th January 2014,
9.00am-12.00midday
29th January 2014,
09.0am-12.00midday

John Campbell
Paul Stefanoski
Karen Dowman
Joyce Fletcher
Susan Claire Marshall
Chris Oakes

Pauline Werhun
Paul Riley
Vicky Harris
Bob Piper
Parmjit Sahota
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1. How it all began
What do patients think about the care they receive when staff visit them in their home?
It is important for staff and organisations to listen to patients and their carers perspectives, understanding
what is working well and where services can be improved.

First impressions count
• First impressions give us our initial thoughts and feelings about any situation, they build our
confidence or our anxiety.
• What makes patients trust someone who is coming into their home?
• What makes patients feel that they are safe and cared for?
• What are the first clues to high quality care?

“I can tell what kind of care my daughter is going
to get within 15 steps of walking on to a ward”
quote from parent that sparked
the Challenge
A mother made this comment about her family’s experience of
hospital care. We asked staff and patients if this comment is true for
the care that happens in patients’ own homes. They answered with a
resounding “Yes!”, and so this toolkit was developed with staff,
patients and carers to help understand first impressions and quality
around home based care through a patient’s eyes.

“We don't know where our first impressions come from or precisely what they
mean, so we don't always appreciate their fragility.”
Malcolm Gladwell, journalist and author

“They are warm, kind professional people who really feel like they know what
they are doing. They always leave me with reassurance and reminders of how
and when to contact them to come again.”
Patient in the community

5

2. Purpose of the 15 Steps
Challenge tool
The 15 Steps Challenge is a toolkit with a series of suggestions to guide organisations through the first
impressions that patients get when they are visited in their home setting.
The Challenge is designed to help organisations with continuous improvement by enabling the patient’s
voice to be heard clearly. The tool can be used to highlight what is working well and what might be done
to increase patient confidence.
Services can then be improved based on the views of a wide range of patients, understanding how they
would like to be treated and what they expect from staff who visit them at home.
This tool will help organisations understand and identify the key components of high quality care which are
important to patients and carers from their first contact with a member of the healthcare team.
The 15 Steps Challenge strongly aligns with a range of strategic initiatives including supporting
improvements to quality, safety and patient experience. It should be sponsored by the organisation’s senior
leaders and form part of the wider improvement activity.

The purpose of the 15 Steps Challenge is to:
• explore care in a patient’s own home (not clinic settings)
• offer a way of better understanding patients’ first impressions
• provide structured feedback and useful information about how patients and carers view the
community visit
• provide a method for creating positive improvements in the quality of care by identifying what
is working well and what could be improved – it supports the sharing of good practice by
concentrating on patient experience improvements
• develop a collaborative process and must include both staff and patient representatives.

The Challenge is NOT a performance management tool.
The Challenge is NOT an audit (clinical, quality, safety or otherwise).

“Staff did not see the Challenge as a management tool or an audit of the service
and were keen to receive feedback from carers in relation to service delivery.”
Amanda Maclean, Community Children’s Nursing Team, Belfast Health & Social Care Trust
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When should we use the 15 Steps Challenge?
The Challenge helps to start a discussion about elements of care that patients are receiving. It helps
organisations and teams to focus on what good looks like.
There is no set time for undertaking the 15 Steps Challenge. It should be used to support other quality
improvement work that organisations are doing.

The Challenge is useful in the following contexts:
• to improve patient experience
• to understand components of good practice that should be more widely shared and implemented
• to undertake activity prior to and in preparation for Care Quality Commission (CQC) inspections to
understand qualitative aspects of care
• to develop consistency across teams.

It is also useful to use the Challenge in support of the Productive Community Services programme (the
principles are equally transferrable whether teams have undertaken this programme or not).

“This is so worth doing if it adds consistency and standards to the service we give.”
“Anything that can improve patient care is a good thing.”
Quotes from staff involved in the design of the toolkit
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3. How does this align with other
national quality work?
National alignments
This Challenge has been developed to align with a number of the Care Quality Commission’s core quality
standards. Evidence of good practice identified through the 15 Steps Challenge may be useful material to
use in support of a Care Quality Commission inspection.
In undertaking the Challenge, the team may note good practice or evidence in relation to the following
Care Quality Commission quality standards:

Outcomes

Standards

1

Respecting and involving services users

2

Consent to care and treatment

4

Personalised care and welfare of people who use the service

6

Co-operating with other providers

8

Cleanliness and infection control

11

Safety, availability and suitability of equipment

16

Assessing and monitoring the quality of service provision

This tool also matches many of the quality standards developed by the National Institute for Health and
Clinical Excellence:- “Quality standard for patient experience in adult NHS services: improving the
experience of care for people using adult NHS services.”
The NHS Operating Framework and Outcomes Framework 2012/13 both stress the importance of
putting patients at the heart of their care experience.
It aligns with several of the Royal College of Nursing’s Principles of Nursing Practice.
It links with the work of the Queen’s Nursing Institute.
It seeks to support the Health Professions Council – Standards of conduct, performance and ethics.

Organisational alignments
Organisations will have local strategic priorities some of which will be reflected in the list above. Local
strategies will also include a focus on improving patient experience and satisfaction. The Challenge will
support improvements in both of these domains. Evidence derived from implementing the Challenge can
be used in support of Quality Accounts and Social Value Accounts.
It aligns with the Transforming Patient Experience national research and online guide and resources at
http://www.institute.nhs.uk/patient_experience/guide/the_patient_experience_research.hmtl
8

4. How do we use the
15 Steps Challenge?
Flow chart of the 15 Steps Challenge process

Identify a sponsor within the organisation

Stage 1

• Organisation sponsor communicates and prepares teams for the Challenge.
• The 15 Steps Challenge co-ordinator reviews the material and resources.

Getting prepared for the 15 Steps Challenge

Stage 2

• Agree which team and service area will be the focus of the Challenge.
• Staff complete first visit to patients and give them the
15 Steps Challenge information leaflet.
• Patient/carer opt in, giving their preferred method of contact.
• Challenge co-ordinator collates responses.

Recruiting a 15 Steps Challenge team

Stage 3

• The Challenge co-coordinator recruits a small team who will contact
patients and hear their feedback.
• Contact is then arranged with patients within a pre-determined time frame.

Use the 15 Steps Challenge to hear patients’ feedback

Stage 4

• The 15 Steps Challenge team use the resources (page 14 to 17) to
develop a discussion with patients.
• There are four key observation categories to explore.

Reporting back

Stage 5

• The 15 Steps Challenge team discuss the feedback received and prepare
response to teams. Learning points are discussed with the organisation
sponsor and teams.

Developing actions and next steps

Stage 6

• Action plans are developed by teams and organisation sponsor.

Regular reviews

Stage 7

• The 15 Steps Challenge is repeated and embedded into a continuous
improvement approach. It is applied to a wide range of teams
and service areas.
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Stage one: Identify a sponsor within the organisation
The role of the organisation sponsor is to champion the 15 Steps Challenge. A co-ordinator for the Challenge
should also be identified.
• The organisation’s sponsor should identify a co-ordinator for the 15 Steps Challenge. The co-ordinator
ensures that the 15 Steps team are recruited and briefed, any practical issues are addressed, and keeps
track of feedback from the Challenge, ensuring this is raised with the organisation’s sponsor.
• It is important to communicate with both the executive and frontline teams the purpose of undertaking
the Challenge and how it is to be done.
• This preparation work is essential so that everyone shares common improvement goals.
• The Challenge offers a way for people to work together on improvement, it is not an audit! It is really
important that this is communicated well to frontline teams.
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Stage two: Getting prepared for the 15 Steps Challenge
Decide which service area and/or teams the 15 Steps Challenge will cover. A comprehensive briefing for staff is
necessary so that they understand what the 15 Steps Challenge is aiming to achieve. Staff need to feel
committed and willing to take an active part so that patients are adequately informed of the process and
expectations.
The Challenge is focused on hearing patient views on what is working well and how things can be improved. It
is an opportunity to put the patient at the heart of our learning. A short slide set to help organisations brief staff
is available on our website at www.institute.nhs.uk/productives/15StepsChallenge
Staff will leave leaflets about the 15 Steps Challenge with patients/carers after their first visit. The leaflets should
be left with a pre-stamped, addressed envelope. The template for the leaflet is in Appendix 1. It asks patients if
they would like to be contacted and be involved in providing feedback as part of the Challenge and is an opt-in
approach. Patients can choose to take part by returning the leaflet with their contact details to the 15 Steps
Challenge co-ordinator. The leaflet asks how they would like to be contacted, for example by telephone, by
having a visit from one of the Challenge team or by e-mail.
Staff need to be engaged in the process so they can think of ways to introduce the leaflet to their patients,
leaving patients and carers with sufficient information to enable them to decide whether or not to take part. It is
important that staff do not feel that this is a way of “checking up” on them as they will then be reluctant to
engage with the process and may be tempted to only give the leaflet to patients who are likely to provide
positive feedback. The Challenge co-ordinator collates the returned leaflets.

“Often in health care we only
receive feedback of a negative
nature but this feels like a positive
way to gain feedback.”
Ali Strowman, Lead Nurse and Quality Manager
for Central Surrey Health
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Stage three: Recruiting a 15 Steps Challenge team
Whilst waiting for leaflet responses it is time to recruit a 15 Steps Challenge team. This team of three or four
people will contact the patients who have opted to be part of the 15 Steps Challenge and will gather feedback
from patients and carers.
The Challenge team should include staff and patient representatives. They can be recruited from a range of
sources. It is good practice to include clinical and non-clinical staff with different perspectives. Patient
representatives can be drawn from your Patient Advisory Liaison team or Patient Engagement lead. Alternatively,
the organisation may have a patient council or forum or may be aligned to a Local Involvement Network (LINk)
or Healthwatch group with volunteers who represent patients’ views. Some organisations are asking patients
who have recently made a complaint to join the 15 Steps Challenge team and help identify improvements. Your
Patient Advisory Liaison team can often help with this. The team should also include a Governor or a Nonexecutive Director. It is important to include board members in the Challenge team to ensure there is good board
to team involvement.
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Stage four: Use the 15 Steps Challenge to hear
patients’ feedback
Brief the 15 Steps Challenge team prior to contacting patients. The briefing should ensure that:i) Everyone is clear about the purpose of the Challenge. In particular the team need to be familiar with the
structure and content of pages 14 to 17 of this toolkit, as this will form the basis of the feedback
conversation with the patient.
ii) The briefing should consider practical issues regarding who will contact patients. Agree a schedule of
dates and times of who will make contact. This will usually be by telephone but the patient may prefer
another contact method. If the patient has indicated that they would prefer a face to face visit to give their
feedback, this will need to be arranged directly.
Whatever the form of contact, the member of the Challenge team will need to clearly identify themselves as
acting on behalf of the organisation. This may require some practical considerations such as temporary
identification badges. It is also important to consider the requirements of patients for whom English is not their
first language, be mindful of the local population and their language and communication needs.
The Challenge team contact patients and carers and use the Challenge toolkit on pages 14 to 17 to guide the
conversation and feedback.
There are a set of questions to follow that explore the quality of care under four categories;
A. Well prepared
B. Safe and cared for
C. Involving
D. Communicating
The 15 Steps Challenge team will use these structured questions as a guide for discussion with patients to find
out what patients experienced in relation to each category. The focus is on first impressions. What do patients
and carers think when they have the first visit? What is important to them? The aim is to have a conversation to
explore the patient’s feedback, not to take them through a questionnaire. The conversation is important – this
way we can hear much more about what works well and what matters to patients, and can identify the areas
that need improvement. Try and probe the patient to gain greater understanding of how the visit made them
feel and what helped to build their confidence and trust? Appendix 2 outlines a guide and set of prompts to
help structure the telephone feedback sessions. Appendix 3 provides a one page summary of the questions from
pages 14 to 17.
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Talking to patients
This section is not a questionnaire or checklist but is a guide to help you structure your feedback
conversations with patients and carers. All of the quotes on these pages are taken from discussions with
patients and carers.

A. Well prepared

“I wish people would
remember, I may be
housebound but I do have a
schedule, I like to know
when people are coming”

“I hate to be eating when
people call, so if I know
someone is coming I don’t eat
until after they have been”

“I like staff to arrive with
knowledge about the visit
and know what they are
expected to do”

Key question: “Was the [*insert job title*] coming to see you
well prepared? What made you feel that?”
Things to consider and discussion points
• Did they introduce themselves and their role and show you an identity badge?
• How were you informed of and prepared for the visit?
• Did the person arrive when expected?
• If they were going to be late, did they inform you?
• Did you know what to expect during your visit?
• Did they know what they had to do and how to do it?
• Did they have the correct equipment for the care needed?
• Did you feel rushed during the visit?
• Were they well informed and did they know your details?

14

B. Safe and cared for
“Don’t dictate
rules in my
house”
“I like to be called
Mrs....until I decide they can
call me by my first name”

“If you must leave your
mobile phone on please
explain why”
“Have a clear
treatment plan and
communicate it to me”

Key question: “Did the person [*insert job title*] make you feel
safe and cared for? What made you feel that?”
Things to consider and discussion points
• Were your cultural needs taken in to account?
• Did the person give you their full attention whilst delivering your care?
• Were they approachable and respectful to you and your relatives/carers?
• Did you feel your needs were dealt with competently and confidently?
• Did you feel confidentiality was maintained?
• Were you happy with the care they provided?
• Were they professional in appearance and approach?
• Did they wash their hands where appropriate?
• Were they respectful of your home and belongings?
• Did you agree your care plan together?
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C. Involving

“Take the time
to listen....”

“Don’t assume
we are stupid”

“My appointment with
you is exactly that – mineand should not be
affected by others”

“Don’t disregard our
carers/relatives”

Key question: “Did the person [*insert job title*] make you feel involved
with the care you received? What made you feel this?”
Things to consider and discussion points
• Did they let you ask questions and voice any concerns you may have had?
• Did they involve you in agreeing your care/treatment plan?
• Did they ask you if you wanted to involve your relative/carer in your treatment discussions?
• Did they read any healthcare notes left in the house?
• Did they ask for your consent or agreement before treatment?
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D. Communicating

“You need to be tuned
in from the start and
work from where the
patient is”

“It is important to have clear
communication from the outset
to manage expectations from
patients and staff”
“Communication
with me is key”
“Saying things like ‘I am
really busy’ changes the
dynamics of care”

Key question: “Did you feel the person [*insert job title*] communicated with
you in a way you could understand? What made you feel this?”
Things to consider and discussion points
• Was communication in the right format and language?
• Were you able to understand what they were telling you?
• Did they give you any relevant telephone numbers/contact details?
• Could they answer all your questions, if not did they offer to get back to you with an answer?
• Did the people involved in your care communicate effectively and directly with each other?
• Did they listen to you?
• Did they talk to you about referring you to other professionals?
• Did you receive clear information on what was to happen next?
• Did they act and follow through any specific actions from the visit to you?
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“This is a method of understanding how to provide more personalised care and
really listening to patients.”
Pat Drake, Non Executive Director, Locala.

The government is introducing the “Friends and Family test” to NHS organisations (it is sometimes called
the Net Promoter Score). This is a question that asks if the patient would recommend the service to family
or friends and is currently being implemented in acute trusts. Your organisation may also wish to consider
adding this question as a final point to the 15 Steps Challenge feedback.
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Stage five: Reporting back
After discussions with patients the 15 Steps Challenge team will need to consider the feedback, compare
thoughts and comments. It is best to do this soon after the calls/visits whilst impressions are still fresh. Also
review any e-mail feedback you have received. There is a template in Appendix 4 to summarise the
feedback under each category of care that you have explored.
Take some time to discuss what each member of the Challenge team heard, felt and experienced. Everyone
will have heard both similar and different things during their feedback conversations. As a Challenge team,
it is important to discuss and note down the aspects of care that made patients feel confident in the care
they received. This needs to be fed back to the organisation to share and encourage the spread of good
practice. It is important to note where things could be changed to improve the patient experience.
As a team, agree the following key points.
• What details will be fed back to the frontline team?
• What themes will be fed back to the organisation’s sponsor – these are broader issues that have a
more strategic link.
It is good practice to provide feedback to those patients who have been part of the 15 Steps Challenge and
keep them involved, for example by letter, newsletters or email, with an update on “you said....we did”.

Remember: Constructive feedback is a skill
The co-ordinator should meet with the frontline team leader and the organisation sponsor to discuss the
findings of the Challenge.
Rapid feedback to the team is really important. Keep in mind that they have been under scrutiny from the
15 Steps Challenge team and this may make everyone anxious.
Remember the guidance on good feedback
• Be timely - avoid delays because they can result in reduced momentum and power of the
recommendations.
• Be courteous.
• Provide non-judgemental feedback which is truthful, direct and constructive.
• Identify appropriate methods for giving feedback – will this be done verbally or would it also be useful
to have some written information?
• Encourage staff to feel part of the process in advance so that it does not feel like a “them and us”
situation. Ask for their own self-assessment before giving feedback from patient stories e.g. “What
do you think patients are saying specifically about how they experience our service?”
• When feeding back offer some positive examples followed by some recommendations for
improvement and end with some positives. This is a constructive way to deliver feedback.

“They are thoughtful and considerate and explain everything in a way even us
‘oldies’ can understand and we feel personally involved.”
R.C. Dales, patient who undertook the Challenge
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Stage six: Developing actions and next steps
Having identified what is working well, and what can be improved, the next step is to move from
understanding to actions.
The organisation sponsor, co-ordinator and frontline team leads review the feedback and
identify actions. Agree what actions can be taken forward at a team level, what
needs to be taken forward by other teams and where the organisation sponsor
should have some strategic input. The organisation sponsor will link
corporate and strategic actions to other programmes of improvement
and make sure that actions from patient feedback are progressed.
If there was good practice to share, agree how this will be done and
by whom. Be clear about who will take these actions forward and by
when. There is a template in Appendix 5 to develop an Action Plan.

1. Discuss and agree priorities for action resulting from the 15 Steps Challenge feedback.
2. Identify and celebrate the positives - this is essential for sharing good practice.
3. Record what the action is, who is taking these forward and by when.
4. Be smart about tracking your actions – you may wish to develop an action plan specifically for
the Challenge (see Appendix 5). However, teams can sometimes be inundated with action plans for
a wide range of initiatives. Can some of the identified actions be linked to existing action plans? This
way there is an existing process to ensure actions are completed, monitored and reviewed.
5. Review the actions at an agreed date. Agree to repeat the Challenge within a specific timescale.
This will help keep track of the progress and improvements that are being made within the
organisation.
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Stage seven: Regular reviews
The 15 Steps Challenge is designed to support continuous improvement. It is not a one-off activity but should be
a regular part of improving the care provided. The tool focuses attention on what matters to patients. It is useful
to think about the following.
• Repeating the Challenge for different service areas and teams.
• Making the Challenge a part of the complaints response – where appropriate ask those who have made
complaints to be part of a 15 Steps Challenge team identifying improvements.
• Agree an organisational approach to regular 15 Steps Challenges; what teams will be involved and over
what time interval? This might include all service areas and teams over a year, repeating with each team,
aiming for year on year improvements. Or, to randomly select teams every two or three months to get a
flavour of patients’ views. Some organisations are aiming to add the 15 Steps Challenge to existing
activities for example, monthly “frontline focus” days.
• The way in which the Challenge is embedded will be different for each organisation, depending on
processes, structures and opportunities that already exist. The toolkit is designed to be flexible to fit in with
local opportunities.

Where can I get help and information?
Visit our website at www.institute.nhs.uk/productives/15StepsChallenge

“The Challenge team reported that the patients they spoke to appeared pleased
to have been invited to take part.”
Pat Drohan, 5 Boroughs Partnership NHS Foundation Trust
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Malcolm Gladwell ± journalist and author.

³:HGRQ¶WNQRZZKHUHRXUILUVWLPSUHVVLRQV
come from or precisely what they mean so
ZHGRQ¶WDOZD\VDSSUHFLDWHWKHLUIUDJLOLW\.´

Staff and patients told us that the principle of
first impressions applied equally to home
care settings, so we have developed the 15
Steps Challenge for community services.

³,FDQWHOOZKDWNLQGRIFDUHP\GDXJKWHULV
going to get within 15 steps of going onto a
ward.´

Quote from a mother which sparked the first
15 Step Challenge in a hospital setting:-

Insert your logo here

Organisation information to be inserted here

4XDOLW\IURPDSDWLHQW¶V
perspective

The 15 Steps
Challenge

Insert your logo here

Appendix 1 - Leaflet for patients/carers to photocopy or print

This leaflet can be given to patients and carers. It gives information about the 15 Steps Challenge and asks
them if they would like to take part. The leaflet template can be downloaded as an editable document
from our website at www.institute.nhs.uk/productives/15stepschallenge
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Your views will be heard by people
independent of your care team and will not
affect the treatment you receive in any way.

We are really keen to hear your thoughts
because it¶Vby listening to you that our staff
can improve the way they work.

If you would prefer we can send you some
questions via e-mail.

We would like to talk to you either by
telephone or to visit you at home to talk in
detail about the care you have had from our
staff.

The 15 Steps Challenge has been designed
to help us think more carefully about quality
RIFDUHIURPDSDWLHQW¶VSRLQWRIYLHZ

To help us understand the first impressions
you have of the care you receive our
organisation is undertaking the 15 Steps
Challenge.

What do you think about the treatment
you receive from health care staff who
visit you in your own home?

Insert your logo here

Don’t forget to leave a stamped addressed envelope with the leaflet.
³'LG\RXIHHOWKHSHUVRQvisiting
communicated with you in a clear
way that you could understand?
What made you IHHOWKLV"´

Communicating

³'LGWKHperson visiting make you
feel involved with the care you
received? How did they do this"´

Involving

³'LGWKHSHUVRQvisiting make you
feel safe and cared for? How did they
do this?´

Safe and cared for

³:DVWKHSHUVRQFRPLQJWRVHH\RX
well prepared? What made you feel
WKDW"´

Well prepared

As part of the 15 Steps Challenge we
want to hear what you think about the
care you have received under the
following categories

* Healthcare professional to fill this in.

Tell us which community healthcare team
visited you (e.g. health/visitors/dieticians/
nurses):*

contact you to arrange a visit or telephone call.

Please tick which you would prefer. We will

Are you a:o Patient
o Carer
o Other
Would you like to talk to us:o Face to face
o By telephone
o Via email

Email address....................................................

Telephone number...........................................

Name.................................................................

Your contact details:-

or phone ...........................................................

by email ............................................................

..........................................................................

15 Steps Challenge lead

Please complete and return this section
in the stamped addressed envelope
provided if you would like to take part in
our 15 Steps Challenge or contact our
clinical lead:

Insert your logo here

Appendix 1 - continued

Cut and return this section

Appendix 2 - Telephone prompts template
Introduce yourself
Name / job role / organisation / member of the 15 Steps Challenge team.
Clarify who you are talking to...patient/carer/other
Refer to their recent home visit by healthcare staff team and the 15 Steps Challenge leaflet they
recently completed
Explain what the 15 Steps Challenge is…
The aim is to hear about patient’s experiences so that good practice can be shared and improvements can
be made.
Highlight the quote from a parent that sparked the Challenge (from a hospital setting): “I can tell what kind
of care my daughter is going to get within 15 steps of walking on to a ward”
This method of capturing experiences focuses on the first impressions staff give to patients, parents and
carers when visiting them in their own homes.
Explain the interview process…
There are four main questions to answer with time allowed to expand on your own experience.
Responses will be handwritten on to a template during the interview.
The interview is not expected to last more than 20 minutes.
Confidentiality / safeguarding – PLEASE READ OUT THE FOLLOWING:
Individual names and any personal details or sensitive information shared with me today will remain
confidential unless any serious safety concerns are raised.
Check consent to continue…
Would you like to continue now with the interview questions? Please remember you can choose not to
answer individual questions or stop the interview at any time.
Commence with the interview keeping an eye on the time!
Aim for no more than five minutes per question.
Following the interview, explain what happens next…
All responses (email, telephone, postal questionnaire or face to face interview) will be collated by the 15
Steps Challenge team to identify key findings/themes.
The 15 Steps Challenge team will meet with healthcare teams and give them feedback.
Healthcare teams will create an action plan for implementation – would you like to receive a summary of
the findings and actions arising? (please record their contact details separately and not on their own
interview sheets)
And finally, a big thank you for taking part!!
With thanks to Starfish Team, Norfolk Community Health and Care
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Appendix 3 – One page summary guide for conversations
with patients
Well Prepared
•
•
•
•
•
•
•
•
•

Did they introduce themselves and their role and show you an identity badge?
How were you informed of and prepared for the visit?
Did the person arrive when expected?
If they were going to be late, did they inform you?
Did you know what to expect during your visit?
Did they know what they had to do and how to do it?
Did they have the correct equipment for the care needed?
Did you feel rushed during the visit?
Were they well informed and did they know your details?

Safe and cared for
•
•
•
•
•
•
•
•
•
•

Were your cultural needs taken in to account?
Did the person give you their full attention whilst delivering your care?
Were they approachable and respectful to you and your relatives/carers?
Did you feel your needs were dealt with competently and confidently?
Did you feel confidentiality was maintained?
Were you happy with the care they provided?
Were they professional in appearance and approach?
Did they wash their hands where appropriate?
Were they respectful of your home and belongings?
Did you agree your care plan together?

•
•
•
•
•

Did they let you ask questions and voice any concerns you may have had?
Did they involve you in agreeing your care/treatment plan?
Did they ask you if you wanted to involve your relative/carer in your treatment discussions?
Did they read any healthcare notes left in the house?
Did they ask for your consent or agreement before treatment?

•
•
•
•
•
•
•
•
•

Was communication in the right format and language?
Were you able to understand what they were telling you?
Did they give you any relevant telephone numbers/contact details?
Could they answer all your questions, if not did they offer to get back to you with an answer?
Did the people involved in your care communicate effectively and directly with each other?
Did they listen to you?
Did they talk to you about referring you to other professionals?
Did you receive clear information on what was to happen next?
Did they act and follow through any specific actions from the visit to you?

Involving

Communicating
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Appendix 4 – 15 Steps Challenge feedback template

15 Steps
ty

fr

ve

pe

a li

c ti

Qu

Challenge
om

a p a t i e n t ’s p

er

s

15 Steps Challenge for community services
Name of Reviewers:
Team Reviewed:
Date:

Well prepared:
Positives

Recommendations

Safe and cared for:
Positives

Recommendations

Positives

Recommendations

Positives

Recommendations

Involving:

Communicating:

Overall Comments:

With thanks to First Community Health and Care CIC
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Appendix 5 – Action Plan template

15 Steps
ty

fr

ve

pe

a li

c ti

Qu

Challenge
om

a p a t i e n t ’s p

er

s

15 Steps Challenge for community services
Date:

Completed by:

Well prepared:
Action required

Strategic link

Who will
lead this?

By
Where will it
when? be reported?

Strategic link

Who will
lead this?

By
Where will it
when? be reported?

Strategic link

Who will
lead this?

By
Where will it
when? be reported?

Strategic link

Who will
lead this?

By
Where will it
when? be reported?

Safe and cared for:
Action required

Involving:
Action required

Communicating:
Action required
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Appendix 6 - Links to other useful tools

The following web addresses are links to useful material and resources that might help when it comes to thinking
about ideas for improvement.
• The Productive Community Service information, tools and case studies:
www.institute.nhs.uk/productivecommunityservices
• EBD – Experience Based Design has guidance, tools, templates and case studies based on capturing, analysing and
using patient, carer and staff feedback on their experiences to support to co design service improvements.
http://www.institute.nhs.uk/quality_and_value/experienced_based_design/the_ebd_approach_
(experience_based_design).html
• Exploring patient experience; research outlining “What matters to patients”, tools and ideas for transforming
patient experience, further reading and information.
http://www.institute.nhs.uk/patient_experience/guide/home_page.html
http://www.institute.nhs.uk/patient_experience/guide/the_patient_experience_research.html
http://www.institute.nhs.uk/quality_and_value/experienced_based_design/the_ebd_approach_
(experience_based_design).html
http://www.pickereurope.org/pickerapproach
http://www.pickereurope.org/Filestore/Press_releases/2010/Invest_in_Engagement_news_release_
from_Picker_Institute_Europe.pdf
• Improving practice – using observation techniques, improving environments, addressing safety and quality
http://www.fons.org/library/journal.aspx
http://www.nhsemployers.org/PlanningYourWorkforce/Nursing/toolsandresources/
Highimpactactionsfornursingandmidwifery/Pages/Background.aspx
http://www.harmfreecare.org/
http://www.kingsfund.org.uk/current_projects/enhancing_the_healing_environment/ehe_design.html
• Aiming for high standards of care
http://www.cqc.org.uk/standards
http://www.rcn.org.uk/development/practice/principles

Literature Review
• Attree, M. (2001), Patients’ and relatives’ experiences and perspectives of ‘Good’ and ‘Not so Good’ quality care.
Journal of Advanced Nursing, 33: 456–466.
• DH (2009) Listening, Responding, Improving – A guide to better customer care: Department of Health
• Liz Forbat, Gill Hubbard and Nora Kearney (2009) Patient and public involvement: models and muddles. Journal of
Clinical Nursing 18, 2547-2554, Blackwell Publishing Ltd.
• Johansson I. & Athlin E. (2009), The meaning of good and bad care in the community care: older people’s lived
experiences. Blackwell Publishing Ltd.
• NHS Institute for Innovation and Improvement (2011) What matters to patients’? Developing the evidence base for
measuring and improving patient experience Project Report.
• NHS West Midlands and University of Birmingham (2009) A guide to capturing and using patient, public and
service user feedback effectively.
• Picker Institute (2007) Improving Patients’ Experience Sharing Good Practice.
• The Health Foundation (2009) Research scan: Improving safety in primary care.
• Queen’s Nursing Institute (2011) Nursing People at Home. The issues, the stories, the actions.
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Not applicable

Executive Summary

What are QRPs?
QRPs are a tool used by the CQC, commissioners and providers to monitor
compliance with the essential standards of quality and safety. QRPs produce risk
estimates for the essential standards of quality and safety and the data items that
underpin these estimates. Each provider has a profile which contains information
from a number of sources. CQC then analyse this information to identify areas where
a provider may not be meeting standards.
CQC currently only share QRPs with providers and commissioners. They help in
assessing where risks lie and can play a key role in providers’ own internal
monitoring as well as informing the commissioning of services.

What kind of information is included in the profiles?
The information presented in the profiles is organised using the CQCs 16 essential
outcomes of quality and safety. CQC source and analyse a range of data sources,
both qualitative and quantitative, to build each QRP. These sources include
information from: other regulatory bodies
 the NHS Litigation Authority
 routine data collections
 other CQC regulatory activity
 national clinical audit datasets
 information from people using services e.g. NHS Choices and feedback from
Healthwatch

Benchmarking the Trust’s Performance
NHS trusts can only view their updated QRPs via a password protected ‘log-in’ area.
Lead commissioners and Monitor can view updated QRPs for their relevant trusts via
a password protected ‘log-in’ area.
Clinical commissioning groups (CCGs) and NHS England local area teams (LATs) can
apply for an account to view specific NHS trust QRPs.
The Trust is therefore unable to benchmark its performance against other
organisations.

Assessing the Trust’s Performance
The pages below set out a detailed analysis of the Trust’s quality and risk profile
against each of the CQC’s 16 essential standards (also called outcomes) for quality
and safety. The risk estimate for each standard ranges from low green (best) to high
red (worst). The Trust has no standards graded high or low red, high or low amber, or
high yellow. The majority are graded low yellow, with one high green and two low
green.
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Executive Summary cont’d/…

Why aren’t there more Greens?
When for example, the results of the annual staff survey, or community mental health
survey are published, even if the trust has performed quite well overall, individual
questions where the trust scored below the national average will impact on our
Quality and Risk Profile. A low green for that outcome can soon turn to a high yellow.
Although action is taken within the trust to address these issues they still can remain
on our Quality and Risk Profile for up to twelve months until the next survey takes
place. Occasionally, it can be shorter if CQC receives data from another independent
source confirming this indicator has improved.
Similarly, where a CQC compliance visit took place in the past and an issue was
highlighted for improvement although we will take remedial action to address this, it
can stay on our Quality and Risk Profile until CQC carries out another inspection for
up to eighteen months later.
It is therefore difficult for the Trust to influence its CQC Quality and Risk Profile in the
short term.

Future Developments
CQC have written to all NHS Trusts updating them on the progress they have made in
their development of a new surveillance model which will replace QRPs. They have
been publishing the new surveillance information for acute and specialist NHS Trusts
since the end of October 2013.
CQC is continuing to develop the new surveillance approach for Mental Health,
Community and Ambulance NHS Trusts.
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Summary Report on the CQC Quality Risk Profile for March 2014
Current risk estimates for the essential standards for quality and safety are:
Risk
Estimate
No Data

Frequency

Outcomes

0

Insufficient
Data

0

Low Green

2

High Green

1

Low Yellow

13

High Yellow

0

Low Amber

0

High Amber

0

Low Red

0

High Red

0

1-

Respecting and involving people who use
Services
5 - Meeting nutritional needs
21 - Records
2 - Consent to care and treatment
4 - Care and welfare of people who use services
6 - Co-operating with other providers
7 - Safeguarding people who use services from abuse
8 - Cleanliness and Infection Control
9 - Management of medicines
10 - Safety and suitability of premises
11 - Safety, availability and suitability of equipment
12 - Requirements relating to work
13 – Staffing
14 - Supporting Staff
16 - Assessing and monitoring the quality of service
provision
17 - Complaints

KEY TO RISK ESTIMATES
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The table below lists the two most recent Risk Estimates for each of the 16 Essential Standards:

5

6

7

8

Outcome 4 –
Care and
Welfare of
people who
use services

Outcome 2 –
Consent to
care and
treatment

Outcome 1 –
Respecting
and involving
people who
use services

Outcomes

Time period

Positive

17.03.14

New Positive comment received from
the CQC compliance review to Pond
Lane on the 26.02.14.

03.02.14

New Positive comment received from
the CQC compliance review visit to
Edward Street on the 13.01.14.

NHS England
Mental Health
Community
Teams Activity

CQC,
Compliance
Visit

01.10.13 –
31.12.13

New Positive comment received from
the CQC compliance review visit to
Edward Street on the 13.01.14.

03.02.14

1 new data item scoring ‘Better than
expected’ for the ‘Proportion of patients
on CPA who were followed up within 7
days after discharge from psychiatric
inpatient care’.

1 new data item scoring ‘Much better
than expected’ for the ‘Proportion of
admissions to acute wards that were
gate kept by the CRHT teams’.

New Positive comment received from
the CQC compliance review to Pond
Lane on the 26.02.14.

17.03.14

12.03.12

1 negative comment taken off the QRP
– this is in relation to the outcome
judgement from the Compliance
Review at Orchard Hills in 2012.

Risk estimate moved from High Yellow to Low Yellow.

CQC,
Compliance
Visit

Risk estimate stayed the same as Low Yellow.

CQC,
Compliance
Visit

Risk estimate stayed the same as Low Green.

Data Source

Negative

Review of CQC Profiles listed above
Comment
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Outcome 6 –
Co-operating
with other
providers

Outcome 5 –
Meeting
nutritional
needs

Outcome 4 –
Care and
Welfare of
people who
use services
Cont.

Outcomes

01.10.12 –
30.09.13

Time period

Positive

24.03.14

No new items on the QRP.

Risk estimate moved from High Yellow to Low Yellow.

Scores on the
doors, Food
Standards
Agency Rating

4 new data items scoring ‘Much better
than expected’ for the following:
Environmental health officer FHRS
score ratings based on how hygienic
and well-managed food preparation
areas are on the premises. The 4 areas
this score applies to are:Ridge Hill
Heath lane
Penn Hospital
Edward Street

Risk Estimate moved from Low Yellow to Low Green.

CQC, Mental
Health Act
database

Data Source

The refurbishment of
Penn took place
during this period so
that some detained
patients were sent to
Hallam Street +
Macarthur instead

Inputting of data for
Edward Street was
behind during this
period - MHA Act
team are working to
address backlog

The Trust scored ‘Much worse than
expected’ for the ‘Occupancy ratio, looking
at the number of detained patients
allocated to a location to the number of
available beds (Data for Edward Street)’.
The Trust scored ‘Worse than expected’
for the ‘Occupancy ratio, looking at the
number of detained patients allocated to a
location to the number of available beds
Data for Penn Hospital)’.

Comment

Negative

CQC,
Compliance
Visit

Outcome 7 –
Safeguarding
people who
use services
from abuse.
Cont.

10

Outcome 14 –
Supporting
staff

12.03.12

1 negative comment taken off the QRP
– this is in relation to the outcome
judgement from the Compliance
Review at Orchard Hills in 2012.

Positive

New Positive comment received from
the CQC compliance review visit to
Edward Street on the 13.01.14.

03.02.14

Time period

New Positive comment received from
the CQC compliance review to Pond
Lane on the 26.02.14.

17.03.14

02.05.12

1 negative comment taken off the QRP
– this is in relation to the outcome
judgement from the Compliance
Review at Penn Hospital in 2012.

CQC,
Compliance
Visit

New Positive comment received from
the CQC compliance review to Pond
Lane on the 26.02.14.
New Positive comment received from
the CQC compliance review visit to
Edward Street on the 13.01.14.

17.03.14

03.02.14

02.05.12

1 negative comment taken off the QRP
– this is in relation to the outcome
judgement from the Compliance
Review at Penn Hospital in 2012.

Risk estimate moved from High Yellow to Low Yellow.

CQC,
Compliance
Visit

Risk estimate stayed the same as Low Yellow.

Data Source

Outcomes

Outcome 10 –
Safety and
suitability of
premises

CQC
Compliance
Visit

Outcome 7 –
Safeguarding
people who
use services
from abuse.

Risk estimate moved from High Yellow to Low Yellow.

Negative

Comment
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Outcome 16 –
Assessing and
monitoring the
quality service
provision

Annual Survey
of NHS Staff

Outcome 14 –
Supporting
staff. Cont.

01.09.13 –
31.12.13

Time period

Positive

1 new data item scoring ‘Much better
than expected’ for ‘Percentage of staff
receiving health and safety training in
last 12 months’.

Annual Survey
of NHS Staff

CQC,
Compliance
Visit

01.09.13 –
31.12.13

03.02.14

17.03.14

New Positive comment received from
the CQC compliance review to Pond
Lane on the 26.02.14.
New Positive comment received from
the CQC compliance review visit to
Edward Street on the 13.01.14.
1 new data item scoring ‘Better than
expected’ for the ‘Percentage reporting
errors, near misses or incidents
witnessed in the last month’.

Risk estimate stayed the same as Low Yellow.

Data Source

01.09.13 –
31.12.13

Annual Survey
of NHS Staff

Outcomes

01.09.13 –
31.12.13

Annual Survey
of NHS Staff

1 new data item scoring ‘Much better
than expected’ for ‘Percentage of staff
appraised in last 12 months’.

Action Plan agreed by
Workforce
Development Group
to address survey
results

Action Plan agreed by
Workforce
Development Group
to address survey
results

The Trust scored ‘Worse than expected’
on the following 2 items:
‘Percentage receiving job-relevant
training, learning or development in last 12
months’.
‘Support from immediate managers’.

The Trust scored ‘Much Worse than
expected’ on the ‘Fairness and
effectiveness of incident reporting
procedures’

Comment

Action Plan agreed by
Workforce
Development Group

Negative

The Trust scored ‘Much Worse than
expected’ on the ‘Percentage feeling
pressure to attend work when feeling
unwell in last 3 months’.
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Outcome 21 –
Records.
Cont.

Outcome 21 –
Records

01.11.13 –
30.11.13

HSCIC
Mental Health
Minimum Data
Set (MHMDS)

HSCIC Mental
Health
Minimum Data
Set (MHMDS)

HSCIC
Secondary
Uses Service
(SUS)

HSCIC
Secondary
Uses Service
(SUS)

01.11.13 –
30.11.13

01.04.13 –
31.01.14

01.11.13 –
30.11.13

HSCIC
MHMDS

HSCIC
Secondary
Uses Service
(SUS)

01.11.13 –
30.11.13

Health and
Social Care
Information
Centre Mental
Health
Minimum Data
Set (MHMDS)
1 new data items scoring ‘Much better
than expected’ for ‘Proportion of
MHMDS records with an invalid, other
default or missing entry in the gender
field’.
1 new data items scoring ‘Much better
than expected’ for ‘Proportion of
MHMDS records with an invalid, other
default or missing entry in the birth date
field’.

1 new data items scoring ‘Much better
than expected’ for ‘Proportion of Mental
Health Minimum Data Set (MHMDS)
records with an invalid, default or
missing entry in the registered GP
Practice field’.

Risk estimate moved from Low Green to High Green.

The Trust scored ‘Much Worse than
expected’ for the ‘Proportion of Secondary
Uses Service (SUS) records for outpatient
care with errors in the site of treatment
field’.
The Trust scored ‘Much Worse than
expected’ for the ‘Proportion of Secondary
Uses Service (SUS) records for outpatient
care with errors in the attendance indicator
field’.
The Trust scored ‘Much Worse than
expected’ for the ‘Proportion of SUS
records for outpatient care with errors in
the priority type field’.
The Trust scored ‘Much Worse than
expected’ for the ‘Proportion of Mental
Health Minimum Data Set (MHMDS)
records with primary diagnosis events
where there is an invalid, missing or
default entry in the Primary Diagnosis
field’.

Different systems
between Sandwell
and Wolverhampton
have yet to be
aligned. Information
officer has resubmitted this data
but too late to show
up here. Big piece of
work to be undertaken
in 2014 to bring
Wolverhampton in line
with systems at
Sandwell
Trust does not employ
its own clinical coder.
We have an SLA with
Sandwell acute Trust.
When she is off, this
can result in delays so
we do not always
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meet the required
timescale.

Agenda item no.: 3
Enclosure no.: 3.5

Meeting of:

Board of Directors

Date:

30 April 2014

Subject:

Action Plan in response to Internal Audit Report on the
Quality Governance Framework

Presented by:

Sheila Lloyd, Interim Director of Nursing and Professional
Practice

Author:

Brenda Macdonald, Head of Governance Assurance

Purpose:

To approve

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

Provide high quality care in the right place at the
right time
Quality Governance

Recommendation(s):

The Board note the progress of the action plan, slippage in timeframes and
the work of the support teams to deliver the Quality Strategy Plan

Equality & Diversity implications:

There are no implications to consider

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

N/A

Page 1 of 18
V4 – 14.4.14

Executive Summary
As part of the Trust’s internal audit plan for 2013/14, the quality governance
arrangements for the Trust were examined and a rating of Moderate Assurance and a
Monitor Governance Risk Rating of ‘Amber-Green’ applied.
Within this report it identified that quality governance systems and processes were
still being developed within the Trust (both in the divisions and corporately) and
although a moderate assurance rating was applied, this was a low moderate based
on the levels of assurance achieved for the individual control objectives.
The initial audit plan has been reviewed and updated by colleagues within
Governance, Transformation, Information, Performance, Divisional Directors,
Corporate Senior Managers and the Lead Executive and there has been some
movement to delivering actions in response to the internal audit report.
There are no longer any ‘red’ ratings and ‘amber’ ratings have plans in place to
achieve expected outcomes. However, timeframes have been extended in order to
consult with clinical and administrative colleagues to ensure alignment to new
committee structures.
On 7 May 2014, clinical and administrative colleagues will come together for a full day
to develop the Quality Strategy and determine how as a team we will deliver the plan.

Page 2 of 18
V4 – 14.4.14

Status Key for Action Plan
Red
Considerable work to be done not on track
Amber
More work to be done but on track
Yellow
Less work to be done to be fully completed
Green
Action has been completed
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QUALITY GOVERNANCE
Internal Audit Action Plan
2014-2016

V4 – 14.4.14

Control
Assessment
Requirement

Action Taken

Lead

A Quality Strategy
exists, which
comprises clear quality
goals (patient
experience, safety and
effective care). This is
linked clearly to the
Trust’s 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

1.2

1.3

1.4

Weak
Control

Weak
Control

Weak
Control

improvement)

Weak
Control
(needs
significant
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To refresh and update the Quality
Strategy, so there is an alignment
of quality objectives with:• the Directorate/Divisional
Business Plans

Quality goals to be specific,
measurable and time-bound to
enable review of delivery by the
Board

There are clear and measurable
goals included within the strategy

To refresh and update the Quality
Strategy, so there is an 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 Governance
Strategy sets out trustwide goals for divisions
and services and how
they are communicated
and understood to the
wider Trust and the
community it serves

Strategy contains Quality
goals that are specific,
measurable and timebound

Strategy contains clear
measurable priorities for
action to meet national
and local priorities

Quality Governance
Strategy developed
aligned to Trust Plan,
Quality Account and other
strategic documents

Director
of
Nursing

Director
of
Nursing

Executive
Team

Director
of
Nursing

March
2014

March
2014

March
2014

March
2014

Timeframe

Objective 1 - Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality

Expected Control

1.1

Ref

Quality Governance Framework Action Plan

V4 – 14.4.14

Completed

Completed

Completed

Completed

Status

Control
Assessment
Requirement

Action Taken

Lead

Timeframe

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

1.7

Sound
Control

Weak
Control

Weak
Control

Trust Board receives
regular quality clinical
dashboard providing
performance on key
indicators for the three
dimensions of quality

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

Reasonable
Control

There is an action plan
for monitoring
achievement of quality
goals with designated
owners and
timeframes
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Each service undertakes 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

Trust Board receives regular
updates throughout the year on the
progress being made to implement
quality goals

Trust Board receives key quality
performance data in respect of 3
dimensions of quality patient safety;
effective care; patient experience in
dashboard format

Action plan in place to ensure that
quality goals identified within the
strategy are implemented within
agreed timescales

No further action required

Work is continuing to
provide these updates to
the Board in the form of a
dashboard to facilitate
ease of monitoring
performance

Quality Clinical Dashboard via Qlikview is
operational.
Further development to
provide metrics for all
three dimensions of
quality is continuing

Quality Governance
Strategy contains an
action plan for monitoring
achievement of goals with
designated owners and
timeframes

Director
of
Nursing /
Chief
Operating
Officer /
Director of
Workforce /
Medical
Director

Head of
Business
Intelligence

Chief
Operating
Officer /
Director
of Resources

Executive
Team / Trust
Board

N/A

April
2014

April
2014

March
2014

Status

V4 – 14.4.14

Completed

First progress
report will go to
the Board at the
end of Quarter
One in July 2014

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

Monitoring of
progress will be
undertaken by
Quality and
Safety Steering
Group starting at
the May 2014
meeting

Objective 1 - Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality cont’d/…

Expected Control

1.6

1.6

1.5

Ref

Control
Assessment
Requirement

Action Taken

Lead

Timeframe

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

The Trust Board
regularly review an upto-date risk register in
respect of quality data

1.9

Sound
Control

Sound
Control
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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 Quality and Safety
Steering Group. Each Division
produces a separate incident report
monthly to its respective Divisional
Care Governance Group.
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.
No further action required

No further action required

Company
Secretary/
Executive
Team

Director of
Nursing/
Head of
Governance

N/A

N/A

Objective 1 - Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality cont’d/…

Expected Control

1.8

Ref

V4 – 14.4.14

Completed

Completed

Status

Control
Assessment
Requirement

Action Taken

Lead

Timeframe

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

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

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

1.11

1.12

Sound
Control

Sound
Control

Reasonable
Control
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CQC Quality and Risk Profiles are
populated by the Care Quality
Commission from external
information etc. and they are
received every month

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

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 Quality
and Safety Steering Group

No further action required

No further action required

Divisional Risk Registers
reviewed to ensure they
are up-to-date. Where
actions are outstanding
these will be exception
reported to the Quality
and Safety Steering
Group as part of the
divisional exception
report, which is an
existing agenda item
(highlighted in new Terms
of Ref and assurance /
escalation Framework)

Director of
Nursing/
Head of
Governance

Director of
Nursing/
Medical
Director/
Executive
Team

Divisional
Directors/
Head of
Governance/
Director of
Nursing

N/A

N/A

April
2014

Status

V4 – 14.4.14

Completed

Completed

Divisional Risk
Registers now
on DATIX.
Governance
Assurance Unit
supporting
Divisional
Governance
Teams to
manage risk
registers to
ensure they
align to the
corporate risk
register. Report
will go to Quality
and Safety
Steering Group
in May 2014

Objective 1 - Trust Strategy is quality driven and the Board are sufficiently aware of the potential risks to quality cont’d/…

Expected Control

1.10

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

2.3

2.2

2.1

The capabilities of
Board members are
assessed in relation to
their understanding of
and knowledge in
terms of quality
governance
The Board conducts
regular selfassessments to test its
skills and capabilities
and has a succession
plan to ensure that
they are maintained

There is a robust
committee structure
which feeds quality
governance issues to
the Trust Board and
includes the
engagement of NEDs

Sound
Control

Sound
Control

Reasonable
Control
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Trust Board to undertake a selfassessment exercise against the
Monitor guidance for Boards dated
April 2013 and take appropriate
actions to mitigate gaps

Self-assessment is undertaken as
part of the Annual Plan Corporate
Governance Statement

Board biographies exist for each of
the 13 Trust Board members

The Terms of Reference for the
Divisional Care Governance
Groups (CGGs) also to be
refreshed and updated

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
maximise efficiency and avoid
duplication. Terms of Reference to
be updated as part of this process.

Self-assessment exercise
has been undertaken and
action plan developed to
mitigate gaps identified

No further action required

Terms of Reference for
divisional structure to be
reviewed once corporate
structure and renewed
TOR agreed by Trust
Board

A review of committee
structures and
responsibilities has been
undertaken and features
in the Board Assurance
Escalation framework.
Terms of Reference for
corporate structure
refreshed

Company
Secretary/
Executive
Team

Company
Secretary

Chief
Operating
Officer /
Divisional
Directors/
Head of
Governance

Company
Secretary/
Director of
Nursing /

N/A

N/A

March
2014

March
2014

V4 – 14.4.14

Completed

Completed

Terms of
Reference for
Divisional CCGs
to be taken to
Quality & Safety
Steering Group
May 2014

Completed

Objective 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

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

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

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

Quality Governance is
a standing agenda
item at Trust Board
meetings

2.4

2.5

2.6

Sound
Control

Sound
Control

Reasonable
Control
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Quality Governance is covered
under standing items of Risk and
Governance on each agenda

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

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

No further action required

No further action required

Company
Secretary

Director of
Nursing /
Head of
Governance

Company
Secretary/
Executive
Team

N/A

N/A

June
2014

April
2014

Company
Secretary/
Executive
Team

Training plan and other
materials have been
distributed to all board
members
Roll out training

March
2014

Company
Secretary

Training plan has been
developed

V4 – 14.4.14

Completed

Completed

Outstanding to
be completed by
June 2014

Completed

Completed

Objective 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

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

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

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

2.8

2.9

The Board undertake
benchmarking against
other organisations in
relation to quality

2.7

Sound
Control

Reasonable
Control

Reasonable
Control
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Incidents are all recorded on
DATIX and are reported quarterly
in a Governance Assurance Report
which is sent to Quality & Safety
Steering Group and to Trust Board.
Divisions also report. Divisional
Care Governance Groups review
their Risk Register.

Board is aware of and receives
regular progress reports on quality
initiatives programmes

The Trust now participates 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

Head of
Business
Intelligence

Head of
Business
Intelligence/
Head of
Governance /
Dep. Director
of Nursing

To be monitored through
an integrated dashboard
and clinical quality
Implementation plan from
Caring Counts

No requirement but will
be incorporated into the
integrated dashboard

Director of
Nursing /
Executive
Team

Head of
Governance/
Associate
Director of
Business
Intelligence

Quality initiatives
developed and identified
within the Quality
Governance Strategy and
the Clinical Quality
Strategy

Benchmarking included in
the Quality Strategy.
Trust is a member of the
NHS Benchmarking
Network and exploring
Peer Reviews with other
mental health trusts
further afield

April
2014

April
2014

March
2014

May
2014

V4 – 14.4.14

First progress report
incorporated into the
integrated dashboard
will go to the Board at
the end of Quarter One
in July 2014

See 1.5. Quality and
Safety Steering Group
will provide a quarterly
performance report to
Trust Board. As below,
the first report for
Quarter One will go to
the Board in July 2014.

Completed

Benchmarking
Dashboard offering
retrospective data will
go the Board Meeting
in May 2014

Objective 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 cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

3.2

3.1

2.10

The organisational
structure cascades the
responsibility for
quality from Board to
Ward

Objectives for
Executive and NonExecutive Directors
are clear in relation to
accountability for
quality

There are well
advertised procedures
for staff concerns and
patient complaints

Weak
Control

Sound
Control
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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 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

Job descriptions exist for both
executive and non -executive
directors and there is also a
Directors Performance Framework

A Whistleblowing policy exists and
also a complaints policy

The quarterly reports are
always sent out to the
Divisions for them to
check the content and
add commentary

Clarification is contained
in the Board Assurance
Escalation Framework
document

No further action required

Divisional
Directors /
Head of
Governance

Director of
Nursing

Company
Secretary

April
2014

March
2014

N/A

V4 – 14.4.14

Process is being
reviewed to ensure the
system in place is
robust, led by Interim
Associate Director of
Governance.

An information process
has been developed
underpinned by an
action plan agreed with
Divisional Directors

Completed

No requirement but this
has been communicated
Head of
April
Sound
Completed
widely with staff via
Service
2014
Control
weekly e-bulletins and
Marketing
quarterly Grapevine. Our
Communications Office
employ a rolling plan to
repeat this.
Objective 3 Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key stakeholders are
engaged in quality

Objective 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 cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe

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

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

3.3

3.4

Sound
Control

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

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

Terms of reference for all
board sub committees
reviewed and agreed in
March 2014, and include
“reporting responsibilities”
in each. Terms of
reference for Quality and
Safety Steering Group
approved by Quality and
Safety Committee in April
2014 and again, includes
clear reporting
responsibilities

No requirement although
Terms of Reference for
committees reviewed as
part of the Board
Assurance Escalation
Framework

No requirement although
committee structure has
been reviewed to ensure
a clear Floor – to Board
process of escalation and
assurance gathering
Company
Secretary

Company
Secretary /
Director of
Nursing

March
2014

March
2014

Status

V4 – 14.4.14

Completed

Completed

Objective 3 Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key
stakeholders are engaged in quality cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

3.6

3.5

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

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

Sound
Control

Reasonable
Control
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Internal audit of Quality
Governance and external audit
review of the annual accounts
including the Quality Account

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

Company
Secretary

Executive
Team/ Head
of Service
Marketing

‘Learning the Lessons’
Launch event led by Lead
Nurses supported by
Communications

No further action required

Director of
Workforce /
Head of
Service
Marketing

Director of
Nursing /
Chief
Operating
Officer

Engagement and
Communication Plan with
staff to be developed

The integrated dashboard
will also provide
triangulated evidence

A lessons’ learnt process
already exists within the
Trust, this will be
reviewed and refreshed.

N/A

July
2014

June
2014

April
2014

V4 – 14.4.14

Completed

Steering group to
use PMO template
for planning event,
which will identify
expected outcomes
and milestones

Research and
contact with other
trusts for best
practice to inform
writing of plan to be
produced by end of
May 2014

A review of the
process has taken
place and a
flowchart developed
which has been
sent to the
Divisions for their
comments and
agreement

Objective 3 Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key stakeholders
are engaged in quality cont’d/…

Ref.

Expected Control

Control
Assessment

Requirement

Action Taken

Lead

Timeframe

Status

3.8

3.7

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

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

Weak
Control

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

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
The Trust recognises that Patient
Reported Outcome Measures (PROMs)
and Patient Reported Experience
Measures (PREMs) provide richer
information than patient satisfaction
questionnaires which cover a relatively
narrow but clearly important area. It is
possible to have a satisfactory
experience of a service and score a
questionnaire highly but a poor clinical
outcome, which would not be identified
by a satisfaction scale. PROMs and
PREMs however, will capture not only
the patient experience and satisfaction
but also the outcome from the patient’s
perspective.
Our clinicians do complete the routine
clinical outcome measure Health of the
Nation Outcome Scales (HONOS), to
measure the health and social
functioning of people with severe
mental illness, an instrument with 12
items measuring behaviour, impairment,
symptoms and social functioning.

No further action required

Associate
Director of
Business
Intelligence

Director of
Workforce

Some PROMs are
now available for
mental health,
which we can
implement. The
‘friends and family
test’ will be the first
PREM to be
implemented this
year. Further work
needs to be
undertaken before
PROMs and
PREMs are
reported to the
Board. Associate
Director of
Intelligence to
provide an update
of progress.

Completed

V4 – 14.4.14

April
2014

N/A

Objective 3 Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key stakeholders are
engaged in quality cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe

Status

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

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

3.9

3.10

Sound
Control

Reasonable
Control
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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. Monthly Service Quality
Review meeting are held.
Engagement groups exist such as
Changing Our Lives, Making a
Difference Group and the Quality
Council

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

No further action required

Reports go to relevant
division to add action
taken/being taken before
being submitted to Trust
Board. Outstanding
actions will be added to
existing action plans.
All actions plans to be
entered on to DATIX and
monitored by Governance
Assurance Unit to
completion

Director of
Nursing /
Executive
Team

Divisional
Directors /
Head of
Governance

N/A

May
2014

V4 – 14.4.14

Completed

Quality and Safety
Steering Group to
report to Trust Board
by exception of
divisional action plans
where goals have not
been met to timeframes. Divisions to
provide Quality and
Safety Committee
and Trust Board with
a contingency plan to
include a risk
assessment in order
to moderate risk(s)

Objective 3 Structures, processes, roles, accountability and escalation are clear. Performance is managed and staff and other key stakeholders
are engaged in quality cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

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

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

Indicators are
reviewed and updated
regularly

4.1

4.2

4.3

Weak
Control

Weak
Control

Weak
Control
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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.

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

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

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.

As above 1.6 and 4.1 –
dashboard being updated

As above in 1.1
Quality Strategy
developed including
measurable priorities for
action

Quality dashboard
developed via Qlikview
but requires further
development with quality
priorities agreed and
integration with.
workforce, financial and
risk data

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

Director of
Nursing

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

May
2014

April
2014

May
2014

V4 – 14.4.14

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

Completed

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

Objective 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 cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

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

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

4.4

4.5

Reasonable
Control

Sound
Control
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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

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

Risk and Governance
Quality Report will be part
of a dashboard providing
quality information to the
Quality and Safety
Steering Group that can
be traced to source and
signed off by its owners

Execution of Plan across
all services

Plan in place and project
team to lead delivery

System formulated for
DATIX risk management
system to be rolled out
across all services to
allow electronic reporting

Monthly update would not
allow enough time for
progress to be made.
Quarterly updates
monitored by GAU to
Quality and Safety
Steering Group

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

Head of
Governance /
Divisional
Directors

Head of
Governance /
Divisional
Directors

Head of
Governance /
Divisional
Directors

Divisional
Directors /
Head of
Governance

May
2014

End of
May
2014

May
2014

April
2014

April
2014

V4 – 14.4.14

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

In Progress
and on plan

In Progress
and on plan

Completed

Completed

Objective 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 cont’d/…

Ref.

Expected Control

Control
Assessment
Requirement

Action Taken

Lead

Timeframe
Status

Information in quality
reports is displayed
clearly and
consistently.

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

4.6

4.7

4.8

Sound
Control

Weak
Control

Weak
Control
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Sound in respect of DATIX only

No such control exists at present as
Dashboard is not complete

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.

DATIX covers patient
safety, some effective
care indicators and
complaints. This is being
developed to cover other
quality information

As above
Targets developed will be
included in the integrated
dashboard

Information received by
the Trust Board includes
workforce data, finance
and quality data but not
incorporated into an
integrated dashboard.
Dashboard under
development – as above

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

Chief
Operating
Officer /
Director of
Resources /
Associate
Director of
Business
Intelligence

May
2014

May
2014

May
2014

V4 – 14.4.14

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014. See also
2.7 a separate
dashboard will
be provided for
Benchmarking
also in May
2014

Quality Clinical
Dashboard will
be provided for
the Trust Board
Meeting in May
2014

Objective 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 cont’d/…

Ref.
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Summary
Attached is the annual report for the year 2013-2014 which shows a 4% increase in
complaints, with 161 received compared to 155 in the last financial year. The mental
health division has received the highest number of complaints, which is unsurprising
as the largest service provider of the Trust.
The report outlines that Quarter 1 was the busiest period, with 46 complaints
received. The top themes for complaints remain the same and are care, attitude of
staff, communication and out-patient appointments.
The Board should be assured that BCPFT has met its statutory requirements with
100% of complaints being acknowledgement within 3 working days and resolution
within 6 months. However, following an internal audit review of the complaints
handling, the Patient Experience and Involvement Team introduced some new local
targets to complete complaints within a robust timeframe of 6 weeks for completion
of complaint. 30% of complaints were closed within this deadline with 70% falling
outside of this target. The PEI Team will work with Divisions to improve on these
targets in 2014-2015.
The report outlines a 1.5% decrease in the number of concerns with 188 received
compared to 191 for the last financial year. With the Mental Health Division
receiving the most concerns.
The main themes for concerns were care, attitude of staff, communication and
out-patient appointments (cancellation/delay).
Finally the report outlines that the number of compliments has increased by 32%
with 343 compliments when compared to last year (259).
Brooklands, Wolverhampton Older adult outpatient service, received the most
compliments at 74.
Although the report highlights that Dale Ward, female adult in-patient
Wolverhampton received a high number of concerns and complaints, they also
received some positive comments and feedback.
The PEI team continue to work with divisions to streamline complaints processes to
ensure that complaints are responded to in a non-defensive, timely and positive way.

4

Section 1

Introduction

Attached is the annual report for Complaints, Concerns and Compliments for the
period 1 April 2013 to 31 March 2014.
The report is presented in 3 parts, Section 2 looks at Complaints, and Section 3
focuses on concerns data and Section 4 on Compliments.
The chart below summarises total numbers for April 2013 – March 2014.
Complaints, Concerns and Compliments
for the period 1 April 2013 to 31 March 2014.
Complaints

Concerns

Compliments

257

152
121

51
14
Mental Health

24

LD

23

32
11
CYPFS

3

1

0

Corporate
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Section 2

1.

Complaints

Number of Complaints Received by BCPFT by Division

The Trust has received 161 complaints during the year. On average we receive 13
complaints a month, which is equal to last year.
1.1

1.2

The table below shows the total of complaints received per division for April
2013 to March 2014.
Division/
Service

Received

MH

119

84

12

22

LD

14

10

2

2

CYPFS

25

17

3

2

Corporate

3

3

0

0

TOTALS

161

114

17

26

Completed Withdrawn

In
progress

The chart below shows overall complaints per division for April 2013 to March
2014.

Total Number of Complaints
MH

LD

CYPFS

Corporate

4% 0%
14%

82%

1.3

The table below demonstrates the categories of upheld complaints per
division for April 2013 to March 2014.

6

25
20
15
10
Mental Health

5

LD

0

CYPFS
Corporate

1.4

The table below illustrates the number of upheld, partially upheld, not upheld
complaints for each division based on completed complaints (114). Of the
114 complaints received, 58% were fully upheld.

40
35
30
25
20
15
10
5
0

30%

Total Number of Completed Complaints

22%
18%

43%

29%

24%24%
16%

0%
Mental Health

Complaint upheld

Learning
Disabilities

Children, Young
People &
Families

Complaint not upheld

33%67% 0%
Corporate
Services

Complaint partially upheld

Please note that complaints shown on this table do not include open complaints

1.5

Quarter 4 (January to March 2014) Complaints are as follows:
Jan 2014

Mental Health
Learning Disabilities
Children, Young People & Families
Total

8
2
2
12

Feb 2014 Mar 2014 Total
16
11
35
0
1
3
1
1
4
17
13
42

7

1.6

The following table sets out the open complaints for quarter 4 (January to
March 2014):
Jan 2014

Mental Health
Learning Disabilities
Children, Young People & Families
Total

1.7

2
1
2
5

Feb 2014 Mar 2014 Total
8
12
22
0
1
2
1
0
3
9
13
27

The following table sets out the complaints received per quarter with a
comparison with the figures from last year:
Month

Complaints
2012/2013

Complaints
2013/2014

Status
2013/2014

Quarter 1 (Apr-Jun)

42

46

Complete

Quarter 2 (Jul-Sep)

37

43

Complete

Quarter 3 (Oct-Dec)

48

30

Complete

Quarter 4 (Jan-Mar)

28

42

27 Open

Total

155

161

2.

Analysis of Complaints

2.1

Attached in Appendix 1 is an analysis of complaints received for April 2013 to
March 2014.

3.

Analysis of Complaints within service areas.

3.1

The chart below shows the service areas that have received the highest
number of complaints with detail within each area in section 3.1.1 (Appendix 2

Hallam
Street
Resource
Centre, 10

Juniper
Ward, 14

Brook Ward,
10
Steps to
Health
(Complex
Care), 11

8

3.1.1 Dale Ward – Mental Health Division (14)
The following table sets out the categories for complaints received for Dale
Ward.
2.5
2
1.5
Attitude of Staff
1

Care

0.5

Housekeeping
Patient property & expenses

0

Personal Safety
Privacy & Dignity

3.1.2 Steps to Health, Complex Care – Mental Health Division (11)
4.5
4
3.5
3
2.5
2
1.5
1
0.5
0

Attitude of Staff

Care

Medication*

3.1.3 Hallam Street Hospital Resource Centre – Mental Health Division (10)

Unprofessio…

Unhelpful

Medication…

Length of…

Lack of Care

Dispute…

Dispensing…

Change in…

Being…

Attitude of Staff

About…

1.2
1
0.8
0.6
0.4
0.2
0

Care

9

3.1.4 Brook Ward – Mental Health Division (10)
2.5
2
1.5
Attitude of Staff

1

Care

0.5

Communication

0

Discharge
Personal Safety

4.

Complaint categories per division

4.1

The following chart details the complaints received per division by theme of
complaint:
50
40
30
20
10
0

MH
LD
MH

CYPFS
Corporate

4.2

Detailed in Appendix 2 outlines the categories of complaints per division

4.3

The table below shows top 3 themes in comparison to the previous year.

Top 3 Themes of Complaints
2012-2013

2013-2014

27
29

11
24

64
62

11
4.5

10

5.

Learning from Complaints

Below is an example of learning from these themes.
Category

You Said

We Did

To date

Quarter 3
(October –
December
2013)

Care

We need to ensure
more care is taken
when bathing
vulnerable people

Staff have been signposted
to the bathing protocols and
importance of checking
temperature. Developed a
bathing care plan.

Completed

Quarter 3
(October –
December
2013)

Attitude

staff were rude and
unhelpful

Completed

Quarter 4
(January –
March
2014)

Out-Patient
Appointment
(delay/
cancellation)

You were unhappy
with the waiting
times.

Quarter 3
(October –
December
2013)

Communicati
on

Referral letters
need to be looked
at and contain all
relevant
information

On-going work with all staff
on behaviours – team
leaders to review customer
care training when
recruiting to substantive
posts, with all staff to follow
the new nursing strategy
6c’s principle, as well as the
Trust new behaviour
protocols, and dignity and
respect initiative.
To have a clear care plan
and to provide good quality
information to support the
complainant through the
process of being referred on
to another part of the
service.
A standard protocol has
been agreed so that all GP
referral letters are included
along with all referrals from
PLS to secondary care

Completed

Completed

6.

Responding to Complaint targets

6.1

In July 2013 the internal Auditors carried out a review of complaints, and one
of the areas identified for improvement, was the response rates to complaints.
The Patient Experience and Involvement Team (PEI) also set up an
escalation process to show the levels of complaints (high/medium and low),
and the importance of having a lead investigator. The response rates were
then reviewed, the Complaint policy updated and guides amended to show
the new target dates of 4 weeks, from date of complaint meeting or complaint
being received. With more time if complaint falls into the category of high.

6.2

The following has been achieved in meeting complaint regulations and local
targets:•
•

100% were acknowledged within 3 days.
100% of complainants who accepted a meeting were provided with a date for
their meeting within 8 days.
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•
6.3

100% of complaints met the statutory requirements of resolution within the 6month timeframe.
The following table shows the total number of complaints received; those that
have met the target response; and those which went overdue.

Division

Complaints
Received

Mental Health – Acute

67 (11
withdrawn)
= 56
43 (2
withdrawn)
= 41
9

Mental Health –
Community
Older Adult Mental
Health
MH TOTALS
LD

LD TOTALS
CYPFS

CYPFS TOTALS
Corporate
CORPORATE
6.4

119
14 (2
withdrawn)
= 12
14
23 (3
withdrawn)
= 20
25
3
3

Closed Within
Agreed
Timescale
25 (45%)

Closed
Outside of
Timescale
31 (55%)

Number of
complaints
outstanding
11

8 (20%)

33 (80%)

8

2 (22%)

7 (78%)

2

35 (30%)
3 (25%)

84 (70%)
9 (75%)

21
2

3 (25%)
2 (10%)

9 (75%)
18 (90%)

2
2

2 (10%)
3 (100%)
3 (100%)

23 (90%)
0
0 (0%)

2
0
0

The delays to responses received are shown in the following table:

Division

MH

Total no. of
complaints
closed
outside of 4
weeks
71 (11 withdrawn,

Complaints
closed over
deadline up to
30 days delay

Complaints
closed over
deadline up to
60 days delay

40

9

11 remain open)

LD

9 (2 withdrawn, 2
remain open)

5

0

CYPFS

18 (5 withdrawn,

12

4

0

0

2 open)

Corporate

0

6.5

The majority of complaints closed outside of the agreed timescales were
either serious complaints involving a serious incident or death, complex ones
which involved multiple services or complaints involving several organisations.

6.6

The following table contains examples of complaints that have been
responded between 30 and 60 days following the target date:
12

Division

MH

Complaints
Site
closed over
deadline up to
60 days delay
9
Sandwell Acute

Theme

Reason for
delay

Care

Complex and
involving
multiple
agencies
No
explanation
Doctor on
long-term
special leave
No
explanation
Over summer
period –
staffing levels
low due to
leave
No
explanation
No
explanation
Extreme/High
level complaint
involving
death
0

Wolverhampton Care
Older Adult
Wolverhampton Care
Community
Wolverhampton Care
Acute
Wolverhampton Attitude of
Community
staff/care x 2

Wolverhampton Care
Acute
Wolverhampton Care
Community
Wolverhampton Care
Community

LD

0

CYPFS

4

Corporate

0

0
Dudley

Care

No
explanation

Dudley

Appointments
(delay)

No
explanation

Dudley

Care

No
explanation

Dudley

Care

Involved
serious
incident
involving a
death and
subsequent
RCA

0

0
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7.

Parliamentary and Health Service Ombudsman Cases (PHSO)
The PHSO Office asked for information regarding 9 complaints: 8 for mental
health and 1 for Children’s Division. This is reduction compared to 21
contacts received 2012-2013.
Out of the 9, only one was via a formal letter to the Chief Executive. This was
about the serious complaint that was completed and thoroughly investigated
following the death of a patient who had been open to the Eating Disorders
Service.
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Section 3

1.

PALS Concerns/Contacts

Background

The Patient Experience and Involvement Team continue to promote the service of
Patient Advice and Liaison Service (PALS) introduced in 2002. This service
provides advice, information and assistance to service users, carers and their
families about services provided by the Trust. The team also deals with informal
concerns which often prevents issues having to be escalated to formal complaints.

2.

Numbers of Concerns Received by Division

2.1

The Trust has received 188 concerns during the year. On average we receive
15 concerns a month, which is equal to last year. The table below shows the
division and current status as at the end of March 2014.
Passed to
External
Under
Total
Formal
Investigation
Completed
Complaint Signposting

Division/
Service

Received

MH

152

3

0

0

155

LD

24

1

1

0

26

CYPFS

11

1

0

0

12

Corporate

1

0

1

0

2

TOTALS

188

5

2

0

195

2.2

The chart below shows overall concerns per division:
MH

LD

CYPFS

Corporate

0%
4%
14%

82%

15

2.3

Overall there has been a 1.5% decrease in the number of concerns compared
to the same period last year, as shown in the chart below:
Month

Concerns
2012/2013

Concerns
2013/2014

Quarter 1 (Apr-Jun)

39

34

Quarter 2 (Jul-Sep)

28

37

Quarter 3 (Oct-Dec)

57

62

Quarter 4 (Jan-Mar)

67

55

Total

191

188

3.

Analysis of Concerns

3.1

Below is a detailed breakdown of the individual areas of concerns

Mental Health
LD
Children, Young People & Families
Total

3.2

13/14 Q1 13/14 Q2 13/14 Q3 13/14 Q4 Total
27
30
46
49
152
3
2
15
5
25
4
5
1
1
11
33
37
62
55
188

Service areas with the highest number of concerns:

Total Number of Concerns
Juniper Ward

14%

Hallam Street Resource
Centre

15%
50%

21%

MacArthur (PICU)
Gerry Simon (Sycamore)

16

4.

Themes for Concerns

4.1

Concerns Received per subject per Division 1 April 2013/31 March 2014:

Mental Health
Abbey House
Bristnall Hall Road - Sandwell Carers Mental Health Team
Brook Ward
Brooklands Parade
Charlemont House
Cleveland House - Healthy Minds
Delta House - Oldbury & Smethwick CMHT
Edward Street - Outpatients/Therapy
Edward Street Community Base
Edward Street Hospital
Friar House
Gerry Simon - Sycamore
Hallam Street Resource Centre
Dale Ward
Langley House
McArthur PICU
Non Trust Location
Oldbury Health Centre - Psychiatric Liaison Services
Penn - Referral & Assessment Service
Primary Care Centre - Psychiatric Liaison Service
Regis Lodge
Restaurant / Cafe
Salter Ward
Steps to Health - Complex Care
The Croft
Whiteheath Medical Centre - Psychiatric Liaison Service
Total
CYPFS
Attitude of Staff
Care
Communication
Discharge
Outpatient Appointments (cancellation & delay)
Total
LD
Aids, Appliances & Equipment
Attitude of Staff
Catering
Discharge
Housekeeping
Personal Safety
Staffing levels*

2013 2014 Total
7
2
9
1
0
1
8
1
9
2
0
2
6
2
8
4
1
5
0
1
1
1
0
1
2
2
4
0
1
1
10
1
11
2
0
2
12
4
16
17
22
39
2
1
3
10
2
12
1
0
1
2
2
4
1
0
1
1
1
2
1
0
1
1
0
1
1
1
2
5
4
9
4
0
4
2
1
3
103
49
152
2013 2014 Total
2
0
2
4
0
4
1
0
1
1
1
2
2
0
2
10
1
11
2013 2014 Total
3
0
3
3
2
5
1
0
1
1
0
1
1
1
2
5
0
5
1
0
1
17

Ward Conditions*
Total

4.2

4
19

2
5

6
24

Below is a chart outlining the comparison for the top 4 themes as compared
with last financial year:

Top 4 Themes of Concerns
2013/2014

2012/2013

28
28
12
23

19
10

Care

4.3

Attitude of Staff

Communication

8
12
Outpatient
Appointments
(cancellation &
delay)

The following table sets out the number of concerns by division by category:
25
20
15
10

Mental Health

5

Learning Disabilities

0

Children, Young People &
Families
Corporate Services

18

5

Detailed Breakdown of Concerns

5.1

The chart below highlights the service areas with the highest number of
concerns:

Gerry Simon Sycamore, 14

Juniper Ward,
39

Hallam Street
Resource
Centre, 16

5.1.1 Dale Ward – Mental Health Division (39)
The following table sets out the categories for concerns received for
Dale Ward:

Dale Ward Concerns
8
7
6
5
4
3
2
1
0

The top 3 themes for concerns on Dale Ward are smoking (7), attitude (6) and
patient property and expenses (5).
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5.1.2 Hallam Street Hospital Resource Centre (16).
The following table sets out the categories for concerns received for
Hallam Street Hospital Resource Centre:

Hallam Street Resource Centre Concerns
6
5
4
3
2
1
0

The top 3 themes for concerns at Hallam Street Resource Centre are Out-Patient
Appointments (cancellation and delay) (5), Care (3) and Aids, Appliances and
Equipment (2)
5.1.3 Gerry Simon, Sycamore (14)
The following table sets out the categories for concerns received for
Gerry Simon, Sycamore:

Gerry Simon - Sycamore
4.5
4
3.5
3
2.5
2
1.5
1
0.5
0
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The top 3 themes for concerns at Gerry Simon, Sycamore are Personal Safety (4),
Ward Conditions (3), Aids, Appliances and Equipment (2)
5.2

Below is an example from each the top themes showing “you said, we did”
information:
Category

You Said

Care

That you were struggling to
help the person you were
caring for and that the
appropriate service has not
been received
That the staff were angry
and shouted for no reason
That you would like to be
informed of visitors when
your relatives have arrived
on the ward
That your appointment was
cancelled and you were
discharged without notice

Attitude of Staff
Communication

Out-Patient
Appointments
(cancellation &
delay)

We Did
A service was arranged
with the primary liaison
services

Arranged a meeting with
the ward manager
Members of staff to ensure
consent of the service
users is obtained prior to
letting visitors on the ward
A new referral was
organised and
appointment arranged
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3.7

Executive Summary
Further to my previous reports to the Board in November 2013 and January
2014, I agreed to provide regular updates on the nature of any concerns or
complaints received.
As previously reported the Trust received 2 whistleblowing and 6 concerns and
complaints in the period from April 2013 to October 2013. Management took
prompt action in respect of each concern and improvements have been made in
operational areas and procedures as necessary.
The following points outline continuing work from the previous report:•

work is ongoing in respect of the investigation into the detailed whistle
blowing lodged and a full report has now been received for my
consideration.

•

an Organisational Development project has been commissioned to be
undertaken as a pilot at Hallam Street Hospital. Staff have been written to
regarding this earlier this month A full report of the recommendations
from this will be presented to the Board at the end of May.

In addition the attached document outlines the details of two recent anonymous
complaints received since the last report; one forwarded to various senior
managers within the Trust and one called in and received anonymously through
the CQC. It also outlines the action taken by management thus far.

Ref.
no
A7

26.3.14

Date

Area
Concerned
Learning
Disabilities

Anonymous Complaints

Letter to various
Senior Management

Format of Complaint
Concerns raised on behalf of staff regarding
allegations of bullying and victimisation and
discrimination against Ward Manager Sally Hale
Allegation that management are racist and corrupt
in covering up wrongs. Includes threat of legal
action.

Nature of Concern

Staff invited to attend a meeting on the
Unit with the Divisional Manager and
HR Business Partner on 3rd April 2014.
At the meeting the allegations were
shared with the group who were invited
to comment to meet separately if they
preferred around any concerns they
had. The staff reported they had not
seen anything on the unit in relation to
the alleged behaviours described.
Some staff expressed they were
shocked about the content and some
were quite upset about it. The staff
raised concerns regarding it being
written anonymously. Since the
meeting all staff have been sent a letter
to home addresses reiterating the
content of the meeting and giving
opportunity once again to raise any
concerns. A follow up meeting to take
place early May.

Action taken

Whistleblowing Concerns and Anonymous Complaints Update: January to April 2014

9.4.14

9.4.14

9.4.14

A8

A8.1

A8.2

CYPF Management

CYPF –
Pre-School

CYPF Sandwell
Early
Intervention
Team

Call to CQC detail
forwarded to Mental
Health Divisional
Director and Chief
Executive, who will
also report onward
to Monitor

Call to CQC detail
forwarded to Mental
Health Divisional
Director and Chief
Executive, who will
also report onward
to Monitor

Call to CQC detail
forwarded to Mental
Health Divisional
Director and Chief
Executive

Previous concerns raised that Qadar Zadar,
Divisional Manager was promoted and now
receiving a Trust Excellence Award despite staff
having complained about him/her.

Health Visitors not having up to date patient notes.

Previous concerns raised in October 2013 and
caller feels not improved and suggested CQC need
to talk with staff not management to get true picture.
Raises concerns quote “There is an alcoholic in the
team and the person was not managed and was
treated differently”. The caller alleges the worker
was drunk in work and has not been managed
correctly.

Management are aware of issues
round inputting of NCRS contacts
which is being addressed. To be
discussed at the CYPF Divisional
Management Board to determine audit
review of records for the Health Visitor
Service in order to give assurance to
the CQC.
The manager has been the subject of
grievance complaints; however these
have been considered by senior
management not directly involved in
the service and not upheld. The
recruitment process already
investigated as concerns previously
raised, no issue found however
reviewed who involved in the selection
process. The Divisional Award issued
to the manager was the result of a
nomination from staff for whom he/she
has management responsibility. The
decision making for this award was

CQC previously received reassurance
regarding this worker and how the
illness was being managed. Since that
time the individual managed in line with
the sickness policy, returned to work
and not further concerns. .

A8.2

9.4.14.

CYPF

Call to CQC detail
forwarded to Mental
Health Divisional
Director and Chief
Executive, who will
also report onward
to Monitor

Allegation that sickness levels being reported as
improved not true.

undertaken by the Interim Divisional
Director who is new to the CYPF
Division and was not involved in his
appointment process.
The information on sickness is fed into
the ESR pay system from payroll
documentation completed by the Team
Leaders. A review of the sickness
levels from January and February
(March not yet available) show a
reduction from 5.05% to 4.57% across
the Division. However within the Early
Intervention Service there are high
levels of sickness due to 4 long term
sickness cases which are being
managed.
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Executive Summary

It is recognised that, despite on-going work, the Trust continues to struggle to
reduce its sickness absence rate. A specific concern is that the trend for longterm sickness is increasing.
This report outlines the work done to date across the organisation, the
challenges that continue to be faced and proposals to develop a detailed action
plan to help manage long-term sickness. This will include:
•

Re-tender of Occupational Health Services.

•

Further review of the absence management policy.

•

Market testing of the Staff Support service.

•

Targeted attendance on the Managing for Excellence training#

•

Development of a Trust-wide project group to look at health in the
workplace.

•

Formal approach to changing the culture of managing sickness absence
through objectives.

•

Continued to support the Divisions in addressing hot-spots.

1. Introduction
The following report outlines the Trust’s current position in relation to long term
sickness absence, and proposes actions for the future management of this
issue.

2. Background
It is recognised that all areas of the Trust continue to struggle to reach the
agreed KPI set on sickness absence. In order to resolve this there is a need to
review the absence management approaches and health and well-being
provisions to make sure the key issues faced by the workforce are being
addressed specifically in relation to long term sickness absence..
Overall, there has been an increase in absence levels across the Trust over the
last 3 years. An increase in absence levels and the high level of change and
uncertainty still being experienced makes it essential to retain a focus on
employee well-being, the challenge is to retain this focus against ever increasing
demands on managers.
Sickness Absence forms part of a total of nine Key Performance Indicators (KPIs),
as outlined in Table 1 below, which are aligned to workforce and development and
are monitored on a monthly basis to provide an overview of divisional
performance. Performance against these targets is fundamentally linked to quality
of the service divisions provide.
Progress to achieve necessary KPI’s require the development and monitoring of
various action plans and form part of managers’ objectives for 2014/15 and
beyond.
KPI
Sickness Absence
Specialist Mandatory TrainingYearly
Specialist Mandatory Training- 3
Yearly
Annual Mandatory Training Day
Induction Checklists
Trust Induction
Appraisal
Turnover
Staff in Post

Table 1 – Workforce KPIs

>5.00%
<75%

4.51 – 5.00%
75 – 85%

<4.50%
>95%

<75%

75 – 85%

>95%

<75%
75 – 95%
>95%
<75%
75 – 95%
>95%
<75%
75 – 95%
>95%
<75%
75 – 95%
>95%
<8% or >18% 8-10% or 15-18%
10-15%
<90%
90 – 92%
92 – 100%

The table below shows the sickness absence rate for the last three years on a
quarterly basis.

Table 2 – Sickness absence rates
Based on the analysis of the information above, it would indicate that the
interventions taken to date have resulted in the successful management of short
term sickness absence, albeit there is still some work on-going. A specific
concern is the trend of an increase in long term sickness absence.

3. Actions/Progress to Date
The Trust has already undertaken significant work to address management of
sickness absence, both short term and long term. These include:
•
•
•
•
•
•

The re-tendering of the occupational health service with a new service in
place since April 2012.
On-going provision of the staff support service with additional sessions being
made available during 2013/14.
Development of a revised Absence Management policy with a more focussed
approach to support managers to manage attendance.
Development of the Managing for Excellence HR Toolkit which includes a
module on absence management.
Continued day to day support from HR specialists which includes coaching
and supporting managers through the process of absence management.
Development of clear action plans within Divisions.

4. Current Challenges
The on-going challenge that faces the Trust is to more effectively manage long
term sickness absence. A range of factors are adversely affecting the ability of
the Trust to change the current negative trends.
•

The current occupational health provider has not proved as effective as
envisaged based on capacity and demand. This has meant that
interventions have not been managed in as timely a way as required.
This has impacted on the length of periods of absence.

•

The current in-house staff support service, whilst well valued has been
unable to deliver a timely service which is imperative due to the nature
of this service which has resulted in additional funding to reduce the
length of waiting list.

•

The revised Absence Management policy has had an impact on
sickness absence, however in operationalizing the policy it has been
identified that managers are finding the process complex to apply. It is
also acknowledged that as the emphasis is on attendance, the main
impact has been on the ability to manage the short term absence.

•

Despite there being a focus on sickness absence in the last year, some
managers still appear to be reluctant to take action to manage
individuals. This appears to be more prevalent in the areas where
there is limited engagement in the training and support available.

5. Divisional Information
5.1

Learning Disabilities Division

Sickness Absence has decreased across the Learning Disabilities Division since
January 2013, when the absence rate reached a peak of 10.45%. However,
whilst sickness did begin to show a decline in 2013/14 it has consistently
remained well above the 4.5% Key Performance Indicator throughout 2013/14.
Despite showing a decreasing trend in Quarter 3 of 2013/14 (6.95% October
2013 - 6.55% November 2013 - 6.46% December 2013), sickness Absence has
shown a continued increase during Quarter 4 and is currently reported year-todate at 6.70%. The most recent months sickness (February 2014) is reported at
8.41%, broken down to 2.97% short term sickness and 5.40% long term
sickness. The cost of sickness to the Learning Disabilities Division in February
2014 was £59,891.

In March 2014 there were a total of 16 active long-term sickness cases within the
Learning Disabilities Division. By the end of April 2014 it is expected that the
number of long-term sickness cases will have reduced to 12. Although this is a
significant reduction there still remains much work to be done to reduce sickness
in order to achieve and maintain sickness below the 4.5% Key Performance
Indicator.
The particular areas of concern within the Learning Disabilities Division in respect
of continually high sickness levels during 2013/14 are:
•
•
•
•
•
•
•
•
•

Dudley LD Community – 10.45% YTD
Dudley LD Inpatient – 10.58% YTD
Sandwell LD Inpatient – 6.68% YTD
Sandwell LD Admin – 13.32% YTD
Sandwell LD AHP – 8.79% YTD
Walsall LD Inpatient – 6.58% YTD
Wolverhampton LD AHP – 5.37% YTD
Wolverhampton LD Community – 5.64% YTD
Wolverhampton LD Inpatient – 5.60% YTD

A detailed action plan has been developed in April 2014 to improve the
management of sickness absence and reduce sickness absence across the
Division in 2014/15. Divisional sickness absence training sessions have been
arranged in April, May and June 2014 and all managers within the Division will
have attended sickness absence management training by the end of Quarter 1 in
2014/15.
In addition the following work to reduce sickness is taking place across the
Division:
•
•
•

Monthly Sickness Absence Task and Finish Group
Action plan for all long-term sickness cases completed and updated by HR
Advisor
Trigger reports completed by HR Advisor on a monthly basis to ensure that
those staff who have hit the sickness triggers are being managed
appropriately by line managers

Furthermore, from May 2014 it has been agreed that all long-term and short-term
sickness cases will be reported to the monthly Learning Disabilities Performance
Group, which is chaired by the Divisional Director. This will include full details of
each sickness case, the action plan in place to manage the sickness and any
breaches of the Trust’s Sickness Absence Management Policy. Service

Managers and Divisional Managers will be required to provide an update on the
action plans in place for all sickness cases and an explanation regarding any
breaches of the Sickness Absence Policy.

5.2

Children, Young People & Families Division

Sickness within the Children, Young People and Families Division is currently
reported year-to-date at 4.32%, which is attributable to the low sickness during
Quarters 1 and 2 of 2013/14. Whilst sickness remained below the Key
Performance Indicator of 4.5% from April 2013 – September 2013, a significant
increase was reported in Quarter 3 when the absence rate reached a peak of
5.67%.
Sickness continues to be robustly managed across the Division and although it is
reported as slightly above the 4.5% KPI for February 2014 (4.57%), it is expected
that sickness will reduce in March 2014 and beyond due to a number of long-term
sickness cases returning to work. The most recent months sickness (February
2014) is broken down to 1.20% short term sickness and 3.37% long term
sickness. The cost of sickness to the Division in February 2014 was £44,483.
In March 2014 there were a total of 20 active long-term sickness cases within the
Children, Young People and Families Division. By the end of April 2014 it is
expected that the number of long-term sickness cases will have reduced to 6. This
significant reduction in long-term sickness cases is expected to reduce sickness
absence below the 4.5%.
The particular areas of concern within the Children, Young People and Families
Division in respect of continually high sickness levels during 2013/14 are:
•
•
•
•
•
•
•

Management and Administration – 5.81% YTD
Sandwell Early Intervention – 18.14% YTD
Wolverhampton Early Intervention – 10.57% YTD
Wolverhampton Eating Disorders – 10.57% YTD
Wolverhampton Child & Family Service (CAMHS) – 6.81% YTD
Sandwell CAMHS – 7.18% YTD
Dudley Central Health Visiting - 12.52% YTD

In order to support the Division in managing and reducing sickness absence a
number of key pieces of work are being undertaken, including:
•

Monthly monitoring forms re-issued to managers to ensure sickness absence
management is being applied in accordance with Trust policy

•

•
•
•
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Trigger reports completed by HR Advisor on a monthly basis to ensure that
those staff who have hit the sickness triggers are being managed
appropriately by line managers
Action plan for all long-term sickness cases completed and updated by HR
Advisor
HR Advisor undertaking monthly meetings with managers
Delivery of Divisional Sickness Absence HR Toolkit training sessions

Mental Health Division

Sickness Absence levels have reduced across the Division since January 2013,
when the absence rate reached a peak of 5.70% although despite improvements
the Division consistently remains above the 4.5% Key Performance Indicator for
2013/14.
The year to date accumulated figure is currently reported at 5.25% although it is
anticipated that this should improve slightly based the on-going downward trends
seen to date for 2013/14 with the most recent figure for February 2014 being
4.80% (broken down to Short-term 2.47% and Long term 2.33%). It is expected
that sickness will reduce further in March 2014 and beyond with the aim being to
sustain this trend and see further improvements moving into 2014/15.
In January 2014 there were a total of 16 active long-term sickness cases within
the Division by the end of March 2014 these had reduced to just 7 cases, with
action plans in place for all to sustain this focused approach.
The particular areas of concern within the Division in respect of continually high
sickness levels during 2013/14 are:
•
•
•
•
•
•
•

OAP Admin (Edward Street)
Wellbeing Service
Psychiatric Liaison Service
Adult Community CPN (RR&T)
Sandwell Adult In-patients (Abby, Charlemont, Friar Ward & Macarthur Unit)
Home Treatment Wolves
Referral and Assessment Unit

These areas are being closely monitored and supported in order to reduce levels
to meet the Trust KPI of 4.5%.
Minor illnesses (such as colds, flu, stomach upsets, headaches and migraines)
are by far the most common cause of short-term absence whilst the most common

causes of long-term absence are acute medical conditions (for example cancer),
stress, mental ill-health and musculoskeletal injuries.
The robust management of sickness absence will continue to be embedded
recognising the crucial role the line manager has in both managing absence and
sickness prevention through early intervention. As such the HR Management
Toolkit training continues to be a priority within the Division in order to train and
support line managers to do so most effectively.
The Division has implemented a number of initiatives to support sickness absence
management, which will continue during 2014/15, this includes:
•
•
•
•
•
•

•
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Monthly sickness absence management reports for the Divisional Director
Implementation of a Sickness Absence Action Plan
Development of Sickness Absence Audit Tool
HR Management Training Toolkit targeting line managers
Monthly sickness monitoring forms
Monthly trigger reports to ensure that those staff who have hit the sickness
triggers are being managed effectively
Exceptional reports by Service Managers to DMB where service areas report
over the KPI for 3 consecutive months

Corporate Services

Sickness within Corporate Services is currently reported year-to-date at 4.33%
despite the most recent months sickness (February 2014) reported at 5.53%,
broken down to 1.90% short term sickness and 3.63% long term sickness.
The particular ‘hot spots’ within Corporate Services in respect of high sickness
levels during Quarter 4 are as follows:
•
•
•
•
•
•
•

Safeguarding Team
Hotel Services
Contracts & Procurement
Record Services
Corporate Admin
Trust Wide Training Team
Corporate Nursing

These areas are being closely monitored and supported in order to reduce levels
to meet the Trust KPI of 4.5%.

The focus for 2014/15 will be to further improve and see the active management
of long term sickness cases in order to support Corporate services in managing
and reducing sickness absence a number of key pieces of work are being
undertaken, including:
•
•

•
•
•

Introducing monthly monitoring forms to managers to ensure sickness
absence management is being applied in accordance with Trust policy
Trigger reports completed by HR Advisor on a monthly basis to ensure that
those staff who have hit the sickness triggers are being managed
appropriately by line managers
The development of an action plan for all long-term sickness cases completed
and updated by HR Advisor
HR Advisor undertaking monthly meetings with managers with a focus on
services with ‘hot spots’
Delivery of Divisional Sickness Absence HR Toolkit training sessions

6. Future Plan
It is proposed that a detailed project plan will be developed to address future
improvements to support the management of long term sickness. These will
include:
•

•
•
•

•
•

•

The Occupational health contract comes to an end in March 2015. The
contract to be re-tendered with a targeted approach to provide a more
responsive service with a higher degree of medical input, thus providing a
higher quality service.
A further review of the Absence Management policy be undertaken to improve
clarity to managers.
The staff support service to be reviewed and market tested with the
consideration of external provision.
It has been agreed with the divisions across the Trust, that attendance at the
Managing for Excellence training be a requirement for all identified managers.
This will become a key performance indicator within the Divisions.
The development of a trust-wide project group to develop an action plan in
line with NICE guidelines on the Healthy Workplace agenda.
Continued work with the senior management to change the culture and
approach to managing sickness with a formal link to objectives through the
appraisal system.
Build on the work already completed within Divisions concentrating on hotspots with reports outlining the granularity of every case in order to hold
managers to account.

7. Conclusion
Whilst it is critical that the Trust continues to manage sickness, this needs to be
on a pro-active basis which includes interventions to increase the health of the
workforce, and where sickness is unavoidable that we have systems in place to
support staff to ensure a timely return to work wherever possible.
8. Recommendations
It is recommended that the Board accept the report and the proposals outlined to
support the improvement in long term sickness absence.
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Executive
Summary
This report
outlines a detailed analysis of recruitment in respect of success rates
from applicants from an ethnic minority background for the period July 2013 –
December 2013.
The analysis suggests:
•
•
•
•

The average number of applicants from BME background is 47%
The average number of applicants from a BME background shortlisted is
40%
The average number of applicants from a BME background appointed is
28%.
A white applicant is between two and three times more likely to be
appointed than a BME applicant.

The audit of posts in the period January – June 2013 suggests:
•
•
•
•

18 posts were audited, the majority of which had a higher number of BME
applicants.
Sampling of the shortlisting process for each post showed that the
shortlisting appeared to be fair and appropriate.
For the interview stage, the summary sheet was introduced in January
2014 which will enable greater analysis of this stage of the process.
Overall the recruitment and selection process appears to be fair and free
from inappropriate discrimination.

Actions to date:
•
•
•

Continuation of the Recruitment and Selection training as part of the
Managing for Excellence programme.
Interview summary sheet implemented which captures attendance at
interview and interview outcomes.
Workforce equality and diversity action plan to support BME staff with
career counselling and development.

1. Introduction
This report outlines the analysis and actions undertaken in relation to ethnicity within
recruitment since the previous Board report in October 2013.

2. Background
At the March 2013 Board of Directors meeting, a report was presented providing an
analysis of the applications received through the recruitment process and the
percentages of applications from an ethnic background over a six month period.
The analysis did not suggest that there was any consistent pattern across the Trust
in respect of the appointed candidates ethnicity, but did show that on individual
posts, where there were large numbers of applications received, this can create a
large variable in terms of percentages of applicants to appointees.
It was proposed, and agreed, that for assurance purposes, that there would be an
on-going audit of a sample of identified posts undertaken and the findings reported to
the Board of Directors on a six monthly basis.
At the Board Strategy day in February, 2014, a discussion paper was submitted
which outlined the current position of the Trust in relation to ethnicity make up; the
distribution of BME staff across the pay bands; and highlighted concerns in relation
to the progress of black staff specifically through the pay bands highlighting a
‘bottleneck’ at bands 6 and 7. Analysis of figures for the numbers of BME staff
shortlisted and appointed also highlighted that in relation to black staff, less than half
the black staff who are shortlisted are appointed, specifically 20% of applicants are
shortlisted, but only 7% appointed.
As a result of the issues identified, a workforce equality and diversity action plan has
been developed which includes the development of a one year plan to be monitored
by the Workforce Development Group, with quarterly updates to the Board.
3. Analysis
As in previous reports, a detailed analysis has been undertaken for the period July
2013 – December 2013, breaking down each individual post in the following way:
•
•
•
•

Numbers of white applicants
Numbers of BME applicants
Numbers of shortlisted white applicants
Numbers of shortlisted BME applicants

•
•

Numbers of appointed white applicants
Numbers of appointed BME applicants

The detailed breakdown of individual posts is shown in the graphs attached
(appendix 1). The monthly totals are shown in appendix 2.

4. Results
Analysis of the monthly ethnicity breakdown within the recruitment process as shown
in appendix 2 has been undertaken with the following results:
•

The average number of applicants from a BME background for the period July
2013 – December 2013 is 47%. This figure is consistent with previous
reports, however the distribution across the six month period is consistent
between 45% and 55%.

•

The number of applicants from a BME background who have been shortlisted
for posts over the six months ranges between 40% and 47%, with the average
being 45%. This is a slight improvement on the previous six months where
the average was 40%.

•

The number of applicants from a BME background who have been appointed
in the period ranges between 25% and 35%, averaging at 28%, which is
consistent with the Trust’s overall ethnicity makeup.

•

The report ‘Discrimination by appointment’ identifies that white applicants
within the NHS have over three times more chance (3.48) than BME
applicants to be appointed. Therefore, in order to compare the Trust with this
figure, the following tables show that within the Trust it has been identified that
a white applicant is between two and three times more likely to be appointed
than a BME (tables 1 & 2):

White
BME

Applicants

Appointed

Proportion of
appointees to
applicants

50.95%
49.05%

71.74%
28.26%

1.41
0.58

Greater
likelihood of
white applicant
being appointed.

2.43

Table 1: July 2013 – December 2013

White
BME

Applicants

Appointed

Proportion of
appointees to
applicants

50.3%
49.7%

74.4%
25.6%

1.47
0.51

Greater
likelihood of
white applicant
being appointed.

2.8
Table 2: January 2013 to June 2013

•

The individual breakdown attached (appendix 1) shows all posts advertised in
the period July 2013 – December 2013, along with the numbers that have
applied, been shortlisted and appointed. This graph does not capture the
number of shortlisted candidates that either withdrew or did not attend on the
day which can reduce the numbers from which an interview panel can select
(an example of this is demonstrated in Table 3 – audit results – whereby of
the numbers shortlisted, only 55% attended for interview). DNA information is
routinely being recorded from January 2014 within the interview summary
sheet.

5. Audit
The following section details the work carried out by the audit group on specific
posts.
The audit group consists of Emma Louis, Head of Diversity and Spirituality, Julie
Darby, Head of Employment Services, Tracy Thompson, Administration Manager –
Mental Health Services, and Emma Evans, Administration Manager – Learning
Disabilities. The group meets on a monthly basis.
It was requested that the group would look to audit posts whereby there has been a
higher number of BME applicants than white. The audit group has undertook to do
this on the posts in the period January 2013 – June 2013. A summary of these posts
is as follows, the majority of which are posts whereby there was a higher number of
BME applicants:
Post

Applicants
W
BME

Shortlisted
W
BME

Interviewed
W
BME

Appointed
W
BME

Health Care Support Worker – Learning
Disabilities
ICT Support Engineer – Corporate
Services
Deputy Finance Manager – Corporate
Services

26

43

14

18

5

11

3

16

48

2

12

2

1

1

13

19

7

4

5

4

2

1

Post
Clinical Lead – Mental Health
ICT Business Analyst – Corporate
Services
Female Asian Carers Community
Support Worker - MH
Assistant Accountant – Corporate
Services
Assistant Management Accountant –
Corporate Services
Admin Team Leader – Childrens
Admin Officer - Chlldrens
Governance Facilitator – Corporate
Services
Criminal Justice Team Co-ordinator MH
Chief Pharmacist – Corporate Services
Wellbeing Nurse – Mental Health
Clinical Psychologist – Mental Health
Head of Safeguarding – Adult –
Corporate Services
Health Visitor - Childrens
Clinical Systems Training Support
Officer
Totals

Applicants
W
BME
5
11
6
21

Shortlisted
W
BME
3
8
2
6

Interviewed
W
BME
2
5
1
2

Appointed
W
BME
1
1

2

68

0

10

0

9

1

7

42

1

9

1

8

1

15

38

3

7

3

4

1

33
26
19

36
46
24

13
7
11

6
7
6

4
2
4

2
3
2

0
1

11

14

5

2

1

1

1

8
15
9
4

13
15
3
3

3
6
3
4

3
5
2
1

2
5
2
4

3
3
1
1

1
1
1
1

19
1

14
4

5
1

2
3

3
1

2
3

2
1

1

235

462

90

111

46

62

11

14

0
2

Table 3: Posts audited (January 2013 – June 2013)
In auditing files, the group undertakes the following process:
•

An audit sheet has been developed to help capture the information on each
specific post.

•

In auditing posts, the group undertake the following:
o Record the ethnicity of the interview panel
o Record the number and ethnic breakdown of the applicants
o Record the number and ethnicity of shortlisted applicants
o Record the number and ethnicity of candidates interviewed
o Record the ethnicity of the candidate appointed.
o Sample two (one BME and one white) non-shortlisted candidates
o Sample two (one BME and one white) shortlisted candidates
o Record any comments required for each section of the audit sheet.
o Analyse the information on the recruitment decision.

It needs to be noted that this is a time consuming process, as there is a need to go
into each required post on nhs jobs and then look at specific applications. As a
result, the number of posts audited has taken the group a total of 4.5 days in the
period January - March.
Of the posts audited, the results are as follows:
•

18 posts have been audited from the period January 2013 – June 2013.

•

All posts (apart from 2) have a higher number of BME applications.

•

Of the 18 posts, 10 had BME representation on the interview panel.

•

Overall, based on the above audit process outlined of two non-shortlisted and
two shortlisted candidates being sampled, those shortlisted met the
appropriate essential criteria required. The audit group therefore had no
concerns with the shortlisting appearing to be fair and appropriate with no bias
shown.

•

Of the numbers shortlisted for the 18 posts (197), only 55% (108) actually
attended for interview. This demonstrates that, as expected, the actual pool
for selection is greatly reduced from those shortlisted.

•

The interview stage was more difficult to audit, as, as outlined in previous
reports, the documentation returned to the recruitment team is still patchy for
the period of audited posts (January – June 2013). However, for the posts
where interview documentation was returned, there were notes from all panel
members along with scoring. These notes were analysed in detail and the
group believed that the recruitment decisions made were appropriate.

•

The interview summary sheet was introduced in January 2014 which requires
completion by the chair of an interview panel. This will greatly improve the
ability to critically analyse the interview stage of the process.

•

The auditing of the recruitment process would appear to be demonstrating
that the process applied is fair and reasonable with no inappropriate
discrimination.
We know, however, that there appears to be a concern with the number of
black staff progressing from band 5 to 6 specifically. Also, as a result of
discussions with the management team in preparation for the OD project at
Hallam to explore the anonymous complaints received around racism, that
anecdotally there are concerns with the way that black staff present

themselves and perform at interview. Therefore, the proposed career
development work outlined in the Workforce Equality and Diversity action plan
will help identify and support improvements in the promotion opportunities for
black staff.

6. Actions to date
As a result of the reports to the Board, and the on-going audits, the following actions
have been put in place to ensure that there is a fair and equitable recruitment
process in place, but also to support and develop staff wishing to enhance their
career:
•

Recruitment and selection training continues to be available as part of the
Managing for Excellence training programme with issues around equality and
diversity embedded within the programme. To date 62 managers have
attended the training.

•

Monitoring of numbers attending interviews (rather than just shortlisted) with
effect from January 2014. This will help to establish the ratios of staff
appointed.

•

Interview summary sheet for completion by the Chair of an interview panel,
and returned to Recruitment. This was actioned as a result of the audit
identifying concerns with completion and return of interview paperwork. This
has been in place since January 2014. This sheet enables the Chair to
outline the strengths and weaknesses of the candidate along with the scores
in readiness for feedback, and also the attendance of candidates.

•

A workforce equality and diversity work plan has been developed to include
career counselling for BME staff, along with access to mentoring, to support
their development and improve the opportunities of promotion. Progress
against this action plan will be reported to the Board on a quarterly basis.

7. Recommendations
It is recommended that the Board note the contents of the report.
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1. Introduction
This paper provides an update of the process of Medical Revalidation for the
appraisal year 2013 – 2014.
2 Background
Medical revalidation is the process by which all doctors with a licence to practise in
the UK will need to satisfy the General Medical Council (GMC), at regular intervals
that they are fit to practise and should retain that licence.
The introduction of revalidation occurred nationally from December 2012.
Revalidation will be based on local evaluation of doctors’ practice through annual
appraisal.
As at 1 March, 2014 the Trust has responsibility for appraisal and revalidation of 74
doctors, including 43 consultants and 31 middle grade doctors.
3 Medical Appraisals
Following the introduction of Medical Revalidation in December 2012, there was a
requirement for all Trust doctors to undertake a ‘revalidation ready’ appraisal in line
with the Trust’s Medical Appraisal and Revalidation Policy. Medical appraisals within
the Trust are processed using the electronic Clinical Resource Management System
(CRMS) which was implemented within the Trust.
The medical appraisal year is 1 April to 31 March in any one year, with all eligible
doctors needing to have completed an appraisal by 31 March 2014. Following
clarification that there is no requirement for the appraisee to have a choice of
appraiser, it was agreed that all doctors would be allocated an appraiser. This was
undertaken and communicated to appraisees in August 2013. Doctors were
requested to then organise their appraisals during the period September 2013 –
March 2014.
As at the 31 March, 2014 all doctors for which the Trust has a prescribed connection
received an appraisal except for two. Of the two that did not receive an appraisal,
one doctor is on maternity leave, and the second is no longer with the organisation.
4 Revalidation
Based on national implementation principles of medical revalidation, all doctors with
a prescribed connection to the Trust were assigned a revalidation year. In the first
year of revalidation to March 2013, The Trust’s Clinical Directors, Associate Clinical
Directors and Clinical Tutors were revalidated. Thereafter, a representative of the
medical workforce, a range of consultant and middle grade doctors from each
division were allocated to each revalidation year up to 31 March, 2016. Progress is
as follows:

•
•
•

Number of doctors revalidated in 2013 was17
Number of doctors due to be revalidated in 2014 is 24
Number of doctors revalidated in 2014 is 6.

5 Multisource feedback
Doctors are to participate in multisource (360 degree) feedback twice every five
years, this includes feedback from both colleagues and patients/carers. Electronic
multisource feedback is provided to the Trust via the Equiniti Clinical 360 system.
To date 51 doctors within the Trust have been contacted in order to complete a 360
degree feedback process, with 46 having completed the process. The order of
doctors contacted to undertake a 360 is based on their revalidation date.
6 Reporting
The Trust is now required to report to Regional Medical Team, NHS England
on a quarterly basis. The first of these reports were provided for quarter three, to 31
December. The report requests the numbers of doctors due to be appraised in the
period, and the numbers appraised.
There are also plans for NHS Midlands and East to require an annual summary of
medical appraisals/revalidation, which will have had to have been reported to and
signed off by the Trust Board. We are currently awaiting further details of this
requirement.
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Executive Summary

•

Public membership stands at 6100 as at 31 March 2014 – an increase of
827 for the year, and more than planned

•

Gold and silver membership, which reflects those wanting to be more
closely involved with the Trust has increased by 4.1% during the year

•

Membership has increased in all constituencies but overall remains
under-represented in 12-16 year olds, males and white ethnicity

•

Comparison with 2011 census and population data, which will be used in
future has had marginal effect on the Trust’s position overall

•

Public governors have been actively engaging with their constituent
members using a range of different approaches

•

Progress is being made to engage with young people and staff and third
parties are supporting engagement activities

2

Introduction
The Membership Development Strategy outlines a range of activities in furtherance
of the Trust’s duty to maintain an engaged and representative membership. This
was last reviewed by the Board in April 2013.
This report provides an update on progress with implementation of the Membership
Development Strategy for the year to 31 March 2014.
Recruitment of members
Appendix 1 is a summary analysis of the public membership at 31 March 2014 and
provides a comparison with the position as at 31 March 2013.
Public membership as at 31 March 2014 stands at 6100, compared with 5273 as at
31 March 2013.
The net increase of 827 and comparison with plan is represented in the table below:Plan
-200
528
328

Members leaving
Members joining

Actual
-110
937
827

Variance
+90
+409
+499

A significant number of new public members were staff who had previously left
employment of the Trust and have taken up public membership.
In addition, the level of membership in gold and silver categories, i.e. those indicating
a desire to become more involved in activities within the Trust, is now 2512, which is
an increase of 4.1% over the year.
This represents:Gold
Silver

31/3/13
963
940
1903

31/3/14
1051
1461
2512

Representative Membership
At the beginning of 2013/14, the following areas of under-representation were
noted:•
•
•

12-16 year olds
Males
White ethnicity
3

The need to increase public membership outside of the Sandwell area was also
acknowledged and reflected in membership recruitment and engagement plans
during the year.
12-16 year olds
Under-representation in this particular age group worsened slightly over the year.
In order to encourage new young members and develop a membership package to
appeal to 12 -24 year olds, arrangements are in place to hold an event planned by
young people for young people in early 2015.
The first planning meeting is scheduled for April 2014. This will consist of existing
members as well as contacts as a result of liaison with youth services across the
Black Country who have expressed a wish to be involved.
Males
Under-representation has increased from -7.6 to -9.9. Recruitment campaigns were
previously not targeted towards the male population but will be factored into the
engagement plan for 2014/15.
White ethnicity
Whilst white ethnicity under-representation has worsened very slightly, all other
areas of ethnicity have remained largely at the same levels as the previous year.
Constituency Areas
Whilst there has been targeted recruitment activity during the year, membership
numbers have increased in all constituencies as detailed below.
Dudley
Sandwell
Walsall
Wolverhampton
Bham & Wider

31/3/2013
609
2784
307
827
746

31/3/2014
845
2896
387
1013
959

Increase
236
112
80
186
213

%
39
4
26
22
29

Recruitment and engagement activity focused on Dudley in the first six months of the
year which saw an increase in members overall in the constituency. The Walsall
area was targeted in the latter half of the year, again across libraries and also
meeting with departments across Walsall Local Authority and the Youth Justice
Team. A steadily growing network of contacts is growing as a result which will help
raise awareness of our services in the Walsall constituency.

4

Activity has been maintained in Wolverhampton by way of library promotions,
recruitment with governors at the Wulfrun centre and attendance at several
Alzheimer’s Society-run dementia cafes.
The increased membership in Birmingham & the Wider West Midlands constituency
can be attributed mainly to staff leavers re-joining as public members. However,
many other new members living on the borders of the other four constituencies are
recruited as a result of attending constituent events.
Initiatives will continue to be agreed at the Membership Strategy Steering Group
meetings and progress monitored against the Membership Strategy.
Representation following 2011 Census
Measures of representation in reports so far have been made using 2001 census
data. The Trust has now acquired the full details of the 2011 census and more
relevant age, gender, ethnicity and socio-economic population data is now available
which will be used to measure future levels of membership representation.
Appendix 2 provides an analysis of the change in baseline data from 2001 to 2011,
the most notable being in relation to ethnicity, which for people classed as ‘white’ has
reduced by 6%.
Appendix 3 then provides a revised comparison of actual membership at 31st March
2014 against the 2011 baseline data. This has had a minor effect on the position for
the Trust with males, 12-16 year olds and white ethnicity classes still remaining
under represented.
Governor and Member Engagement
The Membership Strategy Steering Group (MSSG), whose membership is primarily
the governors, continues to meet every two months to oversee the implementation of
the plan and consider recruitment and engagement activities.
Public governors held a series of public meetings with their constituent members
across the Black Country boroughs between March and May 2013 and again during
November and December 2013. Various approaches and locations were used,
such as shopping centres and colleges, encouraging people to ‘find and more and
meet your governor’. However, attendances were not as high as anticipated, despite
using a variety of media to promote meetings.
Key issues raised as a result of the first round of meetings in the spring were
summarised and the collated response distributed at the Annual Member Event, as
well as being disseminated via the Trust website and social media. Whilst several
members were recruited during the second round of meetings and good contacts
made, there were no specific issues raised.
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Governors and the Membership Strategy Steering Group meeting have considered a
wide variety of approaches to promote attendance, for example, the introduction of
experienced speakers on common themes raised by members, such as dementia.
Several staff members and third party organisations have agreed to attend and
present talks at sessions planned during April, May and June 2014.
Staff Member Engagement
Membership Support continues to attend Trust induction for both substantive and
bank staff. This has resulted in increased awareness of membership as a whole,
with a high number of bank staff joining the Trust as public members.
Staff members are also becoming more aware of membership as a result of items
within the e-bulletin and involvement in recruitment activity such as Mummy
Mornings and public meetings (e.g. Walsall College).
Governor Elections
Results of the elections to the Assembly of Governors were announced on 4 July
2013. Nominations were invited for vacant seats in Sandwell, Dudley and Walsall,
as well as the staff categories of Medical, Professional/Clinical and Support/other.
Results were also announced on 21 March 2014 for the vacant public seat in Walsall
and the four staff categories.
Two candidates stood for election in Walsall, with a turnout of 8.1%.
Nominations were received for two out of the four staff governor seats - Support Staff
and Admin/Management. Both staff seats were elected uncontested on
26 February 2014. The staff seats of Nursing/Children’s and Professional/Clinical
remain vacant.
A large-scale election campaign is scheduled for summer 2014 for the high number
of existing governors’ terms of office expiring between August and December 2014
and the two staff seats for which no nominations were received for the March 2014
election:Ten public (5 Wolverhampton, 2 Dudley, 2 Sandwell)
Five staff (Nursing/Learning Disabilities, Nursing/Children’s, Social Work,
Professional/Clinical and Nursing Psychiatry)
Annual Member Event
The Annual Member Event will take place on 2 September 2014 and a suitable
venue is currently being sought. It is intended to hold the event within Walsall as it is
the only Black Country borough where we have yet to host our annual event.
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However, identifying a suitable and accessible location is proving difficult and is
under review.
It is proposed that governors will again be heavily involved in leading the event and
are engaged in the planning process.
Communication with Members
As well as direct face to face engagement activities, progress continues to be made
in terms of other forms of communication.
Facebook continues to be used by the Membership team to promote activities and
events. Evidence suggests that more people engage with the membership page
when articles and stories are regularly posted.
A small number of governors who volunteered to pilot the use of Facebook will take
part in a review at the next MSSG meeting.
Grapevine – Membership still features by way of a double page spread in the
quarterly Trust newsletter, Grapevine.
The possibility of governors producing a separate e-newsletter to members was
debated at the MSSG meeting on 14 March 2014. It was acknowledged that
governors should establish closer communication links with members, particularly in
view of the impending large-scale election campaign.
Grapevine is already sent to every member or household by email, post or text link.
As only 20% of the membership is contactable by email, governors felt that a
separate e-newsletter would not be appropriate.
Governors have therefore made a commitment to provide regular articles for
‘Governors’ Corner’ in Grapevine and explore other ways of engaging with the
public, such as governor ‘meet and greet’ sessions at Trust locations and GP
surgeries.
Internet - the Trust website includes photographs of governors and how to get in
touch as well as information about becoming a member and any election details.
Services booklet – a booklet has been compiled by the Communications team,
giving a more detailed outline of the services the Trust provides and in which
location. This will especially assist the Membership Team at busy recruitment
campaigns when time is limited to fully explain services to each individual. The
booklet will also provide governors with supporting information to refer to and hand
out when engaging with members of the public.
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Partnership Working
Valuable links are being made across the Black Country as a result of continued
recruitment and networking activity.
Links have been made with Healthwatch, Youth Services, Local Authorities and
many areas of the Community & Voluntary Sector.
The new member information sheet which is sent out with welcome letters contains a
section where members can indicate if they work for an organisation who would like
to work in partnership with the Trust. All responses are followed up and this adds to
our network of contacts.
Looking Forward
Significant progress has been made over the last 12 months in raising the profile of
the Trust both with Trust members and the wider public.
Membership will continue to seize recruitment opportunities as they arise across all
constituencies and maintain the current planned approach in order to make best use
of available resource.
Recruitment over the next 12 months will particularly focus on young people, who will
be involved in developing a youth package and planning a launch event. Once a
suitable package for 12-16 year olds is agreed, this can be rolled out across
appropriate locations for that age group. Recruitment will also be targeted in the
under-represented groups of white ethnicity and male gender.
Governors will continue to provide valuable support by monitoring progress against
the Membership Strategy, working with the Membership Team and engaging with
their constituent members through various initiatives such as meet and greet
sessions, and will also play a pivotal role in the run up to the large election campaign
during the summer.

Deb Attwood
Membership Support Manager
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Revised comparison of actual Public Membership at 1/4/14 using 2011 eligible
membership data
Actual Membership
at 1/4/14
Numbers
%

Eligible membership
2011
Numbers
%

Appendix 3

Over/Under (-)
representation
%

Gender:
Male
Female

2381
3719

39.0
61.0

2803922
2871734

49.4
50.6

-10.4
10.4

Total

6100

100.0

5675656

100.0

0.0

Age:
12 - 16
17 - 21
22+
Not stated

72
427
5249
352

1.2
7.0
86.0
5.8

1182387
368930
4124339
0

20.8
6.5
72.7
0.0

-19.6
0.5
13.3

Total

6100

100.0

5675656

100.0

Ethnicity:
White
Mixed
Asian
Black
Other
Not stated

4215
202
782
516
85
300

69.1
3.3
12.8
8.5
1.4
4.9

4629817
131683
604380
182120
49902
0

82.7
2.7
10.8
3.2
0.9
0.0

Total

6100

100.0

-13.6
0.6
2.0
5.3
4.0

100.0

Socio Economic: (see Note 4)
AB
1169
19.2
324778
20.0
-0.8
C1
1627
26.0
483810
29.0
-3.0
C2
1419
26.0
373205
22.3
3.7
DE
1788
29.3
489071
29.2
-0.1
Not available
97
0.0
0
0.0
Total
6100
100.0
100.0
Note 4:Socio Economic classes have changed during 2013/14, therefore comparison figures are estimated
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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.
These include updates on the Health Visitor Implementation Plan and information
regarding record training in the Children’s Division.

STRATEGY AND POLICY DEVELOPMENT
Psychiatric Liaison
As the Board is aware the Psychiatric Liaison Service at Sandwell General Hospital
was given a new base called the Oak Unit and, for a trial period, resources were
given to extend the opening hours and to include weekends (previously a 9-5 service
Monday to Friday).
Although this pilot has been very successful and has assisted in the reduction of
emergency admissions to both organisations and taken considerable pressure off
our Crisis Team, there has been a decision to no longer continue with the additional
funding.
This is a great disappointment to both Sandwell General and ourselves; we are
unclear why this decision has been taken, but the joint working group will continue to
meet and the strengthened relationships will still be of great benefit to our patients.
“Call To Action” Health Visitor Implementation Plan
The Business and Performance Committee (formally the Executive Committee)
received an update on the progress of this plan which is to be completed by 2015.
The Health Visitor Plan, in line with the Healthy Child Programme has developed a
new Health Visiting Service for the country that is delivered in 4 service areas;
•
•
•
•

The Community with a focus on the family
Universal Services with the delivery of the Healthy Child Programme
Universal Plus a rapid response Health Visiting Service
Universal Partnership Plus dealing with complex issues including the Family
Nurse Partnership

Threading through all these schemes is a focus on Safeguarding and Child
Protection which is in addition to the formal processes.
The Trust’s Implementation Plan has focused on the workforce, the mobilisation of
the Health Visitors, aligning the delivery system and enabling systems such as ICT
and Estates. As previously reported to the Board, this massive agenda has not been
without its difficulties and a significant refresh of the plan took place in November.
I am pleased to report the achievements to date include:
•

•
•

An initial scoping of the organisation’s position has identified that it has made
good progress in fulfilling its commitment to train an increased number of
students and is on target to meet the agreed workforce increase as required by
NHS England commissioners.
Established a Steering Group to oversee implementation which meets monthly to
oversee progress and ensure effective operational implementation.
Put in place a new management structure to support delivery, which includes
interim service management.

•
•
•

•

•
•
•
•
•
•
•

Refined and agreed with key stakeholders the service delivery model and the
allocation model. This is in the process of being implemented.
A comprehensive locality allocation document has been developed and will be
distributed to all HVs and GP practices.
Developed a robust communication pathway for the Health Visitor teams and
their management to ensure that there is a platform to build relationships and
ensure regular and responsive communication to all strategic partners.
A scoping exercise of the telephone system has been undertaken; work has
commenced to develop and implement new answer machine protocols and ongoing work is being undertaken to improve telephone access to Health Visitors
(HV).
Commissioned a comprehensive specialist training programme to support HV
staff in the delivery of the Universal Service offer.
Developed and ratified a raft of policies and standard operating procedures for
Universal Services.
Put a Communication and Engagement Strategy in place.
Developed and published newsletters to HV staff and Dudley CCG.
Re-launched a local HV forum to engage staff and share good practice.
Undertaken an engagement and communication exercise with CCG localities to
outline HV service model.
Put in place preceptorship models for practice teachers (CPT), mentorship to
support training and newly qualified students.

Although the Trust commenced work on the programme in February 2012 and
considerable work has taken place, there is still more to be done to increase the
pace, align systems and maintain focus and consistency.
Key to transformational service change is the need for robust leadership at all levels.
Strong professional leadership and a compelling future vision will help harness
workforce energies, give the workforce confidence to deliver the service offer and
provide an environment for quality services to be delivered.
There remains a number of challenges which need to be managed during the next
steps Transition Phase; these include reduced staff morale amongst a small
numbers of staff, staff sickness, a number of experienced Health Visitors now retiring
and the need to support staff through the fast pace of change.
In addition, there are also some projects that are being addressed at a Trust level
which have an immense impact on the Division’s ability to meet their 2015 targets
particularly ICT and Estates.
Changes to Primary Care
The Department of Health and NHS England have unveiled plans to transform
primary care. The proposals will see more than 7.5 million people offered increased
access to GP services – including seven-day opening and 8am to 8pm appointments
– as part of the Prime Minister’s £50m GP Access Fund. In addition, 800,000 people
with the most complex needs will be enrolled onto a programme of proactive,
personalised care in the community.

It is unclear at this stage what impact this will have on our services but we will need
to ensure our Crisis Services are aligned. As yet no consideration has been given to
“7 day working” in Mental Health or Community Children’s Services as the failure to
fund the Oak Unit would attest.
CQC
As the Board is aware, a new inspection regime commenced in the New Year, this
moved from looking at the existing 14 standards to the 5 Domains of Safe, Effective,
Caring, Responsive and Well- Led. Of more significance is the fact that Community
Services will be inspected for the first time, the detail of which was presented to the
Board at our last Strategy Day.
We now have further detail from CQC about how they are going to inspect Mental
Health and Community Services “A fresh start for regulation and inspection of mental
health services”.
At this point we have no knowledge when the Trust will be inspected, but all
organisations must be visited by December 2015; to this end we have commenced a
series of awareness sessions across the Trust with a particular emphasis on
Community Teams.
Next month a Project Group will be set up to start the preparatory work for the visit.
OPERATIONAL PERFORMANCE
The only items of note this month that do not appear on the agenda as separate
items is an improving position with regard to bed availability in inpatient areas
(excluding CAMHS Tier 4) and unlike last year no significant increase in delayed
transfers of care. CAMHS pressure continues to be a significant issue.
RISK AND INTERNAL CONTROL
Staff Pay Award
Unison and Unite unions, which represent 400,000 NHS workers including
approximately 100,000 nurses, are to ballot their members regarding industrial action
over the decision not to go ahead with a planned 1% pay rise for health workers.
Last month, Health Secretary Jeremy Hunt cancelled the pay increase, which had
been recommended by the NHS pay review body. This non-consolidated pay award
was only to be given to staff that were at the top of their pay band.
Obviously industrial action would be a considerable risk to the Trust were it to
proceed and I will keep the Board appraised of developments

Deprivation of Liberty Safeguards (DOLS)
I wish to assure the Board that as a result of the recent review of the style and ethos
of the Mental Capacity Act that has asked the Government to reconsider the
provision, particularly in relation to those who lack capacity and to review the criminal
law provision for the ill treatment or neglect of people lacking capacity, all patients in
the Learning Disability Division have been assessed to ensure that we are meeting
the spirit as well as the legal requirements of the act.
Record Keeping
As the Audit report highlighted, there were issues particularly in the Children’s
Division with regard to record keeping. From July 2013 to February 2014 an
extensive training programme has taken place with some 289 staff attending.
This extremely useful piece of work highlighted some policy and procedural issues
which will need to be addressed and it will be important to keep this training as an
integral part of ongoing work. It is expected to see considerable improvements in
standards as a result of this programme
OTHER EXCEPTIONAL ISSUES OR MATTERS OF INTEREST
Finance Survey by the Kings Fund
A quarterly survey of NHS Finance Directors has found that two thirds of them
believe their organisation will not meet financial balance in 2015/16, and a majority of
respondents believe whoever is elected following the 2015 General Election will
need to make a stark choice between spending more money on the NHS or risking
“something terrible” happening to patient care. The regular survey The King’s Fund
also identified that 65 NHS Trusts are already in deficit, and respondents said the
ongoing real-terms budget reductions risk “pushing most hospital Trusts into deficit”.
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1. Purpose of the Paper

This paper provides an update on the development of Better Care Fund (BCF) proposals across the
Black Country and in particular the level of engagement the Trust has had in plans and the risks /
issues that relate to the BCF from the Trust’s perspective.
2. Better Care Fund Context

In June 2013 the Government announced plans to integrate health and social care across England,
by creating pooled budgets between Clinical Commissioning Groups and Local Authorities
Nationally £3.8billion will be transferred from NHS services to local councils by 2015 / 16 to
support health and social care through the Better Care Fund (formerly Integrated Transformation
Fund). Whilst there are some small amounts of transitional funding there is very little new money
or uncommitted resources in the BCF process. The majority of the funding is made from existing
service contract lines of CCGs and Local Authorities with Trusts and other service providers.
In 2014/15 the Better Care Fund will be made up of £1.1bn existing transfer from the NHS to social
care together with a number of other funding streams (carers grants; reablement; disabled
facilities grant) that bring the total within the BCF for 14/15 to £1.9m. It is important to note that
a number of these other funding streams are ‘ring fenced’ and therefore cannot be considered as
part of transformation.
Whilst there is no new money, it is expected that the BCF will cover demographic pressures in
adult social care and some of the costs associated with the Care Bill.
Clinical Commissioning Groups are expected to work in partnership with local councils to
implement BCFs. Proposals have been considered by respective Health and Well Being Boards and
latest versions of these plans were submitted by Commissioners via Local Area Teams on the 4th
April 2014.
The BCF is a critical part of, and aligned to CCG 2 year operational plans which were recently
submitted and the 5 year strategic plans which are expected in June 2014 (which mirror the
requirements of our 5 yr plan submission to Monitor).
Work has been done to align financial assumptions within the Trust plans notably with Sandwell
and Dudley CCGs, whilst further work is required with Wolverhampton CCG. This is in the main
due to a lack of senior financial representation from Wolverhampton CCG in contract reviews /
discussions. Ensuring this takes place was stipulated as one of the conditions within contract
negotiations for 14/15 which were recently concluded.
Whilst the BCF does not come into full effect until 2015/16 the Government want CCGs and local
authorities to build momentum in 2014/15. There are a set of metrics / KPIs and areas are
expected to make planned improvements against these metrics in 14/15 or face the threat that
some funding (up to 25%) may be withheld in 15/16.

3. National Conditions, Metrics / Key Performance Indicators

There are a set of 6 nationally defined conditions:
i.
ii.
iii.
iv.
v.
vi.

Protection for social care services (not spending);
Provide 7-day services in health & social care to support patients being discharged
Prevent unnecessary admissions at weekends
Better data sharing between health and social care based on the NHS number
Ensure joint approach to assessments and care planning and for integrated packages
there is a named professional
Agreement on the consequential impact of changes in the acute sector

In addition to the conditions, national metrics will underpin the delivery and performance
management of the fund these are:
i.

ii.

iii.
iv.
v.

Permanent admissions of older people (aged 65 & over) to residential and nursing care
homes, per 100,000 population – reducing inappropriate admissions of older people
(65+) into residential care;
Proportion of older people (65 & over) who are still at home 91 days after discharge
from hospital into reablement/rehabilitation services – increase in effectiveness of
these services;
Delayed transfers of care from hospital per 100,000 population – effective joint
working facilitating timely and appropriate transfer from all hospitals for all adults;
Avoidable emergency admissions – reduce emergency admissions which can be
influenced by effective collaboration across the health and care system;
Patient/service user experience.

There is a requirement for an additional locally set indicator to be used as part of the outcomes
reporting framework. It is understood that all 4 Black Country Boroughs have decided that their
local indicator to measure is access / diagnosis rates for dementia.
4. Black Country BCFs

The Trust has had significant involvement in the Wolverhampton BCF; some involvement in the
Sandwell BCF; limited involvement in the Dudley BCF (this has been through the CCG’s 2 year
operational plan) and no involvement with Walsall commissioners BCF.
It is fair to say that nationally, the involvement / engagement of providers, particularly Acute
Trusts in the development of BCFs has been patchy.
In terms of Wolverhampton, the BCF has been developed based around 4 workstreams:
•
•
•
•

Mental Health – initially focused on De-escalation
Nursing & Residential Care – initially focused on Hospital admission avoidance
Intermediate Care – maximising opportunities for prevention & reablement
Long-term conditions – initially focused on Dementia Care Management.

A joint fund of c.£20m has been proposed for Wolverhampton. Initially £6m of the Trust’s
contract income for mental health (out of a total contract value of £28.3m) was proposed by CCG

commissioners to be included in the BCF however after extensive discussions / negotiations this
has been reduced to £1.75m. The original proposal by Commissioners included all CAMHS
funding; significant funding related to adult mental health (which is already subject to Rubicon’s
recent review recommendations) and significant elements of older adult funding based on
inaccurate assumptions that the majority of these services are dementia related.
Whilst the Wolves BCF presents some challenges / risks, particularly the Local Authority seeing this
as the only vehicle through which they will address their demographic pressures there are
opportunities for the Trust in terms of: developing the liaison psychiatry service at New Cross and
developing memory assessment services and others to support people with dementia.

Sandwell have the benefit of integrated working through the Right Care, Right Here Programme
and also were awarded Integrated Pioneer status last year.
There plans are focused on supporting ‘frail elderly’ and have set out a vision as described in the
diagram below.

They have developed a set of integration schemes to support delivering required metrics:
i.
ii.
iii.
iv.
v.
vi.

Strengthen community development;
Development of primary care;
Prevention;
Integrated assessment and reablement;
Intermediate care;
Integrated care management; Acute bed based services;

vii.
viii.

Timely and effective discharge planning
Integration enablers

Whilst no contract lines of the Trust are being pooled in the Sandwell BCF the Trust will be engaged in the
above schemes particularly in light of the new community model for mental health which will be
implemented.
In Dudley, their approach to the BCF reflects their approach to:•
•
•
•

citizen engagement and empowerment
development of primary care at scale
development of service integration
development of urgent care

The plan centres upon the development of an integrated health and social care service model,
designed to reduce emergency admissions by 15% through:•
•
•
•

developing integrated practice and locality based teams led by GPs;
investing in a locality based rapid response team as the referral point of choice for patients
in crisis;
reducing admissions to hospital and residential/nursing home care as a result of this;
creating strong links to local community and voluntary services, reducing social isolation and
supporting people to be as independent as possible in their local communities.

The Better Care Fund will invest in the development of a rapid response service and the leadership role
of local GPs. Again, no funding from contract service lines with the Trust is being included in the
Dudley BCF.
The Walsall BCF plan or CCG 2 year Operational Plan has not been seen however it is understood that
the approach of focusing on frail elderly was similar to that of Sandwell Commissioners.
5. Next Steps
It is fair to say that a number of proposed schemes within BCFs are still in outline and the Trust will be
directly engaged in those schemes which affect the Trust and indirectly support those schemes which
the Trust can contribute to.
CCGs are developing their 5 year plans to similar timescales as the Trust and it is recommended that
we invite Commissioners to discuss their emerging plans at Sustainability Working Groups in May /
June – so that synergies with the Trust’s plan can verified.
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Executive Summary - The Quality & Safety Committee of 3rd April 2014:
In attendance: Ms S Stephenson, Deloitte LLP was in attendance as observer___________________________________________________________________________
Provided the following assurance to the Board of Directors:
Board Escalation process and structures were presented by the Company Secretary.
• The Quality & Safety Steering Group Terms of Reference were reviewed and the
following additions agreed. The Steering Group will:
- approve the scope of internal audit reviews relating to quality governance and proposed
management response prior to submission to the Audit Committee.
- report the proceedings of each Steering Group meeting to the Quality & Safety
Committee via the Medical Director or Director of Nursing & Professional Practice.
- provide additional assurance as required by the Committee and Divisional
representatives who may be required to attend.
• Risk reference CSI Health Records remains on the high level risk register mainly due to
the Trust having different storage locations and methodologies for handling records. The
Information Commissioners Office has recently undertaken a 4 day audit in the Trust
and verbal feedback confirmed the community storage of records is a risk. The Deputy
CEO confirmed commencement of a Trust project to address the issues and agree
solutions.
• The Clinical Audit plan was presented identifying 2013 audits completed and the
programme for 2014/15.
• The Research & Development progress report was received and it was noted that the
Trust is the highest patient recruiter nationally into the commercial study.
• Internal audit presented the Audit Scoping Document and the Assurance Reviews.
• The Quarterly Governance Assurance report was presented and in future reports will
take a benchmarking approach.
• Verbal update of the January to March 2014 meetings of the former Care Governance
Committee was received from the Medical Director. It was agreed that in future the
format will be a written report.
• Positive assurance of patient story telling was discussed and the Committee was
assured that support is given to patients per and post attendance at Board or
Committee. The Interim Director of Nursing & Professional Practice suggested
developing a shared action plan which is being progressed and is presented along with
the patient’s story. This approach will be considered further as part of the Patient
Experience Strategy.
• All actions on the Committee’s log were reviewed and are up to date.
Identified the following risks & issues for future / further consideration:
• CSI Health Records (see point 3 above and point 1 below)
Made the following decisions:
th
• The following will be presented at the next Committee meeting on 5 June 2014;
- A plan of will be presented on risk CS1 Health Records and the ICO Report
- Epilepsy Report
- Quality Impact Assessment Annual Review.
- Annual Patient Survey Review
- Patient Experience Strategy
Has no recommendations to make to the Board of Directors:
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Company Secretary
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Equality and Diversity Officer
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Manager
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AGENDA ITEM

ACTION

APOLOGIES
Apologies were received from:
Ms Sue Marshall – Director of Children’s, Young People and
Families
Mrs Susan Claire Marshall – Director of Nursing and
Professional Practice
Dr Stephen Edwards – Medical Director
1.0

DECLARATION OF INTERESTS
Nothing to declare

2.0

MINUTES OF THE PREVIOUS MEETING
2.1 Minutes of the meeting dated 5th December 2013
The minutes were agreed as a true and accurate record.
The Chair agreed that item 3.3 could be deferred to the April
2014 meeting in the absence of Ms Marshall.
SM

-1-

With the agreement of the Chair, item 4.2 and 4.4 were taken
first on the agenda.

4.0

INTERNAL ASSURANCE
4.2 Complaints Handling
Mrs Parry presented the report which provided assurance that
the complaints policy was being followed in accordance with
legal requirements and has arrangements in place to effectively
manage complaints in an open and transparent way.
Mrs Parry advised that Internal Audit had carried out an audit of
complaints in July 2013 which found some areas of good
practice. Areas where improvements could be made were
highlighted and an action plan developed.
Mrs Parry also confirmed that a deep dive into learning from
complaints was carried out in June 2013, the results of which
were reported to the Care Governance Committee.
Mr Green suggested that future reports should come from
Internal Audit in order to provide the committee with positive
assurance and learning from complaints should be reported by
divisions.
This was agreed by the committee and it would be requested
that it be included in the Internal Audit work plan.
4.4 Update on Annual Patient Survey
Mrs Parry presented the report which provided an overview of
the National Mental Health Service User Survey results carried
out in 2013 by Quality Health, the Trust’s authorised contractor.
The report was discussed and it was agreed that more detail
was required in order for it to provide assurance. Mr Stefanoski
commented that he did not feel comfortable with the figures
included within the report and would prefer action plans to be
presented from Divisions. It was agreed that Mr Green and Mr
Stefanoski would meet separately do clarify what was required
from the Divisions.
AG/PS

3.0

MATTERS ARISING
3.1 Agreed Actions Schedule
The schedule was discussed and updated.
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3.2 Update on Risk C06, Integrated Health and Social Care
Mr Stefanoski confirmed that the Board of Directors had agreed
to remove risk C06 as risks arising from lack of integration were
mitigated by other risks in the high level risk register.
3.3 Update on promoting work with Changing our Lives
Deferred to April 2014 meeting.

SM

3.4 Internal PLACE Visits
Mr Stefanoski provided the committee with a report which
provided a brief on the organisation of plans for PLACE visits
during 2014.
Mr Stefanoski confirmed that each assessing team should
consist of patients and staff, with a minimum of 2 patient
assessors in any group. Mrs Smart felt that it was important to
ensure members and governors were approached to participate
in these visits which was agreed by the committee.
It was agreed that Mr Green and Mr Stefanoski would meet
separately to discuss how members should be contacted.
AG/PS
3.5 High Level Risk Register: Review Mitigation Plans
Mr Green confirmed that he was meeting with Mrs Werhun to
review mitigation plans.
AG/PW
4.0

INTERNAL ASSURANCE
4.1 Internal Assurance Reviews
Mrs Crabb presented the report which indicated the main
outcome of the Internal Audit Review on Clinical Supervision,
highlighting the resultant Internal Audit assurance opinion rating
with a summary of agreed actions.
In response to a question from Mrs Werhun, Mrs Crabb
confirmed that improvements had been made since the previous
audit had taken place.
4.3 Equality and Diversity Progress Report
Mr Mohammed presented the report which provided an update
on the work undertaken by the Equality and Diversity team.
Mr Stefanoski asked whether workforce figures came from HR
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as he was concerned that data was being collected and
analysed separately. Mr Mohammed confirmed that HR Equality
and Diversity worked closely with HR to collate the workforce
data.
In response to a question from Mrs Werhun, Mr Mohammed
confirmed that the workforce data was available to divisions and
they were worked with to identify trend analysis so that training
could be provided.
Mr Green raised concerns over the terms of reference for the
Equality and Diversity Strategy Group and where they would
make recommendations. It was agreed that Mr Mohammed
would check the terms of reference to ensure the remit of the
YM
committee is suitable.

5.0

EXTERNAL ASSURANCE
5.1 CQC Inspection Reports
The CQC Inspection Tracker was provided for information. Mrs
Macdonald confirmed that the previous five CQC inspections
had been fully compliant.
In response to a question from Mrs Werhun, Mrs Macdonald
confirmed that the area of most concern was planning
permission for Gerry Simon Clinic which impacts on seclusion
and patient dignity and respect.

6.0

GOVERNANCE
6.1 Board Assurance Framework
Mr Green presented the Board Assurance Framework for
2014/14. He confirmed that previous recommendations from
previous audits had been taken on board and Mr Green planned
to meet with Internal Audit to discuss how the information could
be used to gain further assurance.
In response to a question from Mr Piper, Mr Green confirmed
that the Board Assurance Framework should provide assurance
on the Monitor Quality Governance Framework. Although all
aspects of assurance can’t be provided through the Board
Assurance Framework but it could be cross referenced to the
Monitor Quality Governance Framework.

8.0

The Chair agreed to take item 8.1 next on the agenda
POSITIVE ASSURANCE: PATIENT EXPERIENCE
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8.1 Outcomes
Wolverhampton

from

Make

a

Difference

Group

-

Dr Eleni Theodosi attended the meeting to provide her personal
reflections on her involvement as group facilitator for the Make a
Difference Group in Wolverhampton.
It was discussed that the Sandwell Make a Difference Group
had now ceased and work had been carried out to form a Black
Country group for Mental Health. It was hoped that this model of
service user involvement could then be rolled out to other
divisions.
In response to a question from Mr Piper, Mrs Parry confirmed
that the Trust were looking at a Black Country wide meeting
rather than Wolverhampton and Sandwell, which would assist
with lack of funding, and to align this project to the mental health
division rather than a large group of 50 people.
In response to a question from Mr Green, Dr Theodosi
confirmed that the group was currently psychologist led due to
the nature of the members and the anxieties and behaviours
that had to be managed, although it had been recognised that
more staff needed to be skilled up.
In response to a further question from Mr Green, Dr Theodosi
confirmed that some members were the same on both the Make
a Difference Group and the Acute Care Forum and as the work
crossed over with Experts by Experience reporting back on
projects.
6.0

GOVERNANCE
6.2 Care Governance Committee Update
Mrs Werhun raised concerns regarding the lack of reports being
received from the Care Governance Committee and proposed
requesting detailed written reports to each Governance
Committee Meeting which should be presented by the Medical
Director or a representative on his behalf. This was agreed by
the committee.
SE
6.3 Annual Cycle of Business
Mr Green presented the revised annual cycle of business which
had taken into account of comments made at the previous
meeting. Further clarity of reporting responsibilities along with
the reporting lead has also been identified.
Mrs Harris queried whether ‘Care Governance Committee
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Update’ should be included in the cycle following on from the
AG
previous conversation, which Mr Green confirmed it should.
The Annual Cycle of Business was approved subject to the
agreed amendment.

7.0

COMPLIANCE
7.1 Information Governance
Mr Stefanoski provided the report for information and confirmed
that it had previously been presented to the Audit Committee.

9.0

ANY OTHER URGENT BUSINESS
(i) Mrs Werhun highlighted concerns that had been raised by
Monitor relating to the committee and felt that it was important to
map out what reports were going to the different committees and
the reasons for them going. This was agreed by the committee
and Mr Green would discuss with Internal Audit the possibility of AG
them carrying out a piece of work.

9.0

DATE AND TIME OF NEXT MEETING
Thursday 3rd April 2014 at 2pm, Meeting Room 9, Delta House
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Enclosure No: 5.1 (ii)

MINUTES OF THE AUDIT COMMITTEE MEETING
HELD AT 9.30AM ON TUESDAY 25th MARCH 2014
IN TRAINING ROOMS 1 & 2 DELTA HOUSE
Present:
Mr. Bryan Stock
Mrs. Pauline Werhun

Non-Executive Director (Chair)
Non-Executive Director

In Attendance:
Ms. Diane Cartwright
Internal Audit
Ms. Karen Dowman
Chief Executive (left at 10.55am)
Dr. Stephen Edwards
Medical Director
Mrs. Natalie Grainger
Governance Support Manager
Mrs. Alison Barrett
Head of Corporate Services (left at 9.50am)
Mrs. Elaine Haughton
Financial Controller
Mrs. Brenda MacDonald Risk Manager
Mrs. Susan Claire Marshall Director of Nursing and Professional Practice
Mrs. Lindsay McDermott Head of Financial Services
Mr. Gus Miah
External Audit
Mrs. Jeanette Price
LCFS Manager
Mr. Paul Stefanoski
Director of Resources, Deputy Chief Executive
ITEM
NO

AGENDA ITEM
APOLOGIES
Apologies were received from:
Mrs. Vicky Harris – Non Executive Director
Mr. Bob Piper – Chairman
Mr. Paul Riley – Non-Executive Director
Mr. Parmjit Sahota – Non-Executive Director
Mrs. Jackie Smart – Non-Executive Director
Ms. Sue Marshall – Director of Children’s, Young People and
Families

1.0

DECLARATION OF INTERESTS
There were no declarations made.
The Chair agreed to bring item 8.1 and 9.1 first on the agenda.

8.0

8.1 Board Assurance Framework
Mrs Barrett presented the report which had been reviewed at
the Board of Directors Meeting on 24th March 2014, where
comments had been made.
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ACTION

Ms Dowman raised her anxieties regarding changes to CQC
Inspections which results in the current framework containing
incorrect clusters. She raised her concerns that leaving it until
October to amend the document would be too late.

9.0

9.1 Committee Terms of Reference and Annual Cycle of
Business
Mrs Barrett presented the amended cycle of business and terms
of reference.
It was agreed to change the wording contained in the terms of
reference under paragraph 1.5 from ‘may’ to ‘shall’.
Mr Stock requested the paragraph 8.3 be removed.
Mrs Barrett left the meeting at 9.50am,

2.0

MINUTES OF PREVIOUS MEETING
2.1 Minutes of the meeting held on 18th February 2014
The minutes were agreed as a true and accurate record subject
to the following amendments:
Page 2, item 3.1, final sentence to read ‘He advised that a draft
terms of reference had been sent to Monitor and a telephone
conversation had been arranged with them to discuss this.
Page 3, item 6.1, ‘would’ to be amended to ‘was’
Page 5, item 8.1, ‘die’ to be replaced with ‘due’

3.0

MATTERS ARISING

4.0

QUALITY REPORTS AND ACCOUNTS
4.1 Draft Quality Accounts
Mrs S C Marshall presented the report and requested the
committee approve the draft annual quality report 2013/14 in
order for it to be sent to stakeholders for comments.
Mr Stock suggested that the information contained in section 9.7
should be pushed to the beginning of the report as it provides a
positive assurance on the work the Trust is undertaking. Mr Miah
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confirmed that the template was flexible and the content could
be moved around if required.
Ms Dowman suggested referring to this section in her Chief
Executive statement and the section could then follow on. This
KD/BM
was agreed by the committee.
Mr Stock raised the difficulties encountered last year with
stakeholders commenting on the document and Mrs S C
Marshall advised that it had been sent out in a timely manner
and would be followed up at meetings with stakeholders.

5.0

INTERNAL AUDIT
5.1 Internal Assurance Outcomes
Ms Cartwright presented the report which provided an update on
outcomes following Internal Audit assignments arising under the
Trusts internal audit plans.
Ms Dowman raised her concerns over the opinion ratings of the
Health Records Management and Privacy, Dignity and Respect
as they had both received ‘moderate assurance’. Ms Dowman
stated that the CQC had passed as all areas as compliant and
couldn’t understand how internal audit had reached this
decision.
Ms Cartwright confirmed that a number of community records
had been audited and she was unsure whether CQC would
include these in their inspections.
Ms Dowman requested that the Audit be split between
community and inpatient records in order to demonstrate the
work carried out and the improvements in inpatient records. Mr
Stefanoski advised that in order for this to be carried out the
terms of reference for the Audit would need to be amended and KD/SCM/
agreed.
DC
Ms Cartwright commented that although good practices had
been identified for dignity and respect, they needed to be
embedded and there had not been a consistent approach
across the localities audited.
Ms Dowman was extremely unsatisfied with this score as the
Trust had been passed as fully CQC compliant and won awards
for the privacy and dignity campaign.
It was agreed that a meeting should take place outside of the

-3-

meeting to discuss the sign off process.

KD/DC

Mr Miah commented that all audits should have an Executive
lead who would attend this committee and have final sign off of
the audit.
Mrs S C Marshall advised that full draft reports and terms of
reference should be agreed by Quality and Safety Steering
Group.
Mr Stock discussed External Audits concerns previously raised
as more than 50% of audits came out as moderate assurance
which wasn’t the level that would be expected for a Foundation
Trust.
Mr Stock also raised concerns around the tremendous effort that
was being put into areas but improvements not been seen in
audit scores.
5.2 Internal Audit Recommendations Implementation
Ms Cartwright presented the report which records the progress
as reported by the Trust officers in implementation of action,
agreed to improve risk management as a consequence of
internal audit reviews.
Ms Cartwright provided further details on the recommendations
that remained red rated.
Mr Miah commented on the high number of outstanding
recommendations that were outside of the implementation date
which undermines the sign off and importance of actions. He
stressed the importance of dates being realistic and suggested
this be tightened up going forward.
Mr Stock requested a detailed report be presented regarding the
number of tender waivers at the April Audit Committee Meeting. PS

6.0

EXTERNAL AUDIT
6.1 External Audit Interim Update Report
Mr Miah presented the report and reported a forecast year end
surplus of £1.6m and CIP performance ahead of year to date
target, with an improving cash balance.
Mr Miah commented that the Trust should be comfortable that
any vacancies made recurrent are not impacting on quality.
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Mr Stock raised concerns that vacancies had been made
recurrent. Ms Dowman confirmed that an increase in nursing
skill mix had been approved across the organisation and there
were no disestablished posts in front line clinical services.
Mr Miah advised that the continuity of risk rating of 4 was
currently being achieved which was a good position for the
Trust.
Mr Miah raised concerns on the number of moderate risk ratings
on core financial audits and commented that he would expect
these to improve now that the finance team had been
strengthened.
Ms Dowman left the meting at 10.55am

7.0

LOCAL COUNTER FRAUD UPDATE
7.1 LCFS Update
Mrs Price presented the report which had been jointly prepared
with West Midlands Audit Consortium. The reports provided an
update on work carried out by the Local Counter Fraud
Specialist to date.

9.0

ANY OTHER BUSINESS
9.2 Review Action Log
See action log.

10.0

DATE AND TIME OF NEXT MEETING
The next meeting will be held on Tuesday 15th April 2014 at
9.30am
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