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Board of Directors
PUBLIC MEETING
TO BE HELD ON 29 JULY 2015 at 1.30 pm to 4.00 pm
CONFERENCE ROOM - EDWARD STREET HOSPITAL
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No:

Item

1

Patient/Carer Story

2

Opening Matters
2.1 Declarations of interest
a. Amendments to register of interests
b. In any item on the agenda
2.2 Apologies for absence
2.3 Minutes of the previous meeting
2.4 Matters arising not on the agenda
2.5 Declaration of any other urgent business
to be transacted
Report of the Chief Executive

3

3.1
4

Purpose

Report of the Chief Executive Officer

Membership Strategy

4.2

Organisational Development Strategy
(a) Shaping the future
(b) Staff Satisfaction Survey 2014/15
4.3 Overview of NHS Core Standards for
Emergency Preparedness, Response
and Resilience
Quality and Patient Experience
5.1

5.3

Annual Health and Safety Report
2014/15
Safeguarding Children and Adults
Annual Report 2014/15
CQC Preparation and Update

5.4

CQC Intelligence Monitoring Report

5.2

5.5

6

For
Approval

Enclosure
/verbal

Enc. 2.3

For
Information

K Dowman

Enc. 3.1

For
Approval
To
Receive

S Wakeman

Enc. 4.1

S
Wakeman
J Fletcher
L Writtle

Enc. 4.2

C Brooks

Enc. 5.1

T Darmon

Enc. 5.2

Strategy and Business Transactions
4.1

5

Lead

Quality Dashboard Exception Report
for period to 30th June 2015
5.6 Hard Truths Commitments Regarding
the Publicity of Staffing Data - May and
June 2015
Operational and Contractual
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Report from Chair of Audit Committee
8th July 2015
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7.1
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7.3

8

Corporate Governance
8.1
8.2

9

Integrated Performance Report as at
30th June 2015

Remuneration Committee Terms of
Reference
Standing Financial Instructions

Minutes of Sub-committees of the Board
9.1

10

Minutes of the Quality and Safety
Committee 9th April 2015
9.2 Minutes of the Audit Committee
Meeting 20th May 2015
9.3 Minutes of the Charitable Funds
Committee held on 10th December
2014
9.4 Minutes of Charitable Funds
Committee AGM 28th January 2015
Any Other Business (as declared in
opening matters)
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Summary of Actions Agreed

12

Questions from the public

13

Review of Meeting

For
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For
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For
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For
Information

Enc. 9.3

Enc. 9.4

DATE AND TIME OF NEXT MEETING:
The next meeting will be held on Wednesday, 29 July 2015 at 4.00 pm in Conference Room Edward Street Hospital
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Encl. 2

THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON WEDNESDAY 27TH MAY 2015 AT 1.30PM
THE LANCHESTER SUITE, NATIONAL METAL FORMING CENTRE,
BIRMINGHAM ROAD, WEST BROMWICH

Present:
Mrs Joanna Newton
Mr Fayaz Malik
Ms Kathy McAteer
Mr Paul Riley
Mr Parmjit Sahota
Dr Duncan Walker
Ms Pauline Werhun
Mr John Campbell
Ms Tracey Cotterill
Ms Karen Dowman
Dr Stephen Edwards
Ms Sheila Lloyd

-

Chair (Chair)
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non Executive Director
Non- Executive Director
Non-Executive Director
Chief Operating Officer
Director of Finance
Chief Executive Officer
Medical Director
Director of Nursing

In Attendance:
Ms Joyce Fletcher
Mr Andrew Fry
Ms Natalie Grainger
Mr Dali Jandu
Mr Joe Kimberley
Ms Gill Murphy
Mr Chris Oakes
Ms Tabetha Darmon

-

Assistant Director of Nursing
Associate Non-Executive Director
Governance Support Manager
Associate Director of IT
Head of Estates and Facilities
Associate Director of Governance and Assurance
Director of Corporate Services
Strategic Lead for Safeguarding Children and Adults

Observing:
Mr Maxwell Tsopo
Ms Rachel Holloway

-

Public
Public

The public session of the Board Meeting commenced at 1.30pm
PATIENT STORY
Ms Muir attended the Board and gave an account of her experiences as a patient of
the community mental health team (CMHT) for 29 years where she continues to
receive treatment.
Jackie recalled her experience in the 1980’s when she was initially sectioned in the
1980’s and the poor standard of care and medication she received explaining how
the support she had received following a breakdown in 2012 had been excellent in
comparison: the medication she was now taking had improved how she was
feeling.
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Jackie told the Board of the stigma she had experienced whilst at work which
resulted in her being off sick for a long period of time and reluctant to return. With
the support of Into Work and her care co-ordinator she was able to return to work
full time with her employer being understanding and supportive of her need to have
time to attend appointments.
Ms Dowman expressed her concern that such stigma is still encountered and felt
that the Trust has a responsibility to provide additional support.
Mr Sahota felt that the story showed courage and inspiration. He asked whether
Jackie’s employer did anything to help her. Jackie said that her manager had
welcomed her Into Work Support Worker and she had been allowed time off for
appointments.
Mr Malik asked how the Board could improve experiences for service users. Jackie
gave the following points that she felt could be improved:





Better scrutiny of patients on long term medications prescriptions as they
can lead to serious health problems
Encouraging dignity and recovery of patient/service user care
Challenging and managing stigma attached to mental health in general on
behalf of your service, and ensuring procedures are in place
Continuation of good work from Rowley Regis CMHT and Inter Work.

In response to a question from Ms Cotterill, Jackie felt that it was unlikely she would
have been supported by her employer at the time of her breakdown had this not
been a public sector organisation.
Ms Dowman agreed that the Medical Director and Head of Pharmacy could look
into the issue raised around prescriptions. Dr Edwards explained that medication
had changed hugely over time and it was recognised that medications had been
over used. He added that GP’s were also recognising the long term side effects of
medications.
Ms Dowman confirmed that the organisation should review how the issue of stigma
is being tackled. Dr Walker felt that within the organisation coping strategies should
be developed in order to support patients and colleagues in such situations.
On behalf of the Board, Ms Newton thanked Jackie for attending the meeting to tell
her story.
BCP/0104/071/15

WELCOME AND INTRODUCTIONS
Ms Newton opened the meeting and welcomed members and those observing.

BCP/0104/072/15

OPENING MATTERS
(i) Declarations of Interest
Nothing to declare.
(ii) Apologies for absence
Mr Andy Green – Company Secretary
Ms Jas Lidher – Medical Director
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(iii) Chairman’s Communication
Ms Newton congratulated Mr Andrew Fry on his recent appointment as Non
Executive Director and Ms Lesley Writtle who had been appointed as Director of
Operations.
(iv) Minutes of the Meeting held on 29th April 2015
The minutes of the previous meeting were agreed as a true and accurate record
subject to the following amendments:
Page 5, Item BCP/0104/054/15 (i) it was resolved (i) remove’ a briefing on’
Page 7, item BCP/0104/055/15(i) workforce section, para 4 to read ‘Health Visitor
Students’
(v) Matters Arising
Nothing to report
(vi) Declaration of any other urgent business to be transacted
No other urgent business was declared.

BCP/0104/073/01
5

The Chair agreed to change the order of agenda.
REGULATORY AND COMPLIANCE
(i) Annual Report, Accounts and Quality Account 2014/15
Ms Cotterill confirmed that the Audit Committee held on 20th May 2015 received the
Annual Report, Financial Statements and Quality Account.
Ms Cotterill explained that External Auditors had rated the Quality Account as green
and they had been extremely complimentary about the work that had been
undertaken and felt that this was of particular significance in a climate when many
other organisations were not achieving such good results.
Ms Cotterill confirmed that the financial statements had received an unmodified
audit opinion, and that no inconsistencies had been identified.
She advised the Board that Deloitte had commented on the hard work of staff and
had praised the significant improvement in the standard of working papers.
Dr Walker concurred with these comments and confirmed that the Audit Committee
had recommended the Boards approval of the Annual Report, Accounts and Quality
Account 2014/15.
IT WAS RESOLVED:
(i)
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to approve the Annual Report,
Accounts and Quality Account
2014/15

BCP/0104/074/01
5

STRATEGY AND BUSINESS TRANSACTIONS
(i) Estates Strategy
Mr Campbell presented the Strategy and drew the Boards attention to the following:
 Level of backlog maintenance was over £8m and was more than budget.
 Capital investment reconciles with Annual Plan submission
 There is a process in place to monitor the delivery
Mr Kimberley explained that subsequent to previous Board discussions and
following requests from a number of NED’s there had been a focus on two
elements: risk and consolidating the information into a ‘plan on a page’. He
highlighted the risks set out within the report and the matrix for scoring. He provided
assurance that due process had been followed.
Mr Kimberley confirmed that the Capital allocation which had been included within
the Annual Plan submitted to Monitor included backlog maintenance.
He advised that there were key sites that would need to be improved to ensure the
safety of patients, staff and carers.
Mr Riley raised that Lodge Road was a service for vulnerable children and young
people and was currently based at an inappropriate location with large maintenance
liabilities. He asked why the service could not be moved to a more suitable location.
Mr Kimberley confirmed that there were options proposed for the Lodge Road site
and that innovative service models were being looked at in order to remodel the
CAMHS service as a whole.
Mr Malik asked how we know that patients are safe and that CQC standards are
being exceeded.
Mr Campbell explained that environment needed to be separated and confirmed
that PLACE Audits recently undertaken came out with positive outcomes.
Mr Sahota commented that most estate requests were minor and added that sites
should be made safe but with caution on spending.
Ms Newton reminded members that Charitable Funds monies were available to
assist with improving the environments of Trust sites over and above statutory
requirements.
Ms Cotterill advised that capital had been expanded to fill backlog maintenance and
supported the suggestion for using Charitable Funds to provide the additional
enhancements to the environment.
Dr Walker asked whether the time taken to decommission services had been taken
into account and asked whether any contracts would be breached.
Mr Campbell confirmed that the majority related to a consolidation of community
sites which were included in the Sandwell Community Model which had gone
through consultation.
Ms Cotterill advised that the sites that were being proposed be vacated were not
owned by the Trust and that no financial penalties were anticipated. She added that
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any moves of services would require consultation and public engagement.
Ms Cotterill confirmed that specific enabling business detailed business cases
would be carried out on a case by case basis to ensure all risks were captured prior
to proposals being approved.
Mr Kimberley added that assumptions had been included for additional costs in the
remaining estate to accommodate the transfers in from the vacated sites.
Dr Walker discussed the backlog maintenance costs associated with Hallam Street
Hospital and asked why the liability shouldn’t sit with the landlord. Mr Kimberly
confirmed that as part of the PFI contract, a ‘sinking fund’ had been negotiated with
the landlord which would replace like for like, however it was difficult to get
enhanced quality which is often required due to the changes in client group.
Mr Fry queried the wording included in section 5.1, key performance indicators ‘To
eradicate high and significant fire and health and safety risks within 3 years’. Mr
Campbell agreed that the wording could be ambiguous and would ensure it was
amended to accurately reflect.
Ms McAteer asked how landlords were being held to account as there were a
number of smaller sites and rooms that were being leased within buildings that
need to be updated.
Mr Kimberley highlighted the difficulty in getting landlords to carry out basic
maintenance.
Mr Sahota raised that Edward Street Hospital was underutilised and carried high
costs to improve. Mr Campbell confirmed that hospital sites required reconfiguration
which would have to be done in isolation from the wider solution. He added there
was potential for consolidation of older adult services which will better utilise
Edward Street Hospital.
Mr Campbell confirmed that the previous Estate Strategy was to rationalise hospital
sites however due to an increased demand for beds this wasn’t possible.

IT WAS RESOLVED
(i) to amend wording under section 5.1, bullet
1.
(ii) to approve recommendations subject to
above amendment

(ii) IT Strategy
Mr Campbell presented the report and raised that the challenge was affordability.
He made the Board aware that there had been significant underinvestment in IT
historically and there are elements within the strategy which are required to get the
infrastructure where it needs to be for baseline services.
Mr Campbell advised that a further fundamental challenge was in relation to IT
support staff to support the network configuration. He confirmed that the proposal
supports a baseline infrastructure to mitigate the significant risk to support the
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service and provide resilience, whilst balancing the affordability challenge needing
to be addressed.
Mr Campbell outlined the risks of not adopting the strategy and highlighted that a
lack of adequate investment in IT systems would become a significant problem for
the organisation. In order to afford these requirements he proposed a review of
corporate services to seek to identify savings to invest into IT
Mr Campbell confirmed that what was described in the Strategy covered storage,
disaster recovery and virtual desktop infrastructure however there were a number
of projects dependant on the infrastructure being in place and this needed to be
done before they could be effectively scoped and costed.
He reminded the Board of what was agreed at the previous Board Meeting and
advised that this was an outline strategy and further business cases would come
through Investment Committee or Board of Directors, which would need to
articulate the return on investment.
Mr Jandu advised that timing is critical and highlighted that risks were clearly laid
out in the Strategy. He added that the consequence of not delivering would incur a
cost.
Mr Fry asked whether the return on investment was realistic. Ms Cotterill advised
that the return on investment should be kept separate from the Strategy.
Mr Riley asked how the Board could get assurance that the anticipated success
was being achieved and how this could be measured. Mr Jandu highlighted the
critical success factors which were included within the Strategy. Mr Campbell
added that expertise had been brought in to ensure there was a clear plan and put
a reporting structure in place for implementation.
Mr Malik asked whether there was a Policy to underpin the Strategy to ensure best
use of money spent.
Mr Jandu confirmed that the next phase of the plan would be to produce a detailed
specification, which would undergo tender process.
Ms Lloyd raised her concerns over the EHR and E-prescribing and asked whether it
would be affordable within the Trusts finances as this is currently not costed within
the strategy. She raised that they were fundamental to the quality of care.
Ms Werhun agreed with Ms Lloyd’s comments and the importance of EHR and Eprescribing. It was highlighted by Mr Campbell that the roll out of EHR would be
subject to a separate business case which would need to demonstrate return on
investment and that funding may need to be sought through the Independent Trust
Financing Facility (ITFF).
Ms Werhun further asked whether consideration had been given to working in
partnership with other organisations for support rather than increase our own
workforce. Mr Campbell confirmed that this had been looked into however it was
decided that it was necessary to resolve basic infrastructure issues before
addressing system enhancements. Mr Jandu added that partnership arrangements
still had a cost implication and flexibility would be lost.
Ms Wakeman queried the affordability and the suggestion of funding through a
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corporate services review. She felt concerned that corporate services were already
having to achieve CIP’s and was concerned at the likelihood of success of further
efficiencies needed to be made to afford the strategy.
Mr Campbell felt that there were significant efficiency savings to be made and this
was not dissimilar to the expectations on the clinical groups in terms of level of
CIP’s.
Ms Cotterill advised that the proposal was well outside the affordability envelope for
both capital and revenue would contribute to a deficit position for the Trust.
However she did not feel that this was a reason in isolation to reject the strategy
and added that not approving carried its own cost and put the organisation at risk.
She felt that the Board must be aware of the financial consequences and the
impact on the CoSRR to make an informed decision.
Mr Malik asked what financial envelope had been included for business
opportunities and how optimistic it was.
Mr Campbell confirmed that initially the infrastructure issues needed to be resolved
and then business opportunities could be looked at.
Mr Riley felt that although it was important to consider the IT Strategy now, it would
be useful to have a view of overall priorities of the Trust and how to prioritise overall
demands going forward.
Dr Walker concurred with this and felt concerned over the silo approach and how
Monitor might perceive this. He asked how this was linked to the Trust’s Strategy.
Mr Jandu confirmed that the IT Strategy was based on underpinning the
organisational objectives in its 5 year Strategic Plan and intrinsically links in with
sustainability.
Mr Campbell stated that the challenge is not just from Monitor as a financial
regulator but also CQC which could affect the Trusts CQC rating if inadequate IT
systems were in place.
Following detailed discussion, the recommendation was taken to a vote with 11
Board members supporting adoption of the strategy. Ms Cotterill was unable to
agree as she did not support recommendation 1. She felt that this should be
delegated to the Executive to ensure more rigour and challenge and to balance the
investment against the impact on other areas.
There are a clear set of recommendations for the Trust Board to consider:
1. Support the re-structuring and resourcing of the IT service to provide
the required resilience and capacity to meet organisational needs –
cost £450k per annum
2. Support the procurement and implementation of a hybrid cloud
based infrastructure to provide the requested data storage and
disaster recovery capacity essential for business continuity, E-HR
rollout and PAS Integration – cost of £7.55m over 5 years (£5.1m
capital and £2.45m revenue required)
3. Realise benefits of Agile Working ROI of £600k per annum and EHR ROI of £4.1m per annum by 2018/19 through increased
productivity, total £12.15m by 2019
4. Realise benefits of a stable, resilient and high performing IT service
to strategic plan delivery, staff satisfaction, sustainability and
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organisational resilience.
IT WAS RESOLVED:
(i) to approve the Strategy and
recommendations

Mr Campbell, Mr Kimberley and Mr Jandu left the meeting at 3.45pm.
BCP/0104/075/15

REPORT OF THE CHIEF EXECUTIVE OFFICER
Ms Dowman presented the report and highlighted key areas.
She drew the Boards attention to new partnership programmes and felt it would be
useful at a future Strategy Day to understand the models.
Ms Dowman raised the pressure on beds which has become a significant issue
again. She advised of an unusual situation with the high occupancy of old age
beds. It was suggested that this be monitored for 6 months in order to make a
decision and put a process in place to support this client group.
Ms Newton congratulated the work of the Dementia Hub which recently won
Service User Experience Award at the National Design in Mental Health
Conference.
IT WAS RESOLVED:
(i) to note the report
(ii) to monitor old age bed occupancy for 6
months in order to make a decision and
put a process in place

BCP/0104/076/15

RISK AND ASSURANCE
(i) High Level Risk Register
The High Level Risk Register was provided for review.
Ms Cotterill confirmed that she was currently working on how to capture the high
level of corporate risks which were not currently included on the register.
Ms McAteer raised that there were a number of risks that were recorded as
ungraded. Ms Lloyd confirmed that they were for committees to approve and decide
the grading of the risk.
Dr Walker asked how we could be assured that the very high risks were included.
Ms Lloyd confirmed that committees were Chaired by members of the Board and
any high level risks would be escalated.
Dr Walker felt that it would be useful to see movement.
Ms Murphy confirmed that a review of the risk register would be carried out and it
would be presented differently going forward. The Board were requested to send

- 8 Page
-

8

any comments to Ms Murphy.
Dr Walker raised risk 359 ‘Heath Lane Alarm System’ and felt uncomfortable with
the time taken to solve the issue. Ms Lloyd agreed that there was lack of assurance
around this risk and confirmed that feedback would be provided outside the
meeting.

IT WAS RESOLVED:
(i)

to provide feedback on risk 359 ‘Heath
Lane Alarm System’ outside the meeting

(ii) Report from the Chair of the Audit Committee 20th May 2015
Dr Walker presented the report which provided an update on key discussions from
the Audit Committee Meeting held on 20th May 2015.
He confirmed that the External Audit had provided an unmodified Audit Opinion and
the focus of the meeting had been on the Quality Accounts, Financial Accounts and
Annual Plan.
Ms Newton thanked the Audit Committee and the work of staff for achieving the
unmodified audit opinion.
IT WAS RESOLVED:
(i)
BCP/0104/077/15

to note the report

QUALITY AND PATIENT EXPERIENCE
(i) Clinical Quality Dashboard
Ms Murphy presented the report and confirmed that the dashboard had been
revised for 2015/16 to include workforce metrics and some new indicators had been
added.
She confirmed that National benchmarking data had now been received and would
be reported to the next Board Meeting.
IT WAS RESOLVED:
(i) to note the report
(ii) to receive benchmarking data at the next
meeting

(ii) Hard Truths Commitments regarding the publicity of staffing data – April 2015
Ms Lloyd presented the report which presents the most recent upload to the
National Unify System for planned v actual staffing of Registered Nursing and
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Health Care Support Workers for the month of April 2015.
The report provides a detailed comparison of actual v planned staffing including
bank and agency use.
Ms Lloyd advised that acuity of patients was not taken into consideration for the
data provided however preliminary work had been undertaken nationally to collect
data and results are currently awaited.
Ms Werhun commented that this linked in with observations which were being
looked at in detail by the Quality and Safety Committee.
Dr Walker felt it would be useful to include a table with a breakdown of figures
which don’t include observations. Ms Lloyd agreed that this would be included in
the next report.
IT WAS RESOLVED:
(i) to approve the report
(ii) to include a separate table which doesn’t
include observation figures

(iii) Quarter 4 Governance Assurance Report
Ms Murphy presented the report which included a review of the Quarter 4 Safety
KPI’s and a review of patient safety data reported to the National Reporting and
Learning System between 1st April and 30th September 2014.
In response to a question from Dr Walker, Ms Murphy confirmed that it was difficult
to compare physical assaults and reporting was inconsistent across different
organisations.
Ms Fletcher advised that the Trusts MAPA Team were leading on the National
Programme for restraints and are seen as leaders across the country. Ms Lloyd
suggested it may be useful for the MAPA Team to present at a Board Development
Day.
IT WAS RESOLVED:
(i) to note the report
(ii) the MAPA Team to present at future
Board Development Day

BCP/0104/078/15

OPERATIONAL AND CONTRACTURAL PERFORMANCE
(i) Integrated Performance Report for Period to 30th April 2015
Performance
It was reported that CPA 7 day follow ups for quarter 1, month 1 were under target
and investigation work had taken place which has identified inputting issues.
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All other performance targets are expected to be met.
Workforce
Ms Wakeman confirmed that bank and agency spend was being monitored weekly.
It has been identified that over 50% of temporary staffing has been recorded as
observations.
She advised that sickness is slightly reducing however long term sickness
continued to be monitored.
Ms Wakeman felt reasonably confident that the 95% appraisal target would be
achieved by the end of the week.
Ms Wakeman confirmed that she proposed changing the presentation of data for
the next meeting and welcomed comments from members of the Board on what
should be included and the format of presentation.
Ms Lloyd felt that the information should be triangulated to include vacancies,
sickness and the impact of mandatory training on the use of bank and agency use.

IT WAS RESOLVED:
(i) to note the report
.
BCP/0104/079/15

REGULATORY AND COMPLIANCE
(i) Annual Self-Certification against Licence Conditions
The report was presented which included three declaration statements for the
Board to approve confirming compliance with Monitor licence conditions.
IT WAS RESOLVED:
(i) to approve the proposed annual selfcertification of compliance against
licence conditions.

(ii) Mandeville Report into Jimmy Saville
Ms Lloyd presented the report which highlights the themes and lessons learnt from
the Jimmy Saville NHS investigations which were published in February 2015.
The report highlights specific recommendations to NHS Trusts and organisations
which monitor to ensure quality of services and safety of patients. It was confirmed
that the Trust had policies and procedures in place around safeguarding, risk and
governance that provides a robust structure.
Ms Lloyd highlighted the action plan which had been developed and confirmed that
actions were up to date.
Ms Newton raised concerns that Non Executive Directors were not DBS checked
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and felt that this should be escalated with the relevant agency to highlight the role
of the Non-Executive and the patient contact involved.
Ms Dowman raised the need to be vigilant with the access volunteers have to
services.
In response to a question from Dr Walker, Ms Darmon confirmed that there are
mechanisms in place to ensure policies go through a relevant process and are
communicated to staff.
IT WAS RESOLVED:
(i) to escalate NED’s not receiving DRB
checks with the relevant agency

BCP/0104/080/15

MINUTES FROM SUB-COMMITTEES OF THE BOARD
(i) Audit Committee Meeting 15th April 2015
IT WAS RESOLVED:
(i)

to receive the minutes

BCP/0104/081/15

ANY OTHER URGENT BUSINESS (as declared in opening matters)

BCP/0104/082/15

SUMMARY OF ACTIONS AGREED

BCP/0104/083/15

QUESTIONS FROM THE PUBLIC
Mr Tsopo who observed the meeting and was a bank member of staff made the
following observations:




BCP/0104/084/15

Has the Trust considered rewarding 100% attendance
He felt assured that policies were in place regarding whistleblowing but
raised the importance of ensuring the culture was accepting to any concerns
raised
He felt it was important to engrain the importance of governance across the
organisation and it was fundamental but not understood by all members of
staff

DATE & TIME OF NEXT MEETING
Board Strategy Day: Wednesday 24th June 2015
Board Meeting: Wednesday 29th July 2015
Meeting concluded at 5.25pm
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Public Board Meeting Action Log
Required
Lead
Date
Completion Completed
Date
Update at
Organisational Development Strategy
S Wakeman
June Strat
291014/
Consider level of detail to be included in the
J Newton
Day/July
BCP/0104/172/14
Update
Strategy at a future Strategy Event
K
Dowman
Board
Mtg
- Progressing well. Meeting to be held w/c 4/5/15
250315/BCP/0104/03 Integrated Performance Report for period to
3/15
28th February 2015
J Cadman
July-15
Include run rates in future reports
Update
- Pilot report to Investment Committee June Mtg.
Need to review whether level of detail needs to go
to Board
Action Ref

Action
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I
250315/BCP/0104/03 Board Assurance Framework
4/15
Review risk 344, Training record inaccuracies
through Governance Assurance Unit
- to update members by email
290415/BCP/0104/05 Clinical Quality Dashboard
4/15
To receive a deep dive on Safeguarding Training at
Quality and Safety Committee Meeting
To collate areas for NED Training

A Green

July-15
update

S Wakeman

TBC

RAG

Status

Open

Open

Open

Open
A Green/J
Newton

July-15
Update

Open

290415/BCP/0104/05 Cultural Change in the NHS
4/15
(i) Freedom to speak up
Identify a case study for a Board Development
Session

S Lloyd

TBC

Open

270515/BCP/0104/07 Estates Strategy
4/15
To amend wording under section 5.1, bullet 1

J Campbell

July -15
Update

Open

270515/BCP/0104/07
Report of the Chief Executive
5/15
to monitor old age bed occupancy for 6 months in
order to make decision and put a process in place
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270515/BCP/0104/07 High Level Risk Register
6/15
to provide feedback on risk 359 'Heath Lane Alarm
System' outside the meeting
270515/BCP/0104/07 Clinical Quality Dashboard
7(i)/15
to receive benchmarking data at the July 2015
meeting
270515/BCP/0104/07 Hard Truths Commitments regarding the
7(ii)/15
publicity of staffing data
to include a separate table excluding observation
figures in future reports
270515/BCP/0104/07 Quarter 4 Governance Assurance Report
7(iii)/15
MAPA Team to present at a future Board
Development Day
270515/BCP/0104/07 Mandeville Report into Jimmy Saville
9(ii)/15
to escalate NED's not receiving DBS checks with
the relevant agency

K Dowman

Nov-15
update

S Lloyd

July -15
Update

Open

S Lloyd

Jul-15

Open

S Lloyd

Jul-15

Open

S Lloyd

Future Board
Development
Day

Open

July-15
Update

Open

S Lloyd

Items scheduled as per cycle of business that have been deferred
Item
By Whom
Due
Membership Strategy
Staff Satisfaction Survey
Concerns, Complaints and Compliments Annual
Report
Infection Control Annual Report

Open

Deferred to

S Wakeman
S Wakeman

Apr-15
Apr-15

S Lloyd
S Lloyd

Apr-15
Jul-15

Jul-15
Jul-15
Oct-15
Oct-15
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Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Report from the Chief Executive

Presented by:

Karen Dowman, Chief Executive

Author:

Karen Dowman

Purpose:

Information

Relationship to strategic objectives:
X

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

X

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

X

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
CIP Delivery. CAMHS Tier 4. IT and Agency Spend
Recommendation(s):
The Board of Directors notes the content of the report.
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Equality & Diversity implications:
Continued progress with the Equality and Diversity Strategy ‘Play Fair’.

Regulatory and Compliance matters:
X

Monitor:

X

Care Quality
Commission:
Other:
None:

Previous consideration
X

Board

X

Audit
X
X

Quality & Safety

Business &
Performance
Other
Investment
None
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Executive Summary

The report aims to bring to members’ attention to 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 details of the environmental scan.
 Update on changes nationally to Monitor and the TDA
 Two new partnership arrangements and purposes.
 The Better Care Fund
 National financial position of the NHS
The operational issues include details concerning the continuing pressure on beds
and the delayed transfers of care particularly in Learning Disability services.
Actions with regards to the delivery of CIPs, an update on Benchmarking and details
of the Trust’s upcoming CQC Inspection on 16th November
Risks and internal control continue to focus on the lack of Tier 4 beds for CAMHS, IT
and Estates and action regarding agency staffing costs.
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STRATEGY AND POLICY DEVELOPMENT
Environmental Scan
Health Partnerships
The changes to the environmental scan (Appendix 1) since May include two further
new partnership programmes. These are the shortlisting of the Wolverhampton
Acute Care Vanguard programme, in which we participate and the Mental Health
Acute Care collaboration. Further detail of the latter appears as a separate item later
on the agenda.
Of other local interest is the launch of the West Midlands Combined Authority, the
purpose of which is to drive shared economic benefit across Birmingham, Solihull,
Coventry and the four Black Country Boroughs. One of the priority programmes of
this new Authority is to undertake a review of Mental Health, not NHS provision but
to review the economic impact to local authorities of some of the decisions made to
community services, with a particular emphasis on employment.
It is also important to note that an alliance has been created between Dudley Group
of Hospitals NHS Foundation Trust, Walsall Partnership NHS Trust and Sandwell
and West Birmingham NHS Trust. Their particular issues at this early stage is the
sharing of skills and experience of their workforce.
Better Care Fund Wolverhampton
Part of the Better Care Fund in Wolverhampton includes the Urgent Care Pathway;
the Trust has completed a standalone piece of work to streamline the care pathway
for the benefit of our service users. This will be partially implemented in November
through the A&E Walk in Centre in Wolverhampton and will include the liaison
service. There are however, a number of issues still to be resolved, including
funding of the Street Triage service and a coordinated approach to Personality
Disorder services.
National Changes
There will be changes to Health Education England which will now combine with the
NHS Leadership Academy. I wouldn’t anticipate this having any significant impact to
services as it is being regarded as an efficiency decision.
Of more significance is the coming together of the TDA (Trust Development Agency)
and Monitor our regulator. It is not clear as yet what the consequences will be and
regulation of Foundation Trusts will still be the responsibility of Monitor, though it
loses its completion and pricing remit. Underlying this coming together is the need
for the NHS to get a “grip” of its finances
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Foundation Trust Network
I enclose in Appendix 2 an update of the analysis of NHS finances at the end of
2014/15 and predictions for the current year. The bottom of Page 2 highlights the
significant deterioration in the net financial position and the top of page 3
demonstrates the reduction in surpluses.
Sustainability Programme
To progress the sustainability options for the organisation and to keep abreast of
very fast moving changes and developments in the local economy, a Strategy Task
and Finish Group has been convened, the first meeting of which was held on the 14th
July. The membership includes both Executive and Non- Executive Directors.
OPERATIONAL PERFORMANCE
CIPs
Considerable work is ongoing with regard to the delivery of the Trust’s CIP
programme. This is proving to be our most challenging year to date and a number of
additional measures have been put in place, these include;

More centralised procurement

The reductions in discretionary spend

The compulsory use of Trust buildings for training and meetings

An in depth review of observations

A complete review of recruitment practises

A further review of Corporate Services to remove duplicated functions
Delayed Transfers of Care
There has been an increase over the last 3 weeks in the delayed transfers of care,
particularly in Learning Disabilities. This is primarily due to Social Worker procedural
issues and vacancies and the difficulties in finding appropriate placements for some
very complex patients. This is being monitored on a daily basis.
Benchmarking
All Mental Health Trusts participate in a National Benchmarking project, although the
information received is often difficult to compare as our service models are very
different, with a different skill mix of staff, populations and investment. It does
however give an indication where we are an outlier and therefore a need for further
investigation.
To that end we are currently investigating the following;

Costs of very complex patients

Some adult inpatient bed configurations

Productivity reviews/ DNAs in CAMHS
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CQC
On the 16th November we will be receiving our full Inspection by the CQC (Care
Quality Commission). This will take place over the full week. All services will be
inspected across all 4 boroughs, along with focus groups for service users, Carers,
Governors and staff by profession.
Most Executive Directors, some Non-Executive Directors and senior Managers will
have one to ones with the Lead Inspector whom we have already met - Mr James
Mullins.
I enclose for information a presentation that is being given to staff to alert them to the
process (Appendix 3) and a copy of the communication strategy that has been
prepared (Appendix 4).
RISKS AND INTERNAL CONTROL
IT and Estate
IT and the Estate continue to require significant investment and capacity.
Tier 4 CAMHS
As suspected, the purchase of a few additional Tier 4 beds by NHS England has not
resolved the crisis in this service and we continue to face problems on an almost
weekly basis.
Agency Staff
As raised previously, this has now become a major priority. Although vacancies are
being filled and turnover is reducing, observations which were a major use of agency
staff have now been included in the contracted figures of our agreements with
Commissioners and are in effect total funded by the Trust. As mentioned earlier,
recruitment has been a high priority for some time and I am pleased to report we
have recruited 23 new staff this month and the vacancies have at last begun to show
a downward trend
OTHER MATTERS OF INTEREST
The Trust held a very successful Staff Awards Ceremony on Thursday 9th July. This
was the first occasion that the event had been held in the evening and it was ably
compared by Ed James the host of Heart FM Breakfast Show. The winners were an
excellent spread of our services, show casing the tremendous work done both
geographically across the organisation and in all service areas.
The 2 new Group Directors, Chris Masikane and Steven Philip, responsible for
Children/Learning Disabilities and Mental Health respectively, commence in August.
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The Trust received an award given by the Mayor of Dudley Metropolitan Borough
Council. This was to the Health Visiting Service accrediting them with level 3 (the
highest award) by UNICEF for excellence in the support of breast feeding and
parent-infant relationships under their “Baby Friendly” initiative.
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Enclosure 3.1 Appendix 1
JULY 2015 – ENVIRONMENTAL SCAN
NATIONAL

BOARDBOARD OF DIRECTORS

NHS England
 Specialised Commissioning Changes
 Health and Social Care Integration Better Care Fund
 £120m next 2 years in Mental Health
 New Standards in Mental Health introduced in
2015/16
 Efficiency Targets 2015/16
 Changes to Local Areas Teams from 24 to 12
Foundation Trust Network
Mental Health Foundation Trust Network
 Health Education England to merge with Leadership
Academy

 2 year and 5 year Integrated Business Plan (IBP)
 Sustainability Review

ORGANISATIONAL DEVELOPMENT








MARKET & OPPORTUNITIES











Wolverhampton Dementia Care Pathway
CAMHS, Crisis and Early Intervention
Forensic Step Down
Wolverhampton Psychiatric Liaison
West Midlands Immunisation
Street Triage (Crisis Car) (W&S)
Sandwell Emotional Wellbeing
Female PICU
Low Secure Services
Black Country Eating Disorder Service

LOCAL SERVICES

E
X
T
E
R
N
A
L

ENVIRONMENTAL

BLACK COUNTRY
PARTNERSHIP
NHS FOUNDATION
TRUST
SCAN

WEST MIDLANDS
 Local Education Training Board (LETB)
 Black Country Local Education
Committee (LETC)
 Mental Health Institute (LETC)
 Black Country Urgent Care Group
 Academic Health Science Network
(ACHS)

LOCAL STAKEHOLDERS
ERS






Sandwell & West Birmingham CCG/LA
Wolverhampton CCG/LA
Walsall CCG/LA
Dudley CCG/LA
Local Area Team (West Midlands & North)

LEADERSHIP ACADEMY
 30+ Staff on different courses
 Project involvement within Trust
 Cultural Competence Project
July 2015 – Karen Dowman

Quality Summits
20:20 Vision Events
15 Step Challenge
Leadership Events
OD Strategy
Divisional Restructure
Peer Review Processes

I
N
T
E
R
N
A
L

Mental Health
 Sandwell Community Review
 Relocation of Sandwell Community
Services
 Allied Health Professionals (AHP)
Review
 Psychology Review
Learning Disability
 16 Week Care Pathway
 Communication Tool Kit
CQC Inspection 16/11/2015

CHILDREN’S SERVICES
 Health Visitor Programme (Call to
Action)
 Children with Special Needs Project
 SEND Reform Programme
 MASH (Multi Agency Safeguarding
Hub) Sandwell

HEALTH PARTNERSHIPS















CCGs Units of Planning
Sandwell and West Birmingham Urgent Care Pathway
4 Boroughs Children’s Safeguarding Boards
4 Boroughs Adult Safeguarding Boards
Children’s Resilience Board Wolverhampton
Right Care Right Here (RCRH) Board Sandwell and West
Birmingham
CAMHS Emotional Well Being Board
MASH (Multi Agency Safeguarding Hub) Sandwell
Towards 2030 Meeting
Vanguard Programme Dudley
Dudley Partnership Board
Attendance at Health and Well Being Board Sandwell
Wolverhampton Urgent Care Vanguard
Combined West Midlands Authority Mental Health
Programme
Mental Health Acute Care Collaboration (West Midlands)
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Appendix 3

CQC Inspection 16th November 2015
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Mental and Community Health Service
Inspections
Karen Dowman
Chief Executive

Key principles
• The inspections should:
• Be informed by the best available evidence
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• Be robust, fair and transparent
• Assess whether services are Safe
•
•
•
•
•

Safe
Effective
Caring
Responsive to peoples’ needs
Well-led

Ratings
• Ultimately, providers will be rated as:
• Outstanding; good; requires improvement or inadequate
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• Organisations will also be rated on each of the five domains (safe, effective,
caring, responsive and well led)
• Ratings will be made by site or location where this is meaningful
• The long term aim is to rate individual services as well as providers

Triggers for inspection
1 Comprehensive inspections
• all acute NHS Trusts will be inspected by December 2015
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• All MH/CHS NHS providers by April 2016
• MH Independent providers will commence in wave 2
2 Follow up inspections
- these will be at varying intervals, depending on the findings at the
comprehensive inspection
3 Responsive inspections
- As and when concerns arise. These will be focused on the area of concern

The inspection model (1)
Comprehensive inspections: 3 phases
1 Preparation
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2

Site visits

3 Report and quality summit
Continuous non-risk based cycle of visits between comprehensive inspections to
detained patients to monitor operation of the MHA
On-going schedule of prison healthcare inspections alongside

The inspection model (2)
• Preparation
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• Surveillance model
- nationally available data covering the 5 domains
• Local intelligence gathering
Trust, CCG, Monitor/TDA, LETB, NHS England, Health watch and others
• Datapack
• Key Lines of Enquiry (KLOEs)

Site Visits
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• Announced and unannounced components
• Announced
• Meetings with senior management
• Discussions with senior clinical and other professionals including
community based teams
• Visits to core service areas
• Testing use of patient/public listening event(s) and targeted focus groups
• Triangulation and evidence recording
• A sampling approach to community teams will be tested
• Testing use of home visits in community health services
• Non-core services will be visited if concerns have been identified (e.g. by
patient listening event or from complaints)

Core services
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The following have been defined as core services:
• Mental Health
• All to be visited
• Acute in-patient units – all ages
• Psychiatric intensive care units
• Long stay / secure units
• CAMHS – in-patient and community
• Learning disability – in-patient units
• Specialist eating disorder
• Crisis services
• Health based place of safety
• Sampling methodology
• Adult, older adult and learning disability community teams

Core services
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The following have been defined as core services:
• Community health services
• Community in-patient services
• Adults with long-term conditions
• Community services for children and families
• Community end-of-life care services

Report and Quality Summit
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• CQC will be responsible for preparing a report (and in due course ratings)
• Partner organisations will include: CCGs; Monitor/TDA; NHS England
(including NHS IQ), Health watch; GMC; LETB etc.

Panels
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• Led by a very senior person (clinical or managerial) with support from CQC
staff
• 20+ personnel, including
• Clinical experts across all professional backgrounds
• Managers
Experts by experience (patients and carers)
CQC staff
• The panels will split into smaller teams to enable more parts of a Trust to be
inspected in a reasonable time
• Depending on number and spread of sites, inspections are likely to last 3-5
days

Expectations of Trusts
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• Transparency – please be open!
• Provide necessary documentation
• Arrange a base location for the inspection panel
• Ensure that key staff are available at the time of the planned visit

Preparing for the visit
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• An initial data request will be sent to provider and stakeholders
• Consider what evidence you might want to bring to meetings during
announced component
• Think about the five domains
• Use existing assurance / audit evidence – not an exercise in generating new
paperwork
• Ensure you have suitable senior management presence on site to work with
the inspection team
• Consider non-exec presence
• CQC data packs will be sent out shortly prior to visit so that you know what we
have seen

Reporting and ratings
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• Providers will receive a report assessing the organisation and key services
across the five domains
• Reports will follow new format – user friendly, five domains, not using existing
format
• Aim is to have inspection – report – quality summit process completed in
around a month
• Maximum transparency – considering videos, and data packs and so on will all
be put in public domain

CQC – enforcement and other actions
• If CQC finds non-compliance with current legal standards action will be taken
(process tbc)
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• Providers with outstanding Warning Notices or compliance actions will see
these followed up as part of their planned Wave 1 inspection – except where
concerns are urgent and immediate
• Providers may receive other CQC inspections during this period – but these
will only be in response to risk or to close off a specific piece of enforcement
• MHA monitoring visits by MHA commissioners will continue
• SOAD service will continue current operations
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Appendix 4

“It’s Time to Shine”
CQC Visit 16.11.15
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Communications Strategy and Plan
Karen Bingham-Adams & Gill Murphy

CQC Communications Strategy
To deliver targeted communications under a broader long-term engagement banner of “It’s Time to Shine.”
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Use the intranet as the main source of information about the CQC visit.
The five fundamental standards of assessment (see below) will be used as pivotal communications
opportunities with the lead for each area being responsible for communications activities during their two
week awareness and engagement period.
Communications will, wherever possible, use language that clearly supports and translates back to the
Trust’s Vision – Our Community; You Matter; We Care.
Communications will utilise the power of stories to highlight great work.

Time to Shine Engagement Strategy
To deliver targeted CQC communications under a broader long-term
engagement banner of “It’s Time to Shine
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Time to shine is a branded Trust-wide engagement strategy. CQC is an opportunity that fits within this
strategy.
Definition
As an employee of the Black Country Partnership (BCP) NHS Foundation Trust, you are part of a team
who make a difference to the lives of our people in our community. BCP “Time to Shine” is your
opportunity to shine a spotlight on the people and teams who demonstrate the Trust’s Behaviours and
show our community that they matter, we care.
Our Promise – Our Trust Behaviours
Caring and Demonstrate Compassion; Having the Courage to Take Action; Communicate Effectively;
Treat Everyone as an Individual; be Competent and Professional .

Time to Shine Intranet Site
Use the intranet as the main source of information about the CQC visit.
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Single source of information about CQC – all not-confidential information will be housed on this page or
directly accessible from it.
• Positioning information about “Time to Shine”
• Staff Message Board
• Activity Calendar
• Blog
• Positioning information about CQC visit
• Introduction to the CREWS leads
• Video of CREWS leads talking about the fundamental standard they are championing
• FAQ re CQC visit

Time to Shine – Other Channels
Communicate, Communicate, Communicate#
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•

Time to Shine desktop message – during CQC will focus on CREWS activities

•

Time to Shine Screensaver

•

Site Visits – Grapevine Live

•

Publications
•
•
•
•

•

Grapevine Team Brief
E Bulletin
Memo’s
Posters

Social Media
•
•
•

Blog
Twitter
You Tube

The CQC Visit is our 
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Encl. 4.1

Meeting of:

Board of Directors

Date:

July 2015

Subject:

Membership Strategy and detailed work plan 2015

Presented by:

Sue Wakeman, Director of Workforce and OD

Author:

Tracy Meadows, Marketing and Communications

Purpose:

For Approval

Relationship to strategic objectives:
We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

x

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

None

Relationship to High Level Risks:

Recommendation(s):
To approve the 2015 Membership Strategy and associated detailed work plan

1
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Equality & Diversity implications:
To ensure we have a membership which is representative of the population we
serve
Regulatory and Compliance matters:
Monitor:

Care Quality
Commission:

Other:
x

None:

Previous consideration
Board

Business &
Performance

Audit

Other

Quality & Safety

x

None

2
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Executive Summary



The Membership Strategy 2015 has been produced via a robust process
of collecting member feedback, data analysis, event evaluations and
Governor workshops.



The Membership Strategy Steering Group has led and co-ordinated the
content of the strategy and approved the associated work plan.



Focusing on seven key areas the strategy, supported by a detailed work
plan, endeavours to increase the quality and engagement of existing and
new members.



Through a core and active membership the Trust will ensure it is listening
and involving it’s communities in all that it does.



Membership and Governors will endeavour to focus on increasing
communication and the value of both its public and staff members.

3
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Membership Development Strategy
April 2015
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1. Background and Introduction
The Trust was authorised as Sandwell Mental Health and Social Care NHS Foundation Trust in
February 2009 predominantly providing mental health and learning disability services in Sandwell.
In 2011, the Trust became Black Country Partnership NHS Foundation Trust, following the merger
with a significant number of services from neighbouring Primary Care Trusts. The Trust now
provides mental health services to people of all ages in Sandwell and Wolverhampton, delivers
specialist learning disability services to people across the Black Country and provides community
based children’s healthcare services in Dudley.
The Trust’s vision, “Our Community: You Matter, We Care”, reflects the diversity of services we
provide and places the population we serve at the centre of what we do.
A workshop took place with Governors in March 2015, to review what was working well and less
well in relation to membership across the Trust, and to explore ideas for future development of
membership.
This strategy aims to deliver that vision through the ongoing engagement and recruitment of our
members. A detailed work plan will be produced by the Membership Strategy Steering Group to
ensure that the key priorities of this strategy are met over the coming years.
2. Our Membership Community
As a NHS Foundation Trust, a public benefit corporation, we have to engage a membership that is
representative of the population we serve.
Our members are drawn from the general public, our service users and their carers or advocates,
and our staff. We have two membership constituencies: one public constituency and one staff
constituency. The Constitution of the Trust provides a more detailed definition of our public and
staff membership constituencies, and the associated eligibility criteria.
Members are important to the organisation: they have an opportunity to provide feedback on our
services, influence future policy and service development, get involved in activities within the Trust
and elect members to the Trust’s governing body, the Assembly of Governors.
Membership is very much about supporting the Trust in all it does.
The Trusts membership community, as at 31st March 2015, was identified as having a broad base
but with sizeable pockets of under-representation. Whilst it is important that membership
continually grows, the parameters of this strategy will maintain a focus on addressing areas of
under-representation, and engagement and communication activities with its existing members.
This approach will ensure a strong and engaged membership that actively wants to feedback and
be involved with the Trust.
3. Managing and retaining active members
The Trust believes that in line with building the numerical size of its membership it is also
extremely important to build its membership engagement to ensure that existing members feel
sufficiently informed and engaged.
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A strong and developing membership is of critical importance to the future of the Trust. Therefore
we have to ensure that we offer our members the opportunity for them to both influence the future
direction of the Trust and engage in real and meaningful activities, knowing that in doing so the
Trust will also be working towards its goals and overall strategic aim.
We also have to recognise the voluntary nature of membership; members are offered no
preferential treatment, nor have any special rights to access services or premises. From
experience we know that some will be able to support the Trust to a greater extent than others.
Since membership was first established the Trust has recognised this by offering three levels of
membership with varying degrees of participation namely gold, silver and bronze - gold offering the
highest level of participation and bronze offering more of an information only service.
In order to build a more engaged and targeted approach to our existing members, The Trust
Governors (through the Membership Development Strategy Steering Group and Member
Development Workshop) suggested that we reduce our three tiered system to a two tiered
‘Members’ and ‘Members plus’ system.
The principles behind this suggested switch were to simplify the categories to make it easier for
members to understand how much they will hear from the Trust and be involved. The ‘Membership
plus’ category would allow Governors to contact and engage with members who want to be more
involved on a regular basis, whilst the ‘Membership’ category would be on a more ‘informationonly’ basis.
As part of this re-categorisation, it was also proposed that members interests should be further
explored and recorded on the database, in order to allow more targeted communication and
engagement in the future. Streamlining public membership categories and engaging members
based more on their interests will be a key priority for this strategy.
This more targeted approach will enable Governors and the Membership Team to set up a number
of small interest groups. These groups will be Governor led and focus directly on members
interests for instance carers or ex-service users. Groups would be communicated to in a more
engaged way and utilised for specific projects such as service developments. Members would be
free to join and leave as they please and regular feedback and work, from each group, would be
made available to all members.
Staff members automatically become members of the Trust on commencing employment but have
the choice to opt out of membership if they wish. Currently staff receive insufficient information
stating that they are a member of the Trust and what this means. This strategy will focus on
improving staff awareness of membership and their engagement with the Trust’s Governors. This
will be done via more structured and varied communication channels, including emails, via the
Trust network, to all new starters introducing Staff Governors and their roles.
Staff that are leaving the Trust are sent a letter asking if they want to convert to public
membership. They are given a certain time frame to respond and if they haven’t are removed from
the database. This strategy will aim to evaluate this method and determine whether it is the best
way to manage staff members who are leaving the Trust. An alternative approach could be to
convert all staff leavers to the lower level of public membership and then to send a letter explaining
the advantages of staying in touch, as a member, and asking them to contact us if they would like
to opt out.
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4. Communicating with members
The Membership team and Governors will work together to maintain a continual two-way dialogue,
both formal and informal, with its members. This communication needs to be regular in order to
keep members as up to date as possible and to keep the Trust fresh in their minds.
Communication will have a local focus identifying and engaging members in issues and topics
most important to them.
Moving forward, Governors and the Membership Team will provide appropriate and accessible
opportunities for all members to get involved and engage with the Trust as they have indicated
their willingness to do so.
Various communication methods will be used, in multiple formats, to ensure all groups can be
involved. Different communication channels will be utilised including written materials, internet and
intranet for staff, telephone, email, social and local media. Face to face meetings with staff and
public members and Governor led public constituency meetings will also take place. Increasing
the number of members with whom we correspond electronically was also another priority which
came out.
Proposed meaningful engagement and communication approaches will include:

Quarterly Grapevine Newsletter
A regular members e-newsletter with updates
Messages about membership in regular
communications such as e-bulletin
Regular local events to meet with Governors
Opportunity to tour areas of our hospitals not
being used by patients
Opportunities to hear presentations and speak
with staff on topics of high local interest
Regular updates to members on website
Governor updates on the intranet
Regular posts and communication through
social media – Including new platforms such as
Twitter
Invitation to Trust events
Invitation to take part in surveys and feedback
An annual ‘you said we did’ communication
A calendar of events for the year will be
available stating projects, activities and
meetings members can get involved in

Public



Staff

























Member satisfaction with their interaction with the Trust (communication and engagement) will be
monitored annually through an online and hardcopy survey inserted or emailed out with our regular
Grapevine newsletter. Results will be fed back and shared with members, Governors and Board of
Directors through the annual membership update report.
Members need to feel that their opinions are valued and listened to otherwise they will be at risk
from disengaging with the Trust and Governors. Communications detailing exactly what they have
said and what has been done will provide an excellent insight into how their view points are being
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fed back and used. This will inspire a more engaged and meaningful membership that can be
developed further in future strategies.
Governor public meetings will take place, where possible, on Trust sites and include relevant
presentations/support from Trust staff and services. Opportunities for members to have site tours,
in areas where there are no patients present, should also be explored to improve our members
understanding of our services.
Over the period of this strategy we will seek to improve communications by:






Reviewing our members welcome letter to include more details such as a welcome from
the Governors who represent the new member’s constituency and a calendar of upcoming
events
Increase the number of members receiving information electronically by surveying existing
members and highlighting email as our main form of communication to all new members
Develop the Trust’s membership pages on the website and research the option of having a
login area where members can access details and communicate to Governors through
forums
Develop a more structured process for members to communicate and feedback to
Governors
Explore further use of social media – developing Facebook and establishing a Twitter
profile

5. Building our membership base
The Trust will aim to recruit new members on a continual basis, as well as taking steps to retain
existing members. It is important to have a sufficiently large number of members that are
representative of those eligible for membership. The membership base will be continually reviewed
at the Membership Strategy Steering Group and under-represented groups will be highlighted and
targeted in recruitment campaigns.
Each engagement activity will have its own set of objectives and a short evaluation created and fed
back to the Membership Strategy Steering Group on a bi-monthly basis. This will ensure
engagement activities in the future are focused on tried and tested events and methods to ensure
efficient use of time and resources.
Regular events that have proven successful at recruitment will continue and will be programmed
into a calendar of events that will be available to members via the website and through their
welcome packs.
6. Key Priorities
The following priorities were identified at the membership workshop with Governors:
1. Investigate a more streamlined two tiered public membership system, replacing the current
bronze, silver and gold approach.
2. Collect more information from members regarding their interests and connections to the
Trust to allow a more targeted approach to engagement.
3. Set up small interest groups with Governor leads
4. Increase the number of members who receive correspondence via email. Currently 22% of
members receive information via this option. Email should become the dominant form of
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communication within the next three years. To achieve this it needs to increase by at least
28%. This will mean a yearly rise of just over 9% of members, receiving information
electronically.
5. Investigate an alternative process for converting staff leavers to public members.
6. Improve frequency and methods of communication
7. Individual analysis of recruitment events will take place to ensure a clear picture of what
works well in order to inform future events.
7. Evaluating success
The implementation and success of this membership development strategy requires input and
commitment from a range of people across the Trust.
The coordination of the associated work plans and the ongoing development of the strategy lies
with the Membership Team.
The Governors will play a key role in monitoring the effectiveness of the strategy and ensuring that
it remains a meaningful and relevant document. This will be done through the bi-monthly
Membership Strategy Steering Group (MSSG), which is chaired by a Non-Executive Director and
open to all Governors. This group will coordinate and agree on a yearly work plan and objectives in
line with the strategy and regularly review activities and membership figures to ensure compliance.
The MSSG in turn will report to the Assembly of Governors and make such recommendations it
feels necessary for the implementation and/or development of the strategy to the Board of
Directors.
The Board of Directors will review the strategy on at least an annual basis, and ensure adequate
resources are provided for its implementation.
Key performance indicators to be used in monitoring the effectiveness of the strategy include:


membership analysis reports, covering age, gender (sex), geography, ethnicity and
preferred method of contact as a minimum



turnover of membership



membership engagement in activities – individual event objectives and evaluations



governor election data



annual surveys of members’ views

April 2015
Tracy Meadows
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Draft work plan 2015/2016
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Top Priorities

Public members
Key Priority
Strategy
1 and 2

Work strand

Details

Timescales

Update membership application form and
leaflet to reflect change in categories and
collect peoples areas of interest

Redesign membership leaflet to include changes and to
make more eye-catching and appealing to potential
members.

August to
September 2015

3

Create interest groups to be led by
Governors

Pilot two groups with two Governors as leads – Governors
to decide on leads and basis of interest groups.

August 2015 to
April 2016

4 and 6

Advertise Trust services and membership
at GP surgeries

Explore options for a poster, A5 postcard and leaflet.
Posters, postcards and leaflets can be hand delivered by
Governors. Posters need to be eye catching to stand out
in the waiting room.

November to
December 2015

1 and 2

Work with MES to update database in line
with changes in membership categories

September/October
2015

6

Update welcome letter for new public
members

Database to reflect new categories and to hold a section
on members’ interests that will be easy to search for and
export.
Welcome letter will include a calendar of events,
introduction to the Governors in their constituency,
benefits of being a member.

6

Engage Governors to create and use a
twitter account

Increase Governors digital presence though social media.
Identify key Governors with basic knowledge twitter to be
involved. Will be trialled and reviewed in six months.

January 2016 –
review June 2016

6

Annual ‘You Said We Did’ infographic

‘You Said We Did’ graphic to show Governors work over
the year. This will be informed by Governors and

Apr to May 2015

September to
October 2015

represent all groups and constituencies. This will be
emailed out to all members, put on our website and
included as an insert to the Grapevine June/July edition.
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6

Update and redesign and update
membership pages of the website

Update membership pages website to make them more
September to
inspiring and encourage members to engage with their
November 2015
Governors. Explore the option to have a communication
box that will allow members to send in messages to
Governors. These will be sent to the membership mail box
and then forwarded by the Membership Team to the
correct Governor.

6

A calendar of events available on the web
and sent out to all new members

Ready for January
2016

6

Produce a National Awareness Days
calendar that can be distributed to all
Governors

Calendar of events that members can get involved in
detailing where the Governors and Membership Team will
be throughout the year. Calendar will be made available
on Trust website and Intranet.
Utilise media and explore opportunities for
staff/Governors to be interviewed during awareness
weeks.

6

Constituency meetings with Governors to
tie into calendar of events and decide who
should go attend which event and which
meetings

Constituency meetings will help the Governors to identify
who will be attending which events. This will ensure that
all Governors are able to get involved and all events are
covered.

December 2015 to
January 2016

6

Evaluation forms created for individual
events

In order to understand what works and what don’t we
need to make sure events that Governors and the
Membership Team attend are properly evaluated.
Evaluation will cover basic details about attendance
number of members seen/non-members signed up and
questions asked.

September to
October 2015

Ready for January
2016

Build list of successful recruitment events
based on evaluations

A master list will be created based on the evaluation of
the individual events. This list will have all the successful
events listed ready for the next year’s calendar.

From September on
going

7

Targeted recruitment campaigns – Proper
analysis before attending events to
evaluate if likely attendees will be
interested in our services e.g. fresher’s fair
attracting students on social care courses.

A proper analysis will be conducted before attending new
events to evaluate if likely attendees will be interested in
our services e.g. fresher’s fair attracting students on social
care courses.

From August on
going

7

Recruitment drives within Trust sites for
example Penn Hospital reception and
Hallam Street Resource Centre Café.

Membership Team and Governors will arrange to visit
Trust sites with reception areas/cafés to set up a stand
about the Trust and talk to people about membership.
Will begin by aiming for one a month and changing
location each time. These will be programmed into the
calendar of events and a designated Governor or
Governor’s will be decided at the constituency meetings
(to be established) to attend.

October to
November 2015

4 and 6

Advertise Trust services and membership
at GP surgeries

Explore options for a poster, A5 postcard and leaflet.
Posters, postcards and leaflets can be hand delivered by
Governors. Posters need to be eye catching to stand out
in the waiting room.

November to
December 2015

6

Explore opportunities to utilise GP poster
for other locations including Libraries and
Community Centres

If GP Poster is generic enough all Governors are given
their own batch to distribute throughout their
communities whether that is in Libraries/ Community
Centres or religious buildings. Poster could also be
converted into different languages if required. If GP
Posters are not generic enough then a variation should be
created for these locations.

October to
November 2015
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7

Explore options to have site/service tours
for all members in the members plus
category

Tours will be in areas not being used by patients but will
be informative and give a real insight into our services.
This could be done for new services such as the opening
of Langley House.

October to
November 2015

6

Develop opportunities for members plus
to attend presentation/events

August 2015 on
going

6

Explore options for inviting members to
existing events happening around the
Trust with staff

Presentations and events on topics with high local
interest such as changes to services or new services being
built.
If events are happening talking and listening to staff about
new services and the future of the Trust; it may also be
worth raising and exploring the option of having a small
number of members attend these to have their say.

6

Communicate and highlight to staff that
members are there and want to help
review services and inform policy – this
may inspire more opportunities for
members to get involved

Communicate through the ebulletin and intranet and
explore option of having a poster. Email senior managers
to ask them to convey the message to their staff.

October 2015 to
December 2015

6

Explore and develop more regular
communication with members

Look at developing an e-newsletter similar to the staff ebulletin to send out on a regular basis to all members who
have an email address. This will be in addition to
Grapevine and will include very short pieces giving
updates on work and changes that may be of interest to
our members.

January 2015

2 and 6

Develop and distribute an annual
members survey

Design and send out an annual survey to all members to
evaluate what they are thinking and how we can improve
the service we provide to them. There will also be
questions on their interests so we can start to build the
Membership Database to enable us to tailor invites etc. to
the members’ interests and utilise our members more.

September to
October 2015
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6

August 2015 on
going
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6

Make sure opportunities to provide
membership leaflets are being fully
utilised across the Trust

Are forms on display in all Trust receptions? Could forms
be placed inside copies of the Grapevine that are for
public areas? Explore other areas around the Trust forms
could be given out/left – could they be given out as part
of our discharge package for patients along with the
Friends and Family Test questionnaires?

August 2015
onwards

6

Utilise our Stakeholder Governors more

Develop better working relationships with our
stakeholder Governors and explore options to develop
more links – potentially in Wolverhampton, could explore
option for having a new organisation have an appointed
Governor for the Trust.

October to
November 2015

4

Increase members on email by pushing
email as the preferred option for
communication to new members

Email is to be the highlighted method of communication
on the new membership leaflet. There will be a section in
the member’s survey asking for people to provide their
details and in the members section of the Grapevine. The
website will be altered so it is easy for members to send
the Membership team their email address.

August 2015 on
going

Staff Members
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Key Priority
Strategy
1 and 2

Work strand

Details

Timescales

Create an email to let all new starters know
they are a member and give them the option
to opt out or join the membership plus
category

Electronic notifications
Option to become a Member Plus
Staff can request that information is sent to them via post to their
home address

September to
October 2015

1 and 2

New starters to be sent details of their Staff
Governor

Email a photo and brief statement of their Staff Governor,
Link to Intranet site with information on regarding all Staff
Governors.

October 2015

6

Membership section at Trust induction

Small five minute section explaining they are all members (unless
opted out) and what this means.

August to
September
2015

Governors potentially present this information?
3

Develop a Staff members area of the intranet

This area will be more interactive allowing staff to fill out questions
and send to their Governors. The page will introduce the Staff
Governors and their roles, similar to the ‘Meet the Governors’
page of the internet.

October to
November
2015

6

Dedicated staff Governor area of the intranet
where members can contact and post
questions

An option to embed an enquiry sheet will be discussed with IT.

November to
December
2015

6

Automatic switch to public membership on
leaving the Trust

A letter will be created to explain that they will automatically
become a public member on leaving the Trust and if they wish they
can opt out. They will also be offered the chance to change from
just a member to a member plus and all the benefits will be
explained.

August 2015

6

Include regular communications about
membership in the weekly e-bulletin.

Regular communications for staff will raise awareness and
highlight what Staff Governors can do for them. Staff Governors
will be involved in this so that it is their messages that are getting
across.

August 2015
on going

6

Develop an annual ‘You Said We Did’
information sheet for all staff members

Similar to the public sheet but will list everything the Staff
Governors have discussed and achieved in the year.

April to May
2016
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Encl. 4.2

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Organisational Development Review and Refresh 2015/16

Presented by:

Sue Wakeman, Director of Workforce and OD

Author:

Abigail Oates, Caroline Marshall

Purpose:

to note progress made and approve proposed actions

Relationship to strategic objectives:
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
x

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
Recommendation(s):

Equality & Diversity implications:
Regulatory and Compliance matters:
Monitor:
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Care Quality
Commission:
Other:
None:
Previous consideration
Board
Audit

Business &
Performance
Other

Quality & Safety

None

Executive Summary

OD Programme Review and Refresh - Exec Summary – draft
In 2014, the Trust’s Organisational Development Strategy was developed and launched,
supported by a detailed Organisational Development Plan. The strategy was developed in
response to the outcome of two major reviews. The first was undertaken by the
management consultants Deloitte and looked at our governance structure and systems. The
second was an Organisational Development review conducted by the Change Corporation.
This was commissioned to explore issues such as leadership, values, behaviours, skills,
systems and processes.
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In summary key findings included:
 Need to strengthen the culture of constructive challenge and holding to account at all
levels of the Trust
 Greater levels of engagement are required with staff across the org on numerous
issues including development and implementation of strategies, governance
arrangements, key decisions etc.
 Lack of understanding of the long term vision (Trust and Service)
 Lack of visibility and engagement with senior staff
 Lack of clarity around roles, skills, competencies and responsibilities
 Lack of staff resources and support
 Lack of effective and engaging communication with staff
 Lack of leadership and management development
 Lack of evidence of staff proactively responding to patient needs
The action plan to respond to these findings was shared with key leaders/managers across
the Trust via an interactive engagement event – the Leadership for Quality Summit. The
contributions of this group were used to clarify and supplement the diagnostic and to inform
the action planning phase.
This plan outlined a range of actions and initiatives to be implemented to support and enable
the Trust to achieve its vision for excellence in the areas of:
 Leadership & Management Development
 Talent Management
 Communication & Engagement
This included the roll out of a range of engagement events, the launch of a new internal
leadership programme, and the introduction of Exec walkabouts across the Trust.
A review of the OD plan has been undertaken in light of a range of key strategic drivers to
ensure that it continues to be relevant and appropriate to meet the needs of the
organisation. In particular the plan has been reviewed and refreshed in response to:
 Sustainability Review
 National Staff Survey performance
 Staff feedback from Engagement events
The purpose of this paper is to provide a summary of the progress made against plan to
date, and to outline the proposed actions to further embed the OD strategy and approach
during 2015-16.
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Shaping our future :Listening & learning
Page 73

Organisational Development review and refresh 2015/2016
Presentation to Trust Board July 2015
Sue Wakeman, Joyce Fletcher and Sheila Lloyd

Honesty and
Openness

Empowerment

Dignity & Respect

OD Programme - Our response 2014/15

Organisational Effectiveness

Outcomes

Patient experience & Staff experience
(Culture)
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Engagement &
Communicatio
n

Cultural
Alignment

Leadership &
Management
Development

Talent
Management

Health &
Wellbeing

Enablers

Structures, procedures and systems
Strategic Objectives and plans

Underpinning
foundations

Vision, Values & Behaviours
Honesty and
Openness

Empowerment

Dignity & Respect

Our Journey
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Engagement
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Leadership
for Quality
Summits

“It’s all about
You” Events

20:20 Vision
events

Honesty and
Openness

Rudi Page
“Engaged,
empowered
and well
supported
teams”

Empowerment

National
Cultural
Alignment
Project &
Focus Day

Dignity & Respect

RCN Cultural Alignment Project
Who’s Involved with the Project?

Supported by

Kent and Medway NHS and Social Care
Partnership Trust

Royal College of Nursing
Kings College London
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Betsi Cadwaladr University Health Board
The Pacific Institute
Sherwood Forest
NHS Leadership Academy
The Christie NHS Foundation Trust
Black Country Partnership Foundation

Cultural Alignment
Align Systems/Internal Measures to Vision/Strategy
Action plan with people of influence should impact to
create simple effective systems
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Assess
Current
State of
Organisational
Effectiveness

Align leaders
Influence
Board

Engage staff
with the plan
Building
Consensus
Change “have to”
into “want to”

Value
Based
Behaviours
in everyone

Provide clarity
about
desired
organisational
status.
Assess
state of
organisational
effectiveness

Functional integration
Build a belief that staff can help good things to happen, create positivity across the work force.
Stress the importance of positive language and behavior
Resource Human and Financial Capital- needs to be properly resourced
Vision/Mission - Values – Strategy – strategy needs to be organic, needs to stimulate a passion
to be part of it

High performance strategic leadership – leadership away from micro-management.
Every decision has to add value to the vision, mission, values and strategy

Destination
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Honesty and
Openness

Empowerment

Dignity & Respect

Organisational Development Programme
Key Drivers for 15/16 and beyond:

Page 80

Sustainability Review:
• Alignment of plans in light of changes to vision, values and strategic
objectives
• Creating a culture that enables delivery of safe, effective, caring,
responsive and well led services.
Staff survey - 9 key findings scored amongst the bottom 20% of Trusts
including:
• Support from immediate manager
• Recommending as a place to work or receive treatment
Engagement events feedback:
• Engage us, involve us, ask us
• Recognise and value our contributions
• Develop and invest in us

2015/16 Highlights
Engagement &
Communications
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Cultural
Alignment

Leadership &
Management

Talent
Management

Health &
Wellbeing

Develop the ‘Time to Shine’ branding to support our work to showcase our achievements.
Medical “it’s all about you” workshops
Implement and embed ‘Every Voice Heard’ programme to develop engaged, empowered
and well supported teams
Refresh of Trust vision and strategic objectives
Implement “our voice” pulse survey to monitor Trust culture
Implement Freedom to Speak up/Duty of Candour into appropriate processes
Implement “Golden Thread” policy alignment

Continued development and rollout of LQS events
Embed 360 feedback and coaching approaches to support leadership development

Continued rollout of Career Development & Enhancing the Patient Experience
workshops
Implement Care Certificate for new & existing HCSWs/AHP/Psychology roles

Develop Health & Wellbeing Strategy

Honesty and
Openness

Empowerment

Dignity & Respect
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Encl. 4.3

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Overview of NHS England Core Standards for Emergency
Preparedness Response and Resilience (EPRR) 2015

Presented by:

Lesley Writtle, Director of Operations

Author:

Head of Operational Intelligence & Development - Steven
Holmes
Emergency Planning Officer – Wayne Deakin, BounceBack
Solutions

Purpose:

To update the Board on the current position of the Trust in
meeting NHS England' s Core Standards for Emergency
Preparedness, Resilience and Response (EPRR) and in
maintaining on-going compliance

Relationship to strategic objectives:
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
√

None

Relationship to High Level Risks:
Compliance – Licence Condition
Recommendation(s):
The Board are being asked:
Following submission of its 2015 self-assessment by the Trust's Chief Executive
and Accountable Emergency Officer, to note the progress made in the last twelve
months in meeting the NHS England Emergency Preparedness, Resilience and
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Response Core Standards and key elements of the on-going programme to
maintain compliance.
Equality & Diversity implications:
None
Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:
√

Other:

The statutory guidance on business continuity contained
in Chapter 6 of the Emergency Preparedness document,
published by the Government in support of the Civil
Contingencies Act 2004.
NHS Commissioning Board Business Continuity
Management Framework (service resilience) 2013 and
the associated requirements listed in the NHS England
Core Standards for Emergency Preparedness, Resilience
and Response (EPRR) being:
a. Fully aligned with the methodology outlined in the
International Organisation for Standardization's
ISO 22301 Societal security – Business continuity
management systems – Requirements and in
particular the supporting ISO 22313 Societal
security – Business continuity management
systems – Guidance which provides crucial detail
in how best to implement the ISO 22301 standard.
Reflective of the British Standards Institute's PAS
2015:2010 Framework for health services resilience
developed for the NHS.

√

None:

Previous consideration
√

Board
Audit
Quality & Safety

Jan 15

√

Business &
Performance
Other
None
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23rd July 15

Executive Summary
1. Background
The NHS England Core Standards for Emergency Preparedness, Resilience and Response
(EPRR) are the minimum standards which NHS organisations and providers of NHS funded
care must meet as part of the Health and Social Care Act 2012. They are intended to provide
a consistent framework for self-assessment, peer review and more formal control processes
carried out by NHS England and regulatory organisations.
To comply fully with the Core Standards, NHS organisations and providers of NHS funded
care must demonstrate as a minimum that they:
1. Have nominated a suitable accountable emergency officer (AEO) who will be
responsible for EPRR.
2. Contribute to area planning for EPRR through Local Health Resilience Partnerships
(LHRPs) and other relevant groups.
3. Have suitable, up to date plans which set out in detail how they:
a. Plan for, respond to and recover from major incidents and emergencies as
identified in local and community risk registers.
b. Maintain continuous service when faced with disruption from identified local
risks.
c. Resume key services that have been disrupted by, for example, severe
weather, IT failure, an infectious disease, a fuel shortage or industrial action.
This planning should follow the principles of ISO 22301 and PAS 2015
4. Test these plans through:
a. A communications exercise every six months
b. Incident Control Room Test every six months
c. A desktop exercise once a year
d. A major live or simulated exercise every three years
5. Have suitably trained, competent staff and the right facilities available around the
clock to effectively manage a major incident or emergency.
6. Share their resources as required to respond to a major incident or emergency.
As part of the assurance process NHS Trusts are required to provide to their NHS England
Regional Team with an annual update on their progress against the Standards. In its initial
return in October 2013 the Trust assessed itself as future compliant (Amber) for a significant
number of the standards, due primarily to the impending rollout of its new Major Incident and
Business Continuity Plan. The 2014 return, submitted last October, was able to demonstrate
considerable progress following Plan implementation and rollout, resulting in majority
compliance with the standards.
For 2015 EPRR Core Standards progress reporting took a revised form, including a flu
pandemic 'deep dive' and separate reporting on hazardous materials (HAZMAT) / Chemical,
Biological, Radiation and Nuclear (CBRN) preparedness. In line with this year's requirement,
this update, which demonstrates that the Trust is substantially compliant, and once endorsed
will be submitted to the NHS Regional Team on 31st July 2015 by the Trust's Chief
Executive, who acts as its Accountable Emergency Officer (AEO) under the Health and
Social Care Act 2012.
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2. Key achievements in maintaining current Core Standards compliance
Update of Trust Business Impact Analysis (BIA)
The Core Standards expect all NHS Trusts to maintain and update a comprehensive suite of
information detailing their services, the resources needed to maintain these and their priority
for recovery in the event of a business disruption. This is referred to as a Business Impact
Analysis (BIA) and forms an annex to the Trust's Major Incident and Business Continuity
Plan as well as its Business Continuity Plans at Divisional level.
Since late 2011 the Trust has maintained its BIA through a single, highly flexible database,
which can be interrogated at any number of different levels. This has significantly enhanced
the Trust’s ability to dynamically and proportionately respond in the event of a disruptive
challenge to the routine provision of its services as has most recently been demonstrated by
its coordinated use in planning for the industrial action by NHS staff during October 2014
and in supporting dynamic decision making during the water management incident at the
Penn Hospital inpatient site commencing September 2014.
Initiated in September 2014, a comprehensive review of the BIA has been completed across
the Trust to ensure that it continues to fully reflect both the evolving structure and critical
service priorities of the Trust.
Major Incident and Business Continuity Plan
In the context of the Core Standards, maintenance and update of the Trust's Major Incident
and Business Continuity Plan is key to providing assurance that the organisation has:
a. Identified those key services, which if interrupted for any reason, would have the
greatest impact upon the community, the health economy and the organisation.
b. Identified and reduced the risks and threats to the continuation of these key services.
c. Developed plans, which enable the organisation to maintain and/or recover core
services in the shortest possible time.
d. Clear command and control and reporting frameworks to support decision making
during the management of incidents.
e. The required infrastructure in place to support the management of Major incidents.
This includes access to Incident Control Rooms and Loggists.
f. Appropriately trained staff at all levels in their roles during the management of
incidents
g. Arrangements in place to routinely test its resilience in maintaining key patient care
during the management of incidents.
Overseen by the Trust's Business Continuity and Emergency Preparedness Group,
BounceBack Solutions (who act as Emergency Planning Officer), have extensively reviewed
and updated the Plan in light of significant changes within the Trust's management
structures and informed the key lessons learned from the Penn Hospital water management
incident. Of particular note are the detailed changes which have been made throughout the
Plan to reinforce the requirements of contemporaneous, detailed record keeping and to
clarify the different types of incident logging needed throughout an incident as well as by
whom and how these should be undertaken. These changes will further enhance the Trust's
ability both to manage incidents and to support its actions and decision making if challenged
after the event.
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Staff Training
The Major Incident and Business Continuity Plan is supported by a detailed training needs
analysis and training record for ALL staff who have an identified role in the Plan, including
those on-call. This:
 Ensures effective matching of staff against anticipated roles within the Plan;
 Identifies both the training needed by each individual to fulfil their role(s) in line
with current NHS England best practice and the relevant training provider;
 Records all training received; and
 Identifies future dates for any subsequent refresher training required.
Significant changes at Director and senior management levels within the Trust over the last
twelve months have highlighted both the importance and usefulness of this combined tool in
ensuring key staff receive relevant, timely training. As a result, focused one-to-one training
sessions with new Directors On-call and other senior personnel newly appointed or included
in the On-call rota for the first time have been offered at the earliest opportunity. Alongside
this, significant progress has been made in expanding the potential cadre of loggists
available (see also Section 3 below).
EPRR best practice review
During Q1 of 2015 the Birmingham Solihull and Black Country Local Health Resilience
Partnership approved a regional workstream of EPRR best practice visits whereby
Emergency Planning and Business Continuity Managers from all NHS providers within the
West Midlands conurbation were asked to peer review each other's Trusts against a suite of
predetermined questions. The overall aim was for any best practice to be identified and
shared to enable other providers to further develop resilience planning within their own
Trusts. For the purposes of the review exercise, the Trust was paired up with the University
Hospitals Coventry and Warwickshire NHS Trust (UHCW) for UHCW to consider and learn
from the work done by the Trust during a visit, which took place on 27th May 2015.
Significant areas of best practice identified included the methodology and format in use for
both Business Impact Analysis (BIA) and Business Disruption Risk Assessment (BDRA) plus
the approach to, as well as tools used for, managing and delivering staff training.
3. Maintaining future compliance / full compliance
The Core Standards recognise that continued compliance is an iterative process and that
therefore plans and policies must be subject to regular review and refresh. Following the
update of the Major Incident and Business Continuity Plan and supporting BIA, refresh of a
key supporting element and its further analysis to support Trust EPRR is already in hand:
Review of Business Disruption Risk Assessments (BDRA)
Business Disruption Risk Assessments (BDRAs) which assess a suite of potential service
disruptions, their current controls and any further mitigations required at Trust-wide and
Divisional levels form further annexes to both the Major Incident Plan and Divisional
Business Continuity Plans. Following completion of the BIA refresh and the Trust's recent
review of its Risk Strategy and Policy, the BDRAs are to be reviewed and updated at service
level to ensure that they continue to provide the most appropriate level of granularity
regarding the risks to Trust services and the controls either in place or required.
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Business Disruption Gap Analysis and Action Planning
Review following the 2014 water management incident highlighted the need to revisit a
detailed Trust-wide business disruption risk "gap analysis" to clearly identify any additional
mitigations required for potential business disruptions and act as the catalyst for associated
action planning necessary at corporate Divisional or service level to address those gaps. It is
proposed that work to deliver this commence during Q3 of 2015.
Staff Training
The Penn Hospital water management incident highlighted two key refinements to staff
training which it is anticipated will be taken forward during Q3 and Q4 of 2015.
Loggist Training: Considerable progress has been made in identifying an expanded cadre of
loggists to support the Trust's response in the event of an incident. Alongside this, lessons
have been learned from the water management incident in providing greater clarity on the
loggist roles and the different types of logging required which have been incorporated into
the Trust Major Incident and Business Continuity Plan. As a result, a new round of loggist
training will commence during Q3 of 2015 to ensure that Incident Directors and others
managing an incident continue to receive appropriate loggist support throughout an incident.
Witness Skills Training for Incident Directors: It is anticipated that Q3 and Q4 of 2015 will
see all Trust staff identified as possible Incident Directors attend NHS Englandrecommended specialist Witness Skills training to further reinforce their understanding of the
need for clear and comprehensive contemporaneous record keeping of incidents as
supporting evidence in the context of courtroom cross-examination.
Exercising and Testing
To comply fully with the Core Standards, NHS organisations and providers of NHS funded
care must demonstrate as a minimum that they test plans through:
a) A communications exercise every six months
The Trust regularly and routinely tests its communications and resilience in maintaining key
patient care during the management of incidents. This is demonstrated through its robust oncall arrangements (via 24 hour Penn Reception facility) to ensure contact details are resilient
and key resilience documentation fit for purpose and is effective to accurately record and
assess situations. In addition, through the Business Continuity and Emergency
Preparedness Group, a further communications exercise is being planned to execute a full
Major Incident call-out communications exercise to ensure continued compliance before end
of current calendar year.
b) An Incident Control Room test every six months
The Trust equipped and successful tested for the first time in June 2014 Incident Control
Rooms (ICRs) for use in the event of an incident at Trust Headquarters, Delta House and at
Penn Hospital, Wolverhampton. The Business Continuity and Emergency Preparedness
Group has overseen the planning and execution subsequent 6 monthly incident control room
tests and these will remain ongoing, as well as ensuring that additional proposed satellite
ICRs located at Trust inpatient sites are subject to on-going testing in line with Core
Standards requirements as these new facilities come on stream.
c) A desktop exercise once a year
The West Midlands Health Emergency Planning Network (WMHEPN) is currently working
with the NHS England Midlands and East Regional Team to evolve a suitable format of
tabletop exercise which will allow all provider Trust's to collectively meet current NHS
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England expectations for a flu pandemic exercise. It is anticipated that this will result in a
desktop exercise taking place by the end of January 2016 at the latest. Trust participation
will be required to maintain compliance.
d) A major live or simulated exercise every three years
Currently under way is an action to convert the recent live water incident at the Trust's Penn
Hospital commencing July 2014 to appropriately qualify as a major live or simulated exercise
through a thorough debrief and lessons learned process, including a report. This is being
overseen by the Business Continuity and Emergency Preparedness Group, with a detailed
Report and Recommendations drafted and currently under consideration by the Trust.
e) Hazardous Materials (HAZMAT) / Chemical, Biological, Radiation and Nuclear (CBRN)
preparedness Development of Chemical Incident Plan: Planning for the Management of SelfPresenting Patients in Healthcare Settings
Preparedness to respond to hazardous materials (HAZMAT) / Chemical, Biological,
Radiation and Nuclear (CBRN) preparedness incident forms part of the annual NHS England
assurance process based on the EPRR Core Standards. All NHS funded providers are
expected to have in place appropriate plans to adopt simple planning and response
principles that would enable care to be provided to people self-presenting as a consequence
of an hazardous incident, at the same time as protecting staff, patients and property from
secondary contamination, prior to contaminated people being appropriately transferred to an
acute Trust for on-going treatment and monitoring. This work is to be completed by Q3 of
2015. Planning will be conducted and led by the Trust’s Lead Nurse for Infection, Prevention
and Control and oversee by the Trust’s Business Continuity and Emergency Preparedness
Group.
4. Governance.
The on-going development of plans and assurance will be overseen by the Business
Continuity and Emergency Preparedness Group which is required to report bi-annually to the
Trust Business & Performance Committee.
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Black Country Partnership NHS Foundation Trust

NHS England Core Standards for Emergency preparedness, resilience and response
v3.0
The attached EPRR Core Standards spreadsheet has 6 tabs:
EPRR Core Standards tab - with core standards nos 1 - 37 (green tab)
Pandemic Influenza :- with deep dive questions to support the pandemic influenza 'deep dive' for EPRR Assurance 2015-16 (blue) tab)
HAZMAT/ CBRN core standards tab: with core standards nos 38- 51. Please note this is designed as a stand alone tab (purple tab)
HAZMAT/ CBRN equipment checklist: designed to support acute and ambulance service providers in core standard 43 (lilac tab)
MTFA Core Standard: designed to gain assurance against the MTFA service specification for ambulance service providers only (orange tab)
HART Core Standards: designed to gain assurance against the HART service specification for ambulance service providers only (yellow tab).

This document is V3.0. The following changes have been made :
• Inclusion of Pandemic Influenza questions to support the pandemic influenza 'deep dive' for EPRR Assurance 2015-16
• Inclusion of the HART service specification for ambulance service providers and the reference to this in the EPRR Core Standards
• Inclusion of the MTFA service specification for ambulance service providers and the reference to this in the EPRR Core Standards
• Updated the requirements for primary care to more accurately reflect where they sit in the health economy
• update the requirement for acute service providers to have Chemical Exposure Assessment Kits (ChEAKs) (via PHE) to reflect that not all acute
service providers have been issued these by PHE and to clarify the expectations for acute service providers in relation to supporting PHE in the
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3

4

5

6

7

Organisations have an overarching framework or policy which sets out expectations of emergency preparedness, Arrangements are put in place for emergency preparedness, resilience and response which:
resilience and response.
• Have a change control process and version control
• Take account of changing business objectives and processes
• Take account of any changes in the organisations functions and/ or organisational and structural and staff changes
• Take account of change in key suppliers and contractual arrangements
• Take account of any updates to risk assessment(s)
• Have a review schedule
• Use consistent unambiguous terminology,
• Identify who is responsible for making sure the policies and arrangements are updated, distributed and regularly tested;
• Key staff must know where to find policies and plans on the intranet or shared drive.
• Have an expectation that a lessons identified report should be produced following exercises, emergencies and /or business continuity incidents
and share for each exercise or incident and a corrective action plan put in place.
• Include references to other sources of information and supporting documentation
The accountable emergency officer will ensure that the Board and/or Governing Body will receive as appropriate After every significant incident a report should go to the Board/ Governing Body (or appropriate delegated governing group) .
reports, no less frequently than annually, regarding EPRR, including reports on exercises undertaken by the
Must include information about the organisation's position in relation to the NHS England EPRR core standards self assessment.
organisation, significant incidents, and that adequate resources are made available to enable the organisation to
meet the requirements of these core standards.
Assess the risk, no less frequently than annually, of emergencies or business continuity incidents occurring Risk assessments should take into account community risk registers and at the very least include reasonable worst-case scenarios for:
which affect or may affect the ability of the organisation to deliver it's functions.
• severe weather (including snow, heatwave, prolonged periods of cold weather and flooding);
• staff absence (including industrial action);
• the working environment, buildings and equipment (including denial of access);
• fuel shortages;
There is a process to ensure that the risk assessment(s) is in line with the organisational, Local Health • surges and escalation of activity;
Resilience Partnership, other relevant parties, community (Local Resilience Forum/ Borough Resilience Forum), • IT and communications;
and national risk registers.
• utilities failure;
• response a major incident / mass casualty event
• supply chain failure; and
• associated risks in the surrounding area (e.g. COMAH and iconic sites)
There is a process to consider if there are any internal risks that could threaten the performance of the organisation’s functions in an emergency
as well as external risks eg. Flooding, COMAH sites etc.
There is a process to ensure that the risk assessment(s) is informed by, and consulted and shared with your Other relevant parties could include COMAH site partners, PHE etc.
organisation and relevant partners.
Effective arrangements are in place to respond to the risks the organisation is exposed to, appropriate to the role,
size and scope of the organisation, and there is a process to ensure the likely extent to which particular types of
emergencies will place demands on your resources and capacity.
Have arrangements for (but not necessarily have a separate plan for) some or all of the following (organisation
dependent) (NB, this list is not exhaustive):

Incidents and emergencies (Incident Response Plan (IRP) (Major Incident Plan))
corporate and service level Business Continuity (aligned to current nationally recognised BC standards)

NHS England local teams

NHS England Regional &
national

CCGs

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Other NHS funded
organisations

Mental healthcare providers

Y

Primary care
(GP, community pharmacy)

Community services
providers

Y

CSUs (business continuity
only)

Ambulance service
providers

Governance
Organisations have a director level accountable emergency officer who is responsible for EPRR (including
1
business continuity management)
Organisations have an annual work programme to mitigate against identified risks and incorporate the lessons
Lessons identified from your organisation and other partner organisations.
identified relating to EPRR (including details of training and exercises and past incidents) and improve response. NHS organisations and providers of NHS funded care treat EPRR (including business continuity) as a systematic and continuous process and
have procedures and processes in place for updating and maintaining plans to ensure that they reflect:
- the undertaking of risk assessments and any changes in that risk assessment(s)
2
- lessons identified from exercises, emergencies and business continuity incidents
- restructuring and changes in the organisations
- changes in key personnel
- changes in guidance and policy

Specialist providers

Clarifying information

Acute healthcare providers

Core standard

Self assessment RAG

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

HAZMAT/ CBRN - see separate checklist on tab overleaf

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Severe Weather (heatwave, flooding, snow and cold weather)
8
Pandemic Influenza (see pandemic influenza tab for deep dive 2015-16 questions)
Fuel Disruption
Surge and Escalation Management (inc. links to appropriate clinical networks e.g. Burns, Trauma and Critical Care)
Infectious Disease Outbreak
Evacuation
Lockdown

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Red = Not compliant with core standard and not in the
EPRR work plan within the next 12 months.
Evidence of assurance

Ensure that plans are prepared in line with current guidance and good practice which includes:

Page 92

9

10

• Aim of the plan, including links with plans of other responders
• Information about the specific hazard or contingency or site for which the plan has been prepared and realistic assumptions
• Trigger for activation of the plan, including alert and standby procedures
• Activation procedures
• Identification, roles and actions (including action cards) of incident response team
• Identification, roles and actions (including action cards) of support staff including communications
• Location of incident co-ordination centre (ICC) from which emergency or business continuity incident will be managed
• Generic roles of all parts of the organisation in relation to responding to emergencies or business continuity incidents
• Complementary generic arrangements of other responders (including acknowledgement of multi-agency working)
• Stand-down procedures, including debriefing and the process of recovery and returning to (new) normal processes
• Contact details of key personnel and relevant partner agencies
• Plan maintenance procedures
(Based on Cabinet Office publication Emergency Preparedness, Emergency Planning, Annexes 5B and 5C (2006))
Arrangements include a procedure for determining whether an emergency or business continuity incident has
Enable an identified person to determine whether an emergency has occurred
occurred. And if an emergency or business continuity incident has occurred, whether this requires changing the - Specify the procedure that person should adopt in making the decision
deployment of resources or acquiring additional resources.
- Specify who should be consulted before making the decision
- Specify who should be informed once the decision has been made (including clinical staff)

Y

Arrangements include how to continue your organisation’s prioritised activities (critical activities) in the event of
an emergency or business continuity incident insofar as is practical.
11

12
13
14

15

Arrangements explain how VIP and/or high profile patients will be managed.

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Decide:
- Which activities and functions are critical
- What is an acceptable level of service in the event of different types of emergency for all your services
- Identifying in your risk assessments in what way emergencies and business continuity incidents threaten the performance of your
organisation’s functions, especially critical activities

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

This refers to both clinical (including HAZMAT incidents) management and media / communications management of VIPs and / or high profile
management

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Preparedness is undertaken with the full engagement and co-operation of interested parties and key stakeholders
(internal and external) who have a role in the plan and securing agreement to its content
Arrangements include a debrief process so as to identify learning and inform future arrangements

• Ensuring accountaable emergency officer's commitment to the plans and giving a member of the
executive management board and/or governing body overall responsibility for the Emergeny Preparedness
Resilience and Response, and Business Continuity Management agendas
• Having a documented process for capturing and taking forward the lessons identified from exercises and
emergencies, including who is responsible.
• Appointing an emergency preparedness, resilience and response (EPRR) professional(s) who can
demonstrate an understanding of EPRR principles.
• Appointing a business continuity management (BCM) professional(s) who can demonstrate an
understanding of BCM principles.
• Being able to provide evidence of a documented and agreed corporate policy or framework for building
resilience across the organisation so that EPRR and Business continuity issues are mainstreamed in
processes, strategies and action plans across the organisation.
• That there is an approporiate budget and staff resources in place to enable the organisation to meet the
requirements of these core standards. This budget and resource should be proportionate to the size and
scope of the organisation.

• Being able to provide documentary evidence of a regular process for monitoring, reviewing and updating
and approving risk assessments
• Version control
• Consulting widely with relevant internal and external stakeholders during risk evaluation and analysis
stages
• Assurances from suppliers which could include, statements of commitment to BC, accreditation,
business continuity plans.
• Sharing appropriately once risk assessment(s) completed

Arrangements demonstrate that there is a resilient single point of contact within the organisation, capable of
Organisation to have a 24/7 on call rota in place with access to strategic and/or executive level personnel
receiving notification at all times of an emergency or business continuity incident; and with an ability to respond or
escalate this notification to strategic and/or executive level, as necessary.
Those on-call must meet identified competencies and key knowledge and skills for staff.

18
19
22

Y

Y

Y

Y

Y

Y

Y

Y

Y

Documents identify where and how the emergency or business continuity incident will be managed from, ie the
This should be proportionate to the size and scope of the organisation.
Incident Co-ordination Centre (ICC), how the ICC will operate (including information management) and the key
roles required within it, including the role of the loggist .
Arrangements ensure that decisions are recorded and meetings are minuted during an emergency or business
continuity incident.
Arrangements detail the process for completing, authorising and submitting situation reports (SITREPs) and/or
commonly recognised information pictures (CRIP) / common operating picture (COP) during the emergency or
business continuity incident response.
Arrangements demonstrate warning and informing processes for emergencies and business continuity incidents. Arrangements include a process to inform and advise the public by providing relevant timely information about the nature of the unfolding event
and about:
- Any immediate actions to be taken by responders
- Actions the public can take
- How further information can be obtained
- The end of an emergency and the return to normal arrangements
Communications arrangements/ protocols:
- have regard to managing the media (including both on and off site implications)
- include the process of communication with internal staff
- consider what should be published on intranet/internet sites
- have regard for the warning and informing arrangements of other Category 1 and 2 responders and other organisations.

See Trust Business Continuity Management Policy v2
October 2014

• Being able to provide documentary evidence that plans are regularly monitored, reviewed and
systematically updated, based on sound assumptions:
• Being able to provide evidence of an approval process for EPRR plans and documents
• Asking peers to review and comment on your plans via consultation
• Using identified good practice examples to develop emergency plans
• Adopting plans which are flexible, allowing for the unexpected and can be scaled up or down
• Version control and change process controls
• List of contributors
• References and list of sources
• Explain how to support patients, staff and relatives before, during and after an incident (including
counselling and mental health services).

• Oncall Standards and expectations are set out
• Include 24-hour arrangements for alerting managers and other key staff.

Oct-15

Not applicable

Not applicable Not applicable

Not applicable

Not applicable Not applicable

Not applicable

Not applicable Not applicable

Not applicable

Not applicable Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
See site specific Evacuation Plans
Not applicable
See Trust Lockdown Policy dated Sept 2014 Version 2.0 Not applicable

Not applicable Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
Trust IT Disaster Recovery Plan V9.0 2013
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Not applicable Not applicable
Not applicable Not applicable
Not applicable Not applicable

Not applicable Not applicable

Not applicable Not applicable

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Not applicable Not applicable

Plan to be developed in line with Infection
NHS England Emergency
Control Lead
Preparedness, Resilience and
Nurse
Response (EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in healthcare
settings April 2015

• Have emergency communications response arrangements in place
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
• Be able to demonstrate that you have considered which target audience you are aiming at or addressing in
publishing materials (including staff, public and other agencies)
• Communicating with the public to encourage and empower the community to help themselves in an
emergency in a way which compliments the response of responders
• Using lessons identified from previous information campaigns to inform the development of future
campaigns
• Setting up protocols with the media for warning and informing
• Having an agreed media strategy which identifies and trains key staff in dealing with the media including
nominating spokespeople and 'talking heads'.
• Having a systematic process for tracking information flows and logging information requests and being
able to deal with multiple requests for information as part of normal business processes.
• Being able to demonstrate that publication of plans and assessments is part of a joined-up
communications strategy and part of your organisation's warning and informing work.

Y

Y

Not applicable

Not applicable Not applicable

Y

Y

Not applicable Not applicable
Not applicable Not applicable

Arrangements detail operating procedures to help manage the ICC (for example, set-up, contact lists etc.), See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
contact details for all key stakeholders and flexible IT and staff arrangements so that they can operate more
May 2015
than one control/co0ordination centre and manage any events required.
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Y

Y

Not applicable
Not applicable

Not applicable Not applicable

Y

Y

Not applicable Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015 Annex 4 Staff Training Database

Y

Y

Not applicable

Training is delivered at the level for which the individual is expected to operate (ie operational/ bronze,
tactical/ silver and strategic/gold). for example strategic/gold level leadership is delivered via the 'Strategic
Leadership in a Crisis' course and other similar courses.

Y

Y

See Trust Business Continuity Management Policy v2
October 2014

Not applicable Not applicable

Y

Y

Not applicable Not applicable

Not applicable Not applicable

Y

Y

Not applicable

On call rota in place.
Not applicable
See also Trust Major Incident and Business Continuity Plan
v0.6 May 2015

Y

Y

See Trust Business Continuity Management Policy v2
October 2014

Explain how the emergency on-call rota will be set up and managed over the short and longer term.
Y

Y

Not applicable Not applicable

Y

Y

Y

See Reports to Trust Board following EPRR Core
Not applicable
Standards submissions dated 28th Jan 2015
Draft Report and Recommendations v0.1 following Penn
Hospital Water Management Incident produced May 2015

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Y

Y

Not applicable Not applicable

Not applicable Not applicable

Y

Y

Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Y

Y

See Trust Business Continuity Management Policy v2
October 2014

Y

Y

Y

Not applicable Not applicable

Not applicable Not applicable

Y

Y

Not applicable Not applicable

Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Y

Y

Not applicable

Not applicable Not applicable

Y

Y

Karen Dowman, Trust CEO

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

NHS England publised competencies are based upon National Occupation Standards .

16

17

Y

Timescale

See Business Continuity & Emergency Preparedness
Group Work Programme/Action Log

Relevant plans:
See Trust Major Incident and Business Continuity Plan v0.6
• demonstrate appropriate and sufficient equipment (inc. vehicles if relevant) to deliver the required
May 2015
responses
See Trust Major Incident and Business Continuity Plan v0.6
• identify locations which patients can be transferred to if there is an incident that requires an evacuation;
May 2015
• outline how, when required (for mental health services), Ministry of Justice approval will be gained for an
evacuation;
• take into account how vulnerable adults and children can be managed to avoid admissions, and include
appropriate focus on providing healthcare to displaced populations in rest centres;
• include arrangements to co-ordinate and provide mental health support to patients and relatives, in
collaboration with Social Care if necessary, during and after an incident as required;
• make sure the mental health needs of patients involved in a significant incident or emergency are met and
that they are discharged home with suitable support
• ensure that the needs of self-presenters from a hazardous materials or chemical, biological, nuclear or
radiation incident are met.
• for each of the types of emergency listed evidence can be either within existing response plans or as
See Trust Major Incident and Business Continuity Plan v0.6
stand alone arrangements, as appropriate.
May 2015 / Heatwave Plan 2015 / Cold Weather Plan for
England 2014
See Infection Prevention and Control Policy for Pandemic
Influenza v0.9 Sept 2013
See Trust Major Incident and Business Continuity Plan v0.6
May 2015 / National Fuel Plan
See Trust Major Incident and Business Continuity Plan v0.6
May 2015

• Specifiy who has been consulted on the relevant documents/ plans etc.
Explain the de-briefing process (hot, local and multi-agency, cold)at the end of an incident.

Lead

Green = fully compliant with core standard.

Utilities, IT and Telecommunications Failure
Y

Amber = Not compliant but evidence of progress and in the Action to be taken
EPRR work plan for the next 12 months.

Y

Y

Not applicable Not applicable

Not applicable Not applicable
Not applicable Not applicable

23

Arrangements ensure the ability to communicate internally and externally during communication equipment
failures

Arrangements contain information sharing protocols to ensure appropriate communication with partners.

Y

26
27
30
33

Organisations actively participate in or are represented at the Local Resilience Forum (or Borough Resilience
Forum in London if appropriate)
Demonstrate active engagement and co-operation with other category 1 and 2 responders in accordance with the
CCA
Arrangements include how mutual aid agreements will be requested, co-ordinated and maintained.
NB: mutual aid agreements are wider than staff and should include equipment, services and supplies.
Arrangements demonstrate how organisations support NHS England locally in discharging its EPRR functions
Examples include completing of SITREPs, cascading of information, supporting mutual aid discussions, prioritising activities and/or services
and duties
etc.
Arrangements are in place to ensure attendance at all Local Health Resilience Partnership meetings at a director
level
Arrangements include a training plan with a training needs analysis and ongoing training of staff required to
deliver the response to emergencies and business continuity incidents

34
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35

36
37

• Staff are clear about their roles in a plan
• Training is linked to the National Occupational Standards and is relevant and proportionate to the organisation type.
• Training is linked to Joint Emergency Response Interoperability Programme (JESIP) where appropriate
• Arrangements demonstrate the provision to train an appropriate number of staff and anyone else for whom training would be appropriate for the
purpose of ensuring that the plan(s) is effective
• Arrangements include providing training to an appropriate number of staff to ensure that warning and informing arrangements are effective

Arrangements include an ongoing exercising programme that includes an exercising needs analysis and informs • Exercises consider the need to validate plans and capabilities
future work.
• Arrangements must identify exercises which are relevant to local risks and meet the needs of the organisation type and of other interested
parties.
• Arrangements are in line with NHS England requirements which include a six-monthly communications test, annual table-top exercise and live
exercise at least once every three years.
• If possible, these exercises should involve relevant interested parties.
• Lessons identified must be acted on as part of continuous improvement.
• Arrangements include provision for carrying out exercises for the purpose of ensuring warning and informing arrangements are effective
Demonstrate organisation wide (including oncall personnel) appropriate participation in multi-agency exercises
Preparedness ensures all incident commanders (oncall directors and managers) maintain a continuous personal
development portfolio demonstrating training and/or incident /exercise participation.

Y

Y

Y

Y

Y

Y

Y

Y

Other NHS funded
organisations

Primary care
(GP, community pharmacy)

CSUs (business continuity
only)

CCGs

NHS England Regional &
national

NHS England local teams

Mental healthcare providers

Community services
providers

Ambulance service
providers
Y

Y

These must take into account and inclue DH (2007) Data Protection and Sharing – Guidance for Emergency Planners and Responders or any
guidance which supercedes this, the FOI Act 2000, the Data Protection Act 1998 and the CCA 2004 ‘duty to communicate with the public’, or
subsequent / additional legislation and/or guidance.

24

25

Specialist providers

Clarifying information

Acute healthcare providers

Core standard

Self assessment RAG

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y
Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Red = Not compliant with core standard and not in the
EPRR work plan within the next 12 months.
Evidence of assurance

Amber = Not compliant but evidence of progress and in the Action to be taken
EPRR work plan for the next 12 months.

Lead

Timescale

Green = fully compliant with core standard.

• Have arrangements in place for resilient communications, as far as reasonably practicable, based on risk. See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
MTPAS Registered Mobile Phone SIM Cards
Trust IT Disaster Recovery Plan V9.0 2013

Not applicable Not applicable

• Where possible channelling formal information requests through as small as possible a number of known See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
routes.
May 2015
• Sharing information via the Local Resilience Forum(s) / Borough Resilience Forum(s) and other groups.
• Collectively developing an information sharing protocol with the Local Resilience Forum(s) / Borough
Resilience Forum(s).
• Social networking tools may be of use here.

Not applicable Not applicable

• Attendance at or receipt of minutes from relevant Local Resilience Forum(s) / Borough Resilience
Forum(s) meetings, that meetings take place and memebership is quorat.
• Treating the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience
Partnership as strategic level groups
• Taking lessons learned from all resilience activities
• Using the Local Resilience Forum(s) / Borough Resilience Forum(s) and the Local Health Resilience
Partnership to consider policy initiatives
• Establish mutual aid agreements
• Identifying useful lessons from your own practice and those learned from collaboration with other
responders and strategic thinking and using the Local Resilience Forum(s) / Borough Resilience Forum(s)
and the Local Health Resilience Partnership to share them with colleagues
• Taking lessons from all resilience activities and using the Local Resilience Forum(s) / Borough Resilience
Forum(s) and the Local Health Resilience Partnership and network meetings to share good practice
• Being able to demonstrate that people responsible for carrying out function in the plan are aware of their
roles
• Through direct and bilateral collaboration, requesting that other Cat 1. and Cat 2 responders take part in
your exercises
• Refer to the NHS England guidance and National Occupational Standards For Civil Contingencies when
identifying training needs.
• Developing and documenting a training and briefing programme for staff and key stakeholders
• Being able to demonstrate lessons identified in exercises and emergencies and business continuity
incidentshave been taken forward
• Programme and schedule for future updates of training and exercising (with links to multi-agency
exercising where appropriate)
• Communications exercise every 6 months, table top exercise annually and live exercise at least every
three years

Attendance at LRF via agreed health representative drawn Not applicable
from LHRP members
Active participation and regular ongoing minuted
Not applicable
attendance by senior Trust representatives at LHRP
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Not applicable Not applicable
Not applicable Not applicable
Not applicable Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015
See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015

Not applicable Not applicable

See Trust Major Incident and Business Continuity Plan v0.6 Not applicable
May 2015 Annex 4 Staff Training Database

Not applicable Not applicable

See Business Continuity & Emergency Preparedness
Group Work Programme/Action Log

Not applicable Not applicable

Not applicable

Not applicable Not applicable

See relevant staff PDRs and record of attendance at myriad Not applicable
live incidents / exercises over time
See relevant staff PDRs and Trust Major Incident and
Not applicable
Business Continuity Plan v0.6 May 2015 Annex 4 Staff
Training Database

Not applicable Not applicable
Not applicable Not applicable

Organisations have undertaken a pandemic influenza exercise or have one planned in the next six months

Organisations have taken their plans to Boards / Governing bodies for sign off

CCGs

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Other NHS funded
organisations

NHS England Regional &
national

Y

Primary care
(GP, community pharmacy)

NHS England local teams

Y

CSUs (business continuity
only)

Mental healthcare providers

Y

Y

Y

Y

Y

• local organisations have held an internal exercise or participated in a multi-organisation exercise since updating their local arrangements to
reflect changes and learning described in DD1
• if this has not taken place, there is a clear plan to deliver an exercise in the next six months

DD3

DD4

Community services
providers

• relevant local partners (particularly other NHS providers/ commissioners, PHE and local authority public health and social care teams where
appropriate) have been engaged in the development of local plans - at a minimum through an opportunity to comment on draft versions

Ambulance service
providers

Organisations have developed and reviewed their plans with LHRP and LRF partners
DD2

• changes since April 2013 are reflected in local plans including formation of NHS England, CCGs and PHE; as well as the move of the
previous PCT public health function into local authorities
• key changes to the national pandemic infleunza strategy (such as de-coupling from WHO, development of DATER phases, and removal of UK
alert levels) as well as relevant local learning is reflected

Specialist providers

2015 Deep Dive
Organisation have updated their pandemic influenza arrangements to reflect changes to the NHS and partner
organisations, as well as lessons identified from the 2009/10 pandemic including through local debriefing
DD1

Clarifying information

Acute healthcare providers

Core standard

Self assessment RAG

• updated arrangements that reflect changes and learning described in DD1 have been taken to Boards or Governing Bodies, and even if they
have not yet have been signed off by such bodies, the process towards this has been started

Red = Not compliant with core standard and not in the
EPRR work plan within the next 12 months.
Evidence of assurance

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Lead

Timescale

Green = fully compliant with core standard.

• updated planning arrangements reflect changes and learning
• version control indicates changes made and timeliness

See Infection Prevention and Control Policy for Pandemic Not applicable
Influenza v0.9 Sept 2013

Not applicable Not applicable

• indication of the process used to develop updated arrangements, including identification of organisations
involved in contributing or commenting on drafts
• agendas/ miniutes illustarting where the updated arrangements have been discussed

See Infection Prevention and Control Policy for Pandemic Not applicable
Influenza v0.9 Sept 2013

Not applicable Not applicable

• documentation related to exercise since the 2013 publication, including lessons identified OR
• invitation letters/ documentation related to exercise scheduled to take place in next six months, including
an indication of how lessons identified will be addressed

Y

Amber = Not compliant but evidence of progress and in the Action to be taken
EPRR work plan for the next 12 months.

Birmingham,Solihull and Black
Country Health Emergency
Planning Network is currently
exploring with the NHS England
Midlands & East Regional Team
an appropriate and sufficient
aporoach to allow NHS provider
Trusts to deliver against this
requirement collectively.

• Board/ Governing Body agenda or meeting papers indicating updated pandemic influenza arrangements See Infection Prevention and Control Policy for Pandemic Not applicable
have been discussed and/ or signed off
Influenza v0.9 Sept 2013

West
Midlands
Health
Emergency
Planning
Network
(WMHEPN) /
NHS England
Midlands &
East Regional
Team

TBC but agreed
exercise to be
delivered before end
January 2016

Not applicable Not applicable

Page 94

Mental Health care
providers

Community services
providers

Ambulance service
providers

Specialist providers

Acute healthcare
providers

Hazardous materials (HAZMAT) and chemical, biological, radiolgocial and nuclear (CBRN) response core standards
(NB this is designed as a stand alone sheet)

Action to be taken
Self assessment RAG
Red = Not compliant with core standard and
not in the EPRR work plan within the next 12
months.
Amber = Not compliant but evidence of
progress and in the EPRR work plan for the
next 12 months.
Green = fully compliant with core standard.

Lead

Timescale
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Q

Core standard

Clarifying information

38

There is an organisation specific HAZMAT/ CBRN plan (or dedicated annex)

Arrangements include:
• command and control interfaces
• tried and tested process for activating the staff and equipment (inc. Step 1-2-3 Plus)
• pre-determined decontamination locations and access to facilities
• management and decontamination processes for contaminated patients and fatalities in
line with the latest guidance
• communications planning for public and other agencies
• interoperability with other relevant agencies
• access to national reserves / Pods
• plan to maintain a cordon / access control
• emergency / contingency arrangements for staff contamination
• plans for the management of hazardous waste
• stand-down procedures, including debriefing and the process of recovery and returning to
(new) normal processes
• contact details of key personnel and relevant partner agencies

Y

Y

Y

Y

Y

• Being able to provide documentary evidence of a regular process for
monitoring, reviewing and updating and approving arrangements
• Version control

Plan to be developed in
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015

39

Staff are able to access the organisation HAZMAT/ CBRN management plans.

Decontamination trained staff can access the plan

Y

Y

Y

Y

Y

• Site inspection
• IT system screen dump

Plan to be developed in
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015

40

HAZMAT/ CBRN decontamination risk assessments are in place which are
appropriate to the organisation.

• Documented systems of work
• List of required competencies
• Impact assessment of CBRN decontamination on other key facilities
• Arrangements for the management of hazardous waste

Y

Y

Y

Y

Y

• Appropriate HAZMAT/ CBRN risk assessments are incorporated into EPRR risk
assessments (see core standards 5-7)

42

Staff on-duty know who to contact to obtain specialist advice in relation to a HAZMAT/ • For example PHE, emergency services.
CBRN incident and this specialist advice is available 24/7.

Y

Y

Y

Y

Y

• Provision documented in plan / procedures
• Staff awareness

43

There is an accurate inventory of equipment required for decontaminating patients in • Acute and Ambulance service providers - see Equipment checklist overleaf on separate
Y
place and the organisation holds appropriate equipment to ensure safe
tab
decontamination of patients and protection of staff.
• Community, Mental Health and Specialist service providers - see Response Box in
'Preparation for Incidents Involving Hazardous Materials - Guidance for Primary and
Community Care Facilities' (NHS London, 2011) (found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-forprimary-and-community-care.pdf)
• Initial Operating Response (IOR) DVD and other material: http://www.jesip.org.uk/what-willjesip-do/training/

Y

Y

Y

Y

• completed inventory list (see overleaf) or Response Box (see Preparation for
Incidents Involving Hazardous Materials - Guidance for Primary and Community
Care Facilities (NHS London, 2011))

Plan to be developed in
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015
Infection
Oct-15
Plan to be developed in
Control Lead
line with NHS England
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015 to be developed in
Plan
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015

49

Y
Internal training is based upon current good practice and uses material that has been • Documented training programme
supplied as appropriate.
• Primary Care HAZMAT/ CBRN guidance
• Lead identified for training
• Established system for refresher training so that staff that are HAZMAT/ CBRN
decontamination trained receive refresher training within a reasonable time frame (annually).
• A range of staff roles are trained in decontamination techniques
• Include HAZMAT/ CBRN command and control training
• Include ongoing fit testing programme in place for FFP3 masks to provide a 24/7 capacity
and capability when caring for patients with a suspected or confirmed infectious respiratory
virus
• Including, where appropriate, Initial Operating Response (IOR) and other material:
http://www.jesip.org.uk/what-will-jesip-do/training/

Y

Y

Y

Y

• Show evidence that achievement records are kept of staff trained and refresher
training attended
• Incorporation of HAZMAT/ CBRN issues into exercising programme

51

Staff that are most likely to come into first contact with a patient requiring
• Including, where appropriate, Initial Operating Response (IOR) and other material:
decontamination understand the requirement to isolate the patient to stop the spread http://www.jesip.org.uk/what-will-jesip-do/training/
of the contaminant.
• Community, Mental Health and Specialist service providers - see Response Box in
'Preparation for Incidents Involving Hazardous Materials - Guidance for Primary and
Community Care Facilities' (NHS London, 2011) (found at:
http://www.londonccn.nhs.uk/_store/documents/hazardous-material-incident-guidance-forprimary-and-community-care.pdf)

Y

Y

Y

Y

Evidence of assurance

Y

Plan to be developed in
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015

Plan to be developed in
Infection
Oct-15
line with NHS England
Control Lead
Emergency Preparedness, Nurse
Resilience and Response
(EPRR) Chemical
Incidents: Planning for the
management of selfpresenting patients in
healthcare settings April
2015

HAZMAT CBRN equipment list - for use by Acute and Ambulance service providers in relation to Core Standard 43.
No

Equipment

Equipment model/ generation/ details etc.

EITHER: Inflatable mobile structure
E1 Inflatable frame
E1.1 Liner
E1.2 Air inflator pump
E1.3 Repair kit
E1.2 Tethering equipment
OR: Rigid/ cantilever structure
E2 Tent shell
OR: Built structure
E3 Decontamination unit or room

E12
E13

AND:
Lights (or way of illuminating decontamination area if dark)
Shower heads
Hose connectors and shower heads
Flooring appropriate to tent in use (with decontamination basin if
needed)
Waste water pump and pipe
Waste water bladder
PPE for chemical, and biological incidents
The organisation (acute and ambulance providers only) has the
expected number of PRPS suits (sealed and in date) available for
immediate deployment should they be required. (NHS England
published guidance (May 2014) or subsequent later guidance when
applicable).
Providers to ensure that they hold enough training suits in order to
facilitate their local training programme
Ancillary
A facility to provide privacy and dignity to patients
Buckets, sponges, cloths and blue roll

E14

Decontamination liquid (COSHH compliant)

E15

Entry control board (including clock)
A means to prevent contamination of the water supply

E4
E5
E6
E7
E8
E9
E10

E11

E16
E17
E18
E19
E20
E21
E22
E23
E24
E25
E26
E27

E28
E29
E30
E31
E32

Poly boom (if required by local Fire and Rescue Service)
Minimum of 20 x Disrobe packs or suitable equivalent (combination
of sizes)
Minimum of 20 x re-robe packs or suitable alternative (combination
of sizes - to match disrobe packs)
Waste bins
Disposable gloves
Scissors - for removing patient clothes but of sufficient calibre to
execute an emergency PRPS suit disrobe
FFP3 masks
Cordon tape
Loud Hailer
Signage
Tabbards identifying members of the decontamination team
Chemical Exposure Assessment Kits (ChEAKs) (via PHE): should
an acute service provider be required to support PHE in the
collection of samples for assisting in the public health risk
assessment and response phase of an incident, PHE will contact
the acute service provider to agree appropriate arrangements. A
Standard Operating Procedure will be issued at the time to explain
what is expected from the acute service provider staff. Acute
service providers need to be in a position to provide this support.
Radiation
RAM GENE monitors (x 2 per Emergency Department and/or
HART team)
Hooded paper suits
Goggles
FFP3 Masks - for HART personnel only
Overshoes & Gloves
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Self assessment RAG
Red = Not in place and not in the EPRR
work plan to be in place within the next
12 months.
Amber = Not in place and in the EPRR
work plan to be in place within the next
12 months.
Green = In place.

Governance

1

Organisations have an MTFA capability at all times within their operational service area.

2

Organisations have a local policy or procedure to ensure the effective prioritisation and deployment (or
redeployment) of MTFA staff to an incident requiring the MTFA capability.

3

• Organisations have MTFA capability to the nationally agreed safe system of work standards defined within this service specification.
• Organisations have MTFA capability to the nationally agreed interoperability standard defined within this service specification.
• Organisations have taken sufficient steps to ensure their MTFA capability remains complaint with the National MTFA Standard Operating
Procedures during local and national deployments.
• Deployment to the Home Office Model Response sites must be within 45 minutes.

• Organisations maintain a minimum of ten competent MTFA staff on duty at all times. Competence is denoted by the mandatory minimum
training requirements identified in the MTFA capability matrix.
• Organisations ensure that, as part of the selection process, any successful MTFA application must have undergone a Physical Competence
Assessment (PCA) to the nationally agreed standard.
• Organisations maintain the minimum level of training competence among all operational MTFA staff as defined by the national training
Organisations have the ability to ensure that ten MTFA staff are released and available to respond to scene within
standards.
10 minutes of that confirmation (with a corresponding safe system of work).
• Organisations ensure that each operational MTFA operative is competent to deliver the MTFA capability.
• Organisations ensure that comprehensive training records are maintained for each member of MTFA staff. These records must include; a
record of mandated training completed, when it was completed, any outstanding training or training due and an indication of the individual’s level
of competence across the MTFA skill sets.
• To procure interoperable safety critical equipment (as referenced in the National Standard Operating Procedures), organisations should use
the national buying frameworks coordinated by NARU unless they can provide assurance through the change management process that the
local procurement is interoperable.
• All MTFA equipment is maintained to nationally specified standards and must be made available in line with the national MFTA ‘notice to move’
standard.
• All MTFA equipment is maintained according to applicable British or EN standards and in line with manufacturers’ recommendations.

Y

Y

Y
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4

Organisations ensure that appropriate personal equipment is available and maintained in accordance with the
detailed specification in MTFA SOPs (Reference C).

5

Organisations maintain a local policy or procedure to ensure the effective identification of incidents or patients
that may benefit from deployment of the MTFA capability.

6

Organisations have an appropriate revenue depreciation scheme on a 5-year cycle which is maintained locally to
replace nationally specified MTFA equipment.

Y

7

Organisations use the NARU coordinated national change request process before reconfiguring (or changing)
any MTFA procedures, equipment or training that has been specified as nationally interoperable.

Y

8

Organisations maintain an appropriate register of all MTFA safety critical assets.

9

Organisations ensure their operational commanders are competent in the deployment and management of NHS
MTFA resources at any live incident.

10

11

12
13

14

15

• Organisations ensure that Control rooms are compliant with JOPs (Reference B).
• With Trusts using Pathways or AMPDS, ensure that any potential MTFA incident is recognised by Trust specific arrangements.

• Assets are defined by their reference or inclusion within the National MTFA Standard Operating Procedures.
• This register must include; individual asset identification, any applicable servicing or maintenance activity, any identified defects or faults, the
expected replacement date and any applicable statutory or regulatory requirements (including any other records which must be maintained for
that item of equipment).

Y

Y

Y

Y

Organisations maintain accurate records of their compliance with the national MTFA response time standards
and make them available to their local lead commissioner, external regulators (including both NHS and the Health
& Safety Executive) and NHS England (including NARU operating under an NHS England contract).
In any event that the organisations is unable to maintain the MTFA capability to the interoperability standards, that
provider has robust and timely mechanisms to make a notification to the National Ambulance Resilience Unit
(NARU) on-call system. The provider must then also provide notification of the specification default in writing to
their lead commissioners.
Organisations support the nationally specified system of recording MTFA activity which will include a local
procedure to ensure MTFA staff update the national system with the required information following each live
deployment.
Organisations ensure that the availability of MTFA capabilities within their operational service area is notified
nationally every 12 hours via a nominated national monitoring system coordinated by NARU.
Organisations maintain a set of local MTFA risk assessments which are compliment with the national MTFA risk
assessments covering specific training venues or activity and pre-identified high risk sites. The provider must
also ensure there is a local process / procedure to regulate how MTFA staff conduct a joint dynamic hazards
assessment (JDHA) at any live deployment.
Organisations have a robust and timely process to report any lessons identified following an MTFA deployment or
training activity that may be relevant to the interoperable service to NARU within 12 weeks using a nationally
approved lessons database.

Y

Y

Y
Y

Y

Y

16

Organisations have a robust and timely process to report, to NARU and their commissioners, any safety risks
related to equipment, training or operational practice which may have an impact on the national interoperability of
the MTFA service as soon as is practicable and no later than 7 days of the risk being identified.

Y

17

Organisations have a proces to acknowledge and respond appropriately to any national safety notifications issued
for MTFA by NARU within 7 days.

Y

18

FRS organisations that have an MTFA capability the ambulance service provider must provide training to this
FRS

19

Organisations ensure that staff view the appropriate DVDs

Training to include:
• Introduction and understanding of NASMed triage
• Haemorrhage control
• Use of dressings and tourniquets
• Patient positioning
• Casualty Collection Point procedures.
• National Strategic Guidance - KPI 100% Gold commanders.
• Specialist Ambulance Service Response to MTFA - KPI 100% MTFA commanders and teams.
• Non-Specialist Ambulance Service Response to MTFA - KPI 80% of operational staff.

Y

Y

Red = Not compliant with core standard and not in the
EPRR work plan within the next 12 months.
Other NHS funded
organisations

Primary care
(GP, community pharmacy)

CSUs (business continuity
only)

CCGs

NHS England Regional &
national

NHS England local teams

Mental healthcare providers

Community services providers

Ambulance service providers

Specialist providers

Clarifying information

Acute healthcare providers

Core standard

Self assessment RAG

Evidence of assurance

Amber = Not compliant but evidence of progress and in the
Action to be taken
EPRR work plan for the next 12 months.
Green = fully compliant with core standard.

Lead

Timescale

Governance
1

Organisations maintain a HART Incident Response Unit (IRU) capability at all times within their operational
service area.

2

Organisaions maintain a HART Urban Search & Rescue (USAR) capability at all times within their operational
service area.

3

Organisations maintain a HART Inland Water Operations (IWO) capability at all times within their operational
service area.

4

Organisations maintain a HART Tactical Medicine Operations (TMO) capability at all times within their
operational service area.

5

Organisations maintain a local policy or procedure to ensure the effective prioritisation and deployment (or
redeployment) of HART staff to an incident requiring the HART capabilities.

6

Organisations maintain a criteria or process to ensure the effective identification of incidents or patients at the
point of receiving an emergency call that may benefit from the deployment of a HART capability.

• Organisations maintain the four core HART capabilities to the nationally agreed safe system of work standards defined within this service
specification.
• Organiations maintain the four core HART capabilities to the nationally agreed interoperability standard defined within this service
specification.
• Organiations take sufficient steps to ensure their HART unit(s) remains complaint with the National HART Standard Operating Procedures
during local and national deployments.
• Organiations maintain the minimum level of training competence among all operational HART staff as defined by the national training
standards for HART.
• Organiations ensure that each operational HART operative is provided with no less than 37.5 hours protected training time every seven weeks.
If designated training staff are used to augment the live HART team, they must receive the equivalent protected training hours within the seven
week period (in other words, training hours can be converted to live hours providing they are re-scheduled as protected training hours within the
seven week period).
• Organiations ensure that all HART operational personnel are Paramedics with appropriate corresponding professional registration (note
s.3.4.6 of the specification).
• As part of the selection process, any successful HART applicant must have passed a Physical Competence Assessment (PCA) to the
nationally agreed standard and the provider must ensure that standard is maintained through an ongoing PCA process which assesses
operational staff every 6 months and any staff returning to duty after a period of absence exceeding 1 month.
• Organiations ensure that comprehensive training records are maintained for each member of HART staff. These records must include; a
record of mandated training completed, when it was completed, any outstanding training or training due and an indication of the individual’s level
of competence across the HART skill sets.
• Four HART staff must be released and available to respond locally to any incident identified as potentially requiring HART capabilities within
15 minutes of the call being accepted by the provider. Note: This standard does not apply to pre-planned operations or occasions where HART
is used to support wider operations. It only applies to calls where the information received by the provider indicates the potential for one of the
four HART core capabilities to be required at the scene. See also standard 13.
• Organisations maintain a minimum of six competent HART staff on duty for live deployments at all times.
• Once HART capability is confirmed as being required at the scene (with a corresponding safe system of work) organisations can ensure that
six HART staff are released and available to respond to scene within 10 minutes of that confirmation. The six includes the four already
mobilised.
• Organisations maintain a HART service capable of placing six competent HART staff on-scene at strategic sites of interest within 45 minutes.
These sites are currently defined within the Home Office Model Response Plan (by region). Competence is denoted by the mandatory minimum
training requirements identified in the HART capability matrix.
• Organisations maintain any live (on-duty) HART teams under their control maintain a 30 minute ‘notice to move’ to respond to a mutual aid
request outside of the host providers operational service area. An exception to this standard may be claimed if the live (on duty) HART team is
already providing HART capabilities at an incident in region.

Y

Y

Y

Y

Y

Y
• To procure interoperable safety critical equipment (as referenced in the National Standard Operating Procedures), organisations should have
processes in place to use the national buying frameworks coordinated by NARU unless they can provide assurance through the change
management process that the local procurement is interoperable.

7

Organisations ensure an appropriate capital and revenue depreciation scheme is maintained locally to replace
nationally specified HART equipment.

8

Organisations use the NARU coordinated national change request process before reconfiguring (or changing)
any HART procedures, equipment or training that has been specified as nationally interoperable.

Y

9

Organisations ensure that the HART fleet and associated incident technology are maintained to nationally
specified standards and must be made available in line with the national HART ‘notice to move’ standard.

Y

10

Organisations ensure that all HART equipment is maintained according to applicable British or EN standards and
in line with manufacturers recommendations.

Y

11

Organisations maintain an appropriate register of all HART safety critical assets. Such assets are defined by
their reference or inclusion within the National HART Standard Operating Procedures. This register must
include; individual asset identification, any applicable servicing or maintenance activity, any identified defects or
faults, the expected replacement date and any applicable statutory or regulatory requirements (including any
other records which must be maintained for that item of equipment).

Y

12
13

14

15

16

17

18

19

Organisations ensure that a capital estate is provided for HART that meets the standards set out in the HART
estate specification.
Organisations ensure their incident commanders are competent in the deployment and management of NHS
HART resources at any live incident.
In any event that the provider is unable to maintain the four core HART capabilities to the interoperability
standards,that provider has robust and timely mechanisms to make a notification to the National Ambulance
Resilience Unit (NARU) on-call system. The provider must then also provide notification of the specification
default in writing to their lead commissioners.
Organisations support the nationally specified system of recording HART activity which will include a local
procedure to ensure HART staff update the national system with the required information following each live
deployment.
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Organisations maintain accurate records of their compliance with the national HART response time standards
and make them available to their local lead commissioner, external regulators (including both NHS and the Health
& Safety Executive) and NHS England (including NARU operating under an NHS England contract).
Organisations ensure that the availability of HART capabilities within their operational service area is notified
nationally every 12 hours via a nominated national monitoring system coordinated by NARU.
Organisations maintain a set of local HART risk assessments which compliment the national HART risk
assessments covering specific training venues or activity and pre-identified high risk sites. The provider must
also ensure there is a local process / procedure to regulate how HART staff conduct a joint dynamic hazards
assessment (JDHA) at any live deployment.
Organisations have a robust and timely process to reportany lessons identified following a HART deployment or
training activity that may be relevant to the interoperable service to NARU within 12 weeks using a nationally
approved lessons database.

Y

Y
Y

Y

Y

Y

Y

Y

Y

20

Organisations have a robust and timely process to report, to NARU and their commissioners, any safety risks
related to equipment, training or operational practice which may have an impact on the national interoperability of
the HART service as soon as is practicable and no later than 7 days of the risk being identified.

Y

21

Organisations have a proces to acknowledge and respond appropriately to any national safety notifications issued
for HART by NARU within 7 days.

Y

Red = Not compliant with core standard and not in the
EPRR work plan within the next 12 months.
Other NHS funded
organisations

Primary care
(GP, community pharmacy)

CSUs (business continuity
only)

CCGs

NHS England Regional &
national

NHS England local teams

Mental healthcare providers

Community services providers

Ambulance service providers

Specialist providers

Clarifying information

Acute healthcare providers

Core standard

Self assessment RAG

Evidence of assurance

Amber = Not compliant but evidence of progress and in the
Action to be taken
EPRR work plan for the next 12 months.
Green = fully compliant with core standard.

Lead

Timescale

Encl. 5.1

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Health and Safety Annual Report

Presented by:

Carlton Brooks, Health and Safety Manager

Author:

Carlton Brooks, Health and Safety Manager

Purpose:

To approve

Relationship to strategic objectives:
We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive
X

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
None

Relationship to High Level Risks:
None.
Recommendation(s):
To accept the report and support the action plan to bring the Trust in line with the
Health and Safety at Work Act 1974.
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Equality & Diversity implications:
None
Regulatory and Compliance matters:
X

Monitor:

X

Care Quality
Commission:
Other:
None:

Health and Safety Executive

Previous consideration
Board

x

Audit

Business &
Performance
Other

Quality & Safety

None
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Quality and
Safety
Steering
Group

Executive Summary
Since the findings of the Health and Safety Annual Report dated April 2015, there
have been some positive improvements in relation to risk management in ‘particular’
the development of a health and safety Key Performance Indicator (KPI) designed to
track and monitor the completion of risk assessments across the Trust. To date this
has had a positive outcome resulting in 50% completion of lone working risk
assessment and the willingness by managers to embrace other basic health and
safety responsibilities such as appointing Fire Wardens and First Aiders.
The health and safety committee has been restructured to focus more on operational
and strategic health and safety issues with the main aim of ensuring that the Trust
meets all relevant statutory obligations including the monitoring of Estates PPM
giving assurance that Trust buildings remain a safe and secure environment for
maintaining staff and patient safety including safe healthcare services.
Additionally work has been done with Learning and Developed to introduce risk
assessment and fire warden training at Induction. However more consultation is
required to introduce Conflict Resolution Training to ensure that staff receives an
appropriate level of safety training.
Although fire safety issues continue to be of concern with only 15 of the 53 required
building fire risk assessments completed a programme of fire risk assessments is in
place giving priority to inpatient services with a full completion date by December
2015. However it is unlikely that this time-frame will be met due to staff issues and
consideration should be given to the use of an external provider.
At the time of presenting the Annual Health and Safety Report there were:
 2 Red
 14 Ambers
 14 Green
Ongoing works against recommended actions have resulted in the following
improvements to the RAG rating.
 2 Reds
 11 Ambers
 17 Greens
In conclusion as an organisation we are slightly behind the curve in terms of
demonstrating full health and safety compliance in some basic areas of safety
management. However in response to these deficiencies as identified within the
health and safety gap analysis a work plan has been actioned to address these
issues. The workplan includes a programme of building fire risk assessment and the
monthly completion of workplace assessments e.g. lone working; slips trips and fall;
violence and aggression; manual handling and security all of which now forms part
of each manager’s/department health and safety KPI’s.
The report highlights some success and the remaining shortfalls have projected
completion dates. Staff in particular managers have been supportive and shown a
keen interest in completing non clinical risk assessments and the Health and Safety
Committee will continue to monitor all actions from the report.
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Health and Safety Gap Analysis
Criteria

Evidence: controls

Appendix 1
Gaps in Control &
Assurance

RAG

Action Required

Lead

Respond
by

Consider
appointing nonexecutive director
to scrutinise health
and safety
performance

GAU

May 15

Date
Completed

1.0 Organisational
1.1

The board has appointed
an executive director as
the Board champion for
health and safety.



Executive Director of Nursing
at Board Level responsible for
H&S

A non-executive
director is not appointed
to scrutinise health and
safety performance
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A non-executive director
is appointed to scrutinise
health and safety
performance.

2.0 Health and Safety Policies (Management of Health and Safety at Work Regulations 1999; The Health and Safety at Work Act 1974)
2.1

2.2

2.3

The Trust has a health
and safety policy
discussed and ratified by
the board
Trust has health and
safety policies and
procedures for informing
and managing principle
risk

The Trust has policies
and procedures on
managing the risk of selfharm by ligature

Policy ratified in 2014

 Display Screen Equipment
 Lone Working
 Violence and aggression
 COSHH Policy
 Water Management Policy
 Fire Safety Policy
 Manual Handling Policy
 Security Policy
 First Aid Policy
Risk assessment available

Policy lacks detail in
procedures for
managing and
monitoring risks
 No fire policy in
place
 DSE policy out of
date for review
 COSHH Policy out
of date for review
 Water Management
Policy out of date

Review & update
policy prior to
review date

Regular DATIX reports
of ligature incident
however no ligature
policy or procedure for
managing ligature risks

Develop and
implement
policy/procedures
on managing
ligature risk





New Fire Policy
developed and
ratified Feb
2015
Authors of
specific polices
to review and
update polices

CB

Sept
2015

CB

Sept
2015

CB

Sept
2015

No further
action

Criteria
2.4

2.5

The Trust has a policy
and management plan in
place to manage
Asbestos and has
completed asbestos
surveys of all owned
premises
The health and safety,
and risk management
policies clearly define
roles and responsibilities
at all levels throughout the
Trust.

Evidence: controls










Asbestos surveys completed
Asbestos SOP’s in place
Asbestos management plan
in place
Estates staff trained on
asbestos risk and
management
Specialist consultants in place
Clinical Risk Management
Policy
Risk Management Strategy
Incident reporting Policy
Roles and responsibilities
highlighted

Gaps in Control &
Assurance
Need to ensure robust
procedures in place to
manage contractor
activities and that of own
IT dept

RAG

Action Required

Lead

Estates to control
all work activities
were there is risk of
exposure to
asbestos

Head
Of
Estates

Respond
by
Sept
2015

Date
Completed

N/A
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NFA

GAU

NFA

Consider
implementation of a
risk management
Group

GAU

May
2015

HR

N/A

3.0 Control
3.1

3.2

The board receives,
discusses and scrutinises
regular reports and
updates on the
management of health
and safety risks





The Trust has procedures
in place for dealing with
failure to adhere to health
and safety policies and
procedures.

HR Disciplinary Policy and
Procedures



Reports from H&SC meetings
Divisional meetings
Weekly Governance & Risk
conference calls between
executive directors and
managers
Datix Risk Register review

no formal risk scrutiny
group to discuss types
of risks and ensure risk
mitigation plans are
monitored however
items on divisional risk
registers are discussed
at divisional meetings

NFA

Criteria

Evidence: controls

Gaps in Control &
Assurance

RAG

Action Required

Lead

Respond
by

Date
Completed

Review committee
structure; TOR;
Membership to staff
outside of HQ;
Agenda; Timings
within normal
working hours;
enforce action plan
to confirm and
challenge safety
performance

CB

Apr 2015

May 2015

Agenda and action
plan structured to
meet the stated
TOR of the
Committee

CB

Apr 2015

May 2015

4.0 Communication & Cooperation (Health and safety Committee)
4.1

4.2
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4.3

The board and senior
managers take the lead in
ensuring the consultation
and communication of
health and safety duties
and benefits throughout
the Trust.




The Trust communicates
and consults with
employees on health and
safety issues i.e. has an
active health and safety
committee in place with
suitable management
membership to implement
actions, monitoring;
audits; study of accidents
and notifiable events and
trends



The health and safety
committee promotes
cooperation between
Trust and employees in
instigating, developing
and carrying out
measures to ensure
health, safety and welfare
at work of the employees








No further
action

Health and safety policies
Weekly operational safety and
risk conference calls between
directors and managers
Outcomes and learning from
accident/incidents
Formation of various quality &
safety committees
Health and Safety Committee
minutes from meetings
Terms of Reference






Minutes of meetings

Meeting held
monthly
Held between 45pm often runs
outside of work time
Limited membership
Agenda item not a
fair reflection of the
Terms of Reference

Poor use of action plan
for monitoring safety
issues

Criteria

Evidence: controls

Gaps in Control &
Assurance

RAG

Action Required

Lead

Respond
by

Due to size and
geographic dispersion of
trust sites across local
West Midlands
Boroughs a 3rd health
and safety advisor
would be beneficial

Consideration given
to having 3 health
and safety advisor

BT

May 2015

Board members and
senior managers have
not received a high level
of safety training with
respect to their health
and safety
responsibilities

Director of
Governance to
support in house
risk management
training as
mandatory for all
directors and senior
managers
 5 steps to risk
assessment
now forms part
of induction
 Fire warden trg
introduced
October 2015

GM

May 2015

CB
L&D

Apr 2015

Date
Completed

5.0 Do - Staff Competence Training – Skill - Knowledge
5.1

There are sufficient
“competent persons” to
provide health and safety
assistance to the
organisation.
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5.2

5.3




Board members and
senior managers are
sufficiently trained to
ensure their competence
with respect to their health
and safety responsibilities



Employees receive
appropriate information
and training in health and
safety.






Head of Health Safety
(NEBOSH Diploma)
LSMS/Health & Safety
Advisor (Security
Management Specialist)
Fire/Health and Safety
Advisor (NEBOSH Fire
Safety)
Learning and development
Team
Manual Handling Trainers
Management of Aggression
Trainers
Risk lead(s) (NEBOSH
General Cert)
No evidence, managers
require significant support
from health and safety advisor
for basic issues
However some key members
of staff have completed
NEBOSH General Certificate
Induction Training
Annual Mandatory Training






No risk assessment
training
No conflict
resolution violence
and aggression
training on induction
No Fire Warden
Training

May 2015

Criteria

Evidence: controls

6.0

Gaps in Control &
RAG
Action Required
Lead
Respond
Assurance
by
Statutory Compliance (The Health and Safety at Work Act 1974; Management of Health and Safety at Work Regulations 1999)

6.1

First Aid
Employees receive
appropriate information
and training in
administering first aid.




Basic life support training at
Induction
Staff can access First Aid
training via external course
provider SAFEAID
SERVICES
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6.2



Poor promotion of
first aid courses
Not all areas
compliant
Limited no’s of first
aiders
Names of first aiders
not displayed in
building and how to
contact








Develop list of
current first
aiders
Advertise
course dates in
trust new
letters, via
emails etc
Process all
course booking
through health
and safety
Managers to
display names
of first aiders

CB

Jun 2015

CB

Jun 2015

Manual Handling
Employees are provided
with manual handling
training of patients,
loads and have access
to competent suitably
trained manual handling
trainers






Induction Training on load
handling
Hoist training provided by
MAPA Team
Occupational Therapist within
older adult units to advise on
patient handling techniques
Access to Physiotherapists for
manual handling advice





MH training last
about 10 minutes
and not delivered by
qualified trainers at
Induction
No assurance that
manual handling
risk assessments
are completed

Implement manual
handling risk
assurance plan

Date
Completed

Criteria

Evidence: controls
The Trust has systems
in place that ensures all
lifting equipment (Hoist)
is serviced by a
competent person as
specified under LOLER
regulations and has
documented evidence of
such tests

6.3





EBME SLA with Royal
Wolverhampton Hospital to
service all hoist and patient
lifting equipment including
ELECTRIC LOW PROFILING
BEDS
Serialised register of hoists
held

Gaps in Control &
Assurance
Movement of hoist from
documented locations
can make it difficult for
EBME to carryout
examinations on time

RAG

Action Required
Managers to
ensure hoists are
not removed from
wards

Lead

Respond
by

Nurse in
Charge

Fire Safety Management (The Regulatory Reform (Fire Safety Order) 2005; Management of Health and Safety at Work Regulations 1999)
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The Trust has policies
and procedures in place
for managing the risk
from fire








Fire safety training at
Induction
Mandatory Training
Appointed contractors and
Authorised engineers to
service and inspect fire alarm
system
Fire risk assessment of all
buildings
Fire Warden Training











Fire training at
induction last
10mins
No Fire warden
training
Building Fire risk
assessments not
suitable and
sufficient
Limited evidence of
fire evacuation drills
Failure to control
lighters and
matches being
brought in to
inpatient services
Inability to search
and remove ignition
sources for patients
Fire doors being
wedged open by
staff and patients











Programme of
building fire risk
assessments in
place
Fire warden
training to
implemented
on induction
training
Implementation
of monthly fire
warden checks
On site Fire
Response team
training
(inpatient
services)
Programme of
fire evacuation
drills in place
Set up
quarterly Fire
Safety Group

PH

Aug 15

Date
Completed

Criteria
6.4
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6.5

Evidence: controls

Gaps in Control &
RAG
Action Required
Lead
Respond
Date
Assurance
by
Completed
Management of Violence and Aggression (The Health and Safety at Work Act 1974; Management of Health and Safety at Work Regulations 1999)
The Trust has current
policies and procedures
in place to manage the
risk from violence
aggression &
challenging behaviour
and provides Conflict
Resolution Training
consistent with national
guideline



Management of violence and
aggression policy
Management of Potential
Aggression (MAPA) for
inpatient staff
Promoting Safer Therapeutic
Service (PSTS) e.g. descaling
aggression for other staff
Restrictive Intervention Group
established



Learnin
June 15
No Conflict
 CRT should be
g&
Resolution Training
mandatory
Develop
(CRT) delivered at
component at

ment
Induction (CQC
Induction
mandatory
based on level
requirement)
of risk to staff

 MAPA training
provided weeks
after staff exposed
to working areas of

risk of aggression
 Not all staff receive
training in PSTS or
MAPA
 No management of
Challenging
Behaviour Policy
Lone Working Policies and Procedures (The Health and Safety At Work Act 1974; Management of Health and Safety at Work Regulations 1999)
The Trust has suitable
lone working policies
and procedures in place




Lone Working policy in place
Lone working risk
assessments as policy
appendix







Insufficient evidence
that lone working
assessments have
been completed by
managers of lone
workers
Staff unable to
complete
assessments to a
suitable standard
due to lack of risk
assessment training
No lone working
devices






501 lone
workers
identified
Over 50%
completion of
risk
assessment
Cost V’s risk
analysis
completed on
lone working
devices. £50K
pa deemed
cost prohibitive

H&S

Jun 2015

Criteria
6.6
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6.7

Gaps in Control &
RAG
Action Required
Lead
Respond
Date
Assurance
by
Completed
Work Equipment (Display Screen Equipment) The Health and Safety (Display Screen Equipment) Regulations 1992; Management of Health and Safety
at Work Regulations 1999
The Trust has current
 DSE Policy
 No system to
 Develop in
monitor how many
house DSE
policies and procedures
assessment
training for
for the safe use of display
completed
Trust
managers and
screen equipment.
wide
supervisors
 Managers unaware
 IT to provide
of their responsibility
web based
to ensure staff
online DSE
complete DSE
assessment
assessments
platform so that
health and
safety can
monitor areas
of non/
compliance
Control of Substances Hazardous to Health (COSHH) Regulations 2002; The Health and Safety at Work Act 1974The Management of Health and Safety
at Work Regulations 1999
The Trust has current
policies and procedures
for the control of
chemicals and hazardous
substances.

Evidence: controls



COSHH Policy







No assurance that
risk assessments
have been
completed
No assurance
relating to patient
access to COSHH
items in kitchens
e.g. Hallam Street
Limited assurance
that dangerous
cleaning chemicals
cannot be procured
by staff





All areas to
complete
COSHH
assessments
Procurement to
ensure that
toxic hazardous
cleaning
chemicals are
not on
approved list

CB

Jul 2015

Criteria

Evidence: controls

Gaps in Control &
Assurance

RAG

Action Required

Lead

Respond
by

Assurance required
from Emergency
Planning Officer
where we are, what
needs to be done

DW

Jun 2015

Develop estates
management and
emergency plans

JK

Aug 2015

7.0 Emergency Preparedness & Business Continuity
7.1
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7.2

The Trust has current
policies and procedures
around emergency
planning in relation to the
Civil Contingency Act
2004, The NHS
Resilience & Business
Continuity Guidance 2008
and British Standards BS
25999



Estates and Facilities
have current policies,
procedures and or written
standing operating
procedures for dealing
with emergencies e.g.
building utilities services
loss of power, heating,
flooding, water, fire,
emergency contact
numbers etc.








Business Continuity
Management Plan developed
2012
Business Continuity Planning
Director in place

Help desk in place day and
out of hours
Emergency contact numbers
in director on call folder
On call out of hours estates
team member



Use of external
advisor(s) to support
implementation
 No evidence or
assurance around
testing of plans
 Limited assurance
that individual
service / divisions
have completed
own emergency /
business continuity
plans
No written plans in place
however staff are well
informed of required
actions to deal with
emergencies

Date
Completed

Criteria

Evidence: controls

Gaps in Control &
Assurance

RAG

Action Required

Lead

Respond
by

Health and safety
committee as part
of its duties to put
in place actions for
the completion of
all workplace risk
assessment

SL

Apr 2015

RIDDOR reporting
controlled by H&S
Dept. Regular
analysis of Datix to
identify potential
RIDDORS

CB

Aug 2015

Date
Completed

8.0 Risk Assessment
8.1

The Trust has in place
policies and procedures
for









Incident management Policy
Risk Management Policy

No assurance that risk
assessment have been
completed
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Identify hazards
applicable to
business risks
Reporting hazards
Completing risk
assessments relating
to; DSE; Slips Trips,
Falls; Security; Lone
Working; Manual
Handling; Security

9.0

Incident Reporting, Accident Investigations, RIDDOR and Lessons Learnt

9.1

The Trust investigates
accidents to identify the
immediate and underlying
causes to ensure lessons
are learnt and action
taken.





Daily monitoring of Datix
accident / incident Report
72 reports following serious
incidents
Weekly conference calls to
share lesson learnt
Accident investigation reports

The Trust Reports and
records all incidents
captured under RIDDOR
within the specified time
frame





HSE electronic response
Accident investigations
Datix accident/incident reports

9.2








Late incident
reporting results in
failure to report
RIDDOR within 15
day period
Inaccurate recording
of RIDDOR

May 2015

Criteria
10.
10.1

Evidence: controls

Gaps in Control &
RAG
Assurance
Do- Check – Measuring performance, monitor before events and investigate post events
The board is committed
to reviewing health and
safety performance. The
review should:
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• examine whether the
health and safety policy
reflects the
organisation’s current
priorities, plans and
targets







Minutes of health and safety
committee escalated Quality
& Safety Group
Governance and risk weekly
conference calls to manage
operation risks, incidents and
patient safety issues
Board Assurance Framework
informs of inherent risks
Minutes from Divisional team
meetings

The Trust investigates
accidents to identify the
immediate and
underlying causes to
ensure lessons are
learnt and action taken.

Lead

Respond
by

Director Leadership
at health and safety
committee
meetings to ensure
Board are fully
appraised of health
and safety issues
and provide Board
with assurance that
the function of the
committee remains
effective

SL

Apr 2015

Health and safety
committee to
clearly oversee and
monitor health and
safety compliance

• examine whether risk
management and other
health and safety
systems have been
reported to the board
10.2

Although there is a risk
register there is limited
evidence and
assurances that non
clinical safety issues are
monitored

Action Required






Daily monitoring of Datix
accident / incident Reports
72 hours high level reports
following serious incidents
Weekly conference calls to
share lesson learnt
Accident investigation reports

Review incident
categories on Datix
to ensure correct
selection and
reporting of
incidents

CB

Date
Completed

Criteria

Evidence: controls
NHS Protect Secuirty Management Standards

11.1

In line with the
requirements of NHS
Security Management
Standards the Trust has
an appointed and
trained LSMS

Full time LSMS in post

11.2

Service Condition 24.1

Full time Counter Fraud Specialist
in post located in Finance Dept
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11

11.3

Gaps in Control &
Assurance

RAG

Action Required

Need to have 30 minute
quarterly meetings with
SMD the Direct

Lead

FM

JP

Have in place Counter
Fraud & Security
Management
Service Condition 24.2/3



Requirement to
complete a Crime Profile
of trust assets /
buildings



Crime profile assessments of
each building
NHS Protect audit report Feb
2015

Issues around
inappropriate use of
CCTV

Provide update of
where we are in
terms of effective
use of CCTV

FM

Respond
by

Date
Completed
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HEALTH AND SAFETY UPDATE
Board of Directors
Page 115
Carlton Brooks
(Head of Health Safety Fire and Security)

Where we were and where we are now
Where we were Jan 2015:
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q
q
q

2 Reds: relating fire safety and non clinical risk assessments
14 Ambers: policies, safety procedures and training in key areas e.g. first aid, fire warden etc
14 Green: ability to evidence specific health and safety functions

Where we are now Jul 2015:
q

Reds =0

q

Amber =5 ( ligature risks, CRT, Violence and aggression , MH assurance )

q

Green = 28

What’s good about our health and safety
management?
Commitment and engagement to safety by management – in addressing short falls
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q

Better understanding of fire safety requirements

q

Detailed assurance around emergency preparedness (as highlighted in report to the board)

q

Managing COSHH

q

Lone working arrangements

q

Violence and aggression – redress through the courts against offenders

q

Slips trips and falls

What’s good about our health and safety
management?
Page 118

Good Communication and feedback for safety matters:
q

Weekly conference calls – fire fighting issues before they become problems

q

Revitalised health and safety committee – focusing on key aspects of statutory compliance

q

Quality and Safety Group – driving safety from the top

q

Good incident reporting and incident management system

q

Managing relationships with HSE and Fire Authority

What’s good about our health and safety
management?
Control over contractors and the work they do:
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q

Improved schedule of works for maintaining buildings

q

Monitoring and compliance systems – with early warning trigger points

q

Management systems that support Proactive over Reactive

What’s not so good about our health and safety
management?
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q

Compliance: Safety Committee/Groups needs to continually satisfy themselves that service areas
are complying with health and safety legislation and requests to complete specific work to evidence
compliance;

q

Mandatory Training – the need to provide training on risks specific to the Trust e.g. CRT at Induction
and continually seek assurance that mandatory targets are being met;

q

Competencies , knowledge and skills – managing safety at local levels. The need for managers and
supervisor's to be provided risk management training to empower them to take responsibility;

q

Record Keeping – lack of access and availability of health and safety information at local level;

q

Out of date information – some areas still using documents , policies belonging to other Trusts.

q

Late response – to complete assessments

Health and Safety Priorities 2015/16
Statutory compliance (getting back to basics)
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q

All areas to have fire risk assessments, fire wardens and fire response training in hospital settings

q

All areas to have first aiders

q

All areas to have risk assessment, slips, manual handling, ligature, security, V&A etc..

q

All areas to display current HASAW Law poster

q

All areas to maintain health and safety records

q

All areas to have received an health and safety inspection
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Encl. 5.2

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Safeguarding Children and Adults Annual Reports 2014/15

Presented by:

Tabetha Darmon (Associate Director for Safeguarding)

Author:

Leads for Children and Adult Safeguarding (Fiona Brennan and
John Bardsley) supported by Associate Director for
Safeguarding.

Purpose:

Board Assurance

Relationship to strategic objectives:
√

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
None

Relationship to High Level Risks:
Safeguarding Training compliance for the organisation is currently under scrutiny
by the CCGs as its below target of 95%.
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Recommendation(s):
For the Board of Directors to acknowledge the recommendations within the annual
reports as they will inform the implementation of the safeguarding strategic
vision/objectives/priorities/plan for 2014/15.

Equality & Diversity implications:
None

Regulatory and Compliance matters:
√

Monitor:

√

Care Quality
Commission:

Caring
Responsive
Effective
Well Led
Safe

Other:
None:
Previous consideration
Board
Audit
√

Quality & Safety

√

Business &
Performance
Other
None

Executive Summary
Page 2 of 3
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CQRM

The Safeguarding adults and children annual reports cover the period from April
2014- March 2015 and highlight what has gone well, not so well and
recommendations moving forward.
Therefore, the purpose of both reports is to provide assurance and evidence that the
Trust is fulfilling its statutory responsibilities/obligations in safeguarding children and
young people in accordance with Section 11 of the Children Act (2004) and Care
Quality Commission Outcome 7 for children safeguarding; and compliant with no
Secrets guidance, Health and Social Care Act 2012, as well as new Care Act 2014
for adults.
Background
A Strategic Safeguarding review was commissioned by the Director of Nursing and
Quality in June 2014 to explore the following areas:







How safeguarding was embedded into practice with BCPFT
Clarify the governance processes
Explore the safeguarding structures in line with current and forthcoming
legislation; any risks to service delivery
Monitoring of CQC/OFSTED action plans including SCRs/DHRs (Serious
Case Reviews/Domestic Homicide Reviews)
Development of safeguarding dashboard; and
To strengthen effective engagement of safeguarding activity within BCPFT
teams.

The review revealed both examples of good practice as well as opportunities for
improvement within the current structures of safeguarding provision. One key
improvement area involved implementing an integrated model of safeguarding that
is led by a Strategic Safeguarding Lead with the responsibility of managing both
adults and children’s teams, control and co-ordination of the teams at a strategic
level with direct accountability to the Executive Director of Nursing.
Robust systems for collecting safeguarding performance data was another area of
improvement to assure commissioners and Safeguarding Boards re-effectiveness.
Therefore, additional work was required to design a safeguarding module to uncover
and report on difficulties with compliance of data collection; with the intention of
having an internal Safeguarding Performance Dashboard which would offer
assurance to the Trust Board that safeguarding is meeting the required KPIs (Key
Performance Indicators) and CQUIN targets.
Therefore, these reports will provide an overview of the Safeguarding Children and
Adults Services; and the progress that has been made in ensuring robust systems
are in place to safeguard children, young people and their families; and adults at
risk. Reports will also provide details on service priorities/plan for the coming year.
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Safeguarding Children Team
Annual Report
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Foreword
This is the third annual report to be completed and covers the period April 2014- March
2015.
The purpose of this report is to provide both assurance and evidence to the Black Country
NHS Partnership Foundation Trust (BCPFT) that the Trust is fulfilling its statutory
responsibilities in safeguarding children and young people in accordance with Section 11
of the Children Act (2004) and Care Quality Commission Outcome 7.
A Strategic Safeguarding review was commissioned by the Director of Nursing and Quality
in June 2014 to explore how safeguarding is currently embedded into practice; to clarify
the governance processes and explore the safeguarding structures in line with current and
forthcoming legislation; any risks to service delivery and to enable effective engagement of
safeguarding activity within BCPFT teams.
The review revealed both examples of good practice as well as opportunities for
improvement within the current structure of safeguarding provision. One key improvement
area involves implementing an integrated model of safeguarding that is led by a Strategic
Safeguarding Lead who was appointed in March 2015 and has the responsibility of
managing both adults and children’s teams, control and co-ordination of the teams at a
corporate level with direct accountability to the Executive Director of Nursing.
Another improvement area involves implementing a more robust system for collecting
safeguarding performance data which will help the teams to review compliance with CCG
and Safeguarding Boards requirements. Additional work is required to design a
safeguarding module to uncover and report on difficulties with compliance of data
collection. An internal Safeguarding Performance Dashboard will offer assurance to the
Trust Board that safeguarding is meeting the required KPIs and CQUIN targets.
The challenge is ongoing; to implement a connected and proactive IT system with more
realistic processes that are resilient to the pressures on staff and which enables the staff
to achieve the right balance of technology and their expertise.
This report will provide an overview of the Safeguarding Children Service and The Trust’s
progress in ensuring robust systems are in place to safeguard children and young people
and provides details on service priorities for the coming year.

The Safeguarding Team
BCPFT provides mental health and specialist learning disability services to people of all
ages in Sandwell, Wolverhampton and Walsall (Adult) and provides a range of healthcare
universal services for children, young people and their families in Dudley.
The Safeguarding Children Service for BCPFT is a specialist safeguarding service which
includes: the newly appointed Srategic Lead for Safeguarding Children and Adults, the
Safeguarding Children Service Lead, Designated Nurse and Specialist Nurse for Looked
after Children and Young People, Named Nurses for Safeguarding Children for each area
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(Dudley, Sandwell and Wolverhampton),Domestic Abuse Lead, Child Death Lead, and
Paediatric Liaison (currently being covered on a part-time basis by Bank staff) .
The last 12 months has proved extremely challenging given unavoidable staff vacancies,
including the very sad loss of our Child Death Nurse in December 2014. This has resulted
in significant pressure for the service and therefore some priorities outlined for 2014/2015
may not have been fully realised. The Named Nurse in Wolverhampton has been acting
up as Lead for Safeguarding Children for the last 9 months whilst awaiting implementation
of the safeguarding new structures as identified in the strategic review. Therefore, this has
impacted on the floating Named Nurse role as it has had to cover Wolverhampton instead
of collectively across all the areas as was intended. This has had significant impact on
services in Dudley given the services we cover are universal. The service is hoping
therefore to recruit a full time Named Nurse to support all area’s, in particular domestic
abuse and supervision (Dudley) by end of September 2015.
In December 2014 Dudley CCG commissioned a review whereby safeguarding provision
arrangements across the health economy were explored. A workshop was held in March
2015 to discuss the findings and agree from a multi-agency perspective the best options
around where certain roles should sit, including the Paediatric Liaison post (currently
being covered on a part time basis by the Bank), the Looked After Children’s Designated
post, and the ownership of the Rapid Response Rota. There are a number of changes that
are imminent in terms of who is best placed to deliver these services, but we are still
awaiting the final outcome of this review. Until this happens the Trust will continue to
cover as effectively as possible, with any associated risks highlighted and monitored on
the Trust’s Risk Register and the Dudley Safeguarding Board.
In April 2015 the School Health Service was tuped over to Shropshire. However,
safeguarding provision remained with BCPFT; therefore, a Memorandum of
Understanding between BCPFT and Shropshire Community Health NHS Trust
(SCHNHST) was deveolped, whereby the two Trusts agreed to work together in order to
ensure that safeguarding arrangements continue in a seamless manner and all staff
remain supported.
The Named Nurse for Dudley has covered a number of the specialist’s posts e.g. Child
Death post, on top of her Named Nurse duties. The Named Nurse has actively provided a
leadership role for the admin team; and has worked with the team in developing and
strengthening processes and procedures to ensure effective use of time and resources
given the high volume of work that comes through. This approach has had positive results
and noticable difference.
The Sandwell Named Nurse for Children moved out of the Multi-agency Safeguarding Hub
in July 2014 and has since been more able to strengthen the Named Nurse duties. The
nurse has supported in the Paediatric liaison role and supervision of staff in Dudley.
In Wolverhampton the newly appointed Named Nurse has settled in well and has already
developed strong links and leadership across the city, also supporting specialist roles
where needed.

3

V1 April 2014

Page 129

Dudley’s administrative team have been working hard to cover all duties, but on occasions
have had to call on extra staff within the Trust to help them clear backlog e.g. notifications
from Child Health. The move from our current system onto Oasis has proved timely, and
staff are still having to use both until the latter is fully sustainable. Given this has been an
on-going issue for over two years, and will continue until IT infrastructures issues are
resolved. The team is staffed by five part-time administrative staff which are equivalent of
two full time posts; and one part time post, to cover all named nurses, and LAC across the
Trust.
The Dudley team are preparing to move out of Cross St to a Local Authority building at
Corbyn Rd. The move is ideal for the team, as it will be in the same location with the Local
Authority Children’s Services, therefore will enhance and improve communication. There
are plans within Dudley to develop a multi-agency safeguarding hub, therefore an
excellent opportunity in terms of close partnership working. The lease has been agreed
but BCPFT awaiting the go-ahead from IT who have uncovered some connectivity issues.
It is hoped these will be resolved and the team will be settled by August 2015.

Safeguarding Team Structure March 2015
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Current Team Base:
Safeguarding Strategic Lead – Delta House (West Bromwich)
Designated Doctor – Lodge Rd (West Bromwich)
Safeguarding Children Service Lead – Beeches, Penn Hospital (Wolverhampton)
Dudley Safeguarding Team – Cross Street Health Centre (Dudley)
Sandwell Named Nurse – Delta House (West Bromwich)
Wolverhampton Named Nurse - Beeches, Penn Hospital (Wolverhampton)

INTRODUCTION
The new Working Together to Safeguard Children (2015) describes safeguarding children
as the action we take, to promote the welfare of children and protect them from harm
which is everyone’s responsibility. Everyone who comes into contact with children and
families has a role to play. The document was streamlined to clarify the responsibilities of
professionals and strengthen the focus away from processes and onto the needs of the
child.
Keeping children safe is both complex and demanding and requires practitioners to have
high levels of commitment; safeguarding children is everyone’s responsibility with ultimate
accountability resting with the Chief Executive.
The Trust has a Safeguarding Committee which meets bi monthly and this meeting reports
to Quality and Safety Steering Group. The committee provides strategic and operational
direction in relation to safeguarding in line with Government and National Guidance. The
Safeguarding Committee is a conduit in order to ensure that BCFPT is meeting its local
obligations. These obligations will be put on a statutory basis from April 2015. This is
reflected in its contribution to the aligned Safeguarding Adults Boards and sub- groups
across the partnership.

BCPFT SAFEGUARDING CHILDREN SERVICE
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The Safeguarding Children service aims to ensure that all children and young people
(CYP) are effectively protected when using services provided by BCPFT and that
processes are robust for the early detection and referral onwards across the health
economy. Working Together (2013) clearly states that ALL staff working within the Trust:






Understand risk factors and recognise CYP in need of support and/or safeguarding
Recognise the needs of parents who may need extra help in bringing up their
children and know where to refer for help and use the Early Help Assessment to
access support as appropriate for them
Recognise the risks of abuse or neglect to an unborn child
Communicate effectively with CYP and stay focused on the child’s safety and
welfare
Liaise closely with other agencies including other health professionals and share
information as appropriate

Key functions of the BCPFT Safeguarding Children team:














Undertake audits, both single and multi-agency, ensuring learning from these are
shared with practitioners in a timely and effective manner
Provide advice and support to any member of staff regarding safeguarding CYP
Provide clinical supervision to health visitors, school health advisors, allied health
professionals and mental health practitioners (adult and children)
Contribute to the development of robust safeguarding children policies and
procedures for BCPFT
Provide support to staff to ensure the focus of all work remains on the safety and
wellbeing of the child/young person
Provide single agency training and education to all BCPFT staff in accordance with
Safeguarding Children and Young People: roles and competencies for healthcare
staff (2014)
Act as an advocate for staff in contentious safeguarding CYP matters
Support staff in the production of statements to court or attendance at court for child
protection matters
To contribute to Dudley’s Rapid Response process and work across the health
economy to collate information following unexpected child deaths in accordance with
statutory guidance Working Together to Safeguard Children (2013)
Identify safeguarding concerns for children and young people attending Russell’s Hall
Hospital Emergency Department (ED) and ensure appropriate information is
disseminated to community staff (currently covered on a part time basis)
Review adult ED admission information to ensure any safeguarding issues for
children linked have been identified and dealt with appropriately
Arrange and co-ordinate the health assessment initial and review process for Looked
after Children in accord with Statutory Guidance on Promoting the Health and Wellbeing of Looked after Children (2015)
Provide advice and education to health professionals, social care professionals and
foster carers in relation to the specific health needs of looked after children and
young people
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Work collaboratively with statutory agencies and voluntary sector to safeguard and
promote the welfare of domestic abuse victims and their children by attending Dudley
Domestic Abuse Response Team Meetings, Wolverhampton, Dudley and Sandwell
MARAC meetings
Work closely with key stake holders and other agencies to safeguard children across
BCPFT
Represent BCPFT on Dudley, Wolverhampton and Sandwell LSCB, sub groups and
aligned task and finish groups as required
Contribute to the business of BCPFT Joint Adult and Children Safeguarding Forum





Attendance at the various groups is essential to:




Raise the profile of safeguarding throughout the organisation
Ensure risks can be rapidly escalated to Director and Chief Executive level within
BCPFT
Cascade information/concerns from and to the various LSCB’s throughout the
borough’s in which BCPFT provide services

Profile of CYP subject to CP Plan or LAC Status across Walsall, Dudley,
Sandwell and Wolverhampton (31st March 2015)
Graph 1
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There do not appear to be any significant changes in either children on a child protection
plan (CP) or looked after children (LAC) from last year. Wolverhampton has had a slight
increase in the number of children of a plan, from 229 to 290. It must be noted that
Walsall’s figures are provisional as they had not yet completed their statutory returns at
the time of this report.
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Wolverhampton continues to have the highest number of LAC, closely followed by Dudley.
Wolverhampton Local Authority in partnership with BCPFT safeguarding team were
successful in securing the Transformational Challenge Award in Dec 2014, (a sum of
£798,000), with a focus on reducing the number of children and young people being
placed in care. This will take place over a 12 month period. BCPFT agreed to be a partner
agency in this bid, with the Service Lead being involved throughout the process. The team
will continue to support this project and the LA are currently recruiting to the post of Project
Lead.

1.

Referrals to Children’s Social Care

The Named Nurses aligned to Sandwell and Wolverhampton mental health services
(Adults and CAMHS) receive copies of referrals health practitioners have made to their
respective children social care teams. It must be noted however that the accuracy of this
relies on practitioners complying, and is not always the case. In Dudley this information
started to be collated in April 2015 therefore whilst Graph 2 details this activity, Dudley
information was gathered from the Local authority and represents health in general.
Accuracy relies on practitioners (in all area’s) copying in to the Named Nurses. Referrals in
Wolverhampton and Sandwell are slightly down from last year, but the strong focus on
Early Help Assessments (Common Assessment Framework, [CAF]), and the continued
support from the Named Nurses in promoting effective partnership working at early stages
is a positive reason why cases are being managed at a lower level.

Graph 2
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Comment [VS(C]: Just a quick sentence
to explain the BCPFT do not provide
children’s services to the other 2 CCG
areas hence the higher numbers of
referrals.

From 1st September 2014 CAF was replaced by the new Early Help Assessment. In
Wolverhampton the Early Help (Share Care) system should shortly be up and running for
BCPFT staff. A number of staff has undertaken the training and they now have passwords
and logins to enable them access. There are 10 practitioners from CAMHS and AMH who
have, or who will be undertaking the EH CHAMPION training which is positive. There has
also been an AMH practitioner who has taken on the Lead professional which reflects the
gradual move into a ‘Think Family Approach’.
Whilst the Named Nurse in Dudley hasn’t to date been directly involved in the Early Help
processes, the nurse has made steps to become more actively involved. The Named
Nurse has been re-assured however through audit and supervision that practitioners
appear to understand the importance of, and are actively involved in the process. Similarly
in Sandwell, it can be evidenced that practitioners are involved. However, there has been
some debate, in both W-ton and Sandwell, around the appropriateness of mental health
staff taking on the role of lead professionals. There was a workshop held recently to
discuss practitioners concerns about this, where BCPFT were represented. The feedback
was very positive and learning will be shared across the Trust. Unfortunately data does not
collect all involved in the Early Help process, but only the Lead professional.
Whilst systems have been reviewed in Sandwell and Wolverhampton in order to
accurately reflect safeguarding activity by the Named Nurses, this has been impacted on
by vacant administrative posts due to maternity leave cover. This has resulted in the
collection of data on occasions being slow. However, the systems are in place, so it is
hoped that when the team manager returns from maternity, the capturing and monitoring
of information, specifically around attendance at Case Conference and Reports submitted
will be strengthened. The Named Nurses have planned to meet with the local authority to
tighten the process around invites to conference, to ensure all those involved with the
family are invited and attend (send a report) as required.
In Dudley Case Conference attendance and activity is monitored by the Business
Development Units aligned to the various LSCB’s BCPFT cover. This increasingly includes
monitoring staff attendance at Child Protection Conferences. The Named Nurse receives
data from them on a quarterly basis around the number of children who are subject to
initial and review conference, and copies of reports for conference from BCPFT
practitioners with the aim of comparing and identifying gaps. The named nurse has been
successful in ensuring a secure Children’s Social Care email for practitioners to send
reports directly to the Local Authority to aid a more timely transfer of data. The number of
initial and review conferences in relation to Dudley is shown in Graph 3. Graph 4 and 5
shows a comparison between the number of children reviewed and the reports submitted
to social care 24 hours before conference date for both the Review Case Conferences and
the Initial Case Conferences.
Graph 3
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Graph 4

Graph 5
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There has been an increase in the amount of conferences from last year, and whilst there
remains some work to be undertaken to increase the number of reports presented in the
required timescales; it is a significant improvement from last year, and will continue to be
closely monitored from our perspective.
Raising the profile of safeguarding children with practitioner’s remains a key objective for
the service and the Named Nurses moving forward. In Wolverhampton the regular
‘Safeguarding Link’ meetings with AMH and CAMHS continue to be effective, with the
Chair of the Local Safeguarding Board attending the last one. Sandwell and Dudley
Named Nurses are replicating this model to ensure all services have a safeguarding
contact to liaise and share information with.
In Dudley the newly appointed Lead Nurse for Domestic Abuse has successfully delivered
domestic training for all Dudley practitioners. The Named Nurse completed Voice of the
Child and Court Report Writing training which were both welcomed. These will be
delivered now on an annual basis. Both Named Nurse in Wolverhampton and Sandwell
continue to deliver ‘Toxic Trio’ training to multi-agency partners.
2.

Deliberate Self Harm Presentations

The Named Nurses in Wolverhampton and Sandwell receive data on numbers of children
and young people self-harming. However this is collected in different ways, as whilst in
Wolverhampton the Named Nurse is faxed copies of all admissions by the Paediatric
Liaison based at New cross Hospital, the Named Nurse in Sandwell relies on CAMHS to
provide this information. The information below therefore from Wolverhampton is
significantly more detailed, and as a result the figures are far higher as they capture a
wider range of self-harming behaviour. As it comes directly from the hospital, all
admissions are sent through, even if they did not result in a CAMHS referral (for example
where the young person was already open to them / incidents where it is not deemed
appropriate). W-ton CAMHS provided us with the same number, as they do not, at present
have a system to identify which of these go on to be referred. Whilst this means that
comparisons may not be possible, the information below helps to understand the
significant numbers of children presenting to hospital following an act of self-harm in Wton. The Named Nurse in Sandwell is currently establishing the same links with Russell’s
Hall Hospital, and in both areas we endeavour to work with the Acute Trust, and CAMHS
to collect the necessary data to ensure we can understand how many admissions result in
referrals being made. Graph 6 shows numbers of children referred to Sandwell CAMHS
following hospital admission, and all those who presented to hospital in W-ton. Table 1
breaks down detail of admissions (W-ton) and shows a steady increase on last year’s
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numbers. This is naturally having an impact on the Child and Adolescent Mental Health
Service, with capacity issues being monitored on the Trust’s risk register.
Graph 6

Table 1 –

A

breakdown of admission to Wolverhampton

3.

Advice and support calls received by Named Nurses for Safeguarding
Children

Graph 7
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Wolverhampton Safeguarding has seen a slight decrease in the number of advice calls,
but last year’s figure included a number of calls from practitioners in Sandwell due to the
Named Nurse vacancy. It may also be attributed to the Named Nurse attending the weekly
CAMHS Crisis Meeting where high risk cases are discussed and face to face advice
offered. Sandwell’s numbers have grown throughout the year, but it is recognised that the
Named Nurse still has some work to do in developing link with services, including the reestablishing of the Link meetings. Dudley’s numbers remain consistently high.
The Named Nurses have set up bespoke databases to capture advice calls as there have
been difficulties in Knowledge Tree access.

4. Safeguarding Supervision
Supervision provides an opportunity for reflective practice by staff, and action plans are
devised to ensure that CYP’s health and welfare needs are addressed. There has been
significant investment into the CYP Division with staff attending the NSPCC Child
Protection Supervision Training. This included members of the Safeguarding Team and
Clinical Team Leaders in Pre-School Services, School Health and Additional Needs.
However, many of those who attended have since left the Trust; therefore further sessions
have been arranged for July 2015 with a good uptake. Due to the continuing high
numbers of those requiring supervision in Dudley, the safeguarding team have supported
the Named Nurse in it’s delivery. It is hoped that the newly appointed Child Death Lead
will support in the near future within her Named Nurse role (2.5 days weekly), but is
currently focusing on the setting up of child death processes.
A revised model was put in place in April 2014, whereby Named Nurses provide
supervision to staff who have CYP on Child Protection Plan 3 monthly; the Safeguarding
Team Lead supervising Clinical Team Leads 3 monthly and the Clinical Team Leads (or
identified Safeguarding Supervisors) in Universal services providing supervision to staff
where there are Child In Need Plans or cases of concern 3 monthly. The Named Nurse in
Dudley continues to provide monthly supervision to the Family Nurse Partnership
supervisor and team as a group. The Safeguarding Children Supervision Policy has been
updated to reflect the revised model of delivery.
Named Safeguarding professional receive supervision from designated leads.
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The Named Nurses are currently devising a tool to evaluate and audit the effectiveness of
supervision to ensure its impact is proving positive in improving service provision.

Looked after Children and Young People
The LAC Health Team sits within the Safeguarding Children Team and is based at Cross
Street Health Centre, Dudley. The number of Looked after Children currently stands at
761 (down from the highest number recorded in December of 789), very similar to last
year’s figure of 754.
The Looked after Children and Young People’s (LACYPT & LC) Health Operational Group
reports to the Corporate Parenting Board and CYPP Divisional Meeting via chair of the
group (Safeguarding Children Service Lead/Designated Nurse) to ensure that health
targets are met. Within this the group contributes to the formulation of an annual work plan
(included in the BCPFT Annual Report on the Health of Dudley’s LACYPT & LC) to review
and monitor the impact and outcomes of interventions which address the health needs of
this group of vulnerable young people. This is also inclusive of transition as they move
towards independence ensuring that they are supported around their health needs and
that risk taking behaviour is addressed in order to improve health and social outcomes.
The transfer of LAC information onto Oasis continued to be a significant challenge
throughout the year, and the team welcomed the support of external admin support to
clear the substantial back log. However, despite continued liaison with the Oasis team,
the appropriate reporting systems are still not in place causing a major delay in the
accessing of information around LAC medicals i.e. those who have missed the deadlines,
vital information if we are to understand what is and is not working. The team will continue
to pursue this as a matter of priority and escalate as required.
The service continues to face challenges in ensuring that CYP placed out of area have
their health needs assessed in a timely manner; this is further compounded by the need to
complete and return service level agreements for CYP placed in areas charging to
undertake health assessments. Activity is reported to Commissioners quarterly and when
not meeting targets exception reports are produced. There are a number of challenges
that the service continues to face which include timely return of consent forms from
Children Social Care and Medical cover for the Initial Health Assessment. There have
been a number of discussions regarding the role of Designated Nurse LAC and where the
post holder should sit, as guidance clearly states the role is a strategic role and should sit
in the CCG. This was discussed in great lengths during the CCG led workshop, of which
the team are awaiting the results.
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The LACYP Operational Multi-agency Health Meeting ceased to take place in July 2014,
due to agencies not attending, but the Designated LAC Nurse has been committed to
ensuring this is re-established, with the 1st meeting taking place in March 2015.
Despite the challenges faced, both LAC Nurses and their administrator have worked
tirelessly to ensure the needs of LACYP are met, and liaised with those necessary with
both the provider and the CCG to raise issues and seek some resolve.

Individual Management Reviews (IMR) undertaken 2014-2015
In the last 12 months the safeguarding team have undertaken only one IMR in Sandwell
for child EW, who was known to CAMHS, This case followed the Significant Incident
Learning Process (SILP) a new experience for the Trust. The publication of this Serious
Case Review has yet to occur as the criminal investigation involving parents is on-going.
Action plans have been produced in response to recommendations and are monitored by
the Named Nurse and Sandwell Safeguarding Children Board.
In Dudley chronologies are being pulled together for Child H, and these are due to be
discussed at the next Child Death Overview Panel (CDOP). There have not been any
IMR’s over the last 12 months in W-ton.
SCR updates will continue to be provided to the organisation via the Divisional Service
Managers Meeting and Safeguarding Children Forum, Local Safeguarding Children
Boards and Clinical Commissioning Groups as required.
With help from the Quality & Service Improvement Manager, the team has developed a
database that is stored on the safeguarding shared drive to monitor all SCR activity and
action plans. This will be updated on a regular basis by the Named Nurses and will feed in
to the Quality and Safety Report to ensure those who are action leads take accountability
of their progress. If effectively updated this can also be used to give the Trusts
Governance Assurance Unit information for the weekly conference call reports where all
incidents, including safeguarding are discussed.
As an outcome of the SCR’s that the Trust has been involved in there have been a
number of changes to policy and practice. The Child Protection Policy has been updated,
and the Supervision and Domestic Abuse Policy have been ratified and implemented
within the organisation. Level 2 and Level 3 single agency training has been amended to
reflect the recommendations.

Percentage of staff from BCPFT to receive Level 2 and 3 Safeguarding Training 31st
March 2015
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A safeguarding training strategy has been developed to ensure it’s in line with Trust
training plan and also meets the safeguarding statutory requirements. (See appendix 2 in
Safeguarding Adults Report)
Safeguarding Children information is provided at Induction and Mandatory Update; the
Trust invested in an external trainer due to the high level of demand to deliver L2 and L3
sessions and achieve targets, to ensure all practitioners are aware of their roles and
responsibilities (and to meet organisational requirements) as underpinned by the RCPCH
Intercollegiate Document (2014). Lessons learnt from national and local Serious Case
Reviews (SCR) are included in the programmes, as are current issues including female
genital mutilation, child sexual exploitation. Currently the percentage of staff across the
Trust having completed safeguarding training stands at Level 2, 86% and Level 3, 90%.
Dudley specific have improved from last year’s 72% to 98%. The expected target is 95%
which will be met by December 2015.
There continues to be significant work across the organisation to ensure that staff access
and attend the single agency training appropriate to their job role. Training data is reported
on and discussed at BCPFT Safeguarding Children Forum but remains something that is
scrutinized. Further emphasis to ensure staff access training is required to improve current
figures; and whilst the safeguarding strategic lead has put in measures that include the
investment of an external trainer, and extra sessions being offered, the team have little
control over non attendance. This needs to be picked up by service leads, but there has
been some confusion over the inaccuracy of training data received from Learning and
Development, this continues to be discussed within the division. Significant progress in
the development of bespoke training for the service over the last year continues to be
made, including Domestic Abuse covering impact, risk and BCPFT internal processes in
response to DART and MARAC request and information sharing.. Court Report Writing
Skills has been delivered by the Named Nurse in Dudley and, along with Voice of the Child
training will be repeated on an annual basis. NSPCC Safeguarding Children Supervision
refresher session took place for staff that had completed the 5 day course in 2013 in Q1
2014, but uptake was poor due to the amount of staff that had left the Trust. The original
course therefore has been arranged for July 2015 with a good uptake.
Evaluation
In order that the training meets practitioners requirements evaluations are completed;
evaluations have been analysed for the current financial year; graph 8 and 9 shows
analysis of safeguarding children training delivered during the reporting period. The
courses are led by an external trainer with the safeguarding team attending a part of L3 to
ensure BCPFT single agency policies, procedures and contacts are clearly shared. It also
gives the participants the opportunity to ask questions specific to the Trust, and the
safeguarding team who support them.
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Graph 8

The number
and
percentage of staff accessing Safeguarding Children Training is currently monitored on a
quarterly basis via the BCPFT Safeguarding Children Forum. The Safeguarding Children
Training Strategy has been developed in line with ‘The Intercollegiate Document
(Safeguarding Children and Young people: roles and competences for health care staff’
(RCPCH 2010, updated 2014)) to ensure that the organisation meets Section 11 and CQC
requirements.
The evaluation form is to be amended to reflect current changes to the training programme
and post training impact needs to be captured to determine whether there has been any
change in practice as a consequence of attending safeguarding children training. This will
be captured for 2014-2015. Diagram 5 shows how current course objectives were met
Graph 9

5. Domestic Abuse
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Due to the long term sickness of our Domestic Abuse Lead, the post was vacant AugustOctober 2014, during which the Named Nurse in Dudley covered when capacity allowed.
However, due to it being such a specialist role that requires consistency, and with limited
capacity, this proved difficult. In fact, during this time the team fell a month behind with a
backlog of DART cases. Between September and November 2014, the team worked
exceptionally hard to resolve this and approached the Christmas period, which historically
is a busy time for DART, with no outstanding cases. The team should be congratulated for
their hard work in view of these work demands.
As the DART meets twice weekly, practitioners are usually unable to return the information
in time, which means that currently the health representative takes very little health
information. This is a similar issue for all around the table as there is simply no way at
present for gaining information so quickly in short a short time. This is a risk that has been
taken to the Dudley Safeguarding Board for discussion, and has been recorded and
monitored on our Trust’s risk register. Health information is usually available for MARAC
as practitioners have more time to return information (fortnightly) to the Safeguarding
Team prior to the meeting.
The CCG did an announced visit in Dec 2014 and are fully aware of these issues. Their
recommendations echoed ours that BCPFT needs an equitable IT system to enable
electronic care records to be maintained and information shared appropriately across the
health economies. This has been discussed at the CYP Quality and Safety committee and
the Safeguarding Forum.
On a positive note, our Paediatric Liaison Nurse was successful in securing the Lead DA
post in November 2014 and has already strengthened processes, and with the support of
the Dudley Named Nurse has been instrumental in delivering domestic abuse training
throughout Dudley (focusing on the DART/MARAC process) and the implementation of the
revised DA policy. Capacity and cover for training/sickness/annual leave is again an
issue, but within the new safeguarding structure it is hoped that a band 6 DA Nurse will be
recruited into to support across both Adults and Children.

Graph 10 shows the numbers of children and adults discussed at DART and MARAC
meetings and graph 11 the numbers of meetings held. Figures do indicate an increase,
and this appears to be the current trend for this year. The police are prioritising domestic
abuse (DA) and have increased its profile, following the changes made to its definition to
incorporate young adults from the age of 16yrs. A recent media coverage highlighted DA
to young people via television adverts, and schools/education have also promoting safe
relationships. Also, the law changed earlier this year to include a specific criminal offence
of ‘controlling and coercive behaviour’ which recognises that emotional and financial
abuse is recognised as DA. The combined response of multi-agency partners to raise the
profile of Domestic Abuse may have contributed to a rise in cases of DART being
screened as victims feel more supported to disclose that DA is happening to them, that it
impacts on their children and that they will be believed.
Graph 10
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Graph 11

6. Paediatric Liaison
There have been significant challenges around the provision of Paediatric Liaison to Acute
Trust due to unavoidable long term sickness. Our Paediatric Liaison Nurse was
successful in securing the role of Domestic Abuse Lead as the risk of this post remaining
vacant had to be prioritised. Paediatric liaison was covered initially therefore by the
Named Nurses on a part time basis, until we were able to secure a nurse on the Bank.
This however remained only part time cover, and discussions continue around how we are
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able to cover more substantially when BCPFT receives feedback from the safeguarding
review carried out by Dudley CCG which may mean transferring post to Dudley Group of
Hospitals as an option.

7. Child Death
The key functions of the Lead Nurse for Child Death is to take a strategic lead of the rapid
response processes and work across the health economy to collate information following
unexpected child deaths in accordance with the requirements of the statutory guidance
Working Together to Safeguard Children (2013). To co-ordinate bereavement support and
signposting for families and professionals following a child death and contribute to the
production of the Child Death Overview Panel (CDOP) Annual Report being a core
member of CDOP panel disseminating learning from child deaths to health practitioners
via training and the annual report.
Within the last 12 months there have been 16 child deaths in total;
9 expected
4 unexpected
3 with no information (to date)
3 rapid response meetings (all attended by BCPFT safeguarding team)
It has been difficult to progress this service area due to the unavoidable absence of the
Child Death Lead Nurse due to long-term ill-health; and the significant changes to Rapid
Response arrangements following the transformational review of Pre-school services in
2013, the Named Nurse and Safeguarding Children Service Lead have supported on-call
requirements. However, this arrangement is not sustainable due to capacity issues. On a
positive the service successfully recruited to Child Death post in March 2015, and already
the position has made significant progress in developing procedures, strengthening multi
and interagency links and, arranging training for staff. The post holder has also taken
ownership of the Rapid Response Rota; however there remains a significant lack of cover
due to the rota being a 24/7 cover with less capacity. The review commissioned by the
Dudley CCG will determine the future for this post. These issues have been highlighted as
a risk therefore on risk register; and have been discussed at DSCB.
8. Audit
A number of audits have been undertaken in line with LSCB Performance Frameworks
and the Safeguarding Children Team Audit Plan which includes:
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Adult Mental Health File audit (Sandwell and Wolverhampton)
Section 11 audit
CQUIN audits (journey of the child) across the Trust

Members of the team have contributed to single and multi-agency file audit in Dudley,
Wolverhampton and Sandwell. There needs to be a more effective and timely way of
sharing the finding with staff and the Named Nurse in Wolverhampton has devised a tool
to support this. Audit findings along with lessons learnt from SCR’s etc. will also form part
of the Safeguarding team’s newsletter available on the intranet.
Conclusion and Service Priorities for 2015-2016
This report illustrates the significant level of importance BCPFT have afforded
Safeguarding Children to date; the team have faced some real challenges and have been
scrutinized both internally and externally around certain specialist role provision which
have been due to long-term illness. Through this the team have been committed in
working together to cover and support each other, and maintain a high level of service
provision to the children, young people and their families within the BCPFT.
Due to capacity challenges some priorities outlined in the previous Annual Report have not
been achieved. However, the outstanding priorities will be met 2015/16.
To Develop an Overarching Safeguarding Policy, this will be supported by the
Safeguarding Assurance framework. This development will provide clarity to the Trust
Board re-safeguarding activity; improve compliance with CQC/OFSTED requirements and
support Divisions meet same expectations. Divisions need to continue to take ownership
of CQC/OFSTED/SCR action plans supported by SG teams.
Recommendations









Safeguarding Team to be co-located at Corbyn Rd, a more suitable and central
venue to meet their growing needs
To continue to ensure the Trust offers clear accountability; ownership and clarity
around governance structures; reporting; and good practice in line with statutory
guidance.
To ensure that lessons learnt from Serious Case Reviews (SCRs), Significant
Incident Learning Process (SILPs) and case file audits etc. are shared with all staff,
from strategic to frontline as currently this is not consistent with Local Authority
requirements.
Increase capacity to deliver safeguarding training through the ‘train the trainer
courses’, the quality of safeguarding supervision and record keeping.
Improve IT systems to enable sharing information with other agencies, particularly
around DART processes
Continue to aid communication processes within the division’s by the continued
‘Link Safeguarding Children Meetings’ across Wolverhampton, and focus on reestablishing them across Dudley and Sandwell
Improve engagement with MARAC/DARTs by increasing capacity e.g. appointment
of a Domestic Abuse nurse across adults and children.
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Review the role of the Looked After Children and Paediatric Liaison in line with the
Dudley Review, and the governance around Rapid Response.

Fiona Brennan
Safeguarding Children Service Lead
April 2015
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1.0 Introduction.
The annual report gives an account of safeguarding adult activity across the Black
Country Partnership NHS Foundation Trust (BCPFT) and demonstrates the
organisation’s commitment to protecting adults across Sandwell, Wolverhampton,
Walsall, and Dudley who may be in need of safeguarding from harm, across all
service areas.
Safeguarding vulnerable adults is a responsibility placed on health and social care
through the” No Secrets” guidance (Department of Health 2000) which is issued
under Section 7 of the Local Authority and Social Services Act 1970 . Through this
mandatory guidance, statutory health and social care organisations have a duty of
partnership to work together to put in place services which act to prevent abuse of
vulnerable adults, provide assessment and investigation of abuse and ensure people
are given an opportunity to access justice.
A vulnerable adult as defined in the “No Secrets‟ guidance is:
 a person aged 18 or over


who is or may be in need of community care services by reason of mental or
other disability, age or illness; and



who is or may be unable to take care of him or herself or unable to protect him
or herself against significant harm or exploitation.

The draft Care and Support Bill was published on 11 July 2012. The Care Act
becomes statutory from April 1st 2015. Although there is already a great deal of
legislation relevant to aspects of safeguarding adults (No Secrets, DH), Care Quality
Commission “Essential Standards for Quality and Safety” Outcome 7: safeguarding
people who use services and outcome 14: supporting workers’ requirements; the
coalition government has made its intentions known that the Safeguarding Adults
Boards will be on a statutory footing in the future, as those which already exist for
safeguarding children. The White Paper and new Care Bill 2014 reaffirms the
intention to legislate in this critical area of safeguarding adults and it is expected that
the Safeguarding Boards and partnerships will make sure they have the resource
and clear and effective local safeguarding arrangements. The New Care Bill 2014
which comes into effect in 2015 defines a vulnerable adult as an adult at risk;
•
Adult at Risk – is a person over 18 years of age, who is or may be in need of
community care services by reason of mental health, age or illness, and who may
not be able to look after themselves or protect themselves against abuse or
exploitation. The term “Adult at Risk” is often used in place of Vulnerable Adult
(which is still in use in many areas) as it indicates some fault on the part of the victim
of abuse.
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It proposes a single, modern law for adult care and support that replaces existing
outdated and complex legislation. Included in the recommendations are:


new statutory principles which embed the promotion of individual wellbeing as
the driving force underpinning the provision of care and support;



Population level duties on local authorities to provide information and advice,
prevention services, and shape the market for care and support services.
These will be supported by duties to promote co-operation and integration to
improve the way organisations work together;



clear legal entitlements to care and support, including giving carers a right to
support for the first time to put them on the same footing as the people for
whom they care;



set out in law that everyone, including carers, should have a personal budget
as part of their care and support plan, and give people the right to ask for this
to be made as a direct payment; new duties to ensure that no-one’s care and
support is interrupted when they move home from one local authority area to
another; and a new statutory framework for adult safeguarding, setting out the
responsibilities of local authorities and their partners, and creating
Safeguarding Adults Boards in every area.

Davids story.
David disclosed to his community psychiatric nurse that the previous day a
“friend” had stolen £80 from his wallet. He had invited him into his house after
making contact with him via a social media site. David had gone upstairs to
use his bathroom and when he returned the man had left and he noticed his
wallet was lying on the floor. When he checked the contents he realised that
all his money was missing.
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2.0 Structure, Accountability and Assurance
2.1

A review of the Safeguarding Adults and Childrens teams was carried

out in 2014. In summary it concluded that good safeguarding management
assurance should be supportive of the organisation’s vision and values and
be aligned to its strategic programme for quality improvement. National
legislation policies and procedures including the local and multi-agency
policies when set out clearly within the organisational parameters will enable
clinical and non-clinical staff within Divisions to operate and provide a safe
service to children and vulnerable adults.
In the current context of NHS changes which are focusing on Quality, Safety
and Excellence, the Black Country Partnership NHS Foundation Trust needs
to have in place, a robust safeguarding structure that supports internal and
external systems; and not only meets the needs of regulators but is effective
and efficient.
The review revealed both examples of good practice as well as opportunities
for improvement within the current structure of safeguarding provision. One
key improvement area involves implementing an integrated model of
safeguarding that is led by a Strategic Safeguarding Lead who has the
responsibility of managing both adults and children’s teams, control and coordination of the teams at a corporate level with direct accountability to the
Executive Director of Nursing.
This approach directly engages leadership in the process and provides a
channel to obtain executive leadership support in raising the profile of
safeguarding management as well as making the links to the quality
improvement agenda.
Reccomendations from the review were:


Review Safeguarding team reporting structure to show clear lines of
accountability in line with statutory requirements.



Demonstrate that Mental Capacity, Best Interest and the Deprivation of
Liberty is central to the safeguarding process.
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Improve processes of learning lessons from Local and National Serious
Case Reviews; SILPs; Domestic Homicide Reviews etc.



Establish Safeguarding Performance Dashboard.



Increase safeguarding training level 2 and 3 to include thresholds for
both children and adults to improve reporting and recording of
concerns and promote quality and safety for vulnerable groups and
individuals at risk of harm/abuse.



Improve IT systems to support safeguarding teams.



Improve engagement with multi-agency information sharing groups e.g.
MARAC/DARTs/SCR/DHR etc to enhance learning and protection of
children and adults at risk.



BCPFT to add Safeguarding into its Trust values which will strengthen
its embedment into Trust wide.



Continuous monitoring and review of safeguarding through
development of a safeguarding assurance framework.



Having safeguarding training the trainer course for BCPFT staff for
quality and sustainability purposes.

2.2

The trust has a Safeguarding Committee which meets bi monthly. This
reports to Quality and Safety Steering Group. The committee provides
strategic and operational direction in relation to safeguarding in line with
Government and National Guidance. The Safeguarding Committee is a
conduit in order to ensure that BCFPT is meeting its local obligations. These
obligations will be put on a statutory basis from April 2015. This is reflected in
its contribution to the aligned Safeguarding Adults Boards and sub- groups
across the partnership.

2.3

The trust is represented on 4 Adult Safeguarding Boards, Sandwell,
Wolverhampton, Dudley and Walsall. The trust provides assurance to the
boards that BCPFT is safeguarding the adults under their care.
The Care Act makes Adult Safeguarding Boards a statutory requirement from
April 2015. BCPFT has developed and continues to work in partnership with
the boards and the agencies represented.
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3.0 Policies & Guidelines
As the Local Authority is the Lead Agency for Safeguarding Adults the overarching
Policy and Guidance is set by them, BCPFT Policy l reflects the Local Authority and
staff guidance on what to do if they have any concerns.
Following the launch of the “Protecting adults at risk: London multi-agency policy and
procedures to safeguard adults from abuse”, a major piece of collaborative work has
been undertaken by the West Midlands Regional Safeguarding Network in order to
develop a West Midlands Multi- Agency Safeguarding Adult Policy and Procedure.
The development of this piece of work has been endorsed by Association of
Directors of Adult Social Services (ADASS) and the Regional Joint Improvement
Partnership (JIP) and is being produced by Social Care Institute of Excellence
(SCIE).
The West Midlands Regional Network includes Wolverhampton, Walsall, Sandwell,
Dudley, Birmingham, Telford, Shropshire, Worcestershire, Herefordshire, Solihull,
Coventry and Warwickshire.
Contributions to the Policy and Procedure have been received from partner
agencies, including The West Midlands, Warwickshire and Shropshire Police, West
Midlands Ambulance Service, West Midlands Fire and Rescue Services, Strategic
Health Authority, and Care Providers.
The purpose of a regional Policy and Procedure is;


To improve better interagency working across the region;



To contribute to better understanding of Safeguarding Adults;



To lead towards consistency in practice;



To introduce the use of common definitions and timescales.

In light of the Care Act 2014 these procedures have been reviewed and a draft
document is out for consultation by members of the Adult Safeguarding Boards
with an expectation for its full endorsement and ratification by May 2015.
4.0 Training and Education
The Bournemouth Framework provides guidance as to the levels of training required
for the workforce for Adult Safeguarding.
Training plan JOHN
All staff receive a basic awareness of adult safeguarding training (Level1) within the
induction programme and the annual Mandatory training.
Figures for mandatory training and induction.
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Induction and mandatory training content and quality are audited annually with
learning and development.
Figures for level 2 an 3 trainng
Domestic abuse training
DoLS Capacity training
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Our Local Authority partners also provide training in specific areas of Adult
Safeguarding which are available for staff to attend as appropriate. The 4 Adult
Safeguarding Boards have created a Regional Training Group to seek to develop
collaborative training events.

5.0 Adult Safeguarding Activity.
Adult Safeguarding has worked very closely with the Datix Co-ordinator to develop
the Datix reporting system to capture all the Adult Safeguarding activity.
BCPFT is developing a Safeguarding module within Datix to capture not only
incidents via the incident reporting module but also concerns.
A review of all safeguarding incidents is still on-going and this data needs to be cross
referenced with the information held by local authorities so a more structured system
can be developed to ensure all information is captured in a timely manner.
The information demonstrated has been taken from Datix.
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Safeguarding Incidents April 13 to March 14
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6.0 PREVENT Channel Programme
The Counter-Terrorism and Security Bill was introduced to Parliament on
Wednesday 26 November.
The Bill includes provision to put the Channel
programme on a statutory footing; this was a commitment from the Prime Minister’s
Extremism Task Force (ETF) report (December 2013). The Bill is expected to gain
Royal Assent in the New Year.
Channel is a multi-agency programme that provides bespoke support to children and
adults who have been identified as at risk from any form of radicalisation; it was
rolled out nationally across England and Wales in April 2012. It involves a range of
partners working together to assess the nature and the extent of the risk of
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radicalisation and, where necessary, provide an appropriate support package
tailored to individual needs.
The support offered under Channel can come from any of the partners on the panel,
and will often also involve specialist intervention providers who understand the
ideology of extremism and who will seek to steer the vulnerable person away from it.
Engagement with the programme is entirely voluntary at all stages, and the
legislation will not change the way Channel operates.
The Channel provisions in the Bill aim to:


require local authorities to ensure a multi-agency panel exists and chair the
panel;



require the panel to develop a support plan for accepted cases and signpost to
other support where cases are not accepted;



ensure consent is sought prior to support being provided;



place a duty to cooperate on panel partners;



require partners to pay due regard to guidance issued by the Secretary of State;
and



allow the Secretary of State to indemnify intervention providers that provide
ideological/ theological support for the Channel programme.

There is a duty on panel partners to cooperate fully with the police and the Channel
panel to ensure that the right decision can be made about a referred individual i.e.
whether they should be offered support and what that should look like. Information
sharing is an important part of the process to ensure that the full range of an
individual’s vulnerabilities are identified and addressed.
The provisions in the Bill do not mean there will be any changes to the way in which
the Channel programme operates; the legislation is intended to enshrine good
practice and ensure consistent delivery.
There are four Channel panels (Walsall, Wolverhampton, Sandwell and Dudley)
Representation is provided from the trust to these panels.
BCPFT is represented by the Head of Adult Safeguarding at the monthly Regional
Prevent Forum
BCPFT is committed to the PREVENT agenda and presented its progress and vision
to a Regional Conference in March 2015 hosted by Wolverhampton Safer
Community Partnership.
Health WRAP training has been delivered to 208 frontline staff and awareness
raising provided at mandatory and induction training days. Awareness raising has
also been provided through the e-bulletin, intranet and attendance at local authority
awareness raising events.
BCPFT has a PREVENT Strategy Group Chaired by Adult Safeguarding and with
membership from Local Security Management Specialist, Information Governance
and Communications.
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Moving forward to 2015/16 BCPFT is further developing training in line with NHS
England Competency framework.

AJs story.
AJ is a 20 year old unemployed british asian muslim.He had seperated from his partner
and there has been a past history of domestic abuse.He now lived with his parents and
had been getting involved in local gangs.AJ had struggled with his mental health for a few
years and had also been involved in substance misuse.
Following a mental health act assessment he was admitted to hospital,he was grandiose,
and at times hostile and threatening while expressing extreme religious and political
views. Staff were concerned that he was a risk of radicalisation particuarly when he
returned to his community due to his vulnerability.
AJ was referred to PREVENT as part of a multiagency approach to safeguarding him. He
was offfered mentoring though the PREVENT programme and additionally supported by
the Spirituality team and on his discharge from hospital his community mental health
team provided him with mental health support intervention and family and carer support.

7.0 Deprivation of Liberty Safeguards

The Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards (DOLS),
(formerly known as the Bournewood Safeguards) were introduced into the Mental
Capacity Act 2005 through the Mental Health Act 2007 (which received Royal Assent
in July 2007).
On 19 March 2014, the Supreme Court handed down its judgment in the case of “P v
Cheshire West and Chester Council and another” and “P and Q v Surrey County
Council”.
The judgment is significant for deciding whether arrangements made for the care
and/or treatment of an individual who might lack capacity to consent to those
arrangements amount to a deprivation of liberty.
A deprivation of liberty for such a person must be authorised in accordance with one
of the following legal regimes: a deprivation of liberty authorisation or Court of
Protection order under the Mental Capacity Act Deprivation of Liberty Safeguards, or
(if applicable) under the Mental Health Act 1983, or, in some rare situations, under
the inherent jurisdiction of the High Court.
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Following the Supreme Court judgement on 19 March 2014, health and social care
staff must be aware of how you should now judge whether a person might be
deprived of their liberty.
It is clear that the intention of the majority of the Supreme Court was to extend the
safeguard of independent scrutiny. They said: “A gilded cage is still a cage” and that
“we should err on the side of caution in deciding what constitutes a deprivation of
liberty”. They also highlighted that a person in supported living might also be
deprived of their liberty. It is certain that many more requests for authorisations
under the deprivation of liberty It safeguards will be made for people in hospitals or
care homes, and that many more applications will be made to the Court of Protection
for those in domestic settings with support.
BCPFT have taken advice from Trust solicitors Mills and Reeves, and followed
guidance from West Midlands Regional DoLS Group and the Care Quality
Commission which are consistent in their interpretation and application.
An action plan to address the challenges that the Supreme Court judgement brings
has been taken forward through the Quality and Safety Steering Group.
BCPFT is engaged in a project in relation to the Mental Capacity Act and Deprivation
of Liberty Safeguards, the project is hosted by Birmingham South Central CCG and
works across Sandwell and West Birmingham CCG..
The project aims to identify local, issues, barriers and challenges, as well as looking
at creative ways to share and promote best practice and improve service delivery for
people and patients who experience the Act.

8.0 Domestic Homicide Reviews
Domestic Homicide Reviews ( DHR) were established on a statutory basis under
Section 9 of the Domestic Violence, Crime and Victims Act (2004). This provision
came into force on 13th April 2011.
A domestic homicide review is a review of the circumstances in which the death of a
person aged 16 or over has, or appears to have, resulted from violence, abuse or
neglect by:


a person to whom they were related or with whom they had been in an
intimate personal relationship, or
a member of the same household as themselves.

The purpose of a DHR is to:
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Establish what lessons are to be learned from the domestic homicide
regarding the way in which local professionals and organisations work
individually and together to safeguard victims;



Identify clearly what those lessons are both within and between agencies, how
and within what timescales they will be acted on, and what is expected to
change as a result;



Apply these lessons to service responses including changes to policies and
procedures as appropriate; and



Identify what needs to change in order to reduce the risk of such tragedies
happening in the future to prevent domestic violence homicide and improve
service responses for all domestic violence victims and their children through
improved intra and inter-agency working.

To date Sandwell Safer Community Partnership has completed 4 DHRs and has one
current. BCPFT is a member of the Sandwell DHR Standing Panel which provides
assurance as to implementation and monitoring of action plans.
Wolverhampton Safer Community Partnership has completed 4 DHRs. They
currently have one in progress. They have now set up a Standing Panel and this has
representation from BCPFT also.

9.0 MARAC
The MARAC is a multi-professional meeting to share information on high risk cases
of Domestic Violence. The Black Country Partnership Foundation Trust recognises
the impact of domestic violence on its service users, whether they are the victim,
perpetrator or children. According to DH Implementation Guidance, research has
recognised that 20% of female Mental Health service users will be experiencing
current abuse and 50-60% will have experienced historic abuse.Adult Safeguarding
represents BCPFT at 2 MARACs, Sandwell and Wolverhampton.
MARAC workload is increasing and this has been raised by many of the agencies
attending.Wolverhampton MARAC now meets weekly as a result of the increases in
activity.There is a raised awareness with agencies regarding Domestic violence and
the role of MARAC and recent changes to the structure within West Midlands Public
Protection Unit and the formation of a multi-agency shared hub (MASH) in Sandwell
are possible contributing factors and this is being monitored.
Research by the Lead Practitioners is averaging 2.5 hours per MARAC; meetings
are lasting on average 6 hours and post MARAC meeting actions such as liaising
with other agencies up to 2 hours.
Wolverhampton 2013/14:
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Cases discussed 403;
Of the 403 cases discussed 149 cases were repeats;
Of the 403 cases discussed there were 530 children in those
households;
26 WV MARAC meetings held between 8th April 2013- 24th March
2014.



Sandwell 2013/14:




Cases discussed 286;
87 repeats;
27 MARAC meetings held between April 2013 to March 2014.

Figures for Q3 demonstrate the increasing presentations and impact on mental
health services.
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10.0 Domestic Abuse
BCPFT works in partnership with Domestic Abuse Strategic Partnership (DASP) in
Sandwell and Wolverhampton’s Domestic Abuse Forum.
The Multi Agency Safeguarding Hub (MASH) was launched in Sandwell on the 18th
November 2013. Domestic abuse screening is incorporated into the MASH
arrangements. All domestic abuse cases which have been reported to the Police are
submitted to the MASH for multi-agency screening. This enables information to be
shared by agencies which is used to assess the level of risk to adult and child victims
and determine the most appropriate response. Agencies involved in MASH
screening include Police, Children’s Social Care, Sandwell Women’s Aid, Housing,
Health, Probation, Community Safety, Early Help, Adult Social Care and Education

11.0 Working with Partner Agencies
The Trust is represented on all 4 Adult Safeguarding Boards and as such
demonstrates commitment to working with partner agencies. The Trust is also
represented as far as is possible and practicable on the sub committees of the
boards which also are multi-agency.
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12.0 Prevention Strategy
BCPFTs prevention strategy recognises seven strands as identified by the
Department of Health:
Training, Care planning, Support and advice, publicity, corporate involvement,
Service User Involvement, Partnership.
Webpage for Adult Safeguarding has been developed and with the objective to be
more user friendly and to provide an educational content.
E- Bulletin has been extensively used to inform staff of training available and specific
Safeguarding issues such as FGM, Hate Crime, PREVENT, Domestic Violence.
BCPFT is a Third Party Reporting Centre for Hate Crime.
Lead practitioners are available to staff for support and advice.
Membership of Prevention Sub groups for Sandwell,Dudley, Wolverhampton and
Walsall Adult Safeguarding Boards promotes partnership working with the prevention
agenda.

13.0 Summary
Adult Safeguarding team is now fully established from November 2013 and has
started to develop links with teams across the trust.
Challenges are:


Implementation of the Care Act 2014



Establishing a robust training programme for staff that is sustainable with
existing resources;



Raising awareness within the organisation that Adult Safeguarding is
everyone’s business;



Increased activity within Domestic violence, e.g. MARAC and MASH;



Capturing service user’s experience of Adult Safeguarding.
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QSSG

Executive Summary
CQC has developed a new model for monitoring a range of key indicators for Trusts that
provide Mental Health services. These indicators relate to the five key questions asked of all
services – are they safe, effective, caring, responsive and well-led? The indicators will be
used to raise questions about the quality of care. They will not be used on their own to make
judgements, which will always be based on the result of an inspection.
CQC use three categories: 'no evidence of risk,' ‘risk’ and ‘elevated risk’ for this model of
monitoring. Where an indicator has 'no evidence of risk' this is based on statistical analysis
which has deemed there not to be a risk or an elevated risk. The table below highlights
those areas where the CQC have indicated a risk or elevated risk in their second report
released in June 2015.
Domain

Indicators

Source

From

To

Safe

Patients that
die following
injury or selfharm within 3
days of being
admitted to
acute hospital
beds

MHLDDS

01.10.13

30.09.14

Observed

Expected

*

n/a

Category

Elevated Risk

The calculation by CQC for this indicator is accurate as any occurrence of 2 or more deaths within a 12
month time period is the threshold for an ‘Elevated Risk.’ Two elderly patients were admitted to Acute
Hospitals during this period who subsequently died within 3 days. The details are as follows:Patient 1: On Salter Ward at Edward Street Hospital where patient fell and proved unresponsive following
the fall and taken to A&E at Sandwell General Hospital. Patient died the same day.
Cause of death confirmed as:
1a) Severe dementia
2) Diabetes Mellitus, Hypertension
Patient 2: On Meadow Ward at Penn Hospital when started to choke and aspirate on dinner at mealtime.
Patient turned blue and became unresponsive. Patient taken to A&E at New Cross Hospital and died the
same day.
Cause of death confirmed as:
1a) ischaemic Heart Disease
1b) Severe Triple Vessel Atherosclerosis




The asterisk in the observed column indicates a suppressed value. CQC apply a strict statistical
disclosure control in accordance with the HES protocol, to all published data. This suppresses small
numbers to stop people identifying themselves and others, to ensure that patient confidentiality is
maintained.
“n/a” it is used to mean either that an expected value is not relevant to a specific indicator due to the
indicator being rules based or the indicator does not have an observed value.
Page 3 of 4
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KF15. Fairness
and
effectiveness
of incident
reporting
procedures

Safe

NHS
Staff
Survey

01.09.14

31.12.14

0.59

0.63

Risk

A lot of work has been completed, embedding risk management and giving staff the confidence to report
incidents as the trust advocates a ‘no blame’ culture
Domain

Indicators

Source

From

To

Safe

Composite of
Central
Alerting
System (CAS):
Dealing with
CAS in a
timely manner

CAS

01.04.14

31.01.15

Observed

Expected

n/a

n/a

Category

Risk

The system requires that all alerts even those not relevant to our services must be formally signed off,
rather than to just indicate ‘not relevant to our services’
All alerts have now been checked and signed off. Staff have been instructed accordingly to ensure this
does not occur again
Score for
cleanliness of
environment

Safe

PLACE

29.01.14

17.06.14

0.87

0.98

Elevated Risk

Mini-PLACE audits commenced in October 14, to ensure a proactive approach to maintain a good
standard for our patient environments. A workshop has also taken place for our patient assessors, led by
the facilities manager, explaining the principles of PLACE, how to score and an overview of our services
and facilities

Well Led

Proportion of
days sick in
the last 12
months for
non-clinical
staff

ESR

01.01.14

31.12.14

0.05

0.04

Risk

The Trust’s sickness absence policy and process is kept under constant review. A re-tendering of the OH
service to support the management of sickness absence has been completed. The HR Toolkit module is
in place to educate managers on the management of sickness absence. The Trust continues to provide a
staff support service which can be accessed by the individuals themselves, or via management referral.

The full report is attached.
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Intelligent Monitoring Report
http://www.cqc.org.uk/Provider/TAJ

Report on

Black Country Partnership NHS Foundation Trust
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To view the most recent inspection report please visit the link below.

June 2015

http://www.cqc.org.uk/Provider/TAJ

Black Country Partnership NHS Foundation Trust

TAJ

Intelligent Monitoring: Report on 11 June 2015
CQC has developed a new model for monitoring a range of key indicators about Trusts that provide Mental Health services. These indicators relate to the
five key questions we will ask of all services – are they safe, effective, caring, responsive and well-led? The indicators will be used to raise questions about
the quality of care. They will not be used on their own to make judgements. Our judgements will always be based on the result of an inspection,
which will take into account our Intelligent Monitoring analysis alongside local information from the public, the trust and other organisations.
To view the most recent inspection report please visit the link below.
http://www.cqc.org.uk/Provider/TAJ
What does this report contain?
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This report presents CQC’s analysis of the key indicators (which we call ‘tier one indicators’) for Black Country Partnership NHS Foundation Trust. We
have analysed each indicator to identify two possible levels of risk.
We have used a number of statistical tests to determine where the thresholds of "risk" and "elevated risk" sit for each indicator, based on our judgement of
which statistical tests are most appropriate. These tests include Poisson and z scoring techniques. Where an indicator has 'no evidence of risk' this refers
to where our statistical analysis has not deemed there to be a risk or elevated risk. For some data sources we have applied a set of rules to the data as the
basis for these thresholds - for example concerns raised by staff to CQC (and validated by CQC) are always flagged in the model.
Further details of the analysis applied are explained in the accompanying guidance document.
What guidance is available?
We have published a document setting out the definition and full methodology for each indicator. If you have any queries or need more information,
please email enquiries@cqc.org.uk or use the contact details at www.cqc.org.uk/contact-us

Intelligent Monitoring Report Page 2 of 5
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Black Country Partnership NHS Foundation Trust
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PLACE (patient-led assessments of the care environment) score for cleanliness of environment - PLACE
13Safety
Composite of Central Alerting System (CAS): Dealing with (CAS) safety alerts in a timely way - CAS
14Safety
21Patients that die following injury or self-harm within 3 days of being admitted to acute hospital beds - MHLDDS-HES Bridged
4Well
Proportion
Led of days sick in the last 12 months for non-clinical staff - ESR
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Risk
Elevated risk
Risk
Elevated risk
4
4
1
Risk
1
1

Black Country Partnership NHS Foundation Trust
Tier One Indicators
Domain

ID

Indicators - Source

To

Observed

Expected

Risk?

MHSAF07C

Potential under-reporting of patient safety incidents - NRLS/MHLDDS-HES Bridged

01/12/2013

30/11/2014

0.07

0.10

No evidence of risk

MHSAFE06

Proportion of reported patient safety incidents that are harmful - NRLS

01/12/2013

30/11/2014

0.47

0.40

No evidence of risk

MHSAFE63

Patients that die following injury or self-harm within 3 days of being admitted to acute
hospital beds - MHLDDS-HES Bridged

01/10/2013

30/09/2014

*

n/a

Elevated risk

MHSAFE64

People that take their own lives within 3 days of discharge from hospital - MHLDDSHES Bridged

01/12/2013

30/11/2014

0.00

0.07

No evidence of risk

COM_MORT01

Composite indicator showing trusts flagging for risk in relation to the number of deaths
of patients detained under the Mental Health Act - MHLDDS/MHAdb

01/01/2014

31/12/2014

n/a

n/a

No evidence of risk

MHMORT01

Trusts flagging for risk in the number of suicides of patients detained under the
Mental Health Act (all ages) - MHLDDS/MHAdb

01/01/2014

31/12/2014

0.00

n/a

No evidence of risk

MHMORT03

Trusts flagging for risk in relation to the number of deaths due to natural causes of
patients detained under the Mental Health Act (people aged under 75) MHAdb/HSCIC KP90

01/01/2014

31/12/2014

0.00

n/a

No evidence of risk

NHSSTAFF11

Fairness and effectiveness of incident reporting procedures - NHS Staff Survey

01/09/2014

31/12/2014

0.59

0.63

Risk

NRLSL08

Consistency of reporting to the National Reporting and Learning System - NRLS

01/04/2014

30/09/2014

6 months of
reporting

n/a

No evidence of risk

COM_CASMH

Composite of Central Alerting System (CAS): Dealing with (CAS) safety alerts in a timely
way - CAS

01/04/2004

31/01/2015

n/a

n/a

Risk

01/02/2014

31/01/2015

1-4 alerts still open

n/a

Risk

01/04/2004

31/01/2014

0 alerts still open

n/a

No evidence of risk

Percentage of CAS alerts with closing dates during the preceding 12 months which the
trust has closed late - CAS

01/02/2014

31/01/2015

< 25% of alerts
closed late

n/a

No evidence of risk

MHRES20

Proportion of discharges from hospital followed up within 7 days - MHLDDS

01/12/2013

30/11/2014

0.62

0.72

No evidence of risk

NHSSTAFF07

Proportion of staff receiving health and safety training in last 12 months - NHS Staff
Survey

01/09/2014

31/12/2014

0.89

0.73

No evidence of risk

PLACE01

PLACE (patient-led assessments of the care environment) score for cleanliness of
environment - PLACE

29/01/2014

17/06/2014

0.87

0.98

Elevated risk

SAFEGUAR01

CQC’s National Customer Service Centre (NCSC) safeguarding concerns - CQC

25/02/2014

24/02/2015

14.00

15.09

No evidence of risk

MHWEL129

Proportion of registered nursing staff - ESR

31/12/2014

31/12/2014

0.63

0.52

No evidence of risk

MHWEL132

Ratio of occupied beds to all nursing staff - ESR

31/12/2014

31/12/2014

2.08

2.85

No evidence of risk

CMHSURA06

Being informed: for having been told who is in charge of organising their care and
services - CMH Survey

01/09/2013

30/11/2013

8.01

n/a

No evidence of risk

CMHSURA38

Help finding support for physical health needs: for those with physical health needs
receiving help or advice with finding support for this, if they needed this - CMH Survey

01/09/2013

30/11/2013

5.18

n/a

No evidence of risk

MHCAR201

Proportion of patients who have been in hospital less than a year who received a
physical health check on admission - MHA Database

01/12/2013

30/11/2014

1.00

0.97

No evidence of risk

MHCAR202

Proportion of wards where there were difficulties in arranging GP services - MHA
Database

01/12/2013

30/11/2014

0.00

0.13

No evidence of risk

MHEFF107

Proportion of records checked that show evidence of discharge planning - MHA
Database

01/12/2013

30/11/2014

0.93

0.72

No evidence of risk

NAS_PH02

Service users who had five individual cardiometabolic health risk factors monitored in
the past 12 months - NAS2

01/08/2013

30/11/2013

0.33

0.33

No evidence of risk

NAS_PH03

Monitoring of alcohol intake in the past 12 months - NAS2

01/08/2013

30/11/2013

0.52

0.71

No evidence of risk

NAS_PT01

Has cognitive behavioural therapy ever been offered to the service user? - NAS2

01/08/2013

30/11/2013

0.37

0.41

No evidence of risk

NAS_PT02

Has family intervention ever been offered to the service user? - NAS2

01/08/2013

30/11/2013

0.19

0.20

No evidence of risk

PLACE02

PLACE (patient-led assessments of the care environment) score for food - PLACE

29/01/2014

17/06/2014

0.84

0.90

No evidence of risk

NHSSTAFF04

Proportion of staff appraised in last 12 months - NHS Staff Survey

01/09/2014

31/12/2014

0.95

0.87

No evidence of risk

NHSSTAFF05

Proportion of staff having well-structured appraisals in last 12 months - NHS Staff
Survey

01/09/2014

31/12/2014

0.45

0.41

No evidence of risk

NHSSTAFF06

Proportion of staff receiving support from immediate managers - NHS Staff Survey

01/09/2014

31/12/2014

0.67

0.70

No evidence of risk

MHSAFE51

The proportion of times that the Responsible Clinician has recorded their assessment
of a patients' capacity to consent at first treatment - MHA Database

01/12/2013

30/11/2014

0.87

0.65

No evidence of risk

MHCAR19

Is there a current independent Mental Health Advocate (IMHA) service? - MHA
Database

01/12/2013

30/11/2014

1.00

0.99

No evidence of risk

MHCAR20

Do detained patients have direct access to the Independent Mental Health Advocate
(IMHA) service? - MHA Database

01/12/2013

30/11/2014

0.89

0.94

No evidence of risk

MHEFF106

Proportion of Approved Mental Health Practitioner (AMHP) reports available - MHA
Database

01/12/2013

30/11/2014

0.87

0.77

No evidence of risk

MHSAFE52

Proportion of patients who have their rights on detention explained to them - MHA
Database

01/12/2013

30/11/2014

0.85

0.90

No evidence of risk

Safe

CASMH01A

CASMH01B

CASMH01C

Effective

From

The number of alerts which CAS stipulated should have been closed by trusts during
the preceding 12 months, but which were still open on the date CQC extracted data
from the CAS system - CAS
The number of alerts which CAS stipulated should have been closed by trusts more
than 12 months before, but which were still open on the date CQC extracted data from
the CAS system - CAS
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Domain

Caring

Responsive

Well-led

ID

Indicators - Source

From

To

Observed

Expected

Risk?

CMHSURA18

Respect and dignity: for feeling that they were treated with respect and dignity by NHS
mental health services - CMH Survey

01/09/2013

30/11/2013

8.26

n/a

No evidence of risk

CMHSURA31

Time: for being given enough time to discuss their needs and treatment - CMH Survey

01/09/2013

30/11/2013

7.88

n/a

No evidence of risk

PLACE03

PLACE (patient-led assessments of the care environment) score for privacy, dignity and
well being - PLACE

29/01/2014

17/06/2014

0.88

0.89

No evidence of risk

CMHSURA10

Involvement in planning care: for those who have agreed what care and services they
will receive, being involved as much as they would like in agreeing this - CMH Survey

01/09/2013

30/11/2013

7.73

n/a

No evidence of risk

CMHSURA12

Involvement in care review: for those who had had a formal meeting to discuss how
their care is working, being involved as much as they wanted to be in this discussion CMH Survey

01/09/2013

30/11/2013

8.25

n/a

No evidence of risk

CMHSURA35

Involvement in decisions: for those receiving medicines, being involved as much as
they wanted in decisions about medicines received - CMH Survey

01/09/2013

30/11/2013

7.40

n/a

No evidence of risk

CMHSURA42

Involving family or friends: for NHS mental health services involving family or someone
else close to them as much as they would like - CMH Survey

01/09/2013

30/11/2013

6.81

n/a

No evidence of risk

NAS_SD01

Was the patient provided with written information (or an appropriate alternative)
about the most recent antipsychotic prescribed? - NAS2

01/08/2013

30/11/2013

0.66

0.36

No evidence of risk

CMHSURA16

Support: for the people seen through NHS mental health services helping them
achieve what is important to them - CMH Survey

01/09/2013

30/11/2013

6.34

n/a

No evidence of risk

COM_BEDS

Composite indicator to assess bed occupancy - MHA Database/NHS England

01/12/2013

31/12/2014

n/a

n/a

No evidence of risk

MHSAF65a

Occupancy ratio, looking at the number of patients allocated to a location, compared
with the number of available beds - MHA Database

01/12/2013

30/11/2014

0.94

n/a

No evidence of risk

MHSAF65c

Occupancy ratio, looking at the average daily number of available and occupied beds
open overnight - NHS England

01/01/2014

31/12/2014

0.85

n/a

No evidence of risk

PLACE04

PLACE (patient-led Assessments of the care environment) score for facilities - PLACE

29/01/2014

17/06/2014

0.91

0.92

No evidence of risk

CMHSURA23

Contact: for knowing who to contact out of office hours if they have a crisis - CMH
Survey

01/09/2013

30/11/2013

7.14

n/a

No evidence of risk

DTC46

The ratio of the number of patients whose transfer of care is delayed to the average
daily number of occupied beds open overnight in the quarter, where the delay is
attributable to the NHS or both the NHS and social care - NHS England

01/10/2014

31/12/2014

0.03

0.03

No evidence of risk

MHRES12

Proportion of IAPT referrals with first assessment in the reporting period where people
have waited more than 28 days - IAPT

01/07/2014

30/09/2014

0.24

0.28

No evidence of risk

MHRES13

Proportion of IAPT referrals with first treatment in the reporting period where people
have waited more than 28 days - IAPT

01/07/2014

30/09/2014

0.41

0.36

No evidence of risk

CQC_COM01

Concerns and complaints received by CQC - CQC

25/02/2014

24/02/2015

11.00

22.49

No evidence of risk

PHSOMH01

Fully and partially upheld investigations into complaints - PHSO

01/04/2013

31/03/2014

Less than 3

n/a

No evidence of risk

PROV_COM01

NHS written complaints - HSCIC

01/04/2013

31/03/2014

161.00

175.92

No evidence of risk

MONITOR01

Monitor: risk rating for governance - Monitor

02/03/2015

02/03/2015

Monitor risk rating:
No evident concerns

n/a

No evidence of risk

TDA03

NHS Trust Development Authority escalation score - TDA

Not included

Not included

Not included

Not included

Not included

FLUVACMH01

Proportion of Health Care Workers with direct patient care that have been vaccinated
against seasonal influenza - Department of Health

01/09/2013

31/01/2014

0.50

0.41

No evidence of risk

MHWEL137

Proportion of days sick in the last 12 months for medical and dental staff - ESR

01/01/2014

31/12/2014

0.02

0.02

No evidence of risk

MHWEL138

Proportion of days sick in the last 12 months for nursing and midwifery staff - ESR

01/01/2014

31/12/2014

0.06

0.05

No evidence of risk

MHWEL139

Proportion of days sick in the last 12 months for other clinical staff - ESR

01/01/2014

31/12/2014

0.05

0.05

No evidence of risk

MHWEL140

Proportion of days sick in the last 12 months for non-clinical staff - ESR

01/01/2014

31/12/2014

0.05

0.04

Risk

NHSSTAFF16

Proportion of staff reporting good communication between senior management and
staff - NHS Staff Survey

01/09/2014

31/12/2014

0.27

0.31

No evidence of risk

NHSSTAFF20

Proportion of staff feeling pressure to attend work when feeling unwell in the last 3
months - NHS Staff Survey

01/09/2014

31/12/2014

0.24

0.21

No evidence of risk

GMC_MH01

General Medical Council enhanced monitoring - GMC

31/03/2015

31/03/2015

No concerns

n/a

No evidence of risk

NTS12

General Medical Council national training survey – trainee's overall satisfaction - GMC

26/03/2014

08/05/2014

Within the middle
quartile (Q2/IQR)

n/a

No evidence of risk

STASURBG01

Proportion of staff who would recommend the trust as a place to work or receive
treatment - NHS Staff Survey

01/09/2014

31/12/2014

0.59

0.63

No evidence of risk

MHRES17

Proportion of wards that have community meetings - MHA Database

01/12/2013

30/11/2014

1.00

0.92

No evidence of risk

WBLOW_MH01

Snapshot of whistleblowing alerts received by CQC - CQC

04/03/2015

04/03/2015

0.00

n/a

No evidence of risk

02/03/2015

4: no evident
concerns

n/a

No evidence of risk

MONITOR02

Monitor: continuity of service rating - Monitor

02/03/2015

Suppression: We apply a strict statistical disclosure control in accordance with the HES protocol to all published data. This requires that small numbers are supressed to prevent individuals being identified and to ensure that patient confidentiality
is maintained. An asterisk (*) in the observed column indicates a suppressed value between 1 and 5.
Not applicable or N/A Values: “n/a” is used to mean either that an expected value is not relevant to a specific indicator because the indicator is rules based or the indicator does not have an observed value.
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Encl. 5.5

Meeting of:

Board of Directors

Date:

29 July 2015

Subject:

Clinical Quality Dashboard Exception Report.

Presented by:

Sheila Lloyd, Executive Director of Nursing, AHP’s and
Governance

Authors:

Gill Murphy, Associate Director for Quality and Governance,

Purpose:

For monitoring and assurance

Relationship to strategic objectives:
X

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

X

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

x

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
Non-compliance to agreed KPI’s for:- CPA, HONOS, MH clustering and
safeguarding training.
Recommendation(s):
To receive as assurance that KPI’s are being monitored and managed.
Equality & Diversity implications:
None to consider
Page 1 of 4
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Regulatory and Compliance matters:
X
x

Monitor:
Care Quality
Commission:
Other:
None:

Safety, effective, responsive, caring and well led.
CCG contracts

Previous consideration
Board
Audit

Business &
Performance
Other

Quality & Safety

None

Page 2 of 4
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QSSG

Exeption report from June 2015 data.
The full clinical quality dashboard is reviewed and monitored through the monthly
quality and safety steering group, with the outcome to escalate to the BOD by
exception only.
Safety
Mental health teams are still struggling to ensure at least 95% patients on CPA have
an up to date care plan. A recovery plan is in place, being led by Melvena Anderson
& Wendy Ashton, strengthening the CPA policy and compliance to it, supported by
staff training.
Current compliance as at June 15, 73.86%
Clinical Effectiveness
Mental health teams are proactively working to improve the compliance to MH
clustering, with the main concern related to addressing the backlog of patients with a
cluster review overdue.
Current position – Sandwell 1831 & Wolverhampton 1090.
Percentage of patients with a HONOS score is also not achieving 95%. A remedial
action plan is in place to address this deficit. Currently 337 patients require review by
medical staff across the patch. This action plan is being led by Melvena Anderson.
Patient Experience
Nothing to escalate
Workforce
The Associate Director for Quality and Governance and the Associate Director for
Safeguarding have met with the CCG’s this month to clarify the position and actions
required to ensure the right staff within our services receive safeguarding training.
The CCG appreciated the work we have done and the work still required and HAVE
agreed not to penalise the trust unless we fail to meet the agreed targets by
December 2015. An agreement was met being:
95% staff to be trained in safeguarding children level 1,2,3 and safeguarding adults
1,2 by December 2015.
Current position
SG Children 1

95.8%

SG children 2

77.5%

SG children 3

61%
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SG adults 1

95.8%

SG adults 2

13.4%

The challenge being SG adults level 2, and a recovery plan is in place with additional
half day training being provided.
In relation to SG adults level 3 training, the CCG supported that staff need to be
trained at level 2 and embed their training before moving onto level 3. It was agreed
that the 95% compliance to level 3 will be December 2016.

Please refer to the workforce report for additional information.
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Encl. 5.6

Meeting of:

Board of Directors

Date:

29 July 2015

Subject:

Hard Truths Commitments Regarding the Publicity of
Staffing Data – May and June 2015

Presented by:

Sheila Lloyd, Director of Nursing and Quality

Author:

Joyce Fletcher, Deputy Director of Nursing; Divisional
Managers, Hywel Morris; Head of Business Intelligence,
Corporate Governance

Purpose:

Approve

Relationship to strategic objectives:
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
None

Relationship to High Level Risks:
None
Recommendation(s):
To consider and approve the contents of the report
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Equality & Diversity implications:
None
Regulatory and Compliance matters:



Monitor Compliance
Framework:



Care Quality
Commission:



NHS Constitution:

Systems are in place to ensure the provision of
accurate and timely information
The licensee’s governance systems ensure effective
oversight of the quality of care it provides
Services are Safe; Effective; Well Led; Responsive
and Caring
Principle 3: The NHS aspires to the highest
standards of excellence and professionalism

None:
Previous consideration
Board

Business &
Performance

Audit

Other

Quality
&
Safety

The schedule of meetings
does not currently allow for
this to go to QSSG first
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None

Executive Summary
The report presents the most recent upload to the National Unify System for
planned v actual staffing of Registered Nursing and Health Care Support
Workers (HCSWs) for the months of May (Appendix 1) and June 2015
(Appendix 2).
The reports provide a detailed comparison of actual v planned staffing including
bank and agency use. It includes the bed occupancy levels for each of the
wards/units aggregated for the month of April 2015 to aid analysis of staffing
levels/ establishments based on numbers of beds occupied.
A data set of five patient safety related incidents has also been included to
support analysis of impacts upon clinical care that may be correlated with staffing
levels; medication errors, falls, absconds, patient to patient assaults and patient
assaults to staff.
Appendices 1 and 2 have been improved to highlight (yellow font on green cells)
higher than planned staffing levels during the month for each unit in excess of
150%. The majority of higher than planned staffing levels are to cover increased
clinical/patient safety management needs so the exception reports on each
appendix only explain where staffing levels were higher for any other reason.
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Safe Staffing Summary For Board Reports - May 2015
Appendix 1

WTE
Day

May-15
Specialty

Page 183

Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Old Age Psychiatry
Old Age Psychiatry
Old Age Psychiatry
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability

Incidents
Site

Ward

Hallam Street Hospital
Hallam Street Hospital
Hallam Street Hospital
Heath Lane
Penn Hospital
Penn Hospital
Edward Street Hospital
Edward Street Hospital
Penn Hospital
Hallam Street Hospital
Heath Lane
Heath Lane
Orchard Hills
Pond Lane
Ridge Hill
Suttons Drive

Abbey
Charlemont
Friar
PICU
Brook
Dale
Chance
Salter
Meadow
Newton
Gerry Simon
Penrose
Daisy Bank
Pond Lane
Ridge Hill
Suttons Drive

Total (All Wards)

Beds Occupancy

Absconds

Falls

Medication

Qualified
Assaults on Assaults on
Planned
Staff
Patients

10% Tolerance
Fill Rate

Night
HCSW

Qualified

HCSW

Day

Night

Actual

Planned

Actual

Planned

Actual

Planned

Actual

Qualified

HCSW

Qualified

HCSW

Key
<90%
90-99%
>100%

18
18
18
12
20
16
18
22
16
4
15
10
8
5
9
8

82%
80%
77%
84%
92%
86%
84%
78%
95%
84%
94%
79%
88%
100%
51%
61%

1
2
7
0
2
1
0
0
0
0
0
0
0
0
2
0

0
5
1
0
1
0
9
1
8
0
0
1
0
0
0
0

0
5
10
0
11
0
0
3
6
0
15
0
0
0
0
0

5
2
1
20
1
1
15
1
7
0
5
8
2
0
1
0

2
2
1
11
0
2
2
1
7
0
3
4
1
0
1
0

124
124
124
186
186
186
124
124
124
62
186
62
62
31
124
62

149
125
147
164
199
182
116
131
201
76
194
81
73
31
112
69

124
124
124
248
124
124
248
186
155
62
310
124
124
62
310
124

204
245
194
415
148
132
569
209
264
100
472
162
118
74
233
139

62
62
62
62
62
62
62
62
31
31
62
31
31
31
31
31

64
66
63
66
72
63
62
62
70
31
62
31
31
31
31
31

62
62
62
124
62
62
62
62
93
31
124
93
93
31
124
62

100
93
83
208
72
63
240
71
111
30
131
105
95
40
106
62

120%
101%
119%
88%
107%
98%
94%
106%
162%
123%
104%
131%
118%
100%
90%
111%

165%
198%
156%
167%
119%
106%
229%
112%
170%
161%
152%
131%
95%
119%
75%
112%

103%
106%
102%
106%
116%
102%
100%
100%
226%
100%
100%
100%
100%
100%
100%
100%

161%
150%
134%
168%
116%
102%
387%
115%
119%
97%
106%
113%
102%
129%
85%
100%

217

83%

15

26

50

69

37

1891

2050

2573

3678

775

836

1209

1610

108%

143%

107%

133%

Day Hours
13.57
13.57
13.57
13.57
14.5
14.5
13.57
13.57
14.5
13.57
13.57
13
13
12.65
14
12

Night Hours
10.43
10.43
10.43
10.43
9.5
9.5
10.43
10.43
9.5
10.43
10.43
11
11
11.35
10
12

Allied Health Professional Staff
Whilst nationally, safe staffing reporting requirements focuses on registered nursing and HCSWs, it is important to ensure that the value and
contribution of AHPs and psychology in the delivery of safe staffing levels on our inpatient wards and units is recognised.
Mental Health Services - Occupational therapy, physiotherapy and speech and language therapy staff are fully integrated into ward teams,
undertaking relevant training i.e. MAPA and psychology staff provide direct patient support on the wards/units.
Learning Disabilities Services - Partial integration of AHP staff into ward teams as staff working between inpatient and community

Exception Reports
Macarthur PICU 88% Qualified Day Staff ;
Vacancies: 5 x Band 5 Staffing levels were overall higher and incidents reported involving assaults on staff and patients were an increase on last
month, however there is no correlation between the increase in reported incidents and staffing levels. Incidents were due to the level of symptoms
associated with the relapse of individuals.
Ridge Hill, Dudley: 75% HCSW Day Staff and 85% HCSW Night Staff
Continuing the theme of previous months, bed occupancy levels remain low and were only 51% in May - the continued staffing reduction reflects this
Meadow Ward 162% Qualified Day Staff ; 170% HCSW Day Staff ; 226% Qualified Day Staff ; 119% HCSW Night Staff
Actual staffing levels were higher than planned throughout the month of May because following ward development meetings with service
management and a review of current establishment levels. The spreadsheet does not yet reflect the new planned staffing levels.
Newton House 161% HCSW Day Staff there were extra day staff on duty as a result of increased patient activities.

Abbey
Charlemont
Friar
PICU
Brook
Dale
Chance
Salter
Meadow
Newton
Gerry Simon
Penrose
Daisy Bank
Pond Lane
Ridge Hill
Suttons Drive

Total
127%
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Safe Staffing Summary For Board Reports - June 2015
Appendix 2

WTE
Day

Jun-15
Specialty
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Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Adult Mental Illness
Old Age Psychiatry
Old Age Psychiatry
Old Age Psychiatry
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability
Learning Disability

Incidents
Site

Ward

Hallam Street Hospital
Hallam Street Hospital
Hallam Street Hospital
Heath Lane
Penn Hospital
Penn Hospital
Edward Street Hospital
Edward Street Hospital
Penn Hospital
Hallam Street Hospital
Heath Lane
Heath Lane
Orchard Hills
Pond Lane
Ridge Hill
Suttons Drive

Abbey
Charlemont
Friar
PICU
Brook
Dale
Chance
Salter
Meadow
Newton
Gerry Simon
Penrose
Daisy Bank
Pond Lane
Ridge Hill
Suttons Drive

Beds Occupancy
18
18
18
12
20
16
18
22
16
4
15
10
8
5
9
8

74%
82%
60%
78%
95%
92%
67%
65%
87%
66%
100%
77%
88%
92%
64%
66%

Absconds

Falls

Medication

2
1
2
1
3
2
0
0
0
0
0
0
0
0
1
0

1
1
0
0
2
0
4
4
4
0
1
3
2
0
1
0

2
12
4
2
11
3
1
2
7
2
1
2
0
0
0
0

Qualified
Assaults on Assaults on
Planned
Staff
Patients
3
0
11
30
5
4
13
0
8
2
4
4
10
0
2
0

2
6
3
18
2
1
6
0
9
1
5
0
3
0
1
0

Site Summary
Edward Street Hospital
Hallam Street Hospital
Heath Lane
Orchard Hills
Penn Hospital
Pond Lane
Ridge Hill
Suttons Drive

Total (All Wards)

217

78%

12

23

49

96

57

10% Tolerance
Fill Rate

Night
HCSW

Qualified

HCSW

Night

Day

Actual

Planned

Actual

Planned

Actual

Planned

Actual

Qualified

HCSW

Qualified

HCSW

Key

120
120
120
180
180
180
120
120
120
60
180
60
60
30
120
60

137
123
129
164
185
182
122
128
178
84
194
68
69
31
100
58

120
120
120
240
120
120
240
180
150
60
300
120
120
60
300
120

219
273
204
465
144
126
444
200
227
60
378
125
138
66
280
114

60
60
60
60
60
60
60
60
30
30
60
30
30
30
30
30

61
59
62
74
60
59
59
59
71
30
61
30
30
30
30
30

60
60
60
120
60
60
60
60
90
30
120
90
90
30
120
60

98
108
79
220
67
72
193
67
104
30
121
90
132
36
135
72

114%
103%
108%
91%
103%
101%
102%
107%
148%
140%
108%
113%
115%
103%
83%
97%

183%
228%
170%
194%
120%
105%
185%
111%
151%
100%
126%
104%
115%
110%
93%
95%

102%
98%
103%
123%
100%
98%
98%
98%
237%
100%
102%
100%
100%
100%
100%
100%

163%
180%
132%
183%
112%
120%
322%
112%
116%
100%
101%
100%
147%
120%
113%
120%

<90%
90-99%
>100%

240
420
420
60
480
30
120
60

250
473
426
69
545
31
100
58

420
420
660
120
390
60
300
120

644
756
968
138
497
66
280
114

120
210
150
30
150
30
30
30

118
212
165
30
190
30
30
30

120
210
330
90
210
30
120
60

260
315
431
132
243
36
135
72

104%
113%
101%
115%
114%
103%
83%
97%

153%
180%
147%
115%
127%
110%
93%
95%

98%
101%
110%
100%
127%
100%
100%
100%

217%
150%
130%
147%
116%
120%
113%
120%

1830

1952

2490

3463

750

805

1170

1624

107%

139%

107%

139%

Day Hours
13.57
13.57
13.57
13.57
14.5
14.5
13.57
13.57
14.5
13.57
13.57
13
13
12.65
14
12

Night Hours
10.43
10.43
10.43
10.43
9.5
9.5
10.43
10.43
9.5
10.43
10.43
11
11
11.35
10
12

Allied Health Professional Staff
Whilst nationally, safe staffing reporting requirements focuses on registered nursing and HCSWs, it is important to ensure that the value and
contribution of AHPs and psychology in the delivery of safe staffing levels on our inpatient wards and units is recognised.
Mental Health Services - Occupational therapy, physiotherapy and speech and language therapy staff are fully integrated into ward teams,
undertaking relevant training i.e. MAPA and psychology staff provide direct patient support on the wards/units.
Learning Disabilities Services - Partial integration of AHP staff into ward teams as staff working between inpatient and community

Exception Reports
Ridge Hill: 83% Qualified Day Staff
Continuing the them of previous months, bed occupancy levels remain low and were only 64%in June and the staffing reduction reflects this
Abbey Ward 183% HSCW Day Staff
Escorting duties were required for one patient to make several visits to Sandwell General Hospital for treatment and another patient to attend the
ECT Suite at Edward Street Hospital

Abbey
Charlemont
Friar
PICU
Brook
Dale
Chance
Salter
Meadow
Newton
Gerry Simon
Penrose
Daisy Bank
Pond Lane
Ridge Hill
Suttons Drive

Total
126%
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Encl. 6.1

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Integrated Performance Report

Presented by:

Tracey Cotterill, Director of Finance
Sue Wakeman, Director of Workforce & OD

Author:

Angus Hughes, Deputy Director of Finance
Paul Smith, Financial Planning and Project Accountant
Julie Darby – Head of Workforce
Hywel Morris – Head of Business Intelligence

Purpose:

Information/Update

Relationship to strategic objectives:
X

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
None

Relationship to High Level Risks:
Failure to meet financial and key performance indicators
Recommendation(s):
The Board are to note the contents of this report
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Equality & Diversity implications:
There are no implications to consider
Regulatory and Compliance matters:
X

Monitor:

Monitor Risk Assessment Framework – CoSRR

Care Quality
Commission:
Other:
None:
Previous consideration
X

Board

Previous
Trust
Boards

Business &
Performance

Audit

Other

Quality & Safety

None

Executive Summary
Financial, Information Performance and Workforce performance for the period
ending 30th June 2015.
Finance;
The key points to note are as follows:









The income and expenditure position for the Trust is a deficit of £738k compared to
an expected deficit of £125k year to date. The forecast deficit for the full year to 31st
March 2016 is £1,944k, compared with the original planned surplus of £302k.
References to overspend against agency relate to the budget in the ledger rather
than the annual plan. This difference arises as posts are not disestablished in the
ledger, thus the agency budget is lower than the anticipated spend. The annual plan
included £4.36m for agency which is in line with forecast.
Patient related income stands at £24,506k year to date, against a budget of
£24,416k. A positive variance of £90k.
The cash balance at 30th June 2015 was £5,237k (£7,799k at 31st May 2015).
The balance sheet for 30th June 2015 shows net current liabilities of £3,622k, an
increase of £679k from 31st May 2015.
The debtor’s position now stands at £5,282k gross (£6,576k at 31st May 2015), with
creditors at £9,834k including accruals but excluding PDC creditor (£12,512k at 31st
May 2015).
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Capital Expenditure incurred year to date is £1,609k, and is overspent against plan
by £937k.

The new Board report format is a summary of the more comprehensive Finance pack which
is presented to Investment Committee.

Performance
- CPA 7 Day Follow up: Quarter 1 performance is 93.1% against a target of 95%. A
high number of fails in April (8 fails) impacted on the ability to acheive this target.
Investigation work has taken place within the group on each individual fail that have
occurred and a log is maintained as to reasons relating to each one. A review of
team operational policies is being undertaken to ensure robust systems and
processes are in place to monitor and report against this indicator. Reports relating
to 7 day follow ups are in the process of being amended to assist with more robust
monitoring.
- CPA 12 Month Formal Review: Quarter 1 performance at the end of Q1 is 95.3%
against a target of 95%.
- Early Intervention New Cases: Annual target of 97 for 2015/16 is on track to be
achieved.
- Delayed Transfers of Care - Quarter 1 performance is 6.4% against a target of
<=7.5%. It is important to note that the number of delayed transfers of care across
inpatient areas for the month of July is anticipated to increase.
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FINANCIAL REPORT JUNE 2015- BOARD ELEMENTS DASHBOARD
1.

Income and Expenditure Summary

The Trust is reporting a year to date deficit of £738k compared to a planned deficit of £125k (variance of
£613kA).
INCOME & EXPENDITURE ACCOUNT
FOR THE PERIOD ENDING 30th June 2015
Favourable Variance + \ Adverse Variance (-)
4
Month 3
Actual
£'000

5

Month 3
Budget
£'000

6
Month 3
Variance
£'000

YTD
Actual
£'000

7
YTD
Budget
£'000

5
YTD
Variance
£'000

F'cast
Actual
£'000

4
F'cast
Budget
£'000

F'cast
Variance
£'000

Chge to
F'cast

Income
Cost and Volume
Community
High Cost Low Volume
Sec 31/Other clinical income f
Education and Training
Catering Income
Other income
Research and Development

6,057
829
519
398
228
13
85
0

6,174
839
495
331
214
13
51
10

(117)
(10)
24
67
14
0
34
(10)

18,443
2,511
1,429
1,197
629
52
247
0

18,521
2,518
1,485
1,031
641
38
153
30

(78)
(7)
(56)
166
(12)
14
94
(30)

73,597
10,377
6,487
4,618
2,290
206
464
0

74,059
10,372
6,812
4,006
2,565
151
363
119

(462)
5
(325)
612
(275)
55
101
(119)

(185)
(13)
96
(171)
168
13
8
0

Total Income

8,129

8,127

2

24,508

24,417

91

98,039

98,447

(408)

(84)

Expenditure
Pay
Pay (Agency)
Non-Pay

(6,185)
(495)
(1,539)

(6,412)
(29)
(1,302)

227
(466)
(237)

(18,339) (19,111)
(1,543)
(159)
(4,565)
(4,041)

772
(1,384)
(524)

(73,753)
(4,256)
(17,675)

(76,706)
(355)
(16,102)

2,953
(3,901)
(1,573)

(24)
25
(736)

Total Op Expenditure

(8,219)

(7,743)

(476)

(24,447) (23,311)

(1,136)

(95,684)

(93,163)

(2,521)

(735)

(90)

384

(474)

61

1,106

(1,045)

2,355

5,284

(2,929)

(819)

Trust Reserves
Depreciation and Amortisation
Interest Income
Interest Payable
PDC dividend expense

248
(173)
2
(43)
(136)

(50)
(184)
3
(43)
(136)

298
11
(1)
0
0

248
(515)
5
(128)
(409)

(150)
(553)
9
(128)
(409)

398
38
(4)
0
0

74
(2,263)
36
(512)
(1,634)

(608)
(2,263)
36
(512)
(1,634)

682
0
0
0
0

174
0
0
0
0

Total Surplus/(Deficit)

(192)

(26)

(166)

(738)

(125)

(613)

(1,944)

303

(2,247)

(645)

EBITDA

Financial Risk Register and Year End Forecast 2015/16
As at 30th June 2015
Worst Case
Scenario 1
£'000

Most Likely Best Case
Scenario 2 Scenario 3
£'000
£'000

Forecast surplus / (deficit)

(1,950)

(1,950)

(1,950)

Total Income Adjustments

(1,017)

0

659

Items in reserves
Discretionary controls
Other Expenditure Items
Total Expenditure Adjustments

0
0
(3,272)
(3,272)

0
0
0
0

0
0
1,219
1,219

Adjusted EBITDA

(6,239)

(1,950)

(72)

(6,239)

(1,950)

(72)

Depreciation and Interest

TOTAL SURPLUS/(DEFICIT) 2014/15 RANGE
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The year to date deficit is made up of contribution from the core business streams of £59k (variance of
£1,046kA), depreciation costs of £515k (variance of £38kF), PDC expense of £409k and other nonoperating items of £127k (variance of £395kF). Included in the non-operating items is £248k within Trust
Reserves (relating to release of provisions/accruals).

Service
Income
Corporate
CYP&F
Learning Disabilities
Mental Health
Expenditure
Corporate
CYP&F
Learning Disabilities
Mental Health

EBITDA
EBITDA %

Month 3
Actual £'000

Month
Month 3
Variance
Budget £'000 £'000

YTD Actual
£'000

YTD
YTD Budget Variance
£'000
£'000

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

Chge to
F'cast

467
1,676
1,531
4,454
8,128

399
1,749
1,560
4,418
8,126

68
(73)
(29)
36
2

1,332
5,100
4,751
13,323
24,506

1,198
5,238
4,679
13,301
24,416

134
(138)
72
22
90

4,609
20,889
19,360
53,181
98,039

4,543
21,189
19,588
53,126
98,446

66
(300)
(228)
55
(407)

218
40
(390)
48
(84)

(2,388)
(1,314)
(1,212)
(3,306)
(8,220)

(2,176)
(1,257)
(1,173)
(3,137)
(7,743)

(212)
(57)
(39)
(169)
(477)

(7,163)
(3,819)
(3,600)
(9,865)
(24,447)

(6,524)
(3,844)
(3,517)
(9,426)
(23,311)

(639)
25
(83)
(439)
(1,136)

(27,520)
(15,566)
(14,480)
(38,119)
(95,685)

(26,090)
(15,623)
(14,428)
(37,023)
(93,164)

(1,430)
57
(52)
(1,096)
(2,521)

(397)
(189)
(6)
(144)
(736)

(92)
3%

383
-12%

(475)

59
-1%

1,105
-12%

(1,046)

2,354
-6%

5,282
-14%

(2,928)

(820)

Total income variance is £90kF year to date, whilst total operating expenditure variance is £1,136kA.
The favourable income variance is due to over-performance in the Corporate, Learning Disabilities and
Mental Health divisions.
The adverse operating expenditure variance arises from pay costs of £612kA. Pay costs of £772kF are
offset by agency pay costs of £1,384kA. In addition there are non-pay costs of £524kA.
The adverse pay costs are primarily attributable to the Mental Health division. Adverse non-pay costs
arise within the Corporate cost centres.

Service
Corporate
CYP&F
Learning Disabilities
Mental Health
EBITDA
EBITDA %

Month 3
Actual £'000

Month
Month 3
Variance
Budget £'000 £'000

YTD Actual
£'000

YTD
YTD Budget Variance
£'000
£'000

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

Chge to
F'cast

(1,921)
362
319
1,148

(1,777)
492
387
1,281

(144)
(130)
(68)
(133)

(5,831)
1,281
1,151
3,458

(5,326)
1,394
1,162
3,875

(505)
(113)
(11)
(417)

(22,911)
5,323
4,880
15,062

(21,547)
5,566
5,160
16,103

(1,364)
(243)
(280)
(1,041)

(179)
(149)
(396)
(96)

(92)
5%

383
-22%

(475)

59
-1%

1,105
-21%

(1,046)

2,354
-10%

5,282
-25%

(2,928)

(820)

The year to date position is primarily attributable to Corporate costs (£505kA), and performance within the
Mental Health division (£417kA).
Agency pay costs are £1,543k year to date compared to a budget of £159k. The adverse variance is 79%
greater than the favourable movement on internal pay costs.
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Forecast Out-turn
At the end of June the full year forecast out-turn is a deficit of £1,944k, a variance of £2,247kA from the
planned surplus of £303k, and an adverse movement of £645k from the prior month full year forecast outturn.
This is made up of contribution from the divisions of £2,354k less depreciation (£2,263k), net interest
(£475k), Trust Reserves of £74k and PDC dividend expense (£1,634k).
Divisional contribution has decreased from the previous forecast by £820k, and is attributable to adverse
movements in Corporate (£179k), CYP&F (£149k), Learning Disabilities (£396k) and Mental Health
(£96k). The adverse movement is due to a £84k decrease in income and an increase in costs of £736k –
all within non-pay costs. There is a favourable movement of £25k in agency pay costs but this is offset by
a corresponding increase in internal pay costs.
Agency pay costs are forecast at £4,256k compared to the original budget of £355k.
variance is 32% greater than the favourable movement on internal pay costs.


2.

The adverse

Note – there are small rounding adjustments between some of the tables
Balance Sheet

2.1. Fixed Assets
The year to date overspend against the plan is due
to the Implementation Strategy - IM&T £40k,
Quayside £253k, Langley £101k and Better
Services Better Care schemes of £538k. The
overspend at Quayside and Langley are as a result
of plan phasing differences. Spend for the full year
on both Langley and Quayside are expected to be
in line with the full year plan. The overspend on
Better Service Better Care schemes is due to the
refurbishment work at Edward Street and Heath
Lane and Daisy bank, which started last year, and
a review of prior year accruals held in the revenue
accrual accounts but relating to capital items is
expected to offset much of this overspend for
month 4. The full year forecast has been increased
by £300k as a result of the recent approval of the
IT strategy.
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2.2. Cash
The graphic
shows cash
being lower than
the original plan.
This is
attributable to
the £1.9m full
year forecast
downturn in
financial
performance,
and reduction in
forecast
liabilities.
2.3. Debtors and Creditors

£000's

4,023

35

158

168

>120
days
378

76%

1%

3%

3%

7%

Current

Current Month Invoiced Receivables
Movement
Prior Month Invoiced Receivables

>30 days

>60 days >90 days

>365
days
520
10%

Total
5,282
100%

↓

↑

↑

↑

↑

↑

5,221

40

194

185

378

557

6,576

79%

1%

3%

3%

6%

8%

100%

Comment
Total debtors has reduced by £1,294k in the month due to NHS England paying £1,568 and Health Education England paying £712k being invoices from April to June . The aged
debt over 365 days has decreased by £37k (there has been a £9k write off in the month - approved at Investment Committee). Overall debtors ageing has worsened slightly in June
with 80% of total debt being less than 90 days old (May: 83%) - attributable to the reduced total balance.

3.

Cost Improvement Programme (CIP)

Year to date CIPs of £672k have been identified against the original budget of £949k. Non-recurrent
savings total £585k.
The full year forecast CIPs total is £4,710k. This is an increase of £242k from the original budget of
£4,468k. £242k of this increase has been identified within the Learning Disabilities division.
The total value of risk associated with these CIPs initiatives is £1,472k and is considered to be all
recurrent.
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4.

Continuity of Service Risk Rating

The Continuity of Service Risk Ratings (CoSRR) is shown below:
Plan
2015/16
Capital Service Capacity

Liquidity
Combined Score

3
2
3

Forecast
2015/16

1
1
1

The original plan indicated a full year Capital Service CoSRR of 3, and a liquidity CoSRR of 2. Combined
these gave the Trust an overall rating of 3.
However, the current forecast results in a Capital Service CoSRR of 1, and a liquidity CoSRR of 1. This
results in the Trust having an overall combined rating of 1. As per recent changes in the Risk
Assessment Framework if either CoSRR indicator is assessed at 1, then the combined rating defaults to
1.
The implications of this could be increased scrutiny by Monitor of the Trust’s financial performance,
planning and sustainability initiatives being considered. The Director of Finance has been in liaison with
the Senior Regional Manager to provide assurance.
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Trust-wide Performance Report - June 2015
National Priorities and Targets

Notes:
- CPA 7 Day Follow up: Quarter 1 performance is 93.1% against a target of 95%. A high number of fails in April (8 fails) impacted on the
ability to acheive this target. Investigation work has taken place within the group on each individual fail that have occurred and a log is
maintained as to reasons relating to each one. A review of team operational policies is being undertaken to ensure robust systems and
processes are in place to monitor and report against this indicator. Reports relating to 7 day follow ups are in the process of being
amended to assist with more robust monitoring.
- CPA 12 Month Formal Review: Quarter 1 performance at the end of Q1 is 95.3% against a target of 95%.
- Early Intervention New Cases: Annual target of 97 for 2015/16 is on track to be achieved.
- Delayed Transfers of Care - Quarter 1 performance is 6.4% against a target of <=7.5%. It is important to note that the number of delayed
transfers of care across inpatient areas for the month of July is anticipated to increase.
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Workforce Performance Report
June 2015
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Honesty and
Openness

Empowerment

Dignity & Respect

Summary
Vacancy Rates
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Agency
Expenditure

Sickness
Absence

Appraisals

Annual
Mandatory
Training Day

• Vacancy rates continue to increase with the rate in June reaching 15.36%, 321 WTE
• This is a rise of 0.92% on the previous month which equates to 25 WTEs

• Year to date agency spend is £1,542,557
• Agency spend in June increased by £94k to £495,276
• This equates to 7.47% of pay bill
• Highest agency spend in June was on Medical £252,911

• Sickness during May decreased by 0.08% from 5.45% in April to 5.37% in May
• Short term sickness increased by 0.44% from the previous month
• The rolling 12 month % stands at 5.63%

•The Trusts annual Appraisal Period ended on the 31st May
• As at the end of June the rate was dropped slightly to 97.8%
• All Groups exceeded the target rate of 95%

• Attendance on the AMTD increased by 3.7% from 85.5% in May to 89.2% in June
• The target for attendance is 95%

Dashboard

Indicator
WTE in Post
Rolling Turnover %
Vacancy Rate

< 4.5%
< 4.5%

5.78%
5.57%
3.15%
2.43%
£107,342

5.05%
4.14%
3.02%
1.13%
£42,576

6.46%
7.41%
5.52%
1.88%
£58,974

5.15%
4.26%
2.26%
2.00%
£38,524

5.63%
5.37%
3.36%
2.02%
£247,416

5.62%
5.45%
3.79%
1.66%
£253,627

Appraisal

95%

98.87%

96.69%

98.58%

96.26%

97.82%

97.89%

Annual Mandatory Training Day %
Specialist Manatory Training Annual
Specialist Manatory Training 3 Yearly

95%
95%
84.5%

88.29%
74.66%
65.63%

88.79%
78.95%
87.08%

88.36%
84.77%
80.57%

92.43%
NA
61.14%

89.23%
78.51%
73.55%

85.46%
79.46%
75.73%
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Sickness Rolling 12 Months %
Sickness % Month May
LT Sickness May
ST Sickness May
Cost of Sickness May

Mental
Trust Target Health
CYP
LD
Corporate Trust
784.18
308.18
314.62
363.56
1770.5
10% 15%
13.23%
22.41%
9.55%
16.44%
15.22%
<8%
14.06%
16.61%
15.24%
17.09%
15.36%

Trust
Previous
Month
Trend
1783.71
15.17%
14.44%

Workforce Profile Staff in Post
•

The total actual establishment in the reporting period
was 1770.5 representing a headcount of 2036

•

Workforce numbers have remained broadly the same in
the past 12 months, however the nursing workforce has
decreased by 11.2 WTE

SIP by Staff Group
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New Starters
There were 11 new starters across the staff groups during
June 2015 equating to a WTE of 10.6
Add Prof
Scientific and
Technic

Additional
Clinical
Services

Administrative Allied Health
and Clerical Professionals

Jun-15

Estates and
Ancillary

Medical and
Dental

Nursing and
Midwifery
Registered

2014-15 Average

Students

Reasons for Leaving
24 people left the Trust during June 2015
Dismissal-Conduct
1
Retirement
3
Voluntary Resignation
20

Workforce Profile Year on Year Comparison
Turnover
The rolling 12 month turnover rate is 15.22%. However
included in this rate are 22 School nurses who were
transferred to another Trust on the 1st April 2015

700.00
600.00
500.00
400.00
300.00

Planned Actions

An Exit Interview Process, approved by the
Business and Performance Committee, is being
rolled out in July

200.00
100.00
0.00
Add Prof
Scientific and
Technic

Additional
Clinical
Services

Administrative Allied Health
and Clerical Professionals

Jun-15

Estates and
Ancillary

Jun-14

Medical and
Dental

Nursing and
Midwifery
Registered

Students

Workforce vacancies
Trust Establishment

Group Establishment
2100

2100
303 267 277 278 277 273 255 236 239 295 296 321

1600

1600

1100

1,784
1,773
1,794
1,777
1,785
1,771
1,790
1,784
1,784
1,783
1,774
1,773

1100

128

600
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600

784

100

100
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May June
Vacancies WTE

Actual WTE

Adult & Older
Adult

75

61

57

364

308

315

Corporate

Childrens

Learning Dis

Actual

Vacancy WTE

•

There are 321 vacancies in June equating to a vacancy rate of 15.36%

•

The Trust is currently undergoing Organisational change in some areas which impacts on vacancy levels as vacancies in these areas are being held

•

As at the 30th June there were 236 vacancies in the recruitment process, with 22 appointees awaiting start 3 of which are newly qualified nurses

Workforce Divisional
Vacancies/Workforce Profile
% Vacancies
25.00%
18.30%

20.00%
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10.00%

A further recruitment event for nurses took place
at the beginning of July.

8.66%

7.10%

5.00%
0.00%
Add Prof
Additional
Scientific and
Clinical
Technic
Services

Planned Actions

15.69%

14.08%

15.00%

20.00%

19.38%

17.45%

Admin and Allied Health Estates and Medical and Nursing and
Clerical
Professionals Ancillary
Dental
Midwifery
Registered

Students

FTE Vacancies
120.00

105.18

To address recruitment issues a Task and Finish
Group to look at “how” we recruit has been
established and an action plan to reduce vacancy
levels has been developed and submitted to the
Business and Performance Committee. The Plan
has 4 focus areas: marketing, recruitment
processes, recruitment methodology, and the
development of an annual recruitment plan to
match expected turnover.

88.81

100.00
80.00

Vacancies are also being reviewed weekly at the
Senior Group Manager meetings.

61.56

60.00

40.00
20.00

9.70

21.78

22.52
9.65

2.00

0.00
Add Prof
Additional
Scientific and
Clinical
Technic
Services

Admin and Allied Health Estates and Medical and Nursing and
Clerical
Professionals Ancillary
Dental
Midwifery
Registered

Students

To ensure that the establishment information in
ESR remains up to date the variation of
establishment and the vacancy authorisation
processes are to be separated and become
electronic processes.

Agency Expenditure
Agency Pay Expenditure By Group June 2015
Corporate,
£77,861

Agency Pay Expenditure By Staff Group June 2015
Medical,
£252,911

£300,000
£250,000
£200,000

Mental
Health,
£250,511

£150,000

A&C, £100,896

Nursing,
£143,442
HCA's , £119,711

£100,000
CYP, £122,349

£50,000

Estates, £12,023

£0

•
•
•
•
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•

LD,
£44,555

Agency expenditure during June was £495,276 representing 7.47% of
the pay bill
Agency spend on Health Care Assistants increased by £51,779 to
12.64% of the pay bill
The largest spend was in Medical, £252,911 representing 25% of the
Medical pay bill
Agency is also being used to cover vacant posts and observations
Pay Expenditure is showing an overspend of £239k in June

-£50,000
-£100,000
-£150,000

Scientific, £133,707

Planned Actions
A temporary staffing action plan is being developed that will incorporate
actions identified using the National Staffing Toolkit , launched by Monitor
and the TDA in June. This action plan will be submitted to the Business and
Performance Committee and the Quality and Safety Committee
Temporary staffing usage is reviewed weekly at the Corporate Executive
Meeting and the Senior Group Managers meeting

Bank Expenditure
Bank Pay Expenditure By Staff Group June 2015

Bank Pay Expenditure By Group June 2015
Corporate,
£35,293

A&C,
£46,493
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Estates,
£22,452
HCA's ,
£208,416

Nursing,
£73,324

CYP, £23,574
Mental
Health,
£200,847

• Bank expenditure in June by increased by £38,917 to £350,685 representing 5.29% of the pay bill
• There has been an increase of £22,274 on bank admin in June compared to May
• There has been a increase of £9,476 in qualified nurse bank spend compared to the previous month

LD, £91,043

Temporary Staffing Booking Reasons
May 2015
Mental Health
Reason
Observation
Other
Sickness
Vacancy
Total
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Reason
Observation
Other
Sickness
Vacancy
Total

Chance
Abbey
Brook Ward Ward
Charlemont Crisis
79
16
371
145
10
10
3
19
2
7
14
13
31
98
129
122
131
388
306

Newton
Gerry Simon House
62
33
57
35
187

Meadow
Dale Ward Friar House Ward
PICU
12
57
132
8
10
12
12
8
12
22
44
86
66
86
56
114
145
252

Learning Disabilities
Orchard
Penrose
Suttons
Hills
House
Pond Lane Ridge Hill
Drive
1
174
80
12
12
5
1
1
1
22
26
23
12
6
2
12
29
99
28
202
116
54
118

Salter Ward Total
266
29
13
18
12
31
139
51
430
129

Total
23
2
44
24
93

• The tables above show the shifts requested through the temporary staffing team for HCSWs and registered nurses
• The highest reason for booking bank shifts in both Mental Health and Learning Disabilities in June was to cover
observations (51.24%) and vacancies (32.53%)
• It is envisaged that the work to reduce the vacancy rate will impact on the use of temporary staff

364
43
190
201
798

1107
103
133
730
2073

Sickness Absence
•

Workforce Absenteeism

•

6.00%

•

4.00%
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•

2.00%

•

0.00%

Jun

Jul

Aug Sep Oct Nov Dec Jan Feb Mar Apr May
Short Term

Long Term

Total

•

Sickness absence levels decreased slightly in May by 0.08% to
5.37%
There has been a decrease in long term sickness absence from
3.79% to 3.36%
In May the most days lost were due to anxiety stress and
depression, cough, cold and flu and gastrointestinal problems
All long term sickness cases are being managed with the
support of the Human Resource Advisers
The highest rate of sickness absence (7.4%) is in the Learning
Disabilities Group
The lowest rate of sickness absence (4.15% )is in Children's
Group

% Sickness Absence by Group
8.00%
6.00%
4.00%

3.15%

2.00%

2.43%

5.52%

3.02%
1.13%

0.00%
Mental Health

Childrens
Short Term

2.26%
2.00%

1.88%

Corporate

LD

Long Term

Planned Actions
The Sickness Absence Policy is currently being reviewed to ensure
that the policy enables managers to properly address sickness
issues
The Trust is currently developing a Health and Well Being Strategy to
ensure that appropriate and proactive support is provided for staff

Recognition letters have been sent to staff who have 100%
attendance in the last one, two and three years
The development of ESR Manager self service is planned to record
and report sickness absence information in real time

Appraisal Compliance
% Appraisal Compliance

% Group Appraisal Rate June 2015

100%

100%

98.87%

96.69%

96.26%

Childrens

Corporate

98.58%

80%
90%

60%
80%

40%
70%

20%
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•
•
•
•

60%

0%
Apr-15
Appraisal Rate

May-15

Jun-15
Target

50%
Mental Health

LD

This years annual appraisal period ended on 31st May 2015 with the compliance rate surpassing the target rate of 95% and reaching 97.89%
At the end of June the Trust rate was 97.82%
The Mental Health Group had the highest compliance rate at the end of June with 98.87% of staff having had and appraisal
Those staff who were not at work during the appraisal period (those on long term sickness absence or maternity leave) were excluded from the
target audience for reporting purposes

Planned Actions
To ensure the 95% rate is maintained throughout the year the appraisal spreadsheet will be updated every month to show when staff returning to
work or new starters will require an appraisal

Annual Mandatory Training Day
•

% of Staff Compliant - Annual Mandatory Training Day
100%

•

80%
60%

•
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40%

•

20%
0%

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

•

Target

% of Staff Compliant - Annual Mandatory Training Day
100%
90%

June

Compliance rates for the Annual Mandatory Training Day
increased slightly in June by 3.7% to 89.2%
To reach the target of 95% extra Annual Mandatory Training
Days are currently taking place. These dates are focussed on
staff who are out of date
The lowest rate of attendance on the AMTD (88.29%) is in the
MH Group
The highest rate of attendance on the AMTD (92.43%) is in
Corporate
Safeguarding level 1 achieved 95.80%

92.43%
88.29%

88.79%

Mental Health

Childrens

88.36%

80%
70%
60%
50%

Corporate

LD

Planned Actions
Mandatory training figures are reviewed at the weekly Senior
Group Managers Meeting
Cancellations and DNA’s receive a telephone call to agree a new
attendance date.
Staff compliance with mandatory training is RAG rated. A list of
all red rated staff will be forwarded to their relevant Directors on a
monthly basis.
A Task and Finish Group has been set up to look at what topics
are to be covered next year and a develop a range of options for
delivery such as e-learning.

Specialist Mandatory Training
% of Staff Compliant - Specialist Mandatory Training - Annual
100%
80%
60%
40%
20%
0%
Apr

May

June
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Target

% of Staff Compliant - Specialist Mandatory Training - 3
Yearly

100%

80%

60%
40%

Annual Specialist Mandatory Training
At the end of June the compliance rate was 78.51%
The % attendance rates for the topics included in Annual Specialist
Mandatory Training are:
• Managing of Actual and Potential Aggression 84.69%
• Immediate Life Support 85.14%
• Moving and Handling 68.48%
• Paediatric Life Support 81.88%
The compliance target is 95%
3 Yearly Specialist Mandatory Training
At the end of June the compliance rate was 73.55%
The % attendance rates for the topics included in 3 Yearly
Specialist Mandatory Training are:
• Conflict Resolution 85.42%
• Promoting Safe and Therapeutic Services 89.59%
• Safeguarding Children level 2 77.47%
• Safeguarding Children level 3 61.03%
As at the end of June the target compliance rate is 84.5%with a
Target of 95% by the end of December 2015

20%
0%
Apr

May
Target

Jun

Planned Actions
Safeguarding Training achieved 96.3% compliance.
The Safeguarding target audience has now been updated in line
with the new Safeguarding Training Strategy. A list of all staff who
are out of date and do not have a booking is being reviewed at the
Planning Day taking place later this month. The target audiences
have been updated and staff informed when no longer required to
attend level 2 training

Ethnicity Profile - Quarter 1
Trust Ethnic Profile 30th June 2015
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100%
81.8%
90%
80%
68.9%
68.8%
67.2%
70%
59.0%
60%
50% 37.7%
40%
29.1%
29.1%
25.6%
30%
14.4%
20%
5.5%
3.8%
3.7%
3.4%
2.0%
10%
0%
Adult & Older Corporate CYP Division
Learning
Trust
Adult Mental Division
Disabilities
Health
Division
Division

BME

White

Not Stated

Planned Actions
The Trust has taken several actions to promote equality and diversity for
staff, including career development workshops, an Equality and Diversity
Steering Group, the establishment of a BME Staff Network and the Fair
Play Strategy.
The Trust has also commissioned a bespoke Programme with a focus on
wellbeing and performance dialogues ensuring that Every Voice is Heard.

•

The Trusts ethnic profile shows that the Trust is more than reflective
of the local BME population with staff from a BME background
equating to 29.1%, a rise of more than 1%, from the last quarter.
The BME population in Sandwell, Wolverhampton, Dudley and
Walsall is 22.86% (Source Census 2011)

•

For Bands 7 and above the BME rate drops to 15.6%. This rate
remains fairly static

% of Band 7 and above Employees by Ethnicity
100%
86.9%
83.6%
82.2%
81.6%
90%
75.2%
80%
70%
60%
50%
40%
30% 16.8%
19.0%
15.5%
14.3%
9.8%
20%
5.7%
3.3%
2.9%
2.1%
0.9%
10%
0%
Adult & Older Corporate CYP Division
Learning
Trust
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Health
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BME
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Case Work and Organisational Change - Quarter 1
New Casework Numbers Per Quarter
8
6
4
2
0
BME

White

Not
Stated

BME

Quarter 2

White

Not
Stated

BME

Quarter 3
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Bullying and Harassment Cases

White

Not
Stated

BME

Quarter 4

Disciplinary Cases

White

Not
Stated

During the first quarter of 2015
2016 there have been 10 new
disciplinary cases. 6 of the staff are
from a BME background.

Quarter 1

Grievance Cases

Capability Cases

1st April 2015 to 30th June 2015
14

15

12

10
5

3
1

1

1

0

0

1

1

0
Mental Health
Redundancies

Childrens
Staff Placed At Risk

Corporate

LD

Trust Totals

Total number of staff still at risk at the end of the quarter

There have been no redundancies
in the reporting period. Of the 14
staff placed at risk only 3 remain at
risk. 11 members of staff have
been redeployed.

Induction Attendance and Checklist Completion - Quarter 1
% of New Starters who have attended Trust Induction
100.00%
95.00%

•

Only Corporate has exceeded the Trusts target of 95% of new
starters attending the Trust Induction

•

Local Induction figures fell in all areas since the last reporting
period., except for Mental Health, who reached 100%
compliance.

98.55%

91.67%
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89.47%

88.57%

90.00%
85.00%
80.00%
Mental Health

Childrens

Corporate

LD

Induction Checklist Completions (% completed with new starters
in the last 12 months
100.00%

Induction attendance in all areas of the Trust, with the exception of
Corporate areas, is below the 95% target. Managers will be
reminded that staff should attend Trust induction on the first 2 days
of their employment.

100.00%
80.00%

63.89%
50.00%

60.00%

33.33%

40.00%
20.00%
0.00%
Mental Health

Childrens

Corporate

Planned Actions

LD

An induction checklist spreadsheet has been introduced for
managers to record when the checklist has been completed. It is
envisaged that this will increase the compliance figures.

Non-Attendance on Internal Training - Quarter 1

Number of Non Attendances at internal training 1st
April 2015 to 30th June 2015
274

•

During the quarter there has been 562 non attendances on
internal training which is a small increase on the figures during
quarter 4 of 2014 – 2015.

•

Non attendance on the annual mandatory training day and the
specialist topics have been included in this figure.

250
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150
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117

100

76

95

50

Planned Actions

0

Mental Health

Childrens

Corporate

LD
As previously mentioned in this report the Trust continues to work
proactively to reduce non attendance on training.
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Encl. 7.1

Meeting of: Board of Directors
Date:

29th July 2015

Subject:

Report from Quality & Safety Committee 11th June 2015

Presented by:

Pauline Werhun, NED - Chair Quality & Safety Committee

Author:

Pauline Werhun, NED - Chair of Quality & Safety Committee

Purpose:

Information

Relationship to strategic objectives:
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
None

Relationship to High Level Risks:
Summary of high level risks and the responsible monitoring groups/committees

Recommendation(s):
To note the summary of proceedings from the meeting of the committee in June
2015 and receive for information

1
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Equality & Diversity implications:
There are no implications to consider.
Regulatory and Compliance matters:
Monitor:

 All aspects of governance assurance

Care Quality
Commission:

 National patient information survey
 Information Governance Toolkit

Other:
None:

N/A
N/A

Previous consideration
Board

Yes

Audit

No

Quality & Safety Yes

Business &
Performance
Other

N/A

None

N/A

N/A

Executive Summary
Executive Summary
At its meeting on 11th June 2015 the Quality & Safety Committee:
1: Received assurance in the following areas:


National Community Mental Health Survey Report 2014 - The RAG rated action plan
was presented to Committee and on-going monitoring will take place in the Divisional
Quality & Safety Group and would in future be presented to the Quality & Safety
Steering Group.



CQC National Care Standards - Committee was informed that Executives would take
a lead on each fundamental standard used by the CQC during assessments and
supported by a named NED Lead and Governor.



High level Risk Register - A report was presented which provided detail of three risks
which are being managed by the QSSG and that each risk linked with a key objective
within the Business Assurance Framework. An update was provided on the high level
risks that had been discussed at Board.



Revised Internal Audit plan -The revised 2015/16 Internal Audit Plan, agreed with the
2

Page 218

Director of Finance and supported by the Audit Committee, was presented.


Equality Impact Assessment (EqIA) -The report identified a review of assessments
undertaken and good practice established.however it was felt that the Trust needed to
promote EqIA’s being carried out on new strategies and service redesign. Committee
recommended that front sheets for all groups/committees should include the question
‘has an EqIA been undertaken?’



Open and Honest Care- Driving Improvement Board Compact- NHS England This
report provided an overview of the Open and Honest Care Programme and highlighted
plans for implementation. It was confirmed that the Board had approved the sign up to
the Open and Honest Care programme.



Quality & Safety Steering Group- Committee received a report from the QSSG Chair
confirming that the clinical dashboard reviewed at the Group has further developed and
now includes workforce information.



Internal Audit Report Internal Audit- Committee received and noted assurance
reports as follows:

-

Trust compliance with CQC Fundamentals of Care - Substantial assurance
Information Governance Toolkit - Substantial assurance
Software Licensing - Requires improvement ( action plan in place)
Remote access - Requires improvement ( action plan in place)
Board Assurance Framework – Substantial assurance



Observation Income-This subject was referred by the Investment Committee for the
quality issues to be reviewed. The report received provided Committee with an overview
of the full scope of work currently being progressed by the Clinical Observation Review
Project Team. An Observation Policy is currently out for consultation and work is
expected to be completed by August 2015. Commissioners are engaged and
Committee will receive a further update at its meeting in August 2015.



Agency Usage-This subject was referred by Investment Committee. .The report
highlighted the need to reduce agency and bank spend across all areas. A work plan was
presented which will be monitored by the Business & Performance Committee. It was
cofirmed that work was being carried out to streamline recruitment and retention
processes as there are currently issues with vacancy approval. Weekly and monthly
reporting by Corporate Executives and Operational Services is taking place and a further
update will be provided at Quality & Safety Committee in October 2015.



Safeguarding Children Annual Report- provided an account of children’s safeguarding
activity across the Trust. The internal safeguarding performance dashboard will offer
assurance that the Trust is meeting the required KPI and CQUIN targets.



Vulnerable Adults Annual Report- provided an account of adult safeguarding activity
across the Trust. The report identified the implications of the New Care Bill 2014, the
importance of successful multidisciplinary partnerships for the protection of vulnerable
adults and the Trust’s Prevention Strategy.
3
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Health & Safety Annual Report- provided an account of health & safety activity across
the Trust. The Committee was informed that since the findings of the Health and Safety
Annual Report dated April 2015, there had been some positive improvements in relation
to risk management, in particular the development of a KPI designed to track and monitor
completion of risk assessments. It was felt that the Trust were slightly behind in
demonstrating full Health and Safety compliance in some basic areas of safety
management, however an action plan had been developed to address the issues.



Information Governance Annual Report -highlighted the considerable changes within
Information Governance across the organisation which had led to the successful
submission of the IG Toolkit showing improvements across various areas within the Trust.
Committee was informed that the work plan would be revised to incorporate new
elements of the toolkit.



Quality & Safety Steering Group Terms of Reference- The updated terms of reference
to support the activities of the Quality and Safety Steering Group 2015/16 was presented
and approved by Committee.



Annual Evaluation of the Quality & Safety Committee- Committee approved the use
of the self - assessment evaluation questionnaire

2, Further assurance required:



Observation income - A further update will be provided in August 2015.
Agency usage - further update on action plan at Committee meeting in October 2015

3: Identified the following issues for further discussion
The following reports were deferred for future meetings:
 Review of Human Resource processes and governance arrangements - August
2015

4
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Encl. 7.2

Meeting of:

Board of Directors

Date:

29 July 2015

Subject:

Report from the Audit Committee

Presented by:

Dr Duncan Walker, NED – Chair of Audit Committee

Author:

Dr Duncan Walker, NED – Chair of Audit Committee

Purpose:

Information

Relationship to strategic objectives:
x

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

x

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

x

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
N/A

Recommendation(s):
To note the report from the committee meeting of 8th July 2015, particularly issue 3
relating to Internal Audit.
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Equality & Diversity implications:
There are no implications to consider.

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

Other:
None:

National requirements regarding local counter fraud

Previous consideration
Board

Business &
Performance
Other

Audit
Quality & Safety

x

None
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Executive Summary
At its meeting of 8th July 2015, the Audit Committee:
1: Received some assurance in the following areas:


Local Counter Fraud (LCF): the Committee received some assurance via the
draft Counter Fraud Annual Report which summarised the key developments
and progress in this area. Some progress has been made in the work plan.



External Audit: the External Audit Partner confirmed an unmodified opinion for
the financial statements.



Internal Audit (IA): the Committee received 10 executive summaries and
opinions for areas audited in 2014/15 (5 substantial, 4 requirement
improvement and 1 insufficient). It reviewed the Internal Annual Report
2014/15 and IA draft terms of reference for work to be carried out in the next
few months. It was concerned about the failure of the Trust to implement a
significant number of IA recommendations, particularly those of high and
medium priority, within the agreed period of time: at the end of May 2015, 47
IA recommendations agreed with management had not been implemented
within the agreed time period.



Financial Reporting- the Committee received assurance about the progress of
the implementation of the fixed asset plan.



Governance- IA offered substantial assurance concerning the work completed
relating to Deloittes assessment of governance arrangements.

2: Identified the following issues for further discussion:


Local Counter Fraud: the resources needed to manage this area should be
reflected upon as the secondee will leave at the end of July 2015 and the
LCFS will be expected to complete the backlog of action points and manage
the day to day activities of this speciality.



External Audit- the Committee met privately with the EAs at the end of the
meeting without management being present and will reflect upon those areas
discussed.



Internal Audit- the Committee is concerned about the progress of the
implementation of some IA recommendations and intends to obtain greater
assurance than this is being monitored more closely.

Page 223

3: Made the following decisions:


LCF- the Audit Committee will continue to monitor the progress in this area as
there are still some concerns about the robustness of the service delivered in
this speciality.



Internal Audit- (1) the Committee will ask Andy Green to liaise with the
relevant director(s) so they are in attendance at the AC should an area s/he
has responsibility for receive an ‘insufficient’ rating in an IA report. (2) The
Committee will ask Andy Green to liaise with the Executive Team with a view
to them reviewing the ‘Recommendation Implementation Update’ quarterly
and taking actions to address the backlog, some of which extend back to
December 2011. The AC believes there needs to be greater accountability
and ownership by directors in this area to ensure greater progress. (3) The
AC expect the appropriate director to ensure the terms of reference for each
IA assignment in their area are appropriate, relevant and the key areas of
concern are therefore investigated. (4) The AC expect the appropriate
director to ensure that when IA recommendations and deadlines are agreed,
s/he has a monitoring process in place so the recommendations are
implemented within the agreed deadline. (5) The Committee will ask the
Director/Associate Director of Nursing, AHPs and Governance to attend the
AC when IA reports are presented in their speciality.



Financial Reporting- the Committee will seek to obtain assurance about the
progress against the action plan for the implementation of software for the
fixed asset register at the September meeting. Similarly, it will monitor the
progress to address the internal control weaknesses highlighted in this year’s
External Audit Report.



Governance- the Committee will request a report from the interim Head of
PMO summarising the status of the work completed on the Deloittes report on
governance arrangement. It seeks further assurance that the programme of
work has been completed, appropriately documented, and that those tasks
incorporated into the review undertaken on sustainability by KPMG have been
addressed. It would also expect further evidence that the Trust is continuing
to implement good governance arrangements.
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Agenda item no.: 5
Enclosure no.: 5.4

Meeting of:

Audit Committee

Date:

8th July 2015

Subject:

Recommendation Implementation Update

Presented by:

Diane Cartwright, Internal Audit Manager

Author:

Diane Cartwright, Internal Audit Manager

Purpose:

Information/Discussion

Relationship to strategic objectives:
X

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

X

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

X

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
Recommendation(s):
The Audit Committee is asked to:
review this update for Trust management’s reported implementation of actions in
respect of agreed Internal Audit recommendations. Where recommendations have
been actioned, documentary to support such implementation has been evidenced
Equality & Diversity implications:
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Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:
X

Other:
None:

NHSFT Audit Code

Previous consideration
Board
Audit

Business &
Performance
Other

Quality & Safety

None
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Executive Summary

Summary of key points:
This paper is to assist the Audit Committee to monitor the implementation by
management of recommendations agreed following Internal Audit work identifying
adverse issues requiring remedial action.
Aim:
Recommendations Tracking RAG Ratings:
Summarised Overview: Changes in RAG Status
Summarised risk priority rating: RAG Status
Recommendations details: RAG Status:
(includes outstanding recommendations only)

Section 1
Section 2
Section 3.2
Section 3.3
Appendix

This paper records the progress as reported by Trust officers in implementation of
actions, agreed to improve risk management, as a consequence of Internal Audit
reviews. The actions are enhancements in control to help secure system objectives
that, in turn, assist in achieving organisational objectives.
Internal Audit reviews cover various areas. Each area has its own risk profile.
Recommendations are allocated a relative priority rating in proportion.
Included within this review at Section 3.3 is a list of the outstanding
recommendations detailed as per the risk priority rating applied at the time of the
review.
As mentioned previously, recommendations raised in 2014/15 and onwards are
being added to the Trust’s Clarizen Project Management System. This should
further improve ownership and enable more regular reporting by the Trust to the
Audit Committee on recommendation implementation. Internal Audit
recommendations have been added to Clarizen, however this has raised a few
discrepancies which are in the process of being addressed, in order to ensure
effective management of recommendation implementation Internal Audit will be
running a parallel system for the foreseeable future.
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1

Aim

1.1

This paper summarises, for Audit Committee information, the rolling status of Trust
management’s implementation of actions in respect of agreed Internal Audit
recommendations. Status as at end May 2015 (with movements since our previous
update for the March 2015 Audit Committee) is summarised in section 3.2. The
Appendix tabulates details as reported by Trust managers and evidence provided on
Internal Audit enquiry.

2

Recommendations Tracking RAG (Red, Amber, Green) Ratings

2.1

Recommendations arising from Internal Audit assignments are each given one of
three priority ratings (as in the “Priority Rating” column of the Appendix). They range,
in increasing order of relative significance within each assignment: Low
 Medium
 High.

2.2

The “traffic lights” in the Appendix indicate RAG action implementation status as
follows:
Red: “High”:
(R) other priorities:
Amber: “Medium”:
(A) “Low”:
Green:
G:
(G or G)
or G:

Action not implemented by originally agreed deadline;
Amber delay criteria exceeded
Action not implemented up to 6 months after original deadline
Action not implemented up to 12 months after original deadline
Reported for first time as implemented (or otherwise addressed)
Originally agreed action deadline not yet exceeded

3

Observations

3.1

Tabulation of Recommendations
Implementation Status as Reported by Management: Appendix
Section 3.3 summarises, for each relevant Internal Audit report:






the recommended actions & managers with whom agreed;
the action priority ratings (see 2.1 above);
the implementation timeframe;
the RAG status (as 2.2 above);
management’s reported comments on progress.

3.2

In addition to the summary section 3.3 lists details outstanding Red and Amber
recommendations by their priority rating (as 2.1 above)

NB

We have not included recommendation details in the Appendix when we have
previously reported them to the Audit Committee as implemented or otherwise
superseded, i.e. the Appendix is a “rolling” list, with, where available, management
comments in respect of relevant items.
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3.3

Overview of Key Changes in Each Report’s Recommendations Status (Details of overdue recs appended)
Total
Position: 31st May 2015

Internal Audit Report Topic

(numbers indicate detail in appendix)

1
2
3
4
5

Page 229

6
7
8
9

Carbon Reduction Strategy (Dec 2011)
Clinical Supervision (Jan 2013)
Quality Indicators (April 2013)
Data Quality: Penn Hospital (June 2013)
Tendering and Procurement (Oct 2013)
Quality Governance Framework (Nov 2013)
Planning, Budgetary Control & Reporting (Jan
2014)
Health Records Management Compliance (Feb
2014)
Patient Privacy, Dignity & Respect (Feb 14)
CQC (May 14)
Incident Management Arrangements (July 14)
IG Toolkit (July 14)
Divisional and Operational Risk Registers (Aug 14)
Assurance Reporting Mechanisms

10 Catering Cash Handling (Nov 2014)
11 Clinical Audit (Sept 2014)
12 NICE (Sept 2014)
Capital Asset Register Management (Nov 2014)
13 Suitability of Counter Fraud Arrangements (Nov
2014)
14 Web Based Penetration Testing (Jan 2015)
15 LAN Based Penetration Testing (Jan 2015)
Expenditure: Pay (Jan 2015)
16 Expenditure: Non-pay (Jan 2015)

Previously Reported Position:
March 2015 Audit Committee

Assurance
Opinions

Report
Recom
mendati
ons

R

A

G

G

R

A

G

G√

Moderate
Insufficient
Substantial
Substantial
Moderate
Moderate
Substantial

9
7
4
16
18
15

8
1
0
2
1
1

0
0
1
0
1
0

0
0
0
0
0
0

1
6
3
14
16
14

8
0
0
2
1
0

0
0
0
0
1
0

0
0
0
2
0
0

1
7
4
12
16
15

5

0

1

0

4

1

0

0

4

Moderate

10

2

0

1

7

1

0

1

8

Moderate
Substantial
Substantial
Substantial
Moderate
Substantial
Requires
Improvement
Requires
Improvement
Requires
Improvement
Requires
Improvement
Requires
Improvement
Requires
Improvement
Insufficient
Substantial
Substantial

5
4
9
9
9
6

0
0
0
1
0
0

1
0
2
1
2
1

0
1
0
2
0
0

4
3
7
5
7
5

0
0
0
0
1
0

1
0
2
0
0
1

0
0
0
0
0
0

4
4
7
9
8
5

9

0

0

5

4

0

2

0

7

16

0

0

14

2

3

4

2

7

7

0

0

6

1

1

3

0

3

10

0

0

9

1

0

0

7

3

17

1

2

8

6

1

4

0

12

7

0

0

5

2

1

1

0

5

10
10
9

0
0
0

1
0
0

1
10
9

8
0
0

0
0
0

2
0
1

0
6
5

8
4
3

See Appendix for “Non-Green”
Details
Numbers of Recommendations (RAG Key: See 2.2 above)
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3.3

Overview of Key Changes in Each Report’s Recommendations Status (Details of overdue recs appended)
Total
Position: 31st May 2015

Internal Audit Report Topic

(numbers indicate detail in appendix)

Assurance
Opinions

Report
Recom
mendati
ons

Previously Reported Position:
March 2015 Audit Committee

See Appendix for “Non-Green”
Details
Numbers of Recommendations (RAG Key: See 2.2 above)

R
17 Healthcare Income & Debtors (Jan 2015)
18 Charitable Funds (Feb 2015)
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Staff Appraisals/Incremental Process (Mar 2015)
Sickness Absence (Mar 2015)
Healthcare Records Management Compliance (Mar
2015)
19 Quality Indicators
Board Assurance Framework (April 2015)
General Ledger & Budgetary Control (April 2015)
CQC (April 2015)
Information Governance Toolkit (April 2015)
Remote Access (May 2015)
Establishment & Vacancy Controls (May 2015)
CIPs (May 2015)
Follow-up of Quality Governance Framework
Software Licensing
Access Arrangements
External Review: Evidencing and Validating
Data Quality: KPIs

Substantial
4
0
Reports not previously included
Requires
4
Improvement
Substantial
4
Substantial
7

A

G

G

R

A

G

G√

0

4

0

0

1

1

2

3

0

0

1

0
0

0
0

3
5

1
2

Substantial

8

0

0

8

0

Substantial
Substantial
Substantial
Substantial
Substantial
Requires
Improvement
Insufficient
Requires
Improvement
Substantial
Requires
Improvement
Requires
Improvement
Substantial
Substantial

5
6
9
4
7

0
0
0
0
0

1
0
0
0
0

4
6
5
4
7

0
0
4
0
0

7

0

0

5

2

17

0

0

17

0

7

0

0

7

0

4

0

0

4

0

8

0

0

8

0

4

0

0

4

0

7
9

0
0

0
0

7
8

0
1

23

24

126

169

342

17

13

75

120
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Outstanding Recommendations detailing applied priority ratings as at 31st May 2015
Internal Audit Review Areas
R
A
High
Medium
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Carbon Reduction Strategy (Dec 2011)
Data Quality: Penn Hospital (June 2013)
Tendering and Procurement (Oct 2013)
Planning, Budgetary Control & Reporting (Jan 2014)
Health Records Management Compliance (Feb 2014)
Patient Privacy, Dignity & Respect (Feb 14)
Incident Management Arrangements (July 14)
Divisional and Operational Risk Registers (Aug 14)
Assurance Reporting Mechanisms
Catering Cash Handling (Nov 2014)
Clinical Audit (Sept 2014)
NICE (Sept 2014)
Suitability of Counter Fraud Arrangements (Nov 2014)
WEB Based Penetration Testing (Jan 2015)
LAN Based Penetration Testing (Jan 2015)
Expenditure: Non-pay (Jan 2015)
Healthcare Income & Debtors (Jan 2015)
Charitable Funds (Feb 2015)
Quality Indicators

8
2
1
1
1
0
0
1

Totals

Low

Total

0
0
3
0

0
0
1
0
0
1
2
0
1
2
4
3
4
1
2
1
1
0
1

3
0
1
0
0
0
0
0
0
0
3
1
1
1
1
0
0
3
0

4
2
1
1
1
1
2
1
0
2
4
3
4
1
1
0
1
0
1

1
0
0
0
0
0
0
0
1
0
0
0
0
0
0
1
0
0
0

8
2
2
1
1
1
2
1
1
2
7
4
5
2
2
1
1
3
1

23

24

14

30

3

47

0
3
1
1
1
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

RAG

Trust Management
Reported Action
Status

(1) Carbon Reduction Strategy (December 2011)



1

Page 232

2

and
 a CMP to be developed for the larger BCP organisation:o explicitly mapped to the 10 NHS component areas
specified in the NHS Carbon Reduction Strategy,
“Saving Carbon, Improving Health”,
o identifying future plans
o and reviewing the practicability or otherwise of
the former SMHFT’s self-imposed carbon reduction
plans.
Develop an action plan to support implementation of the CMP. Action plan
to show measurable outcomes, timeframes and responsible officers
assigned to driven actions.
Milestone reports to be presented to the Exec Comm. confirming progress

4

Consider identifying departmental “green champions” as a means of raising
awareness and promoting beneficial changes

5

To seek synergy with other organisations locally who have expressed an
interest in joint working to support carbon reduction/management schemes

6

8

March 2012
for reporting
of
governance
arrangements

Overall governance arrangements to be clarified in respect of
scope, accountabilities, implementation and reporting,

A business case policy to be developed or the existing Capital Bids Risk
Score document to include financial impact analysis to assist senior
management when assessing capital expenditure requests. This to be
discussed and clarified with the Finance Department
Executive Committee to receive quarterly reports detailing energy and other
relevant utilities usage and associated carbon emissions

Company
Secretary

Company
Secretary

Essential

Essential

CMP issue
to be raised
with EC by
Jan 2012 to
consider
add.
resourcing
CMP issue
to be raised
at Exec
Comm in Jan
2012 and
appropriate
implementati
on action
taken
CMP issue
to be raised
at EC in Jan
2012

R

Update Jan 2015: report on
governance and management
arrangement’s for Carbon Reduction
programme to be presented to CE
for initial consideration by end of
February 2015

R

As above

R

As above

R

As above

Company
Secretary

Required

Company
Secretary

Required

Jan 2012

R

As above

Estates
Manager

Required

April 2012

R

As above
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

9

10

Page 233

5

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Trust Procurement Strategy to include:
o working in partnership with suppliers to take account of
Procurement
Required
whole life cycle of products
Manager
o include carbon management factors as part of the
procurement process
A small working group to be formed to discuss and report on travel
expenses and mileage payments
Company
Merits
Secretary
Attention
Car parking charges and mileage payments based on total
emissions to be considered in the CM implementation plan
(2) Data Quality: Penn Hospital (June 2013)
Capacity & Consent
Divisional
Director
Validation of figures will be carried out for reports to Divisional Care
Required
Governance Boards and Trust Board
Chief
Operating
Officer
Care Planning and Documentation

Agreed
Implementation
Date

RAG

Trust Management
Reported Action
Status

April 2012

R

As above

Interim
Report April
2012

R

As above

December
2013

R

This involves manual checking and
has not taken place from outside of
the division due to gaps in the
performance team and capacity in
other areas. The roll out of the
E.H.R will again allow this to be an
electronic data source for sampling.

R

The amount of audit that is taking
place around health records on a
weekly basis makes this a difficult
task as capacity to be able to do this
is not available. This will be
addressed through the E.H.R which
means that data would not have to
be manual

Divisional
Director
4

Validation of figures will be carried out for reports to Divisional Care
Governance Boards and Trust Board

Chief
Operating
Officer

Required

December
2013

(3) Tendering and Procurement (Oct 2013)
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

1

Summarised Agreed Recommendation

Integra has a call off order capability. A process has been put into
place to use call off order facility. This change requires training for
end users of the system. Therefore a plan will be developed for the
training needs.

Lead Officer
Responsible

Priority
Rating

Essential
Director of
Resources
(DoR)

Page 234

To include more detail in procedures

Required
PPM

4

8

RAG

Trust Management
Reported Action
Status

R

Project Group in place, Head of
Procurement is chair of the group.
Call-off orders linked to e-series,
training pack developed and targeted
training to be rolled out. E-series is
phase 1 of the project and is likely to
be complete in around 12/18 months
– potentially around July 2016

A

Procurement Strategy was due to be
approved by TB in April 2015. It
includes a detailed work plan that
refers to SOPs and policies – work
has started and should be complete
September 2015

R

The policy has been drafted and
issued to the Policy Ratification
Group – confirmation outstanding

R

Not yet possible due to architecture
across the Trust. Pilot E.H.R. 1 ward
and 1 comm. Team in MH with a view
to full roll-out in 18 months.
IT Strategy now agreed at TB

Costing and
Systems
Accountant

DoR
18

Agreed
Implementation
Date

December
2014

December
2014

(4) Planning, Budgetary Control & Reporting (Jan 2014)
Project
Accountant
Budget Management Policy to be reviewed, updated and added to
October
Required
the Intranet
2014
Director of
Resources
(5) Health Records Management Compliance (Feb 2014)
Lead Nurses
Audit tools for assessing compliance with file formats to be used
June 2014
across all Divisions. Results to be collated on a monthly basis and
Required
Divisional
Governance
reports presented to Divisional Care Governance Groups
Leads
(6) Privacy, Dignity & Respect (Feb 2014)
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

1

Summarised Agreed Recommendation

Agree to review the policy with reference to best practice; along with
the results from the Mental Health Division’s pilot of the 15 Steps
Challenge tool.
Need to agree internally the range of approaches that teams can
choose from as one size does not fit all

Lead Officer
Responsible

Deputy
Director of
Nursing
(DDN);
Director of
Nursing &
Professional
Practice
(DNPP)

Priority
Rating

Required

Agreed
Implementation
Date

RAG

31
December
2014

A

Trust Management
Reported Action
Status
The 15 steps challenge programme
is now in place. It has been
undertaken within outpatients and
community services. There is a trust
wide schedule and reports are now
reported through the trust
governance reporting framework.
The Trust privacy, dignity and respect
policy is currently being reviewed
with a revised deadline of March
2015.
Not yet finalised

Page 235
1

(7) Incident Management Arrangements (July 2014)
Incident Reporting Policy to be updated and include:
 references to the DH list of never events for completeness and to
ensure all staff are made aware of them
 the process and requirements relating to the Duty of Candour
Governance
 any changes arising from New Datix
& Assurance
 consistent timescale requirements for managers to open and
Manager
review incidents (3 or 5 days)
30
(GAM)
September
Required
 the responsible committee for RCA and 72 hour report sign off
2014
(Care Governance or Quality and Safety Committee)
Director of
 CAS alert process amendments for consistency (as agreed in
Nursing
Internal Audit Report BCP14-009) - to be detailed within a
(DoN)
separate policy
 the requirement for NRLS reports and any subsequent analysis
and action plans to be reported to the Trust Board.

A

Incident Management Policy
replaced with SOPs. Incident
Management Strategy to be
reviewed
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

8

Page 236

1

6

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

RAG

To continue to reconcile Safeguarding reports to the Local
Safeguarding Boards with the incidents reported on Datix to ensure
the Trust is fully informed of all incidents and appropriate action plans
and monitoring can be put in place. Additional staff training may be
Adults
GAM
required to ensure safeguarding incidents are also reported on Datix.
31st
Required
December
See response to rec. 4 (d).
DoN
2014
The Safeguarding module is to be rolled out for Adult services,
Children’s are still reviewing the system.
In New Datix managers are asked if the incident has been reported
to the Local Authority which will inform the Trust.
(8) Divisional and Operational Risk Registers (Aug 2014)
For the planned review and update of the Risk Management Policy
and Process to include:
 the updated Trust Committee / Governance structure, including Governance
the Quality and Safety Committee and the Quality and Safety & Assurance
30th
September
Steering Group and associated Terms of References
Required
Manager;
2014
Director of
 the revised risk management and risk assessment matrix (clearer
Nursing
explanation of consequence scores)
 the classification of high / significant risks to be those with scores
of 16 – 25 (not 15). Agreed
(9) Assurance Reporting Mechanisms (August 2014)
Agreed that the process for the production of business cycles,
30th
Merits
November
agendas and Terms of Reference for the TB and its sub-committees
CS
Attention
2014
is documented
(10) Catering Cash Handling (November 2014)

A

Trust Management
Reported Action
Status

Been piloted. Reporting done,
need to reduce paper trails of
other aspects. Module will track
everything, which should be in
place by end July 2015.

R

Replaced with SOPS. Risk
Management Strategy still to be
refreshed

A

Not yet completed, March 2015
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

1
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3

2

3

Summarised Agreed Recommendation
Procedures to be documented to support cash handling at various
localities across the Trust. Procedures to include reference to:

Issuing of BCP receipts and recording of same in numerical
order on the G4S spreadsheets

Recording of all BCP receipts, including those cancelled to
ensure consistency of numbering and identification of gaps

Key handovers

Set amount above which variances are to be escalated

Trend analysis of variances
Staff to be suitably trained to undertake cashiering duties at all the
Trust’s catering facilities
Resources identified to undertake cashiering training. Catering staff
to receive cashing-up till training

Lead Officer
Responsible

Priority
Rating

Financial
Controller
(FC)

RAG

Trust Management
Reported Action
Status

Required

28th
February
2015

A

A draft procedure, which will be
owned by Estates was produced
on15th December 2014 and was
provided to Estates for review and
agreement. This will be followed-up
with Malcolm Bumford by the end of
June 2015.

Required

30th April
2015

A

Training to commence July 15

28th
February
2015

R

WIP - work is being done but policy
not yet amended

Director of
Resources
(DoR)
Facilities
Manager
(FM)

Agreed
Implementation
Date

DoR
(11) Clinical Audit (Sept 2014)
Task and Finish group set up to update the Clinical Audit policy to
IADGQ
reflect the organisational changes in approach to clinical audit and
High
DoN
the devolvement of mandatory audits to the divisions
As part of the CA policy and operating procedures - Divisional audit
programmes to:

Be presented and approved by QSSG before/at the start of the
year

Take account of claims, complaints and incidents
IADGQ
High

Ensure that the number of audits to be undertaken within the
DoN
year for each division is appropriate and meets all relevant
clinical, statutory, regulatory, commissioning and other Trust
requirements

Be supported by completed audit planners

Assign leads, start and completion dates to each project

28th
February
2015

R

Audit year will run August to July to
marry in with new doctors starting
work.
Work being done but policy not yet
amended
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

RAG

Trust Management
Reported Action
Status

4

Divisional mandatory clinical audit programmes to make reference to
the BAF and the linkage between the outcomes of clinical audits
undertaken and the BAF to be made explicit - this process to be
defined in the Board Assurance Escalation Framework

IADGQ
DoN

Medium

30th April
2015

A

WIP

6

Service user involvement to be clearly demonstrated within clinical
audit programmes – this to be included in CA policy review

IADGQ
DoN

Medium

28th
February
2015

A

Trying to involve service users

High

28th
February
2015

R

WIP - work is being down but policy
not yet amended

Medium

28th
February
2015

A

WIP - work is being down but policy
not yet amended

Medium

28th
February
2015

A

WIP - work is being down but policy
not yet amended

Medium

28th February
2015

A

WIP - work is being down but policy
not yet amended

7
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10

12

4

The existence of report templates to be reiterated to all divisions to
ensure their use, as detailed within the CA policy appendix 4, and to
IADGQ
be made aware of any changes to the reporting requirements with
DoN
regard to the mandatory audits to be undertaken – this to be included
in the CA policy review
The rationale for full compliance should be clearly stated within the
clinical audit reort to provide assurance to the Trust and to provide an
IADGQ
accurate reflection of the Trust’s performance
DoN
To be included as part of the CA Policy review
To document how the cross boundary issues identified within the
divisional audit programmes are to be addressed, this should include:

Action plans
IADGQ

Audits in other areas
DoN

The dissemination of learning in the Trust-wide Lessons Learnt
quality bulletins
This to be included as part of the CA policy and will form part of the
Leadership for Quality Days held quarterly
(12) NICE (Sept 2014)
To update the Dissemination, Implementation and Monitoring of
NICE Quality Standards and Guidance Policy (Best Practice Policy),
IADGQ
to reflect the current Quality and Safety reporting strucuture.
DoN
This is part of the work of the Task and Finish Group
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

5

Page 239

6

7

7

8

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

To establish a central register to provide a trust-wide position
statement of assurance on the status of each piece of guidance, this
to include:
 Lead division and responsible clinical lead
 Timescales for gap analysis
IADGQ
28th February
High
2015
DoN
 Outcome/action plan
 Evidence of completed actions e.g. training, changes to practice
 Audit results/compliance.
This work will be included in the revised CA Policy
Monitoring to be supported by Governance Assurance Unit
To update the CG136 Self-Assessment form to make it current and
easy to use. Effective gap analysis is required to inform decision
IADGQ
28th February
Medium
2015
making and risk assessment
DoN
Purchase of Healthcare Assure module will negate the need for this
To assess the financial impact of implementing NICE guidance
through:
Incorporating / ensuring a feedback loop for the finance function in
the corporate Quality & Safety fora
 Using NICE costing templates to quantify financial impacts
IADGQ
28th February
Medium
2015
DoN
 Raise financial impacts through the business planning and CQRM
process
 Monitor actual costs against expected through budgetary control
and raise any significant variances
This will form part of the CA Policy
(13) Suitability of Local Counter Fraud Arrangements (Sept 2014)
The Counter Fraud page on the intranet to be expanded to include a
LCFS
31st March
copy of the Counter Fraud and Corruption Policy plus recent articles
Medium
2015
published in the staff weekly bulletin and newsletters
DoR
Risk assessed, targeted presentations to be delivered by the LCFS to
LCFS
31st October
specific staff groups to raise awareness of responsibilities in relation
High
2014
to counter fraud, bribery and corruption
DoR

RAG

Trust Management
Reported Action
Status

R

WIP - work is being down but policy
not yet amended

A

WIP - work is being down but policy
not yet amended

A

WIP - work is being down but policy
not yet amended

A

Policy reviewed – not yet ratified

R

Procurement done
Jeanette doing Estates/HR/Finance
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

Summarised Agreed Recommendation

Lead Officer
Responsible

The Fraud Redress Policy to be revised to ensure it makes reference
to the requirement for the Trust to comply with the NHS Standard
Contract and the NHS Protect Standards for Providers

LCFS

9

11

12
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1

6

8

LCFS to locate examples of protocols from Regional colleagues for
developing departmental protocols, i.e. with local police

Priority
Rating

Agreed
Implementation
Date

Medium
Medium

DoR
LCFS
DoR

RAG

Trust Management
Reported Action
Status

31st
December
2014

A

Not yet ratified

31st March
2015

A

HR & Comms awaiting signature

A

outstanding

A

Still live but being accessed
informally. External – access can
be turned off once everyone is
migrated

R

No decision made as yet

A

Not yet fully actioned

Appropriate processes to be put in place to measure/assess the
impact of anti-fraud controls that are in place – to enable
31st March
DoR
Medium
2015
demonstration of staff understanding of changes to new or existing
policies/processes
(14) Web Based Penetration Testing (Dec 2014)
SSLv2 and SSLv3 should be disabled on Trust devices. In the event ICT Services
that SSLv3 is required the Trust should ensure the TLS Fall back
Manager
30th June
SCSV mechanism is enabled until SSLv3 can be disabled
Medium
2015
The Juniper SSL system is going to be decommissioned which
Director of
should address this issue
Resources
ICT Services
Active Directory password policy should be revised to reflect CESG
Manager
requirements for OFFICIAL rated systems and the Windows 7
31st March
High
2015
operating system utilised by the Trust
Director of
This issue will be discussed and reviewed at relevant Trust forums
Resources
(15) LAN Based Penetration Testing (Dec 2014)
Vulnerability issues which did not result in a direct security
ICT Services
compromise should be reviewed and corrective action taken as
Manager
31st January
deemed necessary and practical by the Trust. Details of these issues
Medium
2015
Director of
have been provided to the ICT Services Manager
Agreed, a review will be undertaken of the devices listed
Resources
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

10

4

Summarised Agreed Recommendation

Lead Officer
Responsible

Priority
Rating

Comprehensive change control and update processes should be
introduced in relation to non-Windows based operating systems and
ICT Services
the services operating on such devices
Manager
The CareNotes “test” server identified as utilising an obsolete Unix
Medium
based operating system shall be switched off. The Trust will review
Director of
the upgrade processes for all non-windows servers and apply
Resources
suitable controls and schedules as we see required
(16) Expenditure: Non-pay (Jan 2015)
Management to discuss with suppliers potential discounts for early
payment of invoices

FC
Low
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IDDoF

Agreed
Implementation
Date

RAG

Trust Management
Reported Action
Status

31st March
2015

A

Still running

30th April
2015

A

Procurement doing a tendering
exercise – Geoff Nixon is working
on this

31st March
2015

A

SFIs to July Board for approval

(17) Healthcare Income & Debtors (Jan 2015)
2

The next iteration of the Standing Financial Instructions has been
drafted and is with execs for approval

Interim
Director of
Finance
(IDoF)

Medium

(18) Charitable Funds (Feb 2015)
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

Page 242

2

Summarised Agreed Recommendation

To complete the database of fund managers and fund purposes then:
 review the transactions posted against each fund to confirm they
have been assigned correctly
 issue fund managers with the Charitable Funds guidance and
payment request / authorisation forms
 refer funds that are no longer required e.g. due to service
changes to the Charitable Funds Committee for approval to
transfer to “general funds”

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

RAG

Trust Management
Reported Action
Status

R

There is an existing database of all
fund transactions. All transactions
posted into the relevant ledger
accounts are fully reconciled on a
monthly basis to the database
totals. Per the Charitable Funds
meeting on 11th June 2015 it has
been agreed that funds will be
categorised into general or specific
funds per division. It has also been
agreed that General Managers are
to be identified and appointed as
fund managers. Now that these
actions have been confirmed the
database will be updated to reflect
this. This will be completed by end
July 2015. There will also be a
Trust-wide communication to
advise/remind people of the
Charitable Funds existence,
purpose and availability. At this
point any un-allocated funds will be
assigned as ‘general’

R

Fund statements will be available
monthly via Integra for the fund
managers (once they have been
identified and appointed). The next
statement will be at the end of July
2015.

Financial
Controller
(FC)
Interim
Director of
Finance
(ID0F)

High

31st May
2015

Financial
Controller
(FC)
3

To issue fund statements to managers at least twice a year for review
and information

Interim
Director of
Finance
(ID0F)

High

31st May
2015
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IMPLEMENTATION OF AGREED INTERNAL AUDIT RECOMMENDATIONS. BASIS: STATUS END MAY 2015
Recom
m Ref.
Nr. in
Internal
Audit
Report

Summarised Agreed Recommendation

4

To embed the governance arrangements for the Charitable Funds
Committee through ensuring:
 the next update of the Standing Financial Orders incorporates the
Charitable Funds Committee’s delegated powers for banking and
investment arrangements in the Scheme of Delegation
 the Committee meets at least twice a year
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3

Lead Officer
Responsible

Priority
Rating

Agreed
Implementation
Date

High

31st May
2015

RAG

Trust Management
Reported Action
Status

R

SFIs to July Board for approval.
Committee meetings ae to be
scheduled at least twice yearly.

A

CPA indicator included in
dashboard, SOP not yet updated

Financial
Controller
(FC)

Interim
Director of
Finance
(ID0F)
(19) Quality Indicators (Mar 2015)
Clinical Dashboard SOP to include details relevant to the indicator for
CPA 12 month review. Such details to indicate a point in time when a
HoBI
CPA review can be classed as complete.
Medium
Agreed – a) CPA 12-month indicator to be included in the 15/16
DoF
dashboard and associated SOP updated and b) work with service
managers to clarify reporting of completed CPA reviews

a) 31st May
2015
b) 30th
September
2015
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Encl. 7.4

Meeting of:

Board of Directors

Date:

29 July 2015

Subject:

Risk Register

Presented by:

Gill Murphy, Associate Director of Governance & Assurance

Author:

Governance Assurance Unit

Purpose:

To discuss

Relationship to strategic objectives:
X

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

X

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
None

Relationship to High Level Risks:
Summary of High Level risks monitored by sub-committees of Quality & Safety
Steering Group.
Recommendation(s):
To receive as assurance that high level risks are being monitored and managed.
Equality & Diversity implications:
None to consider
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Regulatory and Compliance matters:
X

Monitor:
Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit

Business &
Performance
Other

Quality & Safety

None
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X

Executive Summary
The full risk register is pulled as a report from Datix on the first working day of each
month. As a spreadsheet document, this is then manipulated to filter risks managed
by each committee responsible for managing them. The filtered registers are then
distributed to their respective meetings throughout the month. Any changes made
after the date the register is published from Datix will be reflected in the next month’s
register.
There are 20 risks currently on the High Level Risk Register. These are broken down
as follows:






Corporate
Trust Wide
Children’s
Learning Disabilities
Mental Health

0
11
5
1
3

Risks to be approved:

0

Reviewed Risks:

4

Closed Risks:

0

There are currently 143 Risks on the Trust Risk Register, (including 32 which are
ungraded as they are awaiting approval). The Risk Ratings for the 112 currently
stand as follows:
144 Likelihood
1
32

Total
Ungraded
Consequence
5
4
3
2
1

Catastrophic
Major
Moderate
Minor
Negligible

2

3

4

Rare

Unlikely

Possible

Likely

0
1
2
0
0

1
6
2
2
0

1
24
25
6
1

1
17
15
1
0

(sub) Health and Safety Committee
(sub) IMandT Project Board
(sub) Information Governance
(sub) Medicines management
(sub) Professional Advisory Group
(sub) Quality and Safety Steering Group

5
Almost
certain
0
2
5
0
0

High

Moderate

Low

Very Low

20
1
3
1
0
0
0

46
5
5
1
0
5
0

40
3
4
1
1
11
2

6
1
0
0
1
0
1
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Ungrad
ed
32
2
14
1
0
0
0

To
1
1
2

1

(sub) Safeguarding Steering Group
(sub) Workforce Development Group
Business and Performance Committee
Divisional Management Board
Divisional Quality and Safety Group
Divisional Risk Group
Dudley Community Quality & Performance
Group
Investment Committee
Specialist Mental Health Quality &
Performance Group

0
3
6
4
1
0

5
4
0
10
2
1

1
1
0
3
5
6

2
0
0
0
0
0

1
1
2
4
0
1

0

2

1

1

2

0

2

0

0

0

1

3

1

0

4

2

1

The risk registers are currently under review by all divisions to ensure all risks
identified are true risks and actioned appropriately
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Risk Type
Operational
Risk
Operational Risk

15/06/15

Operational Risk

Children,
Young
People &
Families

Operational Risk

Operational
Risk

RA15

Pre-School
Service Risks Inadequate
Clinical
Information
Systems

Children,
Young
People &
Families

RA18

Title

Lack of Tier 4
Beds in Black
Country area

28/07/14

15/06/15

Admin Physio

19/03/15

Children,
Young
People &
Families

Children,
Young
People &
Families

31/03/14

404

Ref

Date of
Ratification

Opened
27/01/15
28/10/13

ID
353
158

Children,
Young
People &
Families

281
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136

Division

Paediatric
Physiotherapy Lack of
functionality on
NCRS

Description

Handler

Responsible
Committee
(Monitoring)

CAMHS lack of tier 4 beds, patients may be admitted to adult beds or remain in 136/Police custody.

Writtle, Mrs Lesley Associate Chief
Opperating Officer

Business and
Performance
Committee

Williams, Joy Interim Service
Manager - PreSchool
Services

(sub) IMandT
Project Board

Hemmings,
Jacqueline - Team
manager - Paed
Physiotherapy

(sub) IMandT
Project Board

Although the Health Visiting service is providing regular performance data to commissioners it is currently still reliant
upon inefficient and time intensive manual counting. The potential impact upon the service of this is:
- Children who require a service could be missed due to fragmented nature of data collection
- Loss of clinical time due to duplication of activity recording
- Reputational damage and potential loss of commissioner confidence if timely and accurate performance data is not
provided
Due to the lack of functionality on NCRS to record clinical information and manage caseload activity a standalone
database is currently in use within Paediatric Physiotherapy. Due to reduced capacity within the clinical team and lack
of admin support there are difficulties in ensuring that information is kept up to date. Therefore there is a risk that
children due follow-ups will not be notified and re-assessment information will not be added to the database.

The C&F service is presently experiencing a high volume of referrals requiring urgent input and the resource within the
service is insufficient to meet the needs of the client group.
This has resulted in an increase in the waiting time for treatment and the waiting time from referral to 1st contact. The
Child and Family increase in wait could lead to more children and young people presenting in crisis which would impact upon the crisis
Service
team which is already below capacity. There is also potential for the increase in tier 4 bed use for which there is a
Wolverhampton national shortage. Routine cases may also experience delays in accessing the service as urgent referrals are prioritised.
(CAMHS)
Delays in accessing the service may impact negatively upon the reputation of the service and also result in an increase
in complaints.
The issues within the service will lead to young people experiencing longer episodes of untreated mental ill health and
this will impact on the recovery time
The Crisis and Home Treatment Team in Wolverhampton is currently commissioned to provide an 8am - 8pm service 7
days a week. Previously this service was delivered by 4.0 WTE staff which was insufficient to provide the Home
Treatment aspect of the service. Due to maternity leave and unfilled vacancies the current staffing is 1.6 WTE and this
Wolverhampton
level of staffing is insufficient to meet current workload. However in 7 weeks time (mid August) the deputy manager is
CRISIS Service
leaving and therefore the team will be 0.6 wte.
Risks
The staffing has since reduced again and will be at 0.6 within 6 weeks if remedial action is not taken

Harrison - Frazer ,
Divisional Quality
Wendy - Clinical
and Safety Group
Pyschologist- CAMHs

Harrison - Frazer ,
Specialist Mental
Wendy - Clinical
Health Quality &
Pyschologist- CAMHs Performance Group

Corporate Risk

Clinical/Operational - 16

29/05/15

30/01/14

191

Learning
Disabilities

Deprivation of
Liberty
Safeguards
(DoLS)

Deprivation of Liberty Safeguards (DoLS). To be assessed in April 2014, following the Supreme Court ruling of March
2014. All Learning Disability Inpatients to be reviewed against the new criteria/questions, with regular reviews and
updates and appropriate requests for authorisation. The risk for the Trust is illegal detention of informal patients in
terms of MHA status. This risk will be added to the risk register in April 2014, following appropriate scope and
assessment of each Unit in the Division.
Humphries, Mr Scott - Divisional
24.11.14 : The additional risk is that local authorities are not (a) responding on time, and (b)are unable, at times, to
General Manager - LD Management Board
give review dates. This is a risk for the Trust as, if review dates and authorisations are not given, the Trust could be, in
effect, depriving people of their liberty outside of legislation. This requires Trust level monitoring as a safeguard. Even
though, the correct processes are being followed by the Trust there is an inherent risk clinically.
5.12.14: There are delays in receiving paperwork and renewal dates episodically across the division which is a
significant risk. Currently 5.12.14 there is one patient for whom no paperwork has been received (Dudley)

Operational Risk

Mental
Health

C1 2014/15

12/08/14

293

Significant environmental concerns regarding the layout and quality of the fabric, fixtures and fittings of the ward
inconsistent with a safe experience and CQC standards.
Patient Safety /
Issues include inadequate bathing and showing facilities, limited separation of genders, lack of storage for wheel chairs
Chance Ward Mason, Debbie and hoists, IPC concerns (fungi growing in bathroom), heavy doors especially to patient toilets, ligature risk (curtain
Project Director
Environmental
rails, taps, windows, door furniture), inappropriate locks, quality of fittings, cleanliness (sealant around hob degraded,
concerns
flooring damage, general decoration and level of modernisation.

Divisional
Management Board

21/01/15
29/05/15

Operational Risk

12/02/15
15/06/15

Mental
Health

Operational Risk

359
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Mental
Health

403

Requires significant investment to address concerns via a full refurbishment.

Heath Lane
Staff Alarm
System

Macarthur

The existing alarm system has suffered a number of recent breakdowns leaving staff and patients vulnerable. The
system has a long time to activate (10 seconds for button, 20 seconds for cord). The system cannot cope with more
than one activation at a time. The system does not accurately identify specific locations.

O'Brien, Jim Divisional
Divisional Governance
Management Board
Coordinator

Violence and aggression

O'Brien, Jim (sub) Health and
Divisional Governance
Safety Committee
Coordinator

Operational Risk
Strategic Risk

(sub) Workforce
Darby, Julie - Head of
Development
Human Resources
Group

There is a lack of a clearly defined plan for improving the current inadequate IT infrastructure and developing fit for
purpose IT systems. A variety of current problems exist which include:
- Absence of electronic health records
- Lack of access to activity data (due to 3rd party ownership of systems)
- Lack of agile solutions for community staff, e.g. portable devices to support remote working at schools, GP practices,
children centres, etc.
- Lack of a single IT network including shared access to network drives for community staff
- Slow and unresponsive applications (outlook, office etc) when remotely connected to the network
- Inadequate support to resolve problems (called passed between helpdesks at DGH and BCPFT and lack of timescales
and urgency for resolving requests)
- Out of date equipment and software (operating systems, mobile phones, web browsers)
Without a credible and timely plan to address these problems there are risks that:
- non adhearance to Quality Plan.
- Services will be lost due to competitive tendering
- Information sharing within the trust and externally is impeded which may pose clinical risks
- Information being provided to give assurance re performance and activity is incomplete or inaccurate
- Loss of capacity and staff time due to inefficient working when IT is slow and unresponsive
Performance Systems - Inability of systems to provide accurate information and reliance on 3rd party for access may
result in non-reporting of datasets to commissioners and resultant fines or potential decommissioning of services

Operational Risk

4 - Operational Plan 14/16

Trust Wide

Recruitment

Failure to recruit to current level of vacancies and in particular to recruit to appropriate level for key staff/managerial
posts.

Lack of IT
Strategy &
Inadequate
Infrastructure

Operational Risk

Lack of IT Strategy & Inadequate

Trust Wide

CS4

30/06/14
30/09/14

22/04/15

01/04/14
01/10/13

03/03/14

210
22

144
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Trust Wide

Lack of clinical space to see clients, it is inappropriate or undesirable to use home visit

Anderson, Melvena Divisional
General Manager –
Management Board
Planned Care

The Trust may not be able to demonstrate compliance against CQC core standards.
There is a lack of robust systems for effective records management arrangements across the Children, Young People
Health Records
and Families division. This may result in patient care being compromised, CQC standards not being met, breaches of
patient confidentiality and fines from the Information Commissioner.

Writtle, Mrs Lesley Associate Chief
Opperating Officer

Operational Risk

Trust Wide

HR1

03/06/15
10/10/14

23/06/15

402
327

Trust Wide

Lack of Clinical
space

Temporary
(Bank) Staff

(sub) Workforce
Darby, Julie - Head of
Development
Human Resources
Group

Ability to provide essential staff cover is compromised because of a shortage of appropriately skilled and traing bank
workforce, which could lead to reduced quality of services and breach of regulatory standards.

(sub) IMandT
Project Board

(sub) Information
Governance

Strategic Risk
Strategic Risk

1 - Strategic Plan
14/19

Trust Wide

Strategic Risk

2 - Strategic Plan
14/19

Trust Wide

Strategic Risk

HR2

Trust Wide

5 - Strategic Plan

10/10/14
30/06/14
19/06/14
30/06/14

10/10/14
01/04/14
01/04/14
01/04/14

328
203
202
206
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Trust Wide

Leadership

Failure to develop the capacity and capability of leadership across the Trust

Environmental Increased demand due to aging population, continued economic issues, continued pressure on acute services and
& Demographic parity in mental health resulting in squeeze on overall funding levels to commissioners.

Oates, Abigail - Head (sub) Workforce
of Learning &
Development
Development
Group

Campbell, John Executive Director of Business and
Strategic Planning,
Performance
Business
Committee
Development

Political

Campbell, John Executive Director of Business and
Potential change in policy due to the election in May 2015 & potential changes to commissioning landscape as a result. Strategic Planning,
Performance
Business
Committee
Development

Capacity /
Capability

The Annual Plan presents a significant challenge to the Trust, and there may not be sufficient capacity or capability
within the organisation to deliver developments and initiatives identified.
Communicating the risk to sustainability with stakeholders may have reputational impact affecting the ability to win
new business and attract & retain a high quality workforce.
Significant productivity targets required.

Business and
Performance
Committee

3 - Strategic Plan 14/19

Strategic Risk

Trust Wide

4 - Strategic Plan 14/19

Strategic Risk

30/06/14
30/06/14

01/04/14
01/04/14

204
205
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Trust Wide

Economic

The Trust may not be able to invest in estate.

Market

The Trust maybe unable to compete on price for new business and risks losing existing business.
Potential impact to quality if the Trust is forced to reduce prices.
Inability to identify or compete with aggressive marketing of independent sector for new developments or
diversification opportunities to risk sustainability in longer term.

Business and
Performance
Committee

Campbell, John Executive Director of Business and
Strategic Planning,
Performance
Business
Committee
Development

4

4

16

8

19/05/15

25/09/15

Action Plan details can be provided upon request

Morris, Mr Hywel Head of Business
Intelligence

6

4

4

16

4

28/04/15

27/09/15

16

12

16

4

4

16

8

07/07/15

Morris, Paulette Service Manager

22/06/15
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Final approval
to begin the recruitment of the 2 vacant social worker posts within
the Child and Family Service -post to be sent to LA to be advertised
start the recruitment process band 7 - Vaf form to be completed
and recruitment process commenced Wednesday 17th June 2015
Jill Summers to move into the crisis team within the next 4 weeks,
(after handing over her cases from C& F serivice) prior to Anna
B.leaving
begin the recruitment for 2 band 7's fixed term 12months
(30hours)
VAF completed to be presented at the meeting on Wednesday

High

4

High

4

Final approval

16

Final approval

Morris, Paulette Service Manager

Recruit to 8b post -complete the VAF and process for Wed 17th
June
Recruit to band 4 - Complete the Vaf and begin the recruitment
process for Wednesday 17th June 2015

High

30/05/15

16

High

30/04/15

Morris, Mr Hywel Head of Business
Intelligence

High

4

Mitigating Actions

Approval
status

20

Rating
(Target)

Final approval

4

Rating
(current)

Final approval

Review
date

5

Likelihood Consequenc
(current) e (current)

30/07/15

Last Review
Date

16

Continue liaison with commissioners
Monitor activity
Immediate escalation of any child awaiting tier 4 bed

Rating
(initial)

22/06/15

Campbell, John Executive Director of
Strategic Planning,
Business
Development

Manager

16

4

16

4

4

16

12

High
High

Final approval

Final approval
Action Plan details can be provided upon request

High

4

High

4

Instruct Stanley blick to undertake a full assessment and address
any identified concerns with the operation of the system.
Request quote from existing supplier to address Trust and
assessment report concerns
Liaise with SAS for quote for replacement system

Final approval

31/08/15

16

Undertake ligature audit
Escalate concerns through Business and Performance Committee.

Final approval

12/07/15

8

31/07/15

16

18/06/15

4

9

12/06/15

4

16

27/04/15

Mason, Debbie Project Director

16

4

12/06/15
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Campbell, John Executive Director of
Strategic Planning,
Business
Development

4

30/04/15

12

4

4

16

8

4

Oakes, Chris Director of
Workforce &
Learning

16

4

4

16

High

Final approval

31/08/15

High

Additional MAPA training sessions for existing bank staff.
The plan will be in place Jan 14 with a view to resolving the issue
March 14.

Final approval

Action Plan details can be provided upon request

High

16

High

Writtle, Mrs Lesley Associate Chief
Opperating Officer

High

9

Final approval

16

Final approval

4

Trust Board to approve IT Strategy
Draft IT Strategy to be developed for review by Business &
Performance Committee.
Draft IT Structure to be developed and costed for approval by
Business & Performance Committee.
Interim head of IT to be recruited for 6 months to stablise
opperations

Final approval

4

15/05/15

29/05/15

16

Page 256

Campbell, John Executive Director of
Strategic Planning,
Business
Development

16/04/15

10

Implement actions produced as a result of Recruitment Workshops
Develop & Implement a Recuitment Strategy
Develop closer links with local Universities.
Develop recruitment workshops with the involvement of Band 7
staff.
Explore Role Redesign across the Trust

30/05/15

20

8

To ensure the estates strategy includes the provision of
appropriate community clinical space.

21/05/15

4

20

16/03/15

5

5

30/04/15

20

4

16/04/15

Oakes, Chris Director of
Workforce &
Learning

20

16/04/15

Anderson, Melvena General Manager –
Planned Care

8

Campbell, John Executive Director of
Strategic Planning,
Business
Development

16

4

4

16

8

16

4

4

16

8

High

Improved governance and accountability structure for individual
posts and clarity of groups responsible.
Investment in infrastructure to support agile effective working and
increase patient facing time available to clinicians.
Transformation & redesign of pathways to reduce waste and
improve quality to patients.

Final approval

Quarterly refresh of the long term financial model in line with
revised assumptions and/or policy.

High

16

High

4

High

4

Final approval

16

Regular review of demographics & benchmarking data to ensure
that service lines are as competitive as possible.
Joint working with commissioners and what services will not be
provided within the financial envelope.

Final approval
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Campbell, John Executive Director of
Strategic Planning,
Business
Development

Final approval

8

09/04/15

16

29/05/15

4

29/05/15

4

Evaluation of the Leadewrship for Excellence Programme
Further Development of Leadership For Excellence Programme
Development and Implementation of OD Strategy
Additional support for staff on national programmes
Roll out of Managing for Excellence Toolkit

31/10/14

16

26/03/15

Oakes, Chris Director of
Workforce &
Learning

8

31/07/14

High

16

Restructure of Corporate Services to ensure resources are aligned
to Trust priorities.
Development of strategic, commercial development and PMO
roles and the relationship with clinical services.
Service Line Evaluation Project.
Greater engagement with commissioners in their planning
processess.
Benchmarking where possilbe to understand the market position
Review on benchmarking data to highlight specific risk areas and
development of improvement plans.
Deliver productivity improvement plans to ensure competitive
prices.

High

4

8

Final approval

4

16

Final approval

16

4

29/05/15

Campbell, John Executive Director of
Strategic Planning,
Business
Development

4

20/03/15

16

Regular review of capital programme.
Development of partnerships which share Trust Visions & Values.
Rationalisation of estate as part of Estates Strategy to ensure most
effective use of capital.
Measuring progress through integrated performance dashboards
Mock inspections by Board of Directors
Continued involvement in the Care Clusters and pricing
mechanisms used for Mental Health
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Encl. 7.5

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Revalidation Annual Report

Presented by:

Dr Stephen Edwards, Medical Director

Author:

Mandeep Kaur, Medical Staffing Manager (HR)

Purpose:

Information

Relationship to strategic objectives:
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
None

Relationship to High Level Risks:
N/A
Recommendation(s):
For information
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Equality & Diversity implications:
N/A

Regulatory and Compliance matters:


Monitor:



Care Quality
Commission:



Other:
None:

GMC

Previous consideration


Board
Audit

Business &
Performance
Other

Quality & Safety

None

Page 260

Executive Summary

As at 31 March, 2015 the Trust has a responsibility for Appraisal and Revalidation
of 71 doctors, including 41 consultants and 30 middle grade doctors.
For the 71 doctors for which the Trust has a prescribed connection, all but two
doctors received an appraisal. Of the two that did not receive an appraisal, one
doctor was on maternity leave, and the second was on long term sick leave.
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1. Purpose of the Paper
The purpose of this paper is to provide assurance that revalidation is working
effectively within the Trust to ensure that every licensed doctor’s fitness to practice is
monitored and assured on a regular basis.
The purpose of appraisal is a process that aims to give doctors feedback on their
performance during the preceding 12 months, chart their continuing progress and to
identify their development needs.
Revalidation, following appraisal, is the process by which doctors demonstrate to the
GMC that they remain up to date and fit to practice.

2. Background
The Trust has a statutory duty to support the Responsible Officer in discharging his
duties under the Responsible Officer Regulations1 and it is expected that the Trust
Board will oversee compliance by:


monitoring the frequency and quality of medical appraisals in their
organisations;



checking there are effective systems in place for monitoring the conduct
and performance of their doctors;



confirming that feedback from patients is sought periodically so that their
views can inform the appraisal and revalidation process for their doctors;
and



Ensuring that appropriate pre-employment background checks (including
pre-engagement for Locums) are carried out to ensure that medical
practitioners have qualifications and experience appropriate to the work
performed.

3. Governance Arrangements

The Trust has in place a Responsible Officer who sits on the Trust Board. Reports
are presented to the Trust Board when required, and at the end of the appraisal
period.
The Trust also completes quarterly and annual returns to NHS England.
1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The
General Medical Council (Licence to Practice and Revalidation) Regulations Order of Council 2012’
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The Trust maintains an accurate list of prescribed connections via the starters and
leavers process. Any new starters are automatically identified as a prescribed
connection, and removed as part of the checks undertaken upon completion of a
termination form.
The Trust’s electronic appraisal system (Clinical Resource Management System)
has a reporting function that shows an at-a-glance view of the Trust’s medical
appraisal compliance.
The Trust is also, as a designated body, subject to external review by Monitor, CQC
and the GMC.

4.1 Policy and Guidance

The Trust has a Medical Revalidation and Appraisal policy which was implemented
to support the introduction of Medical Revalidation. This is currently due for review
and will take place within the next 3 months.

4. Medical Appraisal
5.1 Appraisal and Revalidation Performance Data
Detailed activity levels of appraisal outputs within Divisions:
Mental Health
 Number of Doctors
 Number of completed appraisals
 Number of doctors in remediation and disciplinary processes

51
49
0

Learning Disabilities
 Number of doctors
 Number of completed appraisals
 Number of doctors in remediation and disciplinary processes

15
15
0

Children, Young People and Families
 Number of doctors
 Number of completed appraisals
 Number of doctors in remediation and disciplinary processes

5
5
0

Exceptions:
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Mental Health Division had 1 doctor on maternity leave and 1 doctor on long
term sick leave during the period up to 31 March 2015. Appraisals for these
doctors will be undertaken for the 2015/16 round.

(See Appendix A)

5.2 Appraisers

The Trust, as at 31 March, 2015, had 21 trained appraisers. The appraisers within
the Trust are Consultants. There could also be scope in the future for the Trust to
consider the Middle Grade Doctors in becoming trained appraisers.
Appropriate training was provided to our Appraisers and Appraisees in October
2014, however the Trust is also exploring the option of this training to be provided on
an annual basis to ensure our Appraiser’s and Appraisee’s are kept up to date.

5.3 Quality Assurance

Quality assurance processes:
Appraisal portfolio:
 All completed appraisals are reviewed and signed off by both the appraisee
and the appraiser. The Responsible Officer undertakes final sign off.
Appraiser:
 All appraisals are reviewed and signed off by the Responsible Officer.
 All appraisal summary reports are reviewed and examples of ‘good practice’
identified and shared amongst all appraisers.
 Appraisees are requested to complete an evaluation questionnaire. Results
are analysed by Human Resources. Analysis of the results will be fed-back to
the appraisers.
 Appraisers complete an evaluation questionnaire of the process followed.
Results are analysed to identify any support required.
 All appraisees undergo 360 degree feedback. Feedback is required from
colleagues, both medical and non-medical, and service users.
Appraisee
 Appraisees are requested to complete an evaluation questionnaire.
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5.4 Access, security and confidentiality

To support revalidation and medical appraisals, the Trust has in place an electronic
appraisal system, Clinical Resource Management System (CRMS) which is webbased. The system enables doctors to complete appraisals electronically, and
allows doctors to upload relevant documents and evidence. Access within CRMS is
based on permissions, with appraisers only having permission to view their
appraisees, and appraisees only having permission to view their own appraisal
documentation.

5.5 Clinical Governance

Corporate data provided for medical appraisals contribute to supporting information,
if requested, includes complaints, activity data at both consultant team level, or
individual doctors, outcomes of specific audits.

5. Revalidation Recommendations

Number of recommendations between April 2014 – March 2015 made by the Trust
was 25.
Positive recommendations made by the Trust was 25.
Deferrals requests were 0:
(See Appendix B)

6. Recruitment and engagement background checks

The Trust, when recruiting doctors and NHS locums, undertakes all necessary preemployment checks in line with NHS Employers Standards guidance, these include
identity checks, right to work checks, employment history and reference checks,
work health assessments, disclosure and barring checks, professional registration
checks and alert notice checks.
When engaging locums through an agency, only agencies that are part of the
national NHS Procurement framework (Health Trusts Europe) are used. These
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agencies have contracted to undertake the same level of checks for any doctors
supplied. (See Appendix C)

7. Monitoring Performance/Responding to concerns and remediation

The process by which performance of all doctors is monitored, is through the line
management arrangements, i.e. through the doctors consultant/Clinical Director.
Where issues of poor performance/capability are identified, this is supported by
reference to the Remediation Policy/Maintaining High Professional Standards.
To date, the Trust has not had to put in place a remediation programme.

8. Corrective Actions, Improvement Plan and Next Steps

Future plans to improve the process of appraisal and revalidation within the Trust
include review of the Medical Appraisal and Revalidation Policy to include a more
robust process of quality assurance and to include the requirements on Clinical
Educational Supervisors.

9. Recommendations

The Board is asked to accept the report. The report will be shared, along with the
annual audit (Annual Organisational Audit) with the Higher Level Responsible
Officer.
To approve the ‘Statement of Compliance’ confirming that the organisation, as a
designated body, is in compliance with the regulations. (See appendix D)
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Appendix A
Audit of all missed or incomplete appraisals audit
Doctor factors (total)

Number

Maternity leave during the majority of the ‘appraisal due
window’

1

Sickness absence during the majority of the ‘appraisal due
window’

1

Prolonged leave during the majority of the ‘appraisal due
window’

0

Suspension during the majority of the ‘appraisal due window’

0

New starter within 6 month of appraisal due date

0

New starter more than 6 months from appraisal due date

0

Postponed due to incomplete portfolio/insufficient supporting
information

0

Appraisal outputs not signed off by doctor within 28 days

0

Lack of time of doctor

0

Lack of engagement of doctor

0

Other doctor factors

N/A

(describe)
Appraiser factors

Number

Unplanned absence of appraiser

0

Appraisal outputs not signed off by appraiser within 28 days

0

Lack of time of appraiser

0

Other appraiser factors (describe)

N/A

(describe)
Organisational factors

Number

Administration or management factors

0

Failure of electronic information systems

0

Insufficient numbers of trained appraisers

0

Other organisational factors (describe)

N/A
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Appendix B
Audit of revalidation recommendations

Revalidation recommendations between 1 April 2014 to 31 March 2015
Recommendations completed on time (within the GMC
recommendation window)

25

Late recommendations (completed, but after the GMC
recommendation window closed)

0

Missed recommendations (not completed)

0

TOTAL

25

Primary reason for all late/missed recommendations

0

For any late or missed recommendations only one primary reason
must be identified
No responsible officer in post

0

New starter/new prescribed connection established within 2
weeks of revalidation due date

0

New starter/new prescribed connection established more than
2 weeks from revalidation due date

0

Unaware the doctor had a prescribed connection

0

Unaware of the doctor’s revalidation due date

0

Administrative error

0

Responsible officer error

0

Inadequate resources or support for the responsible officer
role

0

Other

0

Describe other
TOTAL [sum of (late) + (missed)]
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0

Appendix C
Audit of recruitment and engagement background checks
Number of new doctors (including all new prescribed connections) who have commenced in last 12 months
(including where appropriate locum doctors)
71

Temporary employed doctors

0

Locums brought in to the designated body through a locum agency

11

Locums brought in to the designated body through ‘Staff Bank’ arrangements

0

Doctors on Performers Lists

0

Other

N/A

Explanatory note: This includes independent contractors, doctors with practising privileges, etc. For membership
organisations this includes new members, for locum agencies this includes doctors who have registered with the
agency, etc
TOTAL

82

Past GMC
issues
GMC
conditions or
undertakings
On-going
GMC/NCAS
investigations
BDS

2 recent
references

Name of last
responsible
officer
Reference
from last
responsible
Language
officer
competency

Local
conditions or
Qualification
undertakings
check

Revalidation
due date

Appraisal due
date

Appraisal
outputs

Unresolved
performance
concerns

Permanent employed
doctors

Identity check

For how many of these doctors was the following information available within 1 month of the doctor’s starting date (numbers)

Total
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Permanent employed doctors

71

71

0

71

71

0

71

71

71

0

0

0

71

0

71

71
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Temporary employed
doctors

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Locums brought in to
the designated body
through a locum
agency

11

11

0

0

0

11

11

0

0

0

0

11

0

0

0

0

Locums brought in to
the designated body
through ‘Staff Bank’
arrangements

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Doctors on
Performers Lists

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Other

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

(independent
contractors,
practising privileges,
members,
registrants, etc)

For Providers – use of locum doctors:
Explanatory note: Number of locum sessions used (days) as a proportion of total medical establishment (days)
NB: this section may change as a result of the SCL Project
The total WTE headcount is included to show the proportion of the posts in each specialty that are covered by locum doctors

Locum use by specialty:

Total establishment
in specialty (current
approved WTE
headcount)

Consultant:
Overall
number of
locum WTE
used

SAS
doctors:
Overall
number of
locum WTE
used

Trainees (all
grades): Overall
number of locum
WTE used

5.0 wte

3.0 wte

Total Overall
number of
locum WTE
used

Surgery
Medicine
Psychiatry

112.62

3.0 wte

11.0 wte

Obstetrics/Gynaecology
Accident and Emergency
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Anaesthetics
Radiology
Pathology
Other
Total in designated body (This includes
all doctors not just those with a
prescribed connection)
Number of individual locum
attachments by duration of attachment
(each contract is a separate
‘attachment’ even if the same doctor
fills more than one contract)

122.62

Total

Preemployment
checks
completed
(number)

Induction or
orientation
completed
(number)

Exit reports
completed
(number)

Concerns
reported to
agency or
responsible
officer
(number)

2 days or less
3 days to one week
1 week to 1 month
1-3 months
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Total

3-6 months

2

2

2

2

0

6-12 months

8

8

8

0 (still in
post)

N/A

More than 12 months

1

1

1

0

0

11

11

11

2

0

Appendix D
Statement of Compliance
Designated Body Statement of Compliance
The board management team of Black Country Partnership NHS Foundation Trust
has carried out and submitted an annual organisational audit (AOA) of its compliance
with The Medical Profession (Responsible Officers) Regulations 2010 (as amended
in 2013) and can confirm that:
1. A licensed medical practitioner with appropriate training and suitable capacity
has been nominated or appointed as a responsible officer;
Comments:
2. An accurate record of all licenced medical practitioners with a prescribed
connection to the designated body is maintained;
Comments:
3. There are sufficient numbers of trained appraisers to carry out annual medical
appraisals for all licenced medical practitioners;
Comments:
4. Medical appraisers participate in ongoing performance review and training /
development activities, to include peer review and calibration of professional
judgements (Quality Assurance of Medical Appraisers or equivalent);
Comments:
5. All licenced medical practitioners2 either have an annual appraisal in keeping
with GMC requirements (MAG or equivalent) or, where this does not occur,
there is full understanding of the reasons why and suitable action taken;
Comments:
6. There are effective systems in place for monitoring the conduct and
performance of all licensed medical practitioners1, which includes [but is not
limited to] monitoring: in-house training, clinical outcomes data, significant
events, complaints, and feedback from patients and colleagues, ensuring that
information about these is provided for doctors to include at their appraisal;
Comments:
7. There is a process established for responding to concerns about any licenced
medical practitioners1 fitness to practise;
Comments:

2

Doctors with a prescribed connection to the designated body on the date of reporting.
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8. There is a process for obtaining and sharing information of note about any
licenced medical practitioners’ fitness to practise between this organisation’s
responsible officer and other responsible officers (or persons with appropriate
governance responsibility) in other places where licenced medical
practitioners work;
Comments:
9. The appropriate pre-employment background checks (including preengagement for Locums) are carried out to ensure that all licenced medical
practitioners3 have qualifications and experience appropriate to the work
performed; and
Comments:
10.A development plan is in place that addresses any identified weaknesses or
gaps in compliance to the regulations.
Comments:
Signed on behalf of the designated body
Name: _ _ _ _ _ _ _ _ _ _ _

Signed: _ _ _ _ _ _ _ _ _ _

[chief executive or chairman a board member (or executive if no board exists)]
Date: _ _ _ _ _ _ _ _

3

Doctors with a prescribed connection to the designated body on the date of reporting.
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Encl. 7.6

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

False or Misleading Information

Presented by:

Tracey Cotterill, Director of Finance

Author:

Tracey Cotterill, Director of Finance

Purpose:

Information

Relationship to strategic objectives:

X

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
None

Relationship to High Level Risks:

Recommendation(s):
To be advised of the change in legislation that came into effect April 2015 in
relation to the False or Misleading Information offence.

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

Regulatory and Compliance matters:

Monitor:
Care Quality
Commission:
X

Other:

Care Act 2014

None:

Previous consideration
Board

Business &
Performance

Audit

Other

Quality & Safety

None

X

Executive Summary
The Care Act 2014 put in place a new criminal offence applicable to care providers who
supply, publish or otherwise make available certain types of information that is false or
misleading, where that information is required to comply with a statutory or other legal
obligation. The offence also applies to the “controlling minds” of the organisation, where
they have consented or connived in an offence committed by the provider.
The False or Misleading Information (FOMI) offence was introduced in April 2015, and
the attached summary provides further guidance.
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FOMI Offence
Outline of FOMI Offence
The Care Act 2014 put in place a new criminal offence applicable to care providers who
supply, publish or otherwise make available certain types of information that is false or
misleading, where that information is required to comply with a statutory or other legal
obligation. The offence also applies to the “controlling minds” of the organisation, where they
have consented or connived in an offence committed by the provider. The DoH has issued
guidance on the offence.
The False or Misleading Information (FOMI) offence was introduced in April 2015. It applies
to:



specified information which Trusts already report regularly to the Health & Social Care
Information Centre, and
the contents of the Quality Accounts.

The FOMI offence is a two stage offence:


Firstly, a NHS or private sector provider organisation is guilty of the offence if it
provides information that is false or misleading whether intentionally or through
negligence i.e. this is a strict liability offence where intent is not relevant to the offence
being committed.



Secondly, if a provider has committed an offence, it is possible that a director or senior
manager may be personally guilty as well. The FOMI offence as applied to senior
individuals is not a strict liability offence as it is for providers. The senior individual
would have to be found to have acted (consented or connived) or been derelict in their
duties (neglect) in such a way to have facilitated the provision of false or misleading
information occurring.

Penalties
The potential penalties for providers include fines, a requirement to take action to remedy
failures in data reporting or to publicise that offences have been committed. For an individual,
penalties can be an unlimited fine and/or up to two years in jail.
Defence of Due Diligence
Providers and individuals are able to make a defence that they reported information having
taken “all reasonable steps and exercised due diligence to prevent the provision of false or
misleading information”. It is currently unclear what would be interpreted as “reasonable” in
this context; in practise, there is likely to be some discretion made in determining whether to
go ahead with a prosecution.
Therefore, all Trusts should make efforts, on an ongoing basis, to minimise the risk of errors
occurring in its data and information reporting by ensuring that they have robust processes in
place for collecting, submitting and publishing information. Where a Trust fails to take action
to minimise such errors, then it could be construed that a sufficient level of negligence has
occurred that the FOMI offence might apply.
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What Trusts need to do
It is recommended that Trusts insert a caveat into their Quality Accounts to make clear the
inherent limitations of recording and reporting some metrics. However, the FOMI offence is
wide ranging and covers many more indicators and metrics than are reported in the Quality
Accounts; therefore, Trusts need to demonstrate across all reported metrics that they have
“taken reasonable steps”. Trusts need to examine the quality of their data recording and
information reporting systems.
Data risks include:




A lack of accurate, complete or timely data can increase operational and financial risk;
Not using data effectively can lead to poor patient experiences and reputational
damage;
If key information is not available to aid decision making or it is inaccurate, it will
undermine a Trust’s ability to manage effectively.

What Boards need to consider in terms of how they can improve their data governance:











Is there a risk that the Trust’s reported data is not accurate or that the Trust is making
decisions based on unreliable data?
What sources of assurance has the Board sought re. quality of data? Is too much
reliance placed on mandatory external data governance reviews to assure data
quality?
Is there an opportunity to improve patient outcomes, patient experience, operational
efficiency and financial performance of the Trust by using data in a more sophisticated
way?
Has the Trust identified the costs/benefits of introducing data governance?
Does the Trust have a system of data governance in place to address data quality
concerns and enable more effective data usage?
Is the Trust aware of data governance issues and concerns?
Is data governance owned at a senior level?
Has the Trust laid out its information vision and strategy?
Does this strategy align with other Trust strategies?
Does the Trust have the capacity, capability and technology to exploit its data assets
effectively?
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Encl. 8.1

Meeting of:

Board of Directors

Date:

28th January 2015

Subject:

Remuneration Committee – Terms of Reference

Presented by:

Andy Green, Company Secretary

Author:

Andy Green, Company Secretary

Purpose:

Approve

Relationship to strategic objectives:
X

We will improve access to a range of integrated services across the
Black Country which are sustainable and responsive

X

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

X

We will attract, retain and develop a capable and flexible workforce
None

Relationship to High Level Risks:
N/A
Recommendation(s):
To approve the proposed amendments to the terms of reference for the
Remuneration Committee
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Equality & Diversity implications:
There are no implications to consider

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

Other:
None:

Constitution; NHSFT Code of Governance

Previous consideration
Board
Audit
Quality & Safety

X

Business &
Performance
Other: Remuneration
Committee
None
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March 2015

Executive Summary
At its meeting in March 2015, the Remuneration Committee agreed to the proposed
amendments to its terms of reference.
These are now presented to the Board for its approval.
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Remuneration Committee
Terms of Reference
References to “the Committee” shall mean the Remuneration Committee.
References 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 Chairman. The Committee shall be made up
of at least four (4) members, all of whom are independent nonexecutive directors.

1.2.

Only members of the Committee have the right to attend Committee
meetings. However, other individuals such as the Chief Executive, the
Director of Workforce and external advisers may be invited to attend
for all or part of any meeting as and when appropriate.

1.3.

The Board shall appoint the Committee Chairman who shall be an
independent non-executive director. In the absence of the Committee
Chairman the remaining members present shall elect one of
themselves to chair the meeting. The Chairman of the Board shall not
be Chairman of the Committee.

2. Secretary to the Committee
2.1.

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

3. Quorum
3.1.

The quorum necessary for the transaction of business shall be three
(3). 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.
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4. Meetings
4.1.

The Committee shall meet at least twice a year and at such other
times as the Chairman of the Committee shall require

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
five (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 Meetings
6.1.

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

6.2.

Minutes of Committee meetings shall be circulated promptly to all
members of the Committee and, once agreed, to all members of the
Board, unless a conflict of interest exists.

7. Duties
The Committee shall:
7.1.

determine and agree with the Board the framework or broad policy for
the remuneration of the Trust’s Chief Executive, the executive
directors, other board level directors and such other members of very
senior management as it is designated to consider. No director or
manager shall be involved in any decisions as to their own
remuneration;

7.2.

in determining such policy, take into account all factors which it deems
necessary. The objective of such policy shall be to ensure that
members of the executive and senior management of the Trust are
provided with appropriate incentives to encourage enhanced
performance and are, in a fair and responsible manner, rewarded for
their individual contributions to the success of the Trust;
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7.3.

review the ongoing appropriateness and relevance of the
remuneration policy;

7.4.

approve the design of, and determine targets for, any performance
related pay schemes operated by the Trust and approve the total
annual payments made under such schemes;

7.5.

review and agree contractual terms and conditions and ensure that on
termination, any payments made, are fair to the individual and the
Trust, and that failure is not rewarded and that the duty to mitigate
loss is fully recognised;

7.6.

within the terms of the agreed policy and in consultation with the Trust
Chairman and/or Chief Executive as appropriate, determine the total
individual remuneration package of each executive director, other
board level directors and senior managers as appropriate.

7.7.

review and note annually the remuneration trends across the Trust
and wider operating environment

7.8.

oversee any major changes in employee benefits structures within the
Trust;

7.9.

review and agree any policies relating to the authorisation and
reimbursement of business expenses incurred by executives and
other very senior management

7.10.

ensure that all provisions regarding disclosure of remuneration
including pensions are fulfilled.

7.11.

be exclusively responsible for establishing the selection criteria,
selecting, appointing and setting the terms of reference for any
remuneration consultants who advise the committee.

7.12.

review the policy and rates of remuneration and reimbursement of
expenses for Associate Hospital Managers

7.13.

have full authority to commission any reports or surveys which it
deems necessary to help it fulfil its obligations.

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.

Page 287

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 Chair shall produce an annual report of the work of the
committeeTrust’s remuneration policy and practices which will form
part of the Trust’s Annual Report.

9. Other
9.1.

The Committee shall, at least once a year regularly, 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.

10. Authority
10.1
10.2

The Committee is authorised by the Board to seek any information it
requires from any employee of the Trust in order to perform its duties.
In connection with its duties the Committee is authorised by the Board
to obtain, at the Trust’s expense, any outside legal or other
professional advice.

January 2012March 2015
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Encl. 8.2

Meeting of:

Board of Directors

Date:

29th July 2015

Subject:

Standing Financial Instructions

Presented by:

Tracey Cotterill, Director of Finance

Author:

Tracey Cotterill, Director of Finance

Purpose:

Approval

Relationship to strategic objectives:

X

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
None

Relationship to High Level Risks:
Standing Financial Instructions (SFIs) and Scheme of Delegation (SD) are key to
managing risk in expenditure

Recommendation(s):
As part of the annual review of SFIs, to consider and approve the SFIs and the
level of delegated authority within the SD.
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Equality & Diversity implications:
There are no implications to consider. SFIs and SDs are applicable to all staff.

Regulatory and Compliance matters:

Monitor:
Care Quality
Commission:
Other:
X

None:

Previous consideration
Board

X

Business &
Performance

Audit

Other

Quality & Safety

None
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Executive Summary
Standing Financial Instructions (SFIs) are reviewed annually to ensure they reflect
current best practice and guidance from DH and other regulatory bodies. The SFIs
have undergone a comprehensive review, with comparative analysis carried out with
other Foundation Trusts’ SFIs. The document has been reviewed by Local Counter
Fraud Service, Head of Estates, Head of Procurement, External Audit and Company
Secretary and feedback reflected within the final version.
The scheme of delegation (SD) has previously been an integrated element of the SFIs,
however, it was felt more appropriate for this to be a separate document which could
then be reviewed and updated independently as need arose, and in accordance with the
matters delegated. The matters delegated remain within the SFIs, but the associated
limits of delegation are recorded within the SD.
The delegated levels have been reviewed, and both the current and proposed limits are
attached for comparison within a matrix which has been prepared to enable clear
understanding of the limits by category.
The summary table below gives indicative analysis of the volume and value of orders
placed within ranges.
I/E/Caqpital

Order Balue Range
Order
£ Value

Revenue

< 5,000

1,114,404

6,234

Revenue

5,000-9,999

259,677

40

Revenue

10,000-19,999

360,666

23

Revenue

20,000-49,999

213,057

8

Revenue

Above 50,000

683,740

7

Capital

< 5,000

257,036

231

Capital

5,000-9,999

173,006

25

Capital

10,000-19,999

394,389

26

Capital

20,000-49,999

622,484

19

Capital

Above 50,000

4,222,531

18

Stock

< 5,000

77,167

145

Stock

5,000-9,999

27,140

4

Stock

10,000-19,999

10,507

1

8,415,151

6,780

Total

No of Orders
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1.

INTRODUCTION

1.1

General

1.1.1 These Standing Financial Instructions detail the financial responsibilities,
policies and procedures adopted by the Trust. They are designed to ensure
that the Trust's financial transactions are carried out in accordance with the
law and with Government policy in order to achieve probity, accuracy,
economy, efficiency and effectiveness. They should be used in conjunction
with the Schedule of Matters reserved to the Board and the Scheme of
Delegation approved by the Board of Directors.
1.1.2 These Standing Financial Instructions identify the financial responsibilities,
which apply to everyone working for the Trust and its constituent
organisations including Trading Units. The financial responsibilities also apply
to service organisations providing financial services on behalf of the Trust.
They do not provide detailed procedural advice and should be read in
conjunction with the detailed departmental and financial procedure notes.
The Director of Finance (DoF) must approve all financial procedures.
1.1.3 Should any difficulties arise regarding the interpretation or application of any
of the Standing Financial Instructions then the advice of the Director of
Finance must be sought before acting.
1.1.4 Failure to comply with Standing Financial Instructions can be regarded
as a disciplinary matter that could result in dismissal.
1.1.5 All members of the Board and staff have a duty to disclose any noncompliance with these Standing Financial Instructions to the Director of
Finance as soon as possible.
1.2

Terminology

1.2.1 Any expression, to which a meaning is given in Acts of Parliament, or in the
Financial Directions made under such Acts, shall have the same meaning in
these instructions.
(a)

“Trust” means Black Country Partnership NHS Foundation Trust.

(b)

“Board of Directors” means the Board of Directors as constituted in
accordance with the constitution of the Trust.

(c)

“Assembly of Governors” means the Assembly of Governors as
constituted in accordance with the constitution of the Trust.

(d)

‘Budget’ means a resource, expressed in financial terms, proposed by
the Board for the purpose of carrying out, for a specific period, any or
all of the functions of the Trust.
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1.3

(e)

‘Budget Holder/Manager’ means the director or employee with
delegated authority to manage finances (Income and Expenditure, or
capital where applicable) for a specific area of the organisation.

(f)

‘Chief Executive’ (CE) means the Chief Executive Officer of the Trust
who is also the Accounting Officer of the Trust.

(g)

‘Director of Finance’ (DoF) means the executive director of the board
with responsibility for finance.

(h)

‘Legal Adviser’ means the properly qualified person appointed by the
Trust to provide legal advice.

(i)

“Monitor” means the sector regulator for health services in England.

(j)

“The Chair” is the Chair of the Trust.

(k)

‘Funds held on trust’ shall mean those funds which the Trust holds at
it’s date of Authorisation, receives on distribution by statutory
instrument or chooses subsequently to accept under powers derived
under S.47(2)(c) of the NHS Act 2006, as amended. Such funds may or
may not be charitable.

(l)

‘Virements’ means an administrative transfer of funds from one part of
a budget to another.

Responsibilities and Delegation

1.3.1 The Board exercises financial supervision and control by:
(a)

formulating the financial strategy;

(b)

requiring the submission and approval of budgets within approved
allocations/overall income;

(c)

defining and approving essential features in respect of important
procedures and financial systems (including the need to obtain value
for money);

(d)

defining specific responsibilities placed on directors and employees as
indicated in the Scheme of Delegation (SD); and

(e)

ensuring that the duties of the Chief Executive as Accounting Officer
are performed.

1.3.2 The Board has resolved that certain powers and decisions may only be
exercised by the Board in formal sessions. These are set out in the ‘Schedule
of Matters Reserved for the Board’ document. All other powers have been
delegated to such other committees as the Trust has established.
1.3.3 Within the SFIs it is acknowledged that the Chief Executive is accountable to
the Board, and to Parliament as Accounting Officer.
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1.3.4 The Chief Executive Officer is the Accounting Officer of the Trust and as such
has the following principal responsibilities:
(a)

To ensure there is a high standard of financial management within the
Trust;

(b)

To ensure financial systems and procedures promote the efficient and
economical conduct of business and safeguard financial propriety and
regularity throughout the Trust; and

(c)

To ensure financial considerations are fully taken into account in
decisions on Trust policy proposals.

1.3.5 The Chief Executive and Director of Finance will, as far as possible, delegate
their detailed responsibilities but they remain accountable for financial control.
1.3.6 It is a duty of the Chief Executive to ensure that existing directors and
employees and all new appointees are notified of and understand their
responsibilities within these Instructions.
1.3.7 The Director of Finance is responsible for:
(a)

implementing the Trust’s financial policies and for co-ordinating any
corrective action necessary to further these policies;

(b)

maintaining an effective system of internal financial control including
ensuring that detailed financial procedures and systems incorporating
the principles of separation of duties and internal checks are prepared,
documented and maintained to supplement these instructions; and

(c)

ensuring that sufficient records are maintained to show and explain the
Trust’s transactions, in order to disclose, with reasonable accuracy, the
financial position of the Trust at any time.

1.3.8 Without prejudice to any other functions of directors and employees to the
Trust, the duties of the Director of Finance include:
(a)

the provision of financial advice to other members of the Board of
Directors, the Assembly of Governors and Trust employees;

(b)

the design, implementation and supervision of systems of financial
control to provide reasonable assurance as to the probity and regularity
of transactions;

(c)

the preparation and maintenance of such accounts, certificates,
estimates, records and reports as the Trust may require for the purpose
of carrying out its statutory duties; and

(d)

deciding at what stage to involve the police in cases of
misappropriation and other irregularities not involving fraud or
corruption.
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1.3.9 All directors and employees, severally and collectively, are responsible for:
(a)

the security of Trust property;

(b)

avoiding loss;

(c)

exercising economy and efficiency in the use of resources; and

(d)

conforming with the requirements of the Constitution, Standing
Financial Instructions, Financial Procedures and the Scheme of
Delegation.

1.3.10 For any and all directors and employees who carry out a financial function, the
form in which financial records are kept and the manner in which directors and
employees discharge their duties must be to the satisfaction of the Director of
Finance.
1.3.11 Any contractor or employee of a contractor who is empowered by the Trust to
commit the Trust to expenditure or who is authorised to obtain income shall
be covered by these instructions. It is the responsibility of the Chief Executive
to ensure that such persons are made aware of their duties under these SFIs.
2.

AUDIT

2.1

Audit Committee

2.1.1 In accordance with the Constitution of the Trust, the Board of Directors shall
formally establish an Audit Committee, with clearly defined and approved
terms of reference which includes approving the appointment of the internal
auditors. This Committee will, amongst other things:
(a)

provide an independent and objective view of integrated governance,
risk management and internal control systems across the whole of the
Trust’s activities (both clinical and non-clinical);

(b)

monitor and review the effectiveness of Internal and External Audit
services;

(c)

review financial and information systems and monitor the integrity and
quality of the financial statements and review significant financial
reporting judgments;

(d)

review schedules of losses, compensations, and settlements with staff,
and making recommendations to the Board; review and monitor the
effectiveness of the Local Counter Fraud Service; and

(e)

review the arrangements in place to support the Board Assurance
Framework process prepared on behalf of the Board and advising the
Board accordingly.

2.1.2 Where the Audit Committee feels there is evidence of ultra vires transactions,
evidence of improper acts, or if there are other important matters that the
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Committee wish to raise, the Chair of the Audit Committee should immediately
inform the Chief Executive and raise the matter at the next meeting of the
Board. Exceptionally, the matter may need to be referred to Monitor after
seeking the advice of Chair/Company Secretary/DoF.
2.1.3 It is the responsibility of the Director of Finance to ensure an adequate
internal audit service is provided and the Audit Committee shall be involved in
the selection process when an internal audit service provider is changed. It
must ensure a cost-effective service is provided, in compliance with the
contracting procedures herein.
2.2

Countering Fraud and Bribery

2.2.1 The Board of Black Country Partnership NHS FT recognises that fraud and
bribery is a hugely damaging practice that undermines competition and the
reputation of public and private bodies involved. It is the Board’s policy to act
with integrity, and bribery and corruption will not be tolerated in any form.
An Anti-Fraud and Bribery Policy is in place that sets out procedures designed
to prevent everyone associated with the Trust from undertaking acts of fraud,
bribery or corruption.
‘Fraud’ - any person who dishonestly makes a false representation to make a
gain for himself or another or dishonestly fails to disclose to another person,
information which he is under a legal duty to disclose, or commits fraud by
abuse of position, including any offence as defined in the Fraud Act 2006.
‘Bribery’ - Inducement for an action which is illegal, unethical or a breach of
trust. Inducements can take the form of gifts, loans, fees, rewards or other
advantages.
This can be broadly defined as the offering or acceptance of inducements,
gifts, favours, payment or benefit-in-kind which may influence the action of
any person. Bribery does not always result in a loss. The corrupt person may
not benefit directly from their deeds; however, they may be unreasonably
using their position to give some advantage to another.
It is a common law offence of bribery to bribe the holder of a public office and
it is similarly an offence for the office holder to accept a bribe.
2.2.2 In line with their responsibilities, the Trust Chief Executive and Director of
Finance shall monitor and ensure compliance with the NHS Standards for
Providers on Fraud, Bribery and Corruption issued by NHS Protect
2.2.3 The Trust shall nominate a suitable person to carry out the duties of the Local
Counter Fraud Specialist as specified by the NHS Standards for Providers on
fraud, bribery and corruption. The Director of Finance is responsible for
ensuring that the Police are notified at an appropriate stage in any
investigation. This shall be following advice from NHS Protect.
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2.2.4 If any employee suspects or discovers any act of fraud or bribery, they must
inform the Local Counter Fraud Specialist or the Director of Finance
immediately. Employees can also call the NHS Fraud and Corruption
Reporting Line on Freephone 0800 028 40 60 or fill in an online form at
www.reportnhsfraud.nhs.uk.
2.2.5 The Local Counter Fraud Specialist shall report to the Trust Director of
Finance and shall work with staff in NHS Protect in accordance with the NHS
Standards for Providers and NHS Anti-Fraud Manual.
2.2.6 The Local Counter Fraud Specialist will provide a written report to the Audit
Committee, as required by the Committee, on counter fraud work within the
Trust.
2.2.7 The Trust will ensure that policies and procedures for all work related to fraud
are implemented. The Trust will consider the major findings of investigations
and respond accordingly.
2.2.8 The Trust will enable the Local Counter Fraud Specialist to attend Audit
Committee meetings. The Trust shall receive Local Counter Fraud Specialist
reports at these meetings.
2.3

Director of Finance responsibilities with regard to audit

2.3.1 The Director of Finance is responsible for:
(a)

ensuring there are arrangements to review, evaluate and report on the
effectiveness of internal financial control including the establishment of
an internal audit function.

(b)

ensuring that the internal audit is adequate and meets the NHS
mandatory audit standards.

(c)

In conjunction with the Local Counter Fraud Specialist (LCFS), Local
Security Management Specialist (LSMS) and/or NHS Protect, as
appropriate, deciding at what stage to involve the Police in cases of
misappropriation and other irregularities.

(d)

ensuring that an annual internal audit report is prepared for the
consideration of the Audit Committee and the Board in line with
relevant guidance. The report must cover:
(i)
(ii)
(iii)
(iv)
(v)
(vi)

a clear opinion on the effectiveness of internal control in
accordance with current and relevant assurance framework
guidance issued;
major internal financial control weaknesses discovered;
progress
on
the
implementation
of
internal
audit
recommendations;
progress against plan over the previous year;
strategic audit plan covering the coming three years; and
a detailed plan for the coming year.

Page 300

8

2.3.2 The Director of Finance and/or designated auditors are entitled without
necessarily giving prior notice to require and receive:

2.4

(a)

access to all records, documents and correspondence relating to any
financial or other relevant transactions, including documents of a
confidential nature;

(b)

access at all reasonable times to any land, premises or employees of
the Trust;

(c)

the production of any cash, stores or other property of the Trust under
an employee’s control; and

(d)

explanations concerning any matter under investigation.

Role of Internal Audit

2.4.1 Internal Audit, as an independent and objective appraisal
commissioned by the Trust, will review, appraise and report upon:

service

(a)

the extent of compliance with, and the financial effect of, relevant
established policies, plans and procedures;

(b)

the adequacy and application
management controls;

(c)

the suitability of financial and other related management data;

(d)

the extent to which the Trust’s assets and interests are accounted for
and safeguarded from loss of any kind, arising from:
(i)
(ii)
(iii)

(e)

of

financial

and

other

related

fraud and other offences;
waste, extravagance, inefficient administration; and
poor value for money or other causes.

Internal Audit shall also independently provide assurance on the
Assurance Statements.

2.4.2 Whenever any matter arises which involves, or is thought to involve,
irregularities concerning cash, inventories, or other property or any suspected
irregularity in the exercise of any function of a pecuniary nature, the Director
of Finance and/or LCFS must be notified immediately.
2.4.3 The Head of Internal Audit will normally attend Audit Committee meetings and
has a right of access to all Audit Committee members, the Chairman, Chief
Executive, and all non-executive directors of the Trust.
2.4.4 The Head of Internal Audit shall be accountable to the Director of Finance.
The reporting system for internal audit shall be agreed between the Director of
Finance, the Audit Committee and the Head of Internal Audit.
The
agreements shall be in writing and shall comply with any relevant guidance
issued by Monitor, including but not limited to the Audit Code for NHS
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Foundation Trusts, Risk Assessment Framework and the NHS Foundation
Trust Annual Reporting Manual. The reporting system shall be reviewed at
least every three years.
2.5

External Audit

2.5.1 The External Auditor is appointed by the Assembly of Governors, upon
recommendations from the Audit Committee in accordance with a selection
process approved by the Assembly of Governors, and paid for by the Trust.
The Audit Committee must ensure a cost-efficient service. If there are any
problems relating to the service provided by the External Auditor, then this
should be raised with the External Auditor and referred on to the Assembly of
Governors if the issue cannot be resolved.
2.5.2 The Trust must ensure that the external auditor appointed by the Assembly of
Governors meets the criteria of Monitor set out in the Audit Code for NHS
Foundation Trust’s at the date of appointment and on an on-going basis
throughout the term of their appointment.
2.5.3 External audit must comply with the responsibilities and functions set out in
Monitor’s Audit Code for NHS Foundation Trusts.
2.5.4 The Trust will provide the external auditor with rights of access to any
documents and information (including third parties), which appears, to them
necessary for the purposes of carrying out their duties and functions.
2.6

Security Management

2.6.1 In line with their responsibilities, the Chief Executive will monitor and ensure
compliance with directions issued by the Secretary of State for Health on NHS
security management.
2.6.2 The Trust shall nominate a suitable person to carry out the duties of the LSMS
who will be approved by NHS Protect as a person suitable for employment.
2.6.3 The Chief Executive has overall responsibility for controlling and coordinating
security. However, key tasks are delegated to the Director of Nursing, AHPs &
Governance as the Security Management Director (SMD) and the appointed
LSMS.
2.6.4 The Chief Executive and the Executive Director with designated responsibility
for Security Management matters will ensure that the Local Security
Management Specialist:
(a)
(b)
(c)

keeps full and accurate records of any breaches, or suspected
breaches, of security:
reports to the Audit Committee, any weaknesses in security-related
systems or any other matters which may have implications for security
management for the Trust;
(has all necessary support to enable them to efficiently, effectively and
promptly carry out their functions and responsibilities, including working
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(d)
(e)

conditions of sufficient security and privacy to protect the confidentiality
of the work;
receives appropriate training and support, as recommended by NHS
Protect; and
participates in activities which Monitor directs, or in which NHS Protect
is engaged, relating to national security management measures

3.

BUSINESS PLANNING,
MONITORING

BUDGETS,

BUDGETARY

CONTROL

3.1

Preparation and Approval of Business Plans and Budgets

AND

3.1.1 The Chief Executive will compile and submit to the Board a two year
operational plan, a strategic plan, and an annual revenue and capital
operating plan, together forming the Trust’s Business Plan which will take into
account financial targets, forecast limits of available resources and clinical
governance requirements. The Business Plan will be developed in line with
guidance issued by Monitor and will contain:
(a)

the key objectives of the Trust;

(b)

a statement of the significant assumptions on which the plan is based;

(c)

details of major changes in clinical activity, delivery of services or
resources required to achieve the plan, including any impact on the
Trust’s continuity of services risk rating;

(d)

an annual revenue plan which the Director of Finance shall prepare.
This shall detail expected income by main purchaser and the main
expenditure headings; and

(e)

an annual capital plan which should:
(i)

identify all sources of funding, including charitable, for both
capital and revenue,

(ii)

the allocation of this funding to major capital schemes, rolling
replacement and individual schemes and budgets where
appropriate.

3.1.2 Prior to the start of each new financial year the Director of Finance will, on
behalf of the Chief Executive, prepare and submit budgets for approval by the
Board. Such budgets will:
(a)

be in accordance with the aims and objectives set out in the annual
Business Plan;

(b)

accord with activity and workforce plans;

(c)

be produced following discussion with appropriate budget holders;

(d)

be prepared within the limits of available funds; and
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(e)

identify potential risks;

3.1.3 The Board shall monitor performance against the budget and the business
plan.
3.1.4 All budget holders must provide information as required by the Director of
Finance to enable budgets to be compiled. All budget holders will sign up to
their allocated budgets at the commencement of each financial year.
3.1.5 The Director of Finance has a responsibility to ensure that adequate training
is delivered on an on-going basis to budget holders to help them manage
successfully.
3.2

Budgetary Delegation

3.2.1 The Chief Executive may delegate the management of a budget to permit the
performance of a defined range of activities. This delegation must be in
writing and be accompanied by a clear definition of:
(a)

The amount of the budget;

(b)

The purpose of each budget heading;

(c)

Individual and group responsibilities;

(d)

Authorities to exercise virement;

(e)

Achievement of planned levels of service; and

(f)

Provision of regular reports.

3.2.2 The Chief Executive and delegated budget holders must not exceed the
budgetary total or virement limits set by the Board.
3.2.3 Any budgeted funds not required for their designated purpose(s) revert to the
immediate control of the Chief Executive, subject to any authorised use of
virement.
3.2.4 Non-recurring budgets should not be used to finance recurring expenditure
without the authority in writing of the Chief Executive, as advised by the
Director of Finance.
3.3

Budgetary Control and Reporting

3.3.1 The Director of Finance will devise and maintain systems of budgetary
control. These will include:
(a)

Monthly financial reports to the Board in an approved form containing:
(i)

income and expenditure to date showing trends and forecast
year-end position;
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(ii)
(iii)
(iv)
(v)
(vi)
(vii)
(viii)

performance on cash, accounts receivable, capital expenditure
against plan, and accounts payable payment performance;
a statement of financial position and investment information;
actual and forecast financial risk ratings as required by Monitor’s
Risk Assessment Framework;
capital project spend and projected out-turn against plan;
explanations of any material variances from plan;
details of any corrective action where necessary and the Chief
Executive’s and/or Director of Finance’s view of whether such
actions are sufficient to correct the situation; and
identify potential risks.

(b)

the issue of timely, accurate and comprehensible advice and financial
reports to each budget holder, covering the areas for which they are
responsible.

(c)

investigation and reporting of variances from financial, activity and
manpower budgets.

(d)

monitoring of management action to correct variances.

(e)

arrangements for the authorisation of budget transfers within the limits
set out in the scheme of delegation.

3.3.2 Each budget holder is responsible for ensuring that:

3.4

(a)

they deliver their budgets as agreed in the Business Plan;

(b)

any likely overspending or reduction of income which cannot be met by
virement is not incurred without the prior consent of the Board;

(c)

the amount provided in the approved budget is not used in whole or in
part for any purpose other than that specifically authorised subject to
the rules of virement;

(d)

no employees are appointed without the approval of the Chief
Executive or delegated officer other than those provided for in the
budgeted establishment as approved by the Board, and that all
recruitment is approved through the Trust’s vacancy control process;
and

(e)

cost improvements, cost savings and income generation initiatives are
identified and implemented.

Capital Expenditure

3.4.1 The general rules applying to delegation and reporting shall also apply to
capital expenditure (The particular applications relating to capital are
contained in Section 11).
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3.5

Monitoring Returns

3.5.1 The Chief Executive is responsible for ensuring that appropriate systems are
in place in order for the Trust to meet its licence conditions and any other
compliance requirements as issued by Monitor, any other legal or other
mandated obligations and any contractual obligations of the Trust.
3.5.2 The Chief Executive, or delegated officer, shall ensure appropriate information
is submitted to the Board of Directors, in a format agreed by the Board of
Directors, to enable the Board to monitor compliance against its obligations
and to enable the Board to certify that appropriate and adequate performance
management systems are, and will remain in place to meet its obligations.
4.

ANNUAL ACCOUNTS AND REPORTS

4.1

Annual Financial Accounts

4.1.1 The Accounting Officer is responsible for the preparation and submission of
annual accounts in respect of each financial year in such form as Monitor may
require. The annual accounts are approved prior to submission to Monitor by
those deemed by the Board to be ‘charged with governance’
4.1.2 The Director of Finance, on behalf of the Trust, will:

4.2

(a)

prepare financial returns in accordance with the accounting policies and
guidance given by Monitor, the Trust’s accounting policies, and
International Financial Reporting Standards; and

(b)

submit financial returns to Parliament and Monitor for each financial
year in accordance with the timetable prescribed by Monitor.

Annual Quality Accounts and Report

4.2.1 The Chief Executive, as Accounting Officer, shall ensure that the Trust
prepares, in respect of each financial year, annual quality accounts and report
in such form as Monitor, and the Department of Health direct.
4.2.2 In preparing its annual quality accounts and report, the Trust shall comply with
any directions given by Monitor and the Department of Health as to the
presentation and content to be included.
4.3

Annual Report
The Trust will publish an annual report, in accordance with guidelines issued
by Monitor and present it to a public general meeting of the Assembly of
Governors.

4.4

General

4.4.1 The Chief Executive, as Accounting Officer, shall ensure that the Annual
Accounts, the Annual Quality Accounts and Report, the Annual Report and
any report of the Auditor are submitted to the Board of Directors for its
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adoption and thereafter, together with any report of the Auditor on these are
laid before Parliament and submitted to Monitor on dates prescribed by
Monitor and, in respect of Quality Accounts, the Department of Health.
4.4.2 The Board of Directors will present the adopted Annual Accounts and
Reports, and shall arrange for the Auditor to present his/her report on said
statements to a general meeting of the Assembly of Governors by no later
than 30th September of the financial year end to which the accounts and
report relate.
4.4.3 The Company Secretary shall ensure that the Annual Accounts and Reports
are made available to the membership of the Trust and to the wider public
4.5

Annual Plans

4.5.1 The Chief Executive shall ensure that the Trust prepares an annual plan for
each financial year, the form and minimum contents of which are to be
consistent with those prescribed by Monitor.
4.5.2 In preparing the Annual Plan, the Board of Directors shall have regard to the
views of the Assembly of Governors.
4.5.3 The Board of Directors shall submit the Annual Plan together with its agreed
self certification statements of compliance as required by Monitor, to Monitor
at a time specified by Monitor
5.

BANK AND GOVERNMENT BANKING SERVICE (GBS) ACCOUNTS

5.1

General

5.1.1 The Director of Finance is responsible for managing the Trust’s banking
arrangements and for advising the Trust on the provision of banking services
and operation of accounts. This advice will take into account guidance and
directions issued from time to time by Monitor.
5.1.2 The Board shall approve the banking arrangements, including use of the
Working Capital Facility.
5.2

Commercial Bank and GBS Accounts

5.2.1 The Director of Finance is responsible for:
(a)

commercial bank accounts and GBS accounts;

(b)

reporting to the Board all arrangements made with the Trust’s bankers
for accounts to be overdrawn;

(c)

ensuring payments made from bank or Government Banking Service
accounts do not exceed the amount credited to the account except
where arrangements have been made; and
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(d)
5.3

arranging, as approved by the Board, working capital facility to enable
the Trust to manage any borrowing requirements.

Banking Procedures

5.3.1 The Director of Finance will prepare detailed instructions on the operation of
bank and GBS accounts which must include:
(a)

those authorised to sign cheques or other orders drawn on the Trust’s
accounts; and

(b)

the conditions under which each bank and GBS account is to be
operated.

5.3.2 The Director of Finance must advise the Trust’s bankers in writing of the
conditions under which each account will be operated.
5.4

Tendering and Review

5.4.1 The Board will review the commercial banking arrangements of the Trust at
regular intervals to ensure they reflect best practice and represent best value
for money by periodically seeking competitive tenders for the Trust’s banking
business.
5.4.2 Competitive tenders should be sought at least every five years. The results of
the tendering exercise should be reported to the Board.
5.5

Public Dividend Capital

5.5.1 The amount that was the Public Dividend Capital (PDC) immediately prior to
becoming an NHS Foundation Trust continues as the PDC of the Trust.
5.5.2 The dividend paid by the Trust is to be the same as that payable by NHS
Trusts in England in pursuance of section 9(7) of the 1990 Act (dividend on
public dividend capital) and must be authorised by the Director of Finance.
5.5.3 Any amount paid to the Secretary of State by the Trust by way of repayment
of public dividend capital is to be paid into the Consolidated Fund.
5.6

External Borrowing

5.6.1 The Director of Finance will advise the Board concerning the Trust’s ability to
pay interest on, and repay, both the originating capital debt and any proposed
new borrowing.
5.6.2 The Director of Finance is also responsible for reporting periodically to the
Board concerning the originating debt and all loans and overdrafts.

Page 308

16

5.6.3 The Board will agree the list of employees (including specimens of their
signatures) who are authorised to make short term borrowings on behalf of
the Trust. This must include the Chief Executive and the Director of Finance.
5.6.4 Any short-term borrowing must be with the authority of two members of an
authorised panel, one of which must be the Chief Executive or the Director of
Finance. The Board must be made aware of all short term borrowings at the
next Board meeting.
5.6.5 All short term borrowings should be kept to the minimum period of time
possible, consistent with the overall cash flow position.
5.6.6 All long-term borrowing must be consistent with the plans outlined in the
current Business Plan.
5.6.7 The Trust also has freedom to access short-term working capital facilities,
subject to an overall limit agreed with Monitor. All such short term borrowings
should be kept to the minimum period of time possible, consistent with the
overall cash flow position.
5.7

Investments

5.7.1 The Trust will comply with any relevant guidance and best practice advice
issued by Monitor regarding the management of cash surpluses and the
making of investments, including for the avoidance of doubt, Managing
Operating Cash in NHS Foundation Trusts and Risk Evaluation for Investment
Decisions by NHS Foundation Trusts.
5.7.2 The Director of Finance is responsible for advising the Board on investments
and shall report periodically to the Board concerning the performance of
investments held.
5.7.3 An Investment policy will be formulated by the Director of Finance in
conjunction with Investment Committee and approved by the Board of
Directors. The Director of Finance
will prepare detailed procedural
instructions on the operation of investment accounts and on the records to be
maintained.
6.

INCOME AND SECURITY OF CASH AND CHEQUES AND OTHER
NEGOTIABLE INSTRUMENTS

6.1

Income Systems

6.1.1 The Director of Finance is responsible for designing, maintaining and ensuring
compliance with systems for the proper recording, invoicing, collection and
coding of all monies due.
6.1.2 The Director of Finance is also responsible for the prompt banking of all
monies received.

Page 309

17

6.2

Fees and Charges

6.2.1 The Trust shall follow the relevant guidance in setting prices for services or
the equivalent regime for Foundation Trusts.
6.2.2 The Director of Finance is responsible for approving and regularly reviewing
the level of all fees and charges other than those determined by the NHS or
by Statute. Independent professional advice on matters of valuation shall be
taken as necessary. Where sponsorship income (including items in kind such
as subsidised goods or loans of equipment) is considered the guidance in the
DH’s “Commercial Sponsorship – Ethical standards in the NHS” shall be
followed.
6.2.3 All employees must inform the Director of Finance promptly of money due
arising from transactions which they initiate and/or deal with, including all
contracts, leases, tenancy agreements, research income, private patient
undertakings and other transactions.
6.2.4 Approval to enter into Non-NHS contracts may be delegated in accordance
with the scheme of delegation.
6.3

Debt Recovery

6.3.1 The Director of Finance is responsible for the appropriate recovery action on
all outstanding debts. Debt recovery services provided by a Shared Services
Centre should be specified in a Service Level Agreement.
6.3.2 Overpayments should be detected (or preferably prevented) and recovery
initiated.
6.3.3 Income not received should be dealt with in accordance with the losses
procedures.
6.4

Security of Cash, Cheques and Other Negotiable Instruments

6.4.1 The Director of Finance shall be responsible for:
(a)
approving the form of all receipt books, agreement forms, or other
means of officially acknowledging or recording monies received or
receivable;
(b)

ensuring arrangements are in place for the ordering and secure control
and storage of any such stationery;

(c)

the provision of adequate facilities and systems for employees whose
duties include collecting and holding cash, including the provision of
safes or lockable cash boxes, the procedures for keys, and for coin
operated machines; and

(d)

prescribing systems and procedures for handling cash, cheques and
negotiable securities on behalf of the Trust.
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6.4.2 Money owned by the Trust and kept at any of its premises shall not under any
circumstances be used for the encashment of private cheques or “IOUs”.
6.4.3 All cheques, postal orders, cash, etc., shall be banked intact. Disbursements
shall not be made from cash received, except under arrangements approved
by the Director of Finance.
6.4.4 The holders of safe keys shall not accept unofficial funds for depositing in
their safes unless such deposits are in special sealed envelopes or locked
containers. It shall be made clear to the depositors that the Trust is not to be
held liable for any loss, and written indemnities must be obtained from the
organisation or individuals absolving the Trust from responsibility for any loss.
7.

NHS CONTRACTS FOR PROVISION OF HEALTHCARE SERVICES

7.1

Commissioning

7.1.1 Contracts with NHS providers for the supply of healthcare services shall be
drawn up in accordance with the latest guidance available from the
Department of Health and administered by the Trust.
7.1.2 The Chief Executive, as the Accounting Officer, is responsible for ensuring the
Trust enters into suitable contracts with service commissioners for the
provision of NHS services. This responsibility has been delegated to the
Director of Finance who is responsible for commissioning NHS service
agreements for the provision of services to patients in accordance with the
Business Plan, and for establishing the arrangements for non-contracted
activity. In carrying out these functions, the Director of Finance will pay due
regards to:

7.2

(a)

costing and pricing of services;

(b)

payment terms and conditions;

(c)

amendments to NHS contracts and contracted activity; and

(d)

Licence conditions and any other guidance issued by Monitor and or
NHS England.

Contract Pricing and Reporting

7.2.1 NHS contracts should comply with the most recent guidance from the DH and
be so devised as to minimise risk whilst maximising the Trust‘s opportunity to
generate income. NHS contract prices should comply with Costing and
Payment by Results guidelines and the latest guidance published by NHS
England and conform with any licence conditions and other guidance issued
by Monitor.
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7.2.2 The Director of Finance will need to ensure that regular reports are provided
to the Board detailing actual and forecast income from the contract. This will
include information on costing arrangements; any pricing of NHS contracts at
marginal cost must be undertaken by the Director of Finance and reported to
the Board.
7.3

Content of Contracts

7.3.1 All contracts should aim to implement the agreed priorities contained within
the Plan and wherever possible, be based upon integrated care pathways to
reflect expected patient experience. In discharging this responsibility, the
Chief Executive should take into account the latest relevant guidance
available from Monitor and NHS England, including:
(a)

the standards of service quality expected;

(b)

the relevant national service framework (if any);

(c)

the provision of reliable information on cost and volume of services;
and

(d)

the NHS National Performance Assessment Framework.

7.3.2 Approval of contracts must be in accordance with the scheme of delegation.
7.4

Involving Partners and jointly managing risk
A good contract will result from a dialogue of clinicians, users, carers, public
health professionals and managers. It will reflect knowledge of local needs
and inequalities. This will require the Chief Executive to ensure that the Trust
works with all partner agencies involved in both the delivery and the
commissioning of the service required.
The contract will apportion
responsibility for handling a particular risk to the party or parties in the best
position to influence the event and financial arrangements should reflect this.
In this way the Trust can jointly manage risk with all interested parties.

8.

TENDERING AND CONTRACTING PROCEDURE

8.1

Duty of compliance

8.1.1 The procedure for making all contracts by or on behalf of the Trust shall
comply with these Standing Financial Instructions.
8.1.2 In particular, Directors and officers should be aware of the definition of
‘pecuniary interest’. Directors and/or officers with a pecuniary interest in a
contract or potential contract should declare any such interest to the Chief
Executive and should not participate in any process (including any evaluation)
associated with the award of the contract.
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8.2

EU Directives Governing Public Procurement
Directives by the Council of the European Union promulgated by the
Department of Health (DH) prescribing procedures for awarding all forms of
contracts shall have effect as if incorporated in the Standing Financial
Instructions.

8.3

e-Tendering
The Trust should have policies and procedures in place for the control of all
tendering activity carried out using an e-tendering system, this will incorporate
reverse auction processes.

8.4

Capital Investment Manual and other Department of Health Guidance
The Trust shall comply as far as is practicable with the requirements of the
Department of Health "Capital Investment Manual" and “Estate code” in
respect of capital investment and estate and property transactions. In the
case of management consultancy contracts the Trust shall comply as far as is
practicable with Department of Health guidance.

8.5

Formal Competitive Tendering and Quotations

8.5.1 The Trust shall ensure that competitive tenders or quotations are invited for:
(a)

the supply of goods, materials and manufactured articles;

(b)

the rendering of services including all forms of management
consultancy services (other than specialised services sought from or
provided by the DH);

(c)

the design, construction and maintenance of building and engineering
works (including construction and maintenance of grounds and
gardens); and

(d)

disposals.

8.5.2 Where the Trust elects to invite tenders for the supply of healthcare services
these Standing Financial Instructions shall apply as far as they are applicable
to the tendering procedure.
8.5.3 Formal tendering procedures need not be applied where:
(a)

the estimated total expenditure or income does not or is not reasonably
expected to exceed £20,000 for goods and services and £20,000 for
Capital; and

(b)

the supply is proposed under special arrangements negotiated by the
DH in which event the said special arrangements must be complied with.
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8.5.4 Formal tendering procedures may be waived in the following
circumstances:
(a)

in very exceptional circumstances where the Chief Executive
decides that formal tendering procedures would not be
practicable or the estimated expenditure or income would not
warrant formal tendering procedures, and the circumstances are
detailed in an appropriate Trust record;

(b)

where the requirement is covered by an existing contract;

(c)

where Department of Health or Government Procurement
Service agreements are in place;

(d)

where a consortium arrangement is in place and a lead
organisation has been appointed to carry out tendering activity
on behalf of the consortium members;

(e)

where the timescale genuinely precludes competitive tendering
but failure to plan the work properly would not be regarded as a
justification for a single tender;

(f)

where specialist expertise is required and is available from only
one source;

(g)

when the task is essential to complete the project, and arises as a
consequence of a recently completed assignment and engaging
different consultants for the new task would be inappropriate;

(h)

where there is a clear benefit to be gained from maintaining
continuity with an earlier project. However in such cases the
benefits of such continuity must outweigh any potential financial
advantage to be gained by competitive tendering;

(i)

for the provision of legal advice and services providing that any
legal firm or partnership commissioned by the Trust is regulated
by the Law Society for England and Wales for the conduct of their
business (or by the Bar Council for England and Wales in relation
to the obtaining of Counsel’s opinion) and are generally
recognised as having sufficient expertise in the area of work for
which they are commissioned.
The Director of Finance will ensure that any fees paid are reasonable
and within commonly accepted rates for the costing of such work.

(j)

where standardised products or services have been adopted by
the Trust.

The waiving of competitive tendering procedures should not be used to avoid
competition or for administrative convenience or to award further work to a
consultant originally appointed through a competitive procedure.
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Where it is decided that competitive tendering is not applicable and should be
waived, the fact of the waiver and the reasons should be documented and
recorded in an appropriate Trust record and reported regularly to the Audit
Committee.
8.5.5 Items estimated to be below the limits set in this Standing Financial Instruction
for which formal tendering procedures are not used which subsequently prove
to have a value above such limits shall be reported to the Chief Executive, and
be recorded in an appropriate Trust record.
8.6

Contracting/Tendering Procedures

8.6.1 Where the exceptions set out in these standing financial instructions do not
apply, the Trust shall ensure that invitations to tender are sent to a sufficient
number of firms/individuals to provide fair and adequate competition as
appropriate, and in no case less than three firms/individuals, having regard to
their capacity to supply the goods or materials or to undertake the services or
works required.
8.6.2 The Trust shall ensure that the firms/individuals invited to tender (and where
appropriate, quote) are among those on approved lists or approved by prequalification, unless through open invitation to tender consistent with EU
directives. Where in the opinion of the Director of Finance it is desirable to seek
tenders from firms not approved, the reason shall be recorded.
A manager nominated by the Chief Executive shall on behalf of the Trust
maintain lists of approved firms from who tenders and quotations may be
invited. These shall be kept under frequent review. The lists shall include all
firms who have applied for permission to tender and as to whose technical and
financial competence the Trust is satisfied. All suppliers must be made aware of
the Trust’s terms and conditions of contract.
For building and engineering construction works and consultancy costs,
invitations to tender shall be made only to firms included on the approved list of
tenders compiled in accordance with this instruction or on the separate
maintenance lists compiled and who are listed on the Constructionline Supplier
List for the relevant scope and value of works/services being procured.
Firms included on the approved list of tenders shall ensure that when engaging,
training, promoting or dismissing employees or in any conditions of
employment, shall not discriminate against any person because of colour, race,
ethnic or national origins, religion or sex, and will comply with the provisions of
the Equality Act 2010 and any amending and /or related legislation.
Firms shall conform at least with the requirements of the Health and Safety at
Work Act and any amending and /or other related legislation concerned with the
health, safety and welfare of workers and other persons, and to any relevant
British Standard Code of Practice issued by the British Standard Institution. For
building and engineering construction works, firms must provide to the
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appropriate manager a copy of its safety policy and evidence of the safety of
plant and equipment, when requested.
8.6.3 Financial Standing and Technical Competence of Contractors
The Director of Finance may make or institute any enquiries he/she deems
appropriate concerning the financial standing and financial suitability of
approved contractors. The Director with lead responsibility for clinical
governance will similarly make such enquiries as is felt appropriate to be
satisfied as to their technical/medical competence.
8.6.4 Exceptions to using Approved Contractors
If in the opinion of the Chief Executive and the Director of Finance it is
impractical to use a potential
contractor from the list of approved
firms/individuals (for example where specialist services or skills are required
and there are insufficient suitable potential contractors on the list), or where a
list for whatever reason has not been prepared, the Chief Executive should
ensure that appropriate checks are carried out as to the technical and
financial capability of those firms that are invited to tender or quote.
An appropriate record in the contract file should be made of the reasons for
inviting a tender or quote other than from an approved list.
8.7

Tender Procedure

8.7.1 Invitation to Tender
(a)

All invitations to tender shall be exclusively submitted through the
Trusts chosen e-tendering portal (currently Bravo) and will follow the
protocols within the package.

(b)

Every tender for goods, materials, services or disposals shall embody
such of the NHS Standard Contract Conditions as are applicable.

(c)

Every tender or quote for building or engineering works shall embody or
be in the terms of the current edition of one of the Joint Contracts
Tribunal Standard Forms of Building Contract or GC/Wks Standard
forms of contract amended to comply with concode; or, when the
content of the work is primarily engineering, the General Conditions of
Contract recommended by the Institution of Mechanical and Electrical
Engineers and the Association of Consulting Engineers (Form A), or (in
the case of civil engineering work) the General Conditions of Contract
recommended by the Institute of Civil Engineers, the Association of
Consulting Engineers and the Federation of Civil Engineering
Contractors, including NEL2 and NEL3 when applied as part of a
Procure 21 or Procure 21+ process.
These documents shall be
modified and/or amplified to accord with Department of Health
guidance and, in minor respects, to cover special features of individual
projects.
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(d)

Where the services of a consultant are required for building or
engineering works, they shall be commissioned under ‘The Agreement
for the Appointment of Architects, Surveyors and Engineers within the
NHS’, which are a suite of Agreements issued by the DoH.

8.7.2 Opening Tenders
(a)

The e-tendering system must maintain a full audit trail registering,
expressions of interest prequalification invitations, clarification
questions and responses, date of invitation to tender and closure and
any late responses.

(b)

The e-tendering system will automatically identify incomplete tenders,
which will be rejected.

8.7.3 Admissibility
(a)

If for any reason the designated officers are of the opinion that the
tenders received are not strictly competitive (for example, because their
numbers are insufficient or any are amended, incomplete or qualified)
no contract shall be awarded without the approval of the Chief
Executive.

(b)

Where only one tender is sought and/or received, the Chief Executive
and Director of Finance shall, as far as practicable, ensure that the
price to be paid is fair and reasonable and will ensure value for the
Trust.

8.7.4 Late Tenders
Only in the most exceptional circumstances will a tender be considered which
is received after the opening of the other tenders and only if the Chief
Executive is satisfied that there is no reason to doubt the bona fides of the
tender concerned.
8.7.5 Acceptance of Formal Tenders
(a)

Any discussions with a tenderer which are deemed necessary to clarify
technical aspects of the tender before the award of a contract will not
disqualify the tender.

(b)

The lowest tender, if payment is to be made by the Trust, or the
highest, if payment is to be received by the Trust, shall be accepted
unless there are good and sufficient reasons to the contrary. Such
reasons shall be set out in either the contract file or other appropriate
record.
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It is accepted that for professional services such as management consultancy,
the lowest price does not always represent the best value for money. Other
factors affecting the success of a project include:
(a)

Experience and qualifications of team members;

(b)

Understanding of client’s needs;

(c)

Feasibility and credibility of proposed approach; and

(d)

Ability to complete the project on time.

Where other factors are taken into account in selecting a tenderer, these must
be clearly recorded and documented in the contract file, and the reason(s) for
not accepting the lowest tender clearly stated.
No tender shall be accepted which will commit expenditure in excess of that
which has been allocated by the Trust and which is not in accordance with
these instructions except with the authorisation of the Chief Executive.
The use of these procedures must demonstrate that the award of the contract
was:
(a)

Not in excess of the going market rate/price current at the time the
contract was awarded; and

(b)

That best value for money was achieved.

All tenders should be treated as confidential and should be retained for
inspection.
8.7.6 Selection Process
Where competitive tendering takes place the following groups shall be set
up:
(a)

Specification group, comprising Procurement and nominated officer/s
and specialists.

(b)

Evaluation team, comprising normally a specialist officer,
Procurement officer and a Director of Finance representative.

(c)

The evaluation team shall make recommendations to the Board before
award of contract.

(d)

The Chief Executive shall nominate an officer to oversee and manage
the contract on behalf of the Trust.
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8.8

Quotations: Competitive and non-competitive

8.8.1 Quotations are required where formal tendering procedures are not adopted
and where the intended expenditure or income exceeds, or is reasonably
expected to exceed £5,000 but not exceed £20,000 for goods or services and
£20,000 for capital.
8.8.2 Competitive Quotations
(a)

Quotations should be obtained from at least three firms/individuals based
on specifications or terms of reference prepared by, or on behalf of, the
Trust.

(b)

Quotations should be in writing.

(c)

Quotations will be opened at the nominated time and date stated at the
start of the quotation procedure.

(d)

All quotations should be treated as confidential and all details of the
quotation, including date and time of submission and opening date and
time will be retained in the Audit section of the portal and be available
for inspection.

(e)

The Chief Executive or his nominated officer should evaluate the
quotation and select the quote which gives the best value for money. If
this is not the lowest quotation if payment is to be made by the Trust, or
the highest if payment is to be received by the Trust, then the choice
made and the reasons why should be recorded in a permanent record.

8.8.3 Non-Competitive Quotations
Non-competitive quotations may be obtained in the following circumstances:
(a)

the supply of proprietary or other goods of a special character and the
rendering of services of a special character, for which it is not, in the
opinion of the responsible officer, possible or desirable to obtain
competitive quotations;

(b)

the supply of goods or manufactured articles of any kind which are
required quickly and are not obtainable under existing contracts;

(c)

miscellaneous services, supplies and disposals; and

(d)

No quotation shall be accepted which will commit expenditure in excess
of that which has been allocated by the Trust and which is not in
accordance with SFIs except with the authorisation of either the Chief
Executive or Director of Finance.
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8.8.4 Invitation to Quote
All invitations to quote shall be exclusively submitted through the Trusts chosen
e-quote portal (currently Multiquote) and will follow the protocols within the
package.
8.8.5 Opening Quotes
The e-quote system must maintain a full audit trail registering, expressions of
interest, invitations, clarification questions and responses, date of invitation to
quote and closure and any late responses.
The e-tendering system will automatically identify incomplete quotes which will
be rejected.
2.4

Compliance requirements for all contracts

2.4.1 The Board may only enter into contracts on behalf of the Trust within its
statutory powers and shall comply with:

2.5

(a)

The Trust’s Constitution, and Standing Financial Instructions;

(b)

Procurement Legislation and Guidelines;

(c)

any relevant directions including the Capital Investment Manual,
Estatecode and guidance on the Procurement and Management
of Consultants;

(d)

such of the NHS Standard Contract Conditions as are
applicable;

(e)

Where appropriate contracts shall be in or embody the same
terms and conditions of contract as was the basis on which
tenders or quotations were invited; and

(f)

In all contracts made by the Trust, the Board shall endeavour to
obtain best value for money by use of all systems in place. The
Chief Executive shall nominate an officer who shall oversee and
manage each contract on behalf of the Trust.

Disposals

2.5.1 Competitive Tendering or Quotation procedures shall not apply to the
disposal of:
(a)

articles for which a fair price can be obtained only by negotiation or
sale by auction as determined (or pre-determined in a reserve) by the
Chief Executive or his nominated officer;
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2.6

(b)

obsolete or condemned articles and stores, which may be disposed of
in accordance with the supplies policy of the Trust;

(c)

items which have a realisable value to the Trust of less than £10,000;

(d)

items arising from works of construction, demolition or site clearance,
which should be dealt with in accordance with the relevant contract;

(e)

Medical devices will be disposed of in accordance with the Medical
Devices Policy; and

(f)

land or buildings. Subject to approval by both the Board of Directors
and as relevant to Commissioner Requested Services, Monitor.

In-house Services

2.6.1 The Chief Executive shall be responsible for ensuring that best value for
money can be demonstrated for all services provided on an in-house basis.
The Trust may also determine from time to time that in-house services should
be market tested by competitive tendering.
2.6.2 In all cases where the Board determines that in-house services should be
subject to competitive tendering the following groups shall be set up:
(a)

Specification group, comprising the Chief Executive or nominated
officer/s and specialist;

(b)

In-house tender group, comprising a nominee of the Chief Executive
and technical support; and

(c)

Evaluation team, comprising normally a specialist officer, a supplies
officer and a Director of Finance representative. For services having a
likely annual expenditure exceeding £500,000 a non-officer member
should be a member of the evaluation team.

2.6.3 All groups should work independently of each other and individual officers
may be a member of more than one group but no member of the in-house
tender group may participate in the evaluation of tenders.
2.6.4 The evaluation team shall make recommendations to the Board.
2.6.5 The Chief Executive shall nominate an officer to oversee and manage the
contract on behalf of the Trust.
2.7

Applicability of SFIs on Tendering and Contracting to funds held on
trust

2.7.1 These Instructions shall not only apply to expenditure from Exchequer funds
but also to works, services and goods purchased from the Trust’s funds held
on trust and private resources.
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2.8

Bribery Act

2.8.1 The Trust fully supports The Bribery Act 2010 and is therefore committed to
ensuring it complies with the Act’s standards and principles. It is therefore
essential that all contractors and agents acting on the Trust’s behalf confirm
and demonstrate a similar commitment to help ensure that the Trust is free of
bribery and corruption. See Anti-Fraud and Bribery Policy – Appendix C for
further information
2.9

Private Finance Initiative (PFI) funded hospitals
The only exception to SFI Clauses 8.5, 8.6, 8.7 and 8.8 will be expenditure
and authorisation procedures for Private Finance expenditure where the Trust
is already bound by contractual agreements known as the “Project
Agreement” and the relevant schedules within this agreement. In this event,
the following will apply:

2.9.1 Trust Authorised Officer
The Chief Executive shall by notice and in writing appoint a Director or
Manager of the Trust to act as the agent of the Trust in all matters relating to
the Project Agreement.
2.9.2 Duties of Trust Authorised Officer
For the sole purpose of the SFIs, the duties will be applicable to financial
related issues and will include:
(a)

Market Testing
(i) Procurement Rules shall be observed as required by Law and
consistent with the Project Agreement;
(ii) The Contractor shall prior to issuing any tender information or
document to any prospective tenderer submit a draft specification for
the relevant Service to the Trusts Authorised Officer for their approval;
(iii) Market testing exercises and contract award procedures shall be
conducted by the contractor;
(iv) The Contractor shall provide to the Authorised Officer copies and full
details of the tender documentation sent out and received and all bids
and the result of all negotiations and the Contractor shall consult with
the Trusts Authorised Officer prior to rejecting or accepting any bid;
and
(v) On the conclusion of any market testing exercise, the chosen bid and
its cost details shall be incorporated into the Financial Model.

(b)

Equipment, Materials and Consumables
(i) The Contractor shall be responsible for the provision, maintenance
and replacement of all equipment detailed in the Project Agreement
Schedule 6 Part (i) and all materials and consumables necessary for
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the performance of the Services save for those items identified in
Schedule 6 Part (ii) and Part (iii) which shall be the responsibility of
the Trust in which case Clauses 8.5 to 8.8 of these SFIs shall apply
(ii) The Trust shall also be responsible for promptly replacing equipment,
materials or consumables and shall bear the cost of repair to the
premises required as a result of the malicious, negligent or dishonest
acts of the Trusts employees, agents, patients or visitors
(c)

Variations
(i) A works change – where the Trust proposes future works or a
variation, it shall provide full details to the Contractor including outline
proposals and details of amendments;
(ii) Legislative change – Either party may give notice to the other that
there has been a relevant legislative change;
(iii) All variations will be subjected to the Financial Model tests to identify
recurring and non-recurring charges;
(iv) Only the Authorised Officer of the Trust or Director can approve
expenditure and this will be formally documented at the Capital Group
for approval.

9.

EMPLOYMENT AND TERMS OF SERVICE

9.1

Remuneration and Terms of Service

9.1.1 In accordance with the NHS FT Code of Governance and the Constitution the
Board shall establish a Non-Executive Led Remuneration Committee, with
clearly defined terms of reference, specifying which posts fall within its area of
responsibility, its composition, and the arrangements for reporting.
9.1.2 The Committee will:
(a)

approve and keep under review the remuneration policy and terms and
conditions of service for the Chief Executive, Executive Directors, other
senior management, and any other person as determined by the Board
of Directors;

(b)

in accordance with the remuneration policy determine the remuneration
and terms and conditions of service of the Chief Executive, Executive
Directors, other senior management, and any other person as
determined by the Board of Directors as it sees necessary; and

(c)

advise on and oversee appropriate arrangements for the proper
calculation and scrutiny of termination payments taking account of such
national guidance as is appropriate.

9.1.3 The Board will consider and approve proposals presented by the Chief
Executive for the setting of remuneration and terms and conditions of service
for those employees and officers outside the remit of the Remuneration
Committee.
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9.1.4 The Trust will pay remuneration and allowances to the Chairman, NonExecutive Directors and Associate Non-Executive Directors in accordance
with instructions issued by the Assembly of Governors. This will also include
sessional fees for Non-Executive Directors undertaking Hospital Managers
duties under the Mental Health Act 1983.
9.2

Funded Establishment

9.2.1 The workforce plans incorporated within the annual budget will form the
funded establishment.
9.2.2 The funded establishment of any department may not be increased without
the approval of the Chief Executive or his/her nominated representation.
9.3

Staff Appointments

9.3.1 No director, officer or employee may offer, either verbally or in writing,
contracts of employment, of either permanent or a temporary nature, nor hire
agency staff, nor agree to changes in any aspect of remuneration for existing
employees, unless:
(a)

they are duly authorised to do so by the Chief Executive; and

(b)

any action remains within the limit of their approved budget and funded
establishment.

9.3.2 It is the duty of any authorised Director, officer or employee to ensure that
references and appropriate checks are obtained in accordance with any
policies and procedures of the Trust prior to the commencement date of the
applicant. These checks must be certified as performed and documentary
evidence retained on the applicants personal file
9.4

Processing of Payroll

9.4.1 The Director of Workforce is responsible for:
(a)

specifying timetables for submission of properly authorised time
records and other notifications;

(b)

the final determination of pay;

(c)

making payment on agreed dates; and

(d)

agreeing method of payment.

9.4.2 The Director of Finance and the Director of Workforce will issue instructions
regarding:
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(a)

verification and documentation of data used for the processing of
payroll and associated transactions;

(b)

the timetable for receipt and preparation of payroll data and the
payment of employees;

(c)

maintenance of subsidiary records for superannuation, income tax,
national insurance and other authorised deductions from pay;

(d)

security and confidentiality of payroll data and information;

(e)

checks to be applied to completed payroll before and after payment;

(f)

authority to release payroll data under the provisions of the Data
Protection Act;

(g)

methods of and procedures for payment available to various categories
of employee and officers;

(h)

procedures for the recall of payments to staff;

(i)

advances in pay and their recovery;

(j)

maintenance of regular and independent reconciliation of pay control
accounts;

(k)

a system to ensure the recovery from those leaving the employment of
the Trust of sums of money and property due by them to the Trust; and

(l)

suitable arrangements are made for the collection of payroll deductions
and payment to the appropriate bodies.

9.4.3 Appropriately nominated managers have delegated responsibility for:
(a)

completion and submission of approved payroll documentation in
accordance with approved procedures;

(b)

submitting termination forms in the prescribed form immediately upon
knowing the effective date of any employee’s resignation, termination
or retirement. Where an employee fails to report for duty in
circumstances that suggest they have left without notice, the Payroll
Department must be informed immediately;

(c)

alerting the Director of Workforce and
immediately where an employee fails
circumstances that suggest they have left
submission of notification of termination of
reason; and
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(d)

timely review and positive confirmation as to the accuracy of the staff
costs report.

9.4.4 The recovery of salary overpayments will be dealt with in line with the Trust’s
procedure on overpayments. Repayment periods will only be varied in
exceptional circumstances and with the prior authorisation of the Director of
Finance.
9.4.5 All new employees shall be paid monthly by bank credit transfer (BACS),
unless otherwise agreed by the Director of Finance. No employee will be able
to transfer from payment by bank credit transfer to payment in cash.
9.4.6 Regardless of the arrangements for providing the payroll service, the Director
of Finance shall ensure that the chosen method is supported by appropriate
(contracted) terms and conditions, adequate internal controls and audit review
procedures and that suitable arrangements are made for the collection of
payroll deductions and payment of these to appropriate bodies.
9.5

Contracts of Employment

9.5.1 The Board shall delegate responsibility to the Director of Workforce for:
(a)

ensuring that all employees are issued with a Contract of Employment
in a form approved by the Board and which complies with employment
legislation; and

(b)

dealing with variations to, or termination of, Contracts of Employment.

10.

NON PAY EXPENDITURE

10.1

Delegation of Authority

10.1.1 The Board will approve the level of non-pay expenditure on an annual basis
and the Director of Finance will determine the level of delegation to Budget
Managers.
10.1.2 The Chief Executive will set out:
(a)

those posts authorised to place requisitions/orders for the supply of
goods and services; and

(b)

the maximum financial level for each requisition/order and the system
for authorisation above that level.

10.1.3 The Chief Executive shall set out procedures on the seeking of professional
advice regarding the supply of goods and services.
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10.2

Choice, Requisitioning, Ordering, Receipt And Payment For Goods And
Services

10.2.1 The requisitioning officer or procurement officer, in choosing the item to be
supplied (or the service to be performed) shall always obtain the best value
for money for the Trust. In so doing, the advice of the Trust’s adviser on
supply shall be sought. Where this advice is not acceptable to the
requisitioner, the relevant director shall be consulted.
10.2.2 The Director of Finance shall be responsible for ensuring there is a system
and associated procedures in place for the prompt payment of supplier
invoices and charges. Payment of contract invoices shall be in accordance
with contract terms, or otherwise, in accordance with the Better Payments
Practice Code (BPPC) to pay invoices within 30 days of receipt into the Trust.
10.2.3 The Director of Finance will:
(a)

advise the Board regarding the setting of thresholds above which
quotations (competitive or otherwise) or formal tenders must be
obtained; once approved, the thresholds should be incorporated in the
Standing Financial Instructions and regularly reviewed;

(b)

prepare procedural instructions and guidance within the Scheme of
Delegation on the obtaining of goods, works and services;

(c)

be responsible for the prompt payment of all properly authorised
accounts and claims;

(d)

be responsible for designing and maintaining a system of verification,
recording and payment of all amounts payable. The system shall
provide for:
(i)

A list of directors/employees (including specimens of their
signatures) authorised to certify invoices.

(ii)

Certification that:
 Goods have been duly received, examined and are in
accordance with specification and the prices are correct;
 Work done or services rendered have been satisfactorily
carried out in accordance with the order, and, where
applicable, the materials used are of the requisite
standard and the charges are correct;
 In the case of contracts based on the measurement of
time, materials or expenses, the time charged is in
accordance with the timesheets, the rates of labour are in
accordance with the appropriate rates, the materials have
been checked as regards quantity, quality, and price and
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the charges for the use of vehicles, plant and machinery
have been examined;
 Where appropriate, the expenditure is in accordance with
regulations and all necessary authorisations have been
obtained;
 The account is arithmetically correct; and
 The account is in order for payment.

(e)

(iii)

A timetable and system for submission to the Director of
Finance of accounts for payment; provision shall be made for
the early submission of accounts subject to cash discounts for
otherwise requiring early payment.

(iv)

Instructions to employees regarding the handling and payment
of accounts within the Finance department.

be responsible for ensuring that payment for goods and services is only
made once the goods and services are received, (except as below).

10.2.4 Prepayments are only permitted where exceptional circumstances apply. In
such instances:
(a)

prepayments are only permitted where the financial advantages
outweigh the disadvantages, i.e. cash flows must be discounted to Net
Present Value (NPV) and the intention is not to circumvent cash limits
or other budgetary constraints;

(b)

the appropriate officer must provide, in the form of a written report, a
case setting out all relevant circumstances of the purchase. The report
must set out the effects on the Trust if the supplier is at some time
during the course of the prepayment agreement unable to meet his
commitments and must include an assessment of the credit worthiness
of the supplier;

(c)

the Director of Finance will need to be satisfied with the proposed
arrangements before contractual arrangements proceed (taking into
account the EU public procurement rules where the contract is above a
stipulated financial threshold); and

(d)

the budget holder is responsible for ensuring that all items due under a
prepayment contract are received and he/she must immediately inform
the appropriate Director or Chief Executive if problems are
encountered.

10.2.5 Official orders must:
(a)

be consecutively numbered;
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(b)

be in a form approved by the Director of Finance;

(c)

state the Trust’s terms and conditions of trade;

(d)

be held securely, issued to and used only by those duly authorised by
the Chief Executive;

(e)

be authorised by a nominated Officer of the Trust;

(f)

be priced (firm or estimate) and include carriage costs if appropriate;
and

(g)

be in writing, using electronic means, although the authority to place
verbal orders may be acceptable with the advance written authority of
the Director of Finance.

10.2.6 Official Purchase Cards must be used only when approved by an Authorised
Signatory and must be used in accordance with procedures established by
the Director of Finance. The Director of Finance will establish and review
spending limits for each card holder.
10.2.7 Managers must ensure that they comply fully with the guidance and limits
specified by the Director of Finance and that:
(a)

all contracts (except as otherwise provided for in the Scheme of
Delegation) and other commitments which may result in a liability are
notified to the Director of Finance in advance of any commitment being
made;

(b)

contracts above specified thresholds are advertised and awarded in
accordance with EU rules on public procurement;

(c)

no order shall be issued for any item or items to any firm which has
made an offer of gifts, reward or benefit to directors or employees;

(d)

no requisition/order is placed for any item or items for which there is no
budget provision unless authorised by the Director of Finance on behalf
of the Chief Executive;

(e)

all goods, services, or works are ordered on an official order or
purchase card except works and services executed in accordance with
a contract or purchases from petty cash;

(f)

verbal orders must only be issued very exceptionally – by an employee
designated by the Chief Executive and only in cases of emergency or
urgent necessity. These must be confirmed within one working day by
an official order which is clearly marked “Confirmation Order”;
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(g)

where consultancy advice is being obtained, the procurement of such
advice must be in accordance with guidance issued by Monitor;

(h)

orders are not split or otherwise placed in a manner devised so as to
avoid the financial thresholds;
goods are not taken on a trial or loan in circumstances that could
commit the Trust to a future uncompetitive purchase;

(i)
(j)

changes to the list of directors/employees authorised to certify invoices
are notified to the Director of Finance;

(k)

purchases from petty cash are restricted in value and by type of
purchase in accordance with instructions issued by the Director of
Finance; and

(l)

petty cash records are maintained in a form as determined by the
Director of Finance.

10.2.8 The Director of Finance shall ensure that the arrangements for financial
control and financial audit of building and engineering contracts and property
transactions comply with the guidance contained within CONCODE and
ESTATECODE. The technical audit of these contracts shall be the
responsibility of the Director of Finance.
10.2.9 In the case of contracts for building and engineering works which require
payment to be made on account during progress of the works, the Finance
Director shall make payment on receipt of a certificate from the appropriate
technical consultant or officer. Without prejudice to the responsibility of any
consultant or works officer appointed to a particular building or engineering
contract, a contractor’s account shall be subjected to such financial
examination as may be considered necessary, before the person responsible
to the Trust for the contract issues the final certificate. To assist financial
control, a contracts register shall be established.
10.2.10
All requests for changes to suppliers’ bank account details will be
verified as genuine by the Accounts Payable department.
11.

CAPITAL INVESTMENT, PRIVATE FINANCING,
REGISTERS AND SECURITY OF ASSETS

11.1

Capital Investment

FIXED

ASSET

11.1.1 The Chief Executive shall:
(a)

ensure that there is an adequate appraisal and approval process in
place for determining capital expenditure priorities and the effect of
each proposal upon Business Plans;

(b)

be responsible for the management of all stages of capital schemes
and for ensuring that schemes are delivered on time and to cost; and
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(c)

ensure that the capital investment is not undertaken without appropriate
authorisation and confirmation of purchaser(s) support, and resources
to finance all revenue consequences, including depreciation and
interest payable.

11.1.2 For every significant capital expenditure proposal the Chief Executive shall
ensure that a business case, prepared to a standard format as determined by
the Board of Directors, is produced for all schemes.
Capital business cases shall be approved in accordance with the scheme of
delegation.
11.1.3 For capital schemes where the contracts stipulate stage payments, the
Director of Finance will issue procedures for their management, incorporating
the recommendations of Estatecode.
11.1.4 The Director of Finance shall issue procedures for the regular reporting of
expenditure and commitment against authorised expenditure.
11.1.5 The approval of a capital programme shall not constitute approval for
expenditure on any scheme. The Chief Executive will issue a scheme of
delegation for capital investment management in accordance with
"Estatecode" guidance.
11.1.6 The Director of Finance shall issue procedures governing the financial
management, including variations to contract, of capital investment projects
and valuation for accounting purposes. Escalation thresholds for approving
variations to authorised capital programmes are set out in the Scheme of
Delegation.
11.2

Asset Registers

11.2.1 The Chief Executive is responsible for ensuring procedures are in place for
the maintenance of registers of assets, taking account of the advice of the
Director of Finance concerning the form of any register and the method of
updating, and arranging for a physical check of assets against the asset
register to be conducted annually.
11.2.2 The Trust shall maintain an asset register recording fixed assets. The
minimum data set to be held within these registers shall be as specified by
Monitor in the Financial Reporting Manual (FReM), and shall meet the
requirements set out within the Information Commission’s Publication Scheme
- Lists and Registers - Assets.
11.2.3 Additions to the fixed asset register must be clearly assigned to an
appropriate budget holder and be validated by reference to:
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(a)

properly authorised and approved agreements, architect’s certificates,
supplier’s invoices and other documentary evidence in respect of
purchases from third parties;

(b)

stores, requisitions and wages records for own materials and labour
including appropriate overheads; and

(c)

lease agreements in respect of assets held under a finance lease and
capitalised.

11.2.4 Where capital assets are sold, scrapped, lost or otherwise disposed of, their
value must be removed from the accounting records and each disposal must
be validated by reference to authorisation documents and invoices. No land or
property can be sold without the prior approval of the Board of Directors and,
as necessary, Monitor.
11.2.5 The Director of Finance shall approve procedures for reconciling balances on
fixed assets accounts in ledgers against balances on fixed asset registers.
11.2.6 The value of each asset will be at current value in accordance with methods
specified in the Financial Reporting Manual (FReM) issued by Monitor and
agreed by the Audit Committee
11.2.7 The value of each asset shall be depreciated in accordance with the Trust’s
accounting policies.
11.2.8 The Director of Finance shall calculate and pay capital charges as specified
by Monitor.
11.3

Security of Assets

11.3.1 The overall control of fixed assets is the responsibility of the Chief Executive.
11.3.2 Asset control procedures (including fixed assets, cash, cheques, negotiable
instruments and donated assets) must be approved by the Director of
Finance. This procedure shall make provision for:
(a)

recording managerial responsibility for each asset;

(b)

identification of additions and disposals;

(c)

identification of all repairs and maintenance expenses;

(d)

physical security of assets;

(e)

periodic verification of the existence of, condition of, and title to, assets
recorded;

(f)

identification and reporting of all costs associated with the retention of
an asset; and
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(g)

reporting, recording and safekeeping of cash, cheques and negotiable
instruments.

11.3.3 All discrepancies revealed by verification of physical assets to fixed asset
register shall be notified to the Director of Finance.
11.3.4 Whilst each employee has a responsibility for the security of property of the
Trust, it is the responsibility of directors and senior employees in all disciplines
to apply such appropriate routine security practices in relation to NHS
Foundation Trust property as may be determined by the Board. Any breach
of agreed security practices must be reported in accordance with agreed
procedures.
11.3.5 The Director of Finance shall prepare procedural instructions detailing the
security, checking and disposal of assets, including donated assets. This shall
include a separate record for equipment on loan from suppliers.
11.3.6 Any damage to the Trust’s premises, vehicles and equipment, or any loss of
equipment, stores or supplies must be reported by directors and employees in
accordance with the procedure for reporting losses.
11.3.7 Where practical, assets should be marked as Trust property.
12.

STORES AND RECEIPT OF GOODS

12.1

General

12.1.1 Stores, defined in terms of controlled stores and departmental stores (for
immediate use) should be:

12.2

(a)

kept to a minimum practical level;

(b)

subjected to regular stock take –perpetual and/or annual;

(c)

valued at the lower of cost and net realisable value; and

(d)

be kept as secure as practically possible.

Control

12.2.1 Subject to the responsibility of the Director of Finance for the systems of
control, overall responsibility for the control of stores shall be delegated to an
employee by the Chief Executive. The day to day responsibility may be
delegated by him to departmental employees and stores managers/keepers,
subject to such delegation being entered in a record available to the Director
of Finance. The control of Pharmaceutical stocks shall be the responsibility of
a designated pharmaceutical officer; and the control of fuel oil and coal to a
designated estates manager.
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12.2.2 The responsibility for security arrangements and the custody of keys for all
stores and locations shall be clearly defined in writing by the designated
manager/pharmaceutical officer. Wherever practicable, stocks should be
marked as Trust property.
12.2.3 The Director of Finance shall set out procedures and systems to regulate the
stores including records for receipt of goods, issues, and returns to stores,
stocktaking and losses.
12.2.4 Stocktaking arrangements shall be agreed with the Director of Finance and
there shall be a physical check covering all items in store at least once a year.
12.2.5 Where a complete system of stores control is not justified, alternative
arrangements shall require the approval of the Director of Finance.
12.2.6 The designated manager/pharmaceutical officer shall be responsible for a
system approved by the Director of Finance for a review of slow moving and
obsolete items and for condemnation, disposal, and replacement of all
unserviceable articles. The designated officer shall report to the Director of
Finance any evidence of significant overstocking and of any negligence or
malpractice. Procedures for the disposal of obsolete stock shall follow the
procedures set out for disposal of all surplus and obsolete goods.
12.3

Goods supplied to the Trust

12.3.1 For all goods supplied to the Trust, the Chief Executive shall identify those
authorised to requisition and accept goods from the store. The authorised
person shall check receipt against the delivery note before forwarding this to
the Director of Finance, or delegated representative, who shall satisfy himself
that the goods have been received before accepting the recharge.
13.

BANKRUPTCY, LIQUIDATIONS AND RECEIVERSHIPS

13.1

The Director of Finance should make every effort to become aware, at the
earliest point possible, of the bankruptcy, liquidation or receivership of any
supplier.

13.2

When a bankruptcy, liquidation or receivership is discovered, all payments
should be ceased pending confirmation of the bankruptcy, etc. As a matter of
urgency, a statement must be prepared listing the amounts due to and from
the Trust.

13.3

The Director of Finance must ensure that:
(a)
(b)

Any payments due to the Trust are made to the correct person;
Any claim by the Trust is properly lodged with the correct party and
without delay.
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13.4

If the Trust has a contract with a person or body which is bankrupt, etc., it
normally has a right to terminate the contract. Legal advice may be sought
should the Company Secretary consider this appropriate.

14.

DISPOSALS
PAYMENTS

14.1

Disposals and Condemnations

AND

CONDEMNATIONS,

LOSSES

AND

SPECIAL

14.1.1 The Director of Finance must prepare detailed procedures for the disposal of
assets including condemnations, and ensure that these are notified to
managers.
14.1.2 When it is decided to dispose of a Trust asset, the head of department or
authorised deputy will determine and advise the Director of Finance of the
estimated market value of the item, taking account of professional advice
where appropriate.
14.1.3 All unserviceable articles shall be:
(a)

condemned or otherwise disposed of by an employee authorised for
that purpose by the Director of Finance; and

(b)

recorded by the Condemning Officer in a form approved by the Director
of Finance which will indicate whether the articles are to be converted,
destroyed or otherwise disposed of. All entries shall be confirmed by
the countersignature of a second employee authorised for the purpose
by the Director of Finance.

14.1.4 The Condemning Officer shall satisfy himself as to whether or not there is
evidence of negligence in use and shall report any such evidence to the
Director of Finance who will take the appropriate action.
14.2

Losses and Special Payments

14.2.1 The Director of Finance must prepare procedural instructions on the recording
of and accounting for condemnations, losses, and special payments. In cases
involving suspected fraud, the Director of Finance must also prepare a ‘fraud
response plan’ that sets out the action to be taken both by persons detecting
a suspected fraud and those persons responsible for investigating it.
14.2.2 Any employee or officer discovering or suspecting a loss of any kind must
either immediately inform their head of department, who must immediately
inform the Chief Executive and the Director of Finance or inform an officer
charged with responsibility for responding to concerns involving loss. This
officer will then appropriately inform the Director of Finance and/or Chief
Executive. Where a criminal offence is suspected, the Director of Finance
must immediately inform the police if theft or arson is involved. In cases of
fraud and corruption or of anomalies which may indicate fraud or corruption,
the Director of Finance must inform the Trust’s LCFS and NHS Protect in
accordance with the NHS Standards for providers.
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The Director of Finance must notify the Counter Fraud and Security
Management Services (CFSMS) and the External Auditor of all frauds.
14.2.3 For losses apparently caused by theft, arson, neglect of duty or gross
carelessness, except if trivial, the Director of Finance must immediately notify:
(a)

the Board, and

(b)

the External Auditor.

14.2.4 The Director of Finance shall present a report to the Board of Directors
seeking its approval to write off losses and make payments.
14.2.5 The Director of Finance shall be authorised to take any necessary steps to
safeguard the Trust’s interests in personal and company insolvencies.
14.2.6 For any loss, the Director of Finance in conjunction with the Company
Secretary should consider whether any insurance claim can be made.
14.2.7 The Director of Finance shall maintain a Losses and Special Payments
Register in which write off action is recorded, including bad debt written off.
The register should show:
(a)
(b)
(c)

The nature, gross amount (or estimate where an accurate value is
unavailable), and cause of each loss;
The action taken, total recoveries and date of write-off where
appropriate; and
The category in which each loss is to be noted.

14.2.8 All losses and special payments must be reported to the Audit Committee
annually.
15.

INFORMATION TECHNOLOGY

15.1

Controls

15.1.1 The Director of Nursing, AHPs & Governance, who is responsible as Senior
Information Risk Owner (SIRO) for the accuracy and security of the
computerised data of the Trust, shall;
(a)

devise and implement any necessary procedures to ensure adequate
(reasonable) protection of the Trust’s data, programs and computer
hardware from accidental or intentional disclosure to unauthorised
persons, deletion or modification, theft or damage, having due regard
for the Data Protection Act, Human Rights Act and Freedom of
Information Act;

(b)

ensure that adequate (reasonable) controls exist over data entry,
processing, storage, transmission and output to ensure security,
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privacy, accuracy, completeness and timeliness of the data, as well as
the efficient and effective operation of the system;
(c)

ensure that adequate controls exist such that the computer operation is
separated from development, maintenance and amendment; and

(d)

ensure that an adequate management (audit) trail exists through the
computerised system and that such computer audit reviews as may be
considered necessary are being carried out;

15.1.2 The Director of Strategy shall:
(a)

prepare and maintain an IT strategy for regular approval by the
Management Board; and

(b)

ensure that all purchases of hardware/software are in compliance with
the Trust’s IT strategy.

15.1.3 The Director of Finance shall ensure that new financial systems and
amendments to current financial systems are developed in a controlled
manner and thoroughly tested prior to implementation. Where this is
undertaken by another organisation, assurances of adequacy must be
obtained from them prior to implementation.
15.1.4 The Chief Executive shall ensure that the Trust shall publish and maintain a
Freedom of Information (FOI) Publication Scheme, or adopt a model Freedom
of Information Publication Scheme approved by the information
Commissioner.
15.2

System Development

15.2.1 The Chief Executive Officer shall satisfy themselves that new computer
systems and amendments to current systems are developed in a controlled
manner and thoroughly tested prior to implementation. Where this is
undertaken by another organisation, assurances of adequacy will be obtained
from them prior to implementation.
15.2.2 In the case of computer systems which are proposed General Applications
(i.e. normally those applications which the majority of Authorities/Trusts in the
cluster or nationally wish to sponsor jointly) all responsible Directors and
employees will send to the Director of Finance:
(a)

details of the outline design of the system; and

(b)

in the case of packages acquired either from a commercial
organisation, from the NHS, or from another public sector organisation,
the operational requirement.
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15.3

Contracts for Computer Services with other health bodies or outside
agencies

15.3.1 The Director of Finance shall ensure that contracts for computer services for
financial applications with another health organisation or any other
agency/party shall clearly define the responsibility of all parties for the
security, privacy, accuracy, completeness, and timeliness of data during
processing, transmission and storage. The contract should also ensure rights
of access for audit purposes.
15.3.2 Where another health organisation or any other agency provides a computer
service for financial applications, the Director of Finance shall periodically
seek assurances that adequate controls are in operation.
15.4

Risk Assessment

15.4.1 The Director of Strategy shall ensure that risks to the Trust arising from the
use of IT are effectively identified and considered and appropriate action
taken to mitigate or control risk. This shall include the preparation and testing
of appropriate disaster recovery plans.
15.5

Requirements for Computer Systems which have an impact on
corporate financial systems
Where computer systems have an impact on corporate financial systems the
Director of Finance shall need to be satisfied that:

15.6

(a)

systems acquisition, development and maintenance are in line with
corporate policies such as an Information Technology Strategy;

(b)

data produced for use with financial systems is adequate, accurate,
complete and timely, and that a management (audit) trail exists;

(c)

staff as delegated by the Director of Finance have access to such data;
and

(d)

such computer audit reviews as are considered necessary are being
carried out.

Data Security and Integrity as it relates to Financial Systems

15.6.1 The Director of Finance shall ensure that appropriate controls exist over data
entry, processing, storage, transmission and output to ensure security,
privacy, accuracy, completeness, and timeliness of the data, as well as the
efficient and effective operation of the system.
15.6.2 Where another health organisation or any other agency provides a computer
service for financial applications, the nominated Executive Director shall
periodically seek assurances that adequate controls are in operation.
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16.

PATIENTS’ PROPERTY

16.1

Responsibilities

16.1.1 The Trust has a responsibility to provide safe custody for money and other
personal property (hereafter referred to as “property”) handed in by patients,
in the possession of unconscious or confused patients, or found in the
possession of patients dying in hospital or dead on arrival.
16.1.2 The Chief Executive is responsible for ensuring:
(a)

that patients or their carers, as appropriate, are informed before
or at admission by:
(i)
(ii)
(iii)

(e)

notices and information booklets; (notices are subject to
sensitivity guidance);
hospital admission documentation and property records; and
the oral advice of administration and nursing staff responsible
for admissions.

that the Trust will not accept responsibility or liability for patients’
property brought into its premises, unless it is handed in for safe
custody and a copy of an official patients’ property record is obtained
as a receipt.

16.1.3 The Director of Finance must provide detailed written instructions on the
collection, custody, investment, recording, safekeeping, and disposal of
patients’ property (including instructions on the disposal of the property of
deceased patients and of patients transferred to other premises) for all staff
whose duty is to administer, in any way, the property of patients. Due care
should be exercised in the management of patients’ money in order to avoid
loss.
16.1.4 Where current guidance requires the opening of separate accounts for
patients’ monies, these shall be opened and operated under arrangements
agreed by the Director of Finance.
16.1.5 In all cases where property of a deceased patient is of a total value in excess
of £5,000 (or such other amount as may be prescribed by any amendment to
the Administration of Estates, Small Payments, Act 1965) the production of
Probate or Letters of Administration shall be required before any of the
property is released. Where the total value of the property is £5,000 or less,
forms of indemnity shall be obtained, and the authority of the Director of
Finance received to release the property.
16.1.6 Staff should be informed, on appointment, by appropriate departmental or
senior manager of their responsibilities and duties for the administration of the
property of patients, detailed in the patient’s property policy and procedure.
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16.1.7 Where patients’ property or income is received for specific purposes and held
for safekeeping the property or income shall be used only for that purpose,
unless any variation is approved by the donor or patient in writing.
17.

ACCEPTANCE OF GIFTS BY STAFF AND LINK TO STANDARDS OF
BUSINESS CONDUCT

14.2

The Trust’s policy on acceptance of gifts and other benefits in kind by staff is
embodied in the Trust’s Policies on Anti-Fraud and Bribery and Standards of
Business Conduct Policy. The Standards of Business Conduct policy follows
the guidance from DH, in particular Health Circular HSG (93) 5 ‘Standards of
Business Conduct for NHS Staff’ which is deemed to be an integral part of
these SFIs.

17.2

The Company Secretary shall ensure that a Code of Conduct and
arrangements and procedures for the declaration and registering of interests
of members of both the Board of Directors and the Assembly of Governors
and other senior management as determined by the Board of Directors are in
place.

18.

RETENTION OF DOCUMENTS

18.1

The Chief Executive shall be responsible for the management of all NHS
records by the Trust, regardless of the media on which they are held.

18.2

The Chief Executive shall be responsible for ensuring that all records required
to be retained in accordance with the requirements of the Data Protection Act
1998 and the Freedom of Information Act 2000 and taking into account the
guidance contained in Records Management: NHS Code of Practice (2010).

18.3

The records held in archives shall be capable of retrieval by authorised
persons in accordance with the provisions of the Records Management Code.

18.4

Records held shall only be destroyed at the express instigation of the Chief
Executive and details shall be maintained of records so destroyed.

19.

RISK MANAGEMENT AND INSURANCE

19.1

Risk Management Programme

19.1.1 The Chief Executive shall ensure that the Trust has a programme of risk
management, which must be approved and monitored by the Board.
19.2

Insurance: Risk Pooling Schemes administered by NHSLA

19.2.1 The Board shall decide if the Trust will insure through the risk pooling
schemes administered by the NHS Litigation Authority, commercial insurers or
self-insure for some or all of the risks covered by the risk pooling schemes.
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Any decision not to use the risk pooling scheme administered by the NHSLA
for any of the risk areas (clinical, property and employers/third party liability)
covered by the scheme should be reviewed annually.
19.3

Insurance arrangements with commercial insurers

19.3.1 Insurance cover for the Trust’s assets (except income generation activities
and motor vehicles) shall as a minimum be provided through the Property
Expenses Scheme (PES) operated by the National Health Service Litigation
Authority.
19.3.2 The Director of Finance shall obtain cost effective insurance cover for motor
vehicles and income generation activities. Insurance brokers may be
appointed if required in accordance with the Trust's SFIs governing tendering
and contracting procedures, to effect such insurance cover.
19.4

Arrangements to be followed by the Board in agreeing Insurance cover

19.4.1 Where the Board decides to use the risk pooling schemes administered by the
NHS Litigation Authority the Company Secretary shall ensure that the
arrangements entered into are appropriate and complementary to the risk
management programme. The Company Secretary shall ensure that
documented procedures cover these arrangements.
19.4.2 The Trust is free to enter into appropriate insurance arrangements with
commercial insurers. Insurance to cover the risk of legal action against the
Trust’s directors shall be arranged in line with guidance set out in the NHS
Foundation Trust Code of Governance.
19.4.3 Where the Board decides not to use the risk pooling schemes administered by
the NHS Litigation Authority for one or other of the risks covered by the
schemes, or to source commercial insurance for those risks, the Company
Secretary shall ensure that the Board is informed of the nature and extent of
the risks that are self-insured as a result of this decision. It shall be for the
Board of Directors to decide if the cost of insuring assets to a greater extent
than the PES is warranted.
19.4.4 The Trust’s nominated Claims Manager will draw up formal documented
procedures for the management of any claims arising from third parties and
payments in respect of losses which will not be reimbursed.
19.4.5 All the risk pooling schemes require Scheme members to make some
contribution to the settlement of claims (the ‘deductible’). The Director of
Finance should ensure documented procedures also cover the management
of claims and payments below the deductible in each case.
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20.

STAFF EXPENSES

20.1

The Director of Finance shall be responsible for establishing procedures for
the management of expense claims submitted by Trust employees. The
Director of Finance shall arrange for duly approved expense claims, which are
in accordance with the Trust’s expense policy, to be processed through the
Trust’s payroll system. Expense claims shall be authorised in accordance with
the Scheme of Delegation.

20.2

The Director of Finance shall refer to the Trust’s general policies on staff
expenses and may reject expense claims where there are material breaches
of Trust policies. In this regard the Director of Finance shall liaise with the
Chief Executive where appropriate.

21.

JOINT FINANCE ARRANGEMENTS WITH LOCAL AUTHORITIES

21.1

Payments to and arrangements with local authorities made under the powers
of sections 29 and 31 respectively of the Health Act 1999, and section 75 of
the NHS Act 2006 shall comply with the procedures laid down by the Director
of Finance which shall be in accordance with the relevant sections of the Acts.

22.

CREDIT
FINANCE
COMMITMENTS

22.1

There are no grounds where any employee of the Trust can approve any
contract or transaction which binds the Trust to credit finance commitments
without the clear prior authority of the Director of Finance. This includes all
Executive Directors of the Trust as well as all officers. The Board has
provided the Director of Finance with sole authority to enter into such
commitments, although these powers can be delegated by him/her to
appropriate officers under his/her organisational control.

22.2

This instruction applies to leasing agreements and Hire Purchase undertaking
which must be sent to the Director of Finance for prior approval. No officer of
the Trust outside the organisational control of the Director of Finance has any
powers to approve such commitments.

23.

FUNDS HELD ON TRUST – CHARITABLE FUNDS

23.1

“Charitable Funds” are those gifts, donations and endowments held on trust
for purposes relating to services provided by the Trust.

23.2

Corporate Trustee

ARRANGEMENTS

INCLUDING

LEASING

23.2.1 The Trust has responsibilities as a corporate trustee for the management of
funds it holds on trust and will comply with the Charities Commission latest
guidance and best practice.
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23.2.2 The responsibilities of the Trust acting as corporate trustee are distinct from its
responsibilities for exchequer funds and may not necessarily be discharged in
the same manner, but there must still be adherence to the overriding general
principles of financial regularity, prudence and propriety.
Trustee
responsibilities cover both charitable and non-charitable purposes.
23.2.3 The Director of Finance shall ensure that each trust fund which the Trust is
responsible for managing is managed appropriately with regard to its purpose
and to its requirements.
23.3

Accountability to Charity Commission and Secretary of State for Health

23.3.1 The Trustee responsibilities must be discharged separately and full
recognition given to the Trust’s dual accountabilities to the Charity
Commission for charitable funds held on trust and to the Secretary of State for
all funds held on trust.
23.3.2 The Schedule of Matters Reserved to the Board and the Scheme of
Delegation make clear where decisions regarding the exercise of discretion
regarding the disposal and use of the funds are to be taken and by whom. All
Board members and Trust officers must take account of that guidance before
taking action.
23.4

Applicability of Standing Financial Instructions to funds held on Trust

23.4.1 In so far as it is possible to do so, most of the sections of these Standing
Financial Instructions will apply to the management of funds held on trust.
23.4.2 The over-riding principle is that the integrity of each Trust must be maintained
and statutory and Trust obligations met. Materiality must be assessed
separately from Exchequer activities and funds.
24.

DELEGATED MATTERS

24.1

Delegated matters in respect of decisions which may have a far reaching
effect must be reported to the Chief Executive.

24.2

All items concerning Finance must be carried out in accordance with Standing
Financial Instructions.

24.3

The Scheme of Delegation can be amended by the Chief Executive at any
time providing there is no change to the Standing Financial Instructions.

24.4

The level of authority to authorise delegated matters is contained within the
Scheme of Delegation – Financial Authorities document.

24.5

The table of delegated
delegated. Delegation
of the Chief Executive
with
other

matters below is the lowest level to which authority is
to lower levels is only permitted with written approval
who will, before authorising such delegation, consult
Senior
Officers
as
appropriate.
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DELEGATED MATTER

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

Director of Finance

SFI Section 1

1.

Maintenance & Update of these Standing Financial
Instructions and Financial Procedures

2.

Implementation of Internal and External Audit
Recommendations

Audit Committee

SFI Section 2

3.

Reporting of Incidents to the Police:
Where a fraud is involved

Director of Finance / Local
Counter Fraud Specialist

SFI Section 2
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4.

Management of Budgets
Responsibility of keeping expenditure within budgets:
o At individual budget level (pay and non-pay)
o At service level
o For the totality of services covered by Divisional
Managers or Divisional Director

o All other areas

5.

Maintenance/Operation of Bank Accounts

For designated Budget Manager
at level according to their level
of responsibility

SFI Section 3

General Manager/ Group
Director/Corporate Head of
Department

Director of Finance or
Designated Executive
Director/Board level
Director/Company Secretary
Director of Finance

SFI Section 5

52

DELEGATED MATTER

6.

AUTHORITY DELEGATED TO

Personnel and Pay

SFI Section 9
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(a)

Authority to fill funded post on the establishment
with permanent staff

Designated Budget
Manager/Holder

(b)

Authority to appoint staff to post not on the
formal establishment

Chief Executive or nominated
representative

(c)

Additional increments
The granting of additional increments to staff
within budget

(d)

REFERENCE DOCUMENTS

Director of Workforce

Pay (relating to staff under Agenda for Change)
Agenda For Change Manual
Designated Budget
Manager/Holder

(i)

Authority to complete standing data forms
effecting pay, new starters, variations and
leavers

(ii)

Authority to authorise overtime

Designated Budget
Manager/Holder

(iii)

Authority to authorise travel &
subsistence expenses

Designated Budget
Manager/Holder
53

DELEGATED MATTER

(e)
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(f)

AUTHORITY DELEGATED TO

Leave

Trust Policies

i)

Approval of annual leave

ii)

Annual leave – approval of carry forward
(up to maximum of 5 days)

Line Manager

iii)

Compassionate leave

In accordance with Trust Policy

iv)

Special leave arrangements

In accordance with Trust Policy

v)

Leave without pay

In accordance with Trust Policy

vi)

Medical staff leave of absence

In accordance with Trust Policy

vii)

Time off in lieu

In accordance with Trust Policy

viii)

Maternity leave – paid and unpaid

In accordance with Trust Policy

Line Manager

Sick Leave
i)

REFERENCE DOCUMENTS

Extension of sick leave on half pay up to
three months

Trust Policies
Executive Director in
conjunction with Director of
Workforce

54

DELEGATED MATTER

(g)

AUTHORITY DELEGATED TO

ii)

Return to work part-time on full pay to
assist recovery

Group Director/Deputy to
Executive Director in
conjunction with Director of
Workforce

iii)

Extension of sick leave on full pay

Director of Workforce or Chief
Executive

Study Leave

Trust Policies
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(i)

Study leave outside the UK

Chief Executive and Director of
Workforce

(ii)

Medical staff study leave (UK)

Medical Director and Chief
Executive

(iii)

All other study leave (UK)

(h)

Removal Expenses, Excess Rent and House
Purchases

(i)

Grievance Procedure

REFERENCE DOCUMENTS

Group Director/Deputy to
Executive Director
Director of Workforce or Chief
Executive

55

DELEGATED MATTER

AUTHORITY DELEGATED TO

All grievances cases must be dealt with strictly in In accordance with Trust
accordance with the Grievance Procedure and
Grievances and Disputes Policy
the advice of a Human Resources Manager
must be sought when the grievance reaches
Stage 1 of the formal process.

(j)

REFERENCE DOCUMENTS

Trust Grievance and Disputes
Policy

Authorised Car & Mobile Phone Users
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Requests for new posts to be authorised as car
users

Designated Budget
Manager/Holder

Trust Lease Car Policy

Requests for new posts to be authorised as
mobile telephone users

Designated Budget
Manager/Holder

Trust Mobile Telephone Policy

(k)

Renewal of Fixed Term Contract

Designated Budget
Manager/Holder

(l)

Redundancy

Director of Workforce and Chief
Executive and Director of
Finance

(m)

Ill Health Retirement
Decision to pursue retirement on the grounds of

In accordance with Trust Policy
56

DELEGATED MATTER

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

Trust Disciplinary procedures

ill health

7.

(n)

Dismissal

In accordance with Trust Policy

(o)

Clinical Excellence Awards

In accordance with Trust Policy

Engagement of Staff Not on Establishment
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(a)

8.

Chief Executive or nominated SFI Section 9
representative (per 6. (b) above)

Booking of bank, or agency staff
Group Directors, Clinical
Director, Medical Director or
Senior HR Manager

-

Medical Locums

-

Nursing

Designated Budget Manager/
Holder

-

Clerical

Designated Budget Manager/
Holder

Non Pay Revenue Expenditure (excluding
sale/purchase/lease transactions for land and
property)
(a) Purchasing/Ordering/Payment of Goods

SFI Section 10
In accordance with the Scheme
of Delegation – Financial
57

DELEGATED MATTER
and Services – One off Payment or Annual Value

(b)

Non-pay expenditure for which no specific budget
has been set up and which is not subject to
funding under delegated powers of virement.
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9.

Investment of Funds (including Charitable &
Endowment Funds)

10.

Capital Schemes

AUTHORITY DELEGATED TO
Authorities

Chief Executive and Director of
Finance
In accordance with Investment
Policy

(a)

Appointment of architects, quantity surveyors,
consultant engineer and other professional
advisors within EU regulations

Designated Officer in line with
Section 8 above in conjunction
with Head of Estates and
Facilities

(a)

Financial monitoring and reporting on all capital
scheme expenditure

Director of Finance

(b)

Granting and termination of Leases

(c)

Capital works orders where this is not an
acquisition of property or land

REFERENCE DOCUMENTS

SFI Section 11 & 23

SFI Section 8 & 10

Board of Directors
In accordance with the Scheme
of Delegation – Financial
Authorities

58

DELEGATED MATTER

Quotations, Tendering & Contracts

12.

NHS Service Contracts

13.

Condemning & Disposal of Assets excluding
buildings and land
(a)
Assets used in Service Delivery: Items obsolete,
obsolescent, redundant, irreparable or cannot be
repaired cost effectively
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11.

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

In accordance with the Scheme
of Delegation – Financial
Authorities

SFI Section 8

In accordance with the Scheme
of Delegation – Financial
Authorities

SFI Section 14
Budget Manager to delegated
limit.

(b)

IT equipment

ICT Services Manager

(c)

Plant, Machinery and Vehicles

Head of Estates and Facilities

14.

Losses, Write-off & Compensation

15.

Expenditure on Funds Held On Trust

16.

Receiving Hospitality

SFI Section 7

In accordance with the Scheme
of Delegation – Financial
Authorities
In accordance with the Scheme
of Delegation – Financial
Authorities

SFI Section 14
SFI Section 23
SFI Section 17
59

DELEGATED MATTER

Applies to both individual and collective hospitality
receipt items in excess of £25.00 per item received
17.
18.
19.
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20.

The keeping of the Hospitality Register
Retention of Records
Review of the Trust's compliance code of practice
for handling confidential information in the
contracting environment and the compliance with
"Safe Haven" per EL 92/60

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

Declaration required in Trust’s
hospitality register
Company Secretary

SFI Section 17

Chief Executive and Nominated
Officers

SFI Section 18
SFI Section 18

Head of Governance

Agreements /Licences
(a)

Preparation and signature of all tenancy
agreements/licences with no financial interest for
any staff subject to Trust policy on
accommodation

(b)

Extension to existing leases

(c)

Letting of premises to outside organisations

(d)

Approval of rent based on professional

Head of Estates & Facilities

Head of Estates and Facilities or
Director of Finance
Director of Finance
Head of Estates & Facilities
60

DELEGATED MATTER

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

Chief Executive and Company
Secretary

SFI Section 19

assessment

21.

Insurance Policies and Risk Management

22.

Relationships with Press
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(a)

Non-emergency general enquiries

(b)

Emergency

23.

Infectious Diseases and Notifiable Outbreaks

24.

Review of Fire Precautions

Head of Service Marketing
Head of Service Marketing
Infection Control Nurse/Director
of Nursing and Professional
Practice
Health and Fire Safety Officer

25.
Review of all statutory compliance legislation and
health and safety requirements including control of
substances hazardous to health regulations

Head of Estates and Facilities/
Director of Strategy/ Director of
Workforce & Health/Fire Safety
Officer

26.

Medical Director

Review of Medicines Inspectorate Regulations

27.
Review of compliance with environmental
regulations, for example those relating to clean air and

Director of Strategy and Head of
Estates and Facilities
61

DELEGATED MATTER

AUTHORITY DELEGATED TO

REFERENCE DOCUMENTS

waste disposal
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28.
Review of Trust's compliance with the Data
Protection Act and other relevant Data Protection
legislation

Head of Governance

29.

Clinical Audit

Head of Governance

30.

Purchase of computing equipment
- Hardware
- Software
- Networks and Communications

Director of Strategy / ICT
Services Manager

31.

Authorisation of Clinical Trials

Ethics Committee

32.

Facilities for staff not employed by the Trust
to gain practical experience
(a)

Professional recognition, Honorary Consultant
Contracts and Insurance for medical staff

Executive Committee

(b)

Other contracts

Executive Directors

(c)

Work experience placements

Director of Workforce
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Scheme of Delegation – Financial Authorities
General information


The Black Country Partnership Foundation Trust (BCPFT) has put in a framework for
delegated financial authority to ensure that financial commitments made on behalf of the
Trust are made by people best placed to understand the impact of any commitment.



This new framework standardises the level of authority across the organisation by
identifying “groups” of authorisers and providing a level of delegated financial authority
consistent with each group.



There are four major categories of delegated financial authority: investment, contracts, nonpay expenditure and “other”. These reflect the four stages any organisation goes through
when making financial commitments.



Within each category there are different types of authority reflecting the varying risk and
processes associated with the type of financial commitment.



There is a one page delegated financial authority table which encapsulates authority for all
groups and all categories and types of authority with brief notes as to which policies and
processes are associated with exercising delegated financial authority.



The Financial Delegated Authority Policy states authorities given, responsibilities and
provides detail which is also shown on the delegated financial authority table.



The new financial authorities should be used from xx xxxx 2015 for any new authorisations.
They will come into full effect on xx xxxx 2015 by which time any requests made using the
old authority matrix should have been processed through the Trust systems.
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Categories of delegated financial authority
Investment



This category consists of the first key stage of business decision making and assesses the
financial and other feasibility of any major change to business operations.
As investment is defined as major change. Financial authorities rest at Board and senior
executive level, and the Investment Committee (a sub-committee of the Trust Board) is the
key operational approver for investment which ensures that key factors have been
considered.

Contracts





Committing to a contract is the next key stage in financial commitment. Contracts may arise
from new investment decisions such as: property development; continuation of an existing
strategy; contracts for business as usual.
Contract authority has been given to Group C (Executive Director/Board Level
Director/Company Secretary).
Contracts above the delegated limits or extending beyond a period within the delegated
authority, or a combination thereof, should proceed through the governance structure as
appropriate, and in accordance with the scheme of delegation.

Expenditure




Once contracts have been signed a financial commitment crystallises.
At this stage authority has been given to a larger population of individuals with mitigation of
risks provided by earlier investment and contract authorisation.
Authority has been given to people to help them fulfil their day to day roles and enhance the
operational efficiency of the Trust.

“Other”


Any other matter delegated such as write-off of bad debt, refunds and credit notes are also
referred to within the scheme of delegation, with limits set according to the level of risk
within each category.
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FINANCIAL DELEGATED AUTHORITY POLICY
1

Purpose

To ensure that financial commitments made on behalf of the Trust are made by people best placed
to understand the impact of any commitment.
2

Financial delegated authority matrix

The financial delegated authority matrix is reliant on the key principle that all authorities are within
the framework of Board approved plans and budget (the matrix is included at Appendix 1).
3

Responsibility of authorisers

Authorisers need to ensure that they only authorise within their level of authority and within their
field of role responsibility.
Authorisers should ensure that appropriate expertise is brought to bear prior to authorisation:


Key policies for Investment, Procurement and Travel and Subsistence exist to support
authorisation procedures;



Centres of expertise (Finance, HR, Procurement, IS, Governance) exist to support decision
making prior to authorisation.

Authorisers should obtain Investment Committee approval prior to authorisation of:




Major property development and capital improvement activities;
Tenders and contracts;
Other capital expenditure

4

Detailed policy notes

4.1

Investments

Investment must be authorised in line with Investment Policy and procedures.
All investment commitments must be approved by the Investment Committee prior to authorisation.
The definition of the investment value is:


Total cost of capital commitment plus revenue cost commitment over the life of the
investment.

Reauthorisation is required if costs exceed the escalation limits.
4.1.1 Trust acquisition/disposal: The values shown in the matrix are for activity that is external to
the Trust and must be approved by the Board, Investment Committee or Business & Performance
Committee prior to authorisation.

Page 357

3

Any variation to the original approved value must be authorised in accordance with the following
escalation thresholds:
Scheme Value
<£10k

<£25k

4.2

<10%

>10%

Head of Estates &
Head of Estates &
Facilities/Head of
Facilities/Head of IT
IT
Head of Estates &
Facilities/Head of Director of Finance
IT

<£100k

Director of
Finance

Chief Executive

<£250k

Investment
Committee

Board

>£250k

Board

Board

Contracts

The definition of contract value is:


Total of revenue commitment plus capital commitment over the life of the contract.

All contract negotiation must be consistent with Procurement Policy and procedures.
4.2.1 NHS Service Contracts: All NHS service tenders and contracts must be built from pricing
models which comply with Costing and Payment by Results guidelines and the latest

guidance published by NHS England.
4.2.2 Tenders and contracts: All tenders and subsequent contracts must be approved by the
Investment Committee prior to authorisation and commitment being made.
 more than three written quotations – for goods/services/capital from £5,000 to
£20,000;
 more than three written competitive tenders – for goods/services/capital from
£20,000 to £111,676;
 more than three written competitive tenders via OJEU – for goods/services and
capital from £111,677 to £4,322,012
4.2.3 Tender waivers: Formal tendering procedures may be waived in specific circumstances as set
out in the Standing Financial Instructions. This should not be to avoid competition or for
administrative convenience. The fact of the waiver and the reasons should be documented and
recorded in the appropriate Trust record and reported to the Audit Committee.
4.2.4 The policy relates to authorisation of contracts. Any other legal requirements for contract
signature, in particular with respect to land and property, is defined at the point of contract
authorisation.
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4.3

Non-pay Expenditure (excluding land/property)

4.3.1 Capital works orders: these costs are incurred as stage payments within the framework of a
previously authorised contract.



Any expenditure must be within the authorised property development business case and/or
within Budget.
Any variation to the original approved value must be authorised in accordance with the
escalation thresholds.

4.3.2 General purchases – budgeted: any purchase must follow Procurement policy, process and
procedures including use of preferred suppliers.
A purchase order request should also be raised to authorise expenditure.
4.3.3 General purchases – unbudgeted: any purchase must follow Procurement policy, process
and procedures including use of preferred suppliers, and be approved by the Chief Executive and
Director of Finance.
A purchase order request should also be raised to authorise expenditure.
4.3.4 Staff Expenses: any authorisation of staff expenses should be made in line with Travel and
Subsistence Policy and procedures.
Authorisation of staff expenses can only be made by direct line management. If the immediate line
manager is absent, authorisation must be provided by more senior line management.
4.3.5 Payroll and Pensions: regular payments relating to pay and pay deductions such as pensions,
income tax, National Insurance, etc are subject to underlying controls within payroll systems and
processes and as such final payments to employees and third parties are authorised by nominated
individuals within Finance.
Significant ad hoc payments in this area would be authorised by the Chief Executive or a member of
the Executive team as stated in the delegated financial authority matrix.
4.4

Other

4.4.1 Losses due to theft, fraud or overpayment: all losses to be reported to the Chief Executive or
Director of Finance, and Local Counter Fraud Specialist and be reported to the Board of Directors
and Audit Committee.
4.4.2 Abandoned Capital Schemes/ Damage to buildings and capital assets: all fruitless payments,
including abandoned capital schemes must be notified to the Director of Finance in accordance with
the detailed procedures for the disposal of assets including condemnations.
4.4.3 Bad debts: any proposed bad debt write offs must be fully justified and approved in line with
the Management of Receivables policy.
4.4.4 Credit notes: any proposed issue of credit notes against sales invoices must be fully justified
and approved in line with the Management of Receivables policy.
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4.4.5 Compensation Payments: all requests for special payments to be reported to the Chief
Executive or Director of Finance, and be reported to the Board of Directors and Audit Committee.
4.4.6 Ex-gratia payments for loss of personal effects: all requests for special payments to be
reported to the Chief Executive or Director of Finance, and be reported to the Board of Directors and
Audit Committee.
4.4.7 Ex-gratia payments for loss arising from clinical negligence/personal injury: all requests for
special payments to be reported to the Chief Executive or Director of Finance, and be reported to
the Board of Directors and Audit Committee.
5

Enquiries

Any queries on Investment Policy, Investment Committee, and associated procedures are to be
addressed to the Company Secretary.
Any queries on Procurement Policy and procedures are to be addressed to the Head of
Procurement.
Any queries on authorisation of expenditure should be addressed to the Accounts Payable team
within Finance who will refer to the relevant owner where necessary.
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FINANCIAL DELEGATED AUTHORITY MATRIX
Purpose:
To ensure that financial commitments made on behalf of the Group are made by people best placed to understand the impact of any commitment.
Key Principle:
All authorities are within the framework of Board approved plans and budget and within the responsibilities of individual Directorates or function within the Directorate.

Maximum Limits (£m = millions, £k = thousands, £)

Board

GROUP C
GROUP D
GROUP A
(Executive
(Group
Investment
(Chief
GROUP B Director/Board
Director/
/Board Sub Executive
(Director of
member
level below
Committee and Director
Finance)
Director/
Board
of Finance)
Company
Director)
Secretary)

GROUP E
(General
Manager)

Cross Directorate

GROUP G
GROUP F
(Designated
(Department
Budget
Head)
Manager/
Holder)

GROUP H
(Head of
Estates and
Facilities/
Head of IT)

SFI Ref

Within Directorate or lower level function

Notes

Cross Directorate

Investments
Chief Executive and Director of Finance only.
Must be approved by Board and Business
Performance Committee prior to authorisation

Trust acquisition/disposal

>=£250k

<£250k

<£150K

Property Development

>=£250k

<£250k

<£150K

<£150K

11

Other Capital Projects (land/property)

>=£500k

<£500k

<£250K

<£250K

11

Business Cases

>=£500k

<£500k

<£250K

<£250K

10

NHS Service Contracts

>£50m

<£50m

<£50m

<£50m

7

Tenders and Contracts - >= 3 written quotations

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

<£15k

Tenders and Contracts - >= 3 written competitive
tenders

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

<£15k

Tenders and Contracts - >= 3 written competitive
tenders via OJEU

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

Tender waivers

>£250k

>£250k

<£150k

<£150k

<£50k

Signing of Contracts

>£250k

>£250k

<£150k

<£150k

<£50k

Capital works orders

>£250k

>£250k

<£150k

<£150k

<£50k

General Purchases - budgeted

>£250k

>£250k

<£150k

<£150k

<£50k

Must follow Investment policy and be
approved prior to authorisation by Investment
Committee for both initial expenditure and
subsequent variations
Must follow Capital Authorisation and
Investment policies and be approved by
Investment Committee prior to authorisation.
Chief Executive and Director of Finance to
approve. Following Trust business case
processes.

Contracts

<£10k

<£5k

8

8

8

8

All tenders and contracts must be determined
from pricing models which consider the
current costing and payment by results
guidelines (based on total income value)
Where intended expenditure exceeds £5k but
is <£20k, three quotes should be obtained
Where intended expenditure exceeds £20k,
but does not exceed £111,676. three written
competitive tenders should be sought
Where intended expenditure exceeds
£111,676, three written competitive tenders
via OJEU should be sought
Must follow Procurement poilcy and be
approved by Director of Finance and one
Executive Director
One-off purchase or annual value. <£150k
Director of Finance and one Executive Director
(<£100k - one Executive Director)

Expenditure (excluding land/property)

<£10k

<£20k

<£15k

<£10k

<£5k

11

10

General Purchases - unbudgeted

>£250k

>£250k

<£150k

<£150k

<£50k

Staff Expenses

>£250k

>£250k

<£150k

<£150k

<£50k

>£5k

>£5k

>£5k

<£5k

<£5k

>£250k

>£250k

<£150k

<£150k

<£50k

Losses and cash due to theft, fraud and overpayment

>=£50k

<£50k

<£50k

14

Abandoned Capital Schemes/ Damage to buildings and
capital assets

>=£50k

<£50k

<£50k

14

Bad debts

>=£50k

<£50k

<£50k

14

Credit notes

>=£50k

<£50k

<£50k

Compensation payments

>=£10k

<£10k

<£10k

Ex-gratia payments for loss of personal effects

>=£1k

<£1k

<£1k

Ex-gratia payments for loss of clinical negligence/
personal injury

>=£250k

<£250k

<£250k

Expenditure of Funds held on Trust

>=£10k

>=£10k

<£10k

Removal Expenses

Payroll and Pensions

10

<£20k

<£15k

<£10k

<£5k

20

<£20k

<£15k

<£10k

<£5k

9

Must follow Capital Authorisation policy,
process and procedures. Raise purchase order
request (PO) prior to purchase ideally using
preferred suppliers, suppliers set up pre
purchase order
Must follow Procurement policy, process and
procedures. Raise purchase order request
(PO) prior to purchase ideally using preferred
suppliers, suppliers set up pre purchase order
Chief Executive and Director of Finance to
approve. Must follow Procurement policy,
process and procedures. Raise purchase order
request (PO) prior to purchase ideally using
preferred suppliers, suppliers set up pre
purchase order
Authorisers need to understand and ensure
Tavel and Subsistence policy is correctly
applied. Authorisation only in direct line of
management
Removal expenses to be approved by Director
of Workforce or Chief Executive in accordance
with HR policies.
For roles within existing establishment and
overtime. Chief Executive and Grade 1 only
following specific processes for unbudgeted

Other

2

<£10k

<£2k

<£2k

<£500

23

Board and External Auditors to be advised
In accordance with the procedure for disposal
of assets, including condemnations
In accordance with the Management of
Receivables Policy
In accordance with the Management of
Receivables Policy
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Must comply with current Charities
Commission guidance. >£10k, either Chief
Executive Officer or Director of Finance

HR Organisational Change - all people changes to appointments, terms and conditions and allocation of facilities and equipment required for positions - see separate Authorisation framework
Group A: Chief Executive and Director of Finance
Group B: Director of Finance
Group C: Executive Director/Board Level Director/Company Secretary
Group D: Group Director/Deputy Director to Executive Director
Group E: General Manager
Group F: Department Head
Group G: Designated Budget Manager/Holder
Group H: Head of Estates and Facilities/ Head of IT

Grade 1 - per ASL
Grade 2 - per ASL
Grade 3 - per ASL
Grade 4 - per ASL
Grade 5 - per ASL
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FINANCIAL DELEGATED AUTHORITY MATRIX - PROPOSED LIMITS JULY 2015
Purpose:
To ensure that financial commitments made on behalf of the Group are made by people best placed to understand the impact of any commitment.
Key Principle:
All authorities are within the framework of Board approved plans and budget and within the responsibilities of individual Directorates or function within the Directorate.

Maximum Limits (£m = millions, £k = thousands, £)

Board

GROUP A
Investment/
(Chief
Board Sub Executive and
Committee
Director of
Finance)

GROUP B
(Director of
Finance)

GROUP C
(Executive
GROUP D
Director/Board
(Group
member
Director/ level
Director/
below Board
Company
Director)
Secretary)

GROUP E
(General
Manager)

Cross Directorate

GROUP F
(Department
Head)

GROUP G
(Designated
Budget
Manager/
Holder)

GROUP H
(Head of
Estates and
Facilities/
Head of IT)

SFI Ref

Within Directorate or lower level function

Notes

Cross Directorate

Investments
Chief Executive and Director of Finance only. Must
be approved by Board and Business Performance
Committee prior to authorisation

Trust acquisition/disposal

>=£250k

<£250k

<£150K

Property Development

>=£250k

<£250k

<£150K

<£150K

11

Other Capital Projects (land/property)

>=£500k

<£500k

<£250K

<£250K

11

Business Cases

>=£500k

<£500k

<£250K

<£250K

10

NHS Service Contracts

>£50m

<£50m

<£50m

<£50m

7

Tenders and Contracts - >= 3 written quotations

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

<£15k

Tenders and Contracts - >= 3 written competitive tenders

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

<£15k

Tenders and Contracts - >= 3 written competitive tenders via
OJEU

>£250k

>£250k

<£150k

<£150k

<£50k

<£20k

Tender waivers

>£250k

>£250k

<£150k

<£150k

<£50k

Signing of Contracts

>£250k

>£250k

<£150k

<£150k

<£50k

Must follow Investment policy and be approved
prior to authorisation by Investment Committee for
both initial expenditure and subsequent variations
Must follow Capital Authorisation and Investment
policies and be approved by Investment Committee
prior to authorisation.
Chief Executive and Director of Finance to approve.
Following Trust business case processes.

Contracts

<£10k

<£5k

8

8

8

8

All tenders and contracts must be determined from
pricing models which consider the current costing
and payment by results guidelines (based on total
income value)
Where intended expenditure exceeds £5k but is
<£20k, three quotes should be obtained
Where intended expenditure exceeds £20k, but
does not exceed £111,676. three written
competitive tenders should be sought
Where intended expenditure exceeds £111,676,
three written competitive tenders via OJEU should
be sought
Must follow Procurement poilcy and be approved
by Director of Finance and one Executive Director
One-off purchase or annual value. <£150k Director
of Finance and one Executive Director (<£100k one Executive Director)

Expenditure (excluding land/property)

Capital works orders

General Purchases - budgeted

>£250k

>£250k

>£250k

>£250k

<£150k

<£150k

<£150k

<£150k

<£50k

<£50k

<£10k

<£20k

<£15k

<£10k

<£5k

11

10

General Purchases - unbudgeted

>£250k

>£250k

<£150k

<£150k

<£50k

Staff Expenses

>£250k

>£250k

<£150k

<£150k

<£50k

>£5k

>£5k

>£5k

<£5k

<£5k

>£250k

>£250k

<£150k

<£150k

<£50k

Losses and cash due to theft, fraud and overpayment

>=£50k

<£50k

<£50k

14

Abandoned Capital Schemes/ Damage to buildings and
capital assets

>=£50k

<£50k

<£50k

14

Bad debts

>=£50k

<£50k

<£50k

14

Credit notes

>=£50k

<£50k

<£50k

Compensation payments

>=£10k

<£10k

<£10k

Ex-gratia payments for loss of personal effects

Removal Expenses

Payroll and Pensions

10

<£20k

<£20k

<£15k

<£15k

<£10k

<£10k

<£5k

<£5k

20

9

Must follow Capital Authorisation policy, process
and procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Must follow Procurement policy, process and
procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Chief Executive and Director of Finance to approve.
Must follow Procurement policy, process and
procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Authorisers need to understand and ensure Tavel
and Subsistence policy is correctly applied.
Authorisation only in direct line of management
Removal expenses to be approved by Director of
Workforce or Chief Executive in accordance with
HR policies.
For roles within existing establishment and
overtime. Chief Executive and Grade 1 only
following specific processes for unbudgeted

Other

>=£1k

<£1k

<£1k

Ex-gratia payments for loss of clinical negligence/ personal
injury

>=£250k

<£250k

<£250k

Expenditure of Funds held on Trust

>=£10k

>=£10k

<£10k

2

<£10k

<£2k

<£2k

<£500

HR Organisational Change - all people changes to appointments, terms and conditions and allocation of facilities and equipment required for positions - see separate Authorisation framework
Group A: Chief Executive and Director of Finance
Group B: Director of Finance
Group C: Executive Director/Board Level Director/Company Secretary
Group D: Group Director/Deputy Director to Executive Director
Group E: General Manager
Group F: Department Head
Group G: Designated Budget Manager/Holder
Group H: Head of Estates and Facilities/ Head of IT

Grade 1 - per ASL
Grade 2 - per ASL
Grade 3 - per ASL
Grade 4 - per ASL
Grade 5 - per ASL
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23

Board and External Auditors to be advised
In accordance with the procedure for disposal of
assets, including condemnations
In accordance with the Management of Receivables
Policy
In accordance with the Management of Receivables
Policy
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Must comply with current Charities Commission
guidance. >£10k, either Chief Executive Officer or
Director of Finance

FINANCIAL DELEGATED AUTHORITY MATRIX - 2014 SFIs For information purposes
Purpose:
To ensure that financial commitments made on behalf of the Group are made by people best placed to understand the impact of any commitment.
Key Principle:
All authorities are within the framework of Board approved plans and budget and within the responsibilities of individual Directorates or function within the Directorate.

Maximum Limits (£m = millions, £k = thousands, £)

Board

GROUP A
(Chief
Investment
Executive and
Committee
Director of
Finance)

GROUP B
(Director of
Finance)

GROUP C
(Executive
GROUP D
Director/Board
(Group
member
Director/ level
Director/
below Board
Company
Director)
Secretary)

GROUP E
(General
Manager)

Cross Directorate

GROUP F
(Department
Head)

GROUP G
(Designated
Budget
Manager/
Holder)

GROUP H
(Head of
Estates and
Facilities/
Head of IT)

SFI Ref

Within Directorate or lower level function

Notes

Cross Directorate

Investments
Trust acquisition/disposal

>=£250k

<£250k

Chief Executive and Director of Finance only. Must
be approved by Board and Business Performance
Committee prior to authorisation

<£150K

Property Development

>=£250k

<£250k

<£150K

<£150K

Other Capital Projects (land/property)

>=£500k

<£500k

<£250K

<£250K

11

<£250K

11

Must follow Investment policy and be approved
prior to authorisation by Investment Committee for
both initial expenditure and subsequent variations
Must follow Capital Authorisation and Investment
policies and be approved by Investment Committee
prior to authorisation.

Contracts

NHS Service Contracts

7

Tenders and Contracts - >= 3 written quotations

>£150k

>£150k

<£150k

<£150k

<£150k

<£100k

<£50k

Tenders and Contracts - >= 3 written competitive tenders

>£150k

>£150k

<£150k

<£150k

<£150k

<£100k

<£50k

Tenders and Contracts - >= 3 written competitive tenders via
OJEU

>£150k

>£150k

<£150k

<£150k

<£150k

<£100k

Tender waivers

>=£250k

<£250k

<£150k

<£150k

<£150k

Signing of Contracts

>£150k

>£150k

>£150k

<£150k

<£100k

<£15k

<£5k

8

8

8

8

All tenders and contracts must be determined from
pricing models which consider the current costing
and payment by results guidelines (based on total
income value)
Where intended expenditure exceeds £5k but is
<£20k (non-capital), or <£25k (capital), three
quotes should be obtained
Where intended expenditure exceeds £20k (noncapital) or £25k (capital), but does not exceed
£111,676. three written competitive tenders
should be sought
Where intended expenditure exceeds £111,676,
three written competitive tenders via OJEU should
be sought
Must follow Procurement poilcy and be approved
by Director of Finance and one Executive Director
One-off purchase or annual value. <£150k Director
of Finance and one Executive Director (<£100k one Executive Director)

Expenditure (excluding land/property)

Capital works orders

General Purchases - budgeted

>=£250k

>=£250k

<£250k

<£250k

<£150k

<£150k

<£150k

<£150k

<£150k

<£150k

<£50k

<£100k

<£50k

<£15k

<£5k

11

10

General Purchases - unbudgeted

>£150k

>£150k

>£150k

<£150k

<£150k

Staff Expenses

>£150k

>£150k

>£150k

<£150k

<£150k

>£5k

>£5k

>£5k

<£5k

<£5k

>£150k

>£150k

>£150k

<£150k

<£150k

Losses and cash due to theft, fraud and overpayment

>=£50k

<£50k

<£50k

14

Abandoned Capital Schemes/ Damage to buildings and
capital assets

>=£50k

<£50k

<£50k

14

Bad debts

>=£50k

<£50k

<£50k

14

Credit notes

>=£50k

<£50k

<£50k

Compensation payments

>=£10k

<£10k

<£10k

Ex-gratia payments for loss of personal effects

Removal Expenses

Payroll and Pensions

10

<£100k

<£100k

<£50k

<£50k

<£15k

<£15k

<£5k

<£5k

20

9

Must follow Capital Authorisation policy, process
and procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Must follow Procurement policy, process and
procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Chief Executive and Director of Finance to approve.
Must follow Procurement policy, process and
procedures. Raise purchase order request (PO)
prior to purchase ideally using preferred suppliers,
suppliers set up pre purchase order
Authorisers need to understand and ensure Tavel
and Subsistence policy is correctly applied.
Authorisation only in direct line of management
Removal expenses to be approved by Director of
Workforce or Chief Executive in accordance with
HR policies.
For roles within existing establishment and
overtime. Chief Executive and Grade 1 only
following specific processes for unbudgeted

Other

>=£1k

<£1k

<£1k

Ex-gratia payments for loss of clinical negligence/ personal
injury

>=£250k

<£250k

<£250k

Expenditure of Funds held on Trust

>=£10k

>=£10k

>=£10k

2

<£10k

<£10k

<£500

<£500

23

HR Organisational Change - all people changes to appointments, terms and conditions and allocation of facilities and equipment required for positions - see separate Authorisation framework
Group A: Chief Executive and Director of Finance
Group B: Director of Finance
Group C: Executive Director/Board Level Director/Company Secretary
Group D: Group Director/Deputy Director to Executive Director
Group E: General Manager
Group F: Department Head
Group G: Designated Budget Manager/Holder
Group H: Head of Estates and Facilities/ Head of IT

Grade 1 - per ASL
Grade 2 - per ASL
Grade 3 - per ASL
Grade 4 - per ASL
Grade 5 - per ASL
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Board and External Auditors to be advised
In accordance with the procedure for disposal of
assets, including condemnations
In accordance with the Management of Receivables
Policy
In accordance with the Management of Receivables
Policy
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Director of Finance to report to the Board of
Directors for approval
Must comply with current Charities Commission
guidance. >£10k, either Chief Executive Officer or
Director of Finance

Encl. Enclosure
9.1 1.3

MINUTES OF THE QUALITY AND SAFETY COMMITTEE
HELD AT 9.30AM ON THURSDAY 9TH APRIL 2015
IN MEETING ROOM 7, DELTA HOUSE
Present:
Ms Pauline Werhun
Ms Kathy McAteer

Non-Executive Director (Chair)
Non-Executive Director

In Attendance:
Ms Diane Cartwright
Ms Natalie Grainger
Ms Gill Murphy

Internal Audit
Governance Support Manager
Interim Associate Director of Governance
and Assurance
Head of Learning and Development (left at
10.30am)
Associate Chief Operating Officer (left at
10.20am)

Ms Abby Oates
Ms Lesley Writtle
Observers:
Ms Sonia Davies
ITEM
NO
1.0

Public Governor
AGENDA ITEM

1.1 Declarations of Interests
Nothing to declare
1.2 Apologies for absence
Mr Parmjit Sahota - Non-Executive Director
Dr Stephen Edwards – Medical Director
Ms Karen Dowman – Chief Executive
Ms Sheila Lloyd – Director of Nursing
Mr Andy Green – Company Secretary
1.3 Minutes of the previous meeting
The minutes of the meeting held on 12th February 2015
were agreed as a true and accurate record subject to the
following amendments:
Page 1 – item 4.4 para 2, CQRN to be changed to CQRM
Page 3 – item 4.4.1, para 3, Ms Murphy to be changed to
Ms Walters
Page 3 – item 1.4, final sentence to read: Ms Lloyd
confirmed this would be available for the June meeting.
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ACTION

Page 4 – item 3.1, para 2, ‘training’ to be amended to
‘trained’.
Page 5 – item 3.1, para 3 ‘no’ to be amended to ‘not’
The Minutes of the meeting held on 23rd March 2015 were
agreed as a true and accurate record subject to the
following amendments:
Page 2 – item 3.1, para 2 to read ‘Mr Oakes highlighted the
importance of mandatory training and explained previous
issues raised by CQC at Penn Hospital.’
Page 2 – item 3.1, para 6 ‘wth’ to be amended to ‘with’.
Page 3 – item 3.1, para 1 ‘employeer’s’ to be amended to
‘employers’
Page 3 – item 3.1, para 7 ‘not’ to be amended to ‘no’
Page 4 – item 3.4, para 2, ‘training’ to be amended to
‘trained’
1.4 Matters Arising not on the Agenda
Clinical Dashboard
Triangulated data to be available for the June 2015
meeting.
GM
IG Toolkit Compliance Update
Ms Murphy advised that a lot of work had been undertaken
however the 95% target had not been reached, although
the level 2 for IG Toolkit was achieved. The risk was
included on the risk register and has now been closed.
Quarter 3 Governance Assurance Report
Ms Murphy confirmed that the glossary was included in the
dashboard which was currently being refreshed from April
and would be presented at Board.
She confirmed that a meeting had been set up on 28th April JN, AG, SL,
2015 to review how data should be presented at Board.
GM
Quality and Safety Issues on Meadow Ward, Penn Hospital
Ms Murphy advised that further to Ms Lloyds update at the
February meeting where she had stated that no complaints
had been received, it had since been identified that a
complaint was received in December 2014 relating to
quality of care on the ward.
1.5 Declaration of any other urgent business to be
transacted
Nothing to declare.
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2.

MATTERS ARISING
2.1 Review Agreed Actions Schedule
The action schedule was discussed and updated.
2.2 Action Plan for 2014 National Community Mental
Health Survey Report
The report provided an overview of the National Mental
Health service user’s survey results which was carried out
in 2014.
It was noted that three key themes of improvement had
emerged and relevant action plans had been put in place.
Ms Werhun felt that the action plan should be more robust
and include implementation dates with RAG ratings. Ms
Murphy confirmed that the actions would form part of the
divisional monthly reporting which is shared at the Quality
and Safety Steering Group as well as commissioners and
advised that she would ensure this information was
captured.
IT WAS AGREED:
(i) Ms Murphy to ensure
actions include implementation
dates and RAG ratings
GM
(ii) to note the report
2.3 Quality and Safety Issues on Meadow Ward, Penn
Hospital: Update
Ms Writtle advised that following a number of concerns that
had been identified actions have been taken to address
failings in service delivery on Meadow ward.
She advised that even though the ward has received good
CQC feedback and positive CCG quality reviews our
intelligence had shown below acceptable standards of
care. This was indicated via weekly incident and risk calls,
concerns about staff performance and attitude and a
number of complaints.
She confirmed that an investigation is now underway that
will look at the detail leading to this situation.
She discussed that table top review chaired by the
Associate Director of Governance and Assurance has also
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been undertaken, following this a turnaround team has
been established to oversee the improvement plan.
Ms Writtle explained that the following key themes had
been identified:
1. Increasing complexity and acuity of patients : Mental
Health : functional /organic and physical health LTC
2. Lack of Leadership and confidence on a day to day
basis amongst Nursing / AHP staff
3. Staff competence in assessing and managing
physical Health needs leading to overuse of RWHT
services,
4. skill mix requires change : broader staff skills and
expertise managing physical health issues: Medical
and nursing: health assessment, wound care ,
managing dehydration , core interventions
5. Cluttered disorganised environment lacking basic
systems and processes, staff appearance
unprofessional and scruffy , broken medicine
cupboards
6. complicated approach with multiple care records
7. Staff sickness and stress, high use of agency
8. Inadequate communication: within and outside MDT,
Handover, discharge, ward reviews
9. communication and support to relatives in complex
cases
10. Lack of senior ward leader confidence to resolve
staffing and recruitment issues, getting MDT to work
together.
Ms Writtle confirmed that during this work effective
communication is continuing and reporting back to the
Director of Nursing.
Ms McAteer asked whether these issues were limited to
this ward or were the same across the organisation. Ms
Writtle replied that she could not be confident that this was
limited to just this area and as part of the table top exercise
it was agreed that actions would be rolled out across the
Trust. She highlighted an important action of ensuring the
visibility of senior staff on wards in order to both challenge
bad practice and praise the good practice.
Ms Werhun felt that this was a good plan of action which
was already proving to be effective.
In response to a question from Ms McAteer, Ms Writtle
confirmed that patients with poor physical health were
being admitted from a variety of places such as residential
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and care homes, the community etc.
Ms Werhun asked what action would be taken if a pattern
was emerging with a specific provider of care. Ms Writtle
confirmed that a safeguarding referral would be made and
would be discussed the Clinical Quality Review Meetings
with Commissioners.
Ms Werhun asked how the establishment would be
sustained when the senior staff were taken out. Ms Writtle
confirmed that there was a need to attract qualified nurses
and highlighted the importance of ensuring having the
correct infrastructure in place to support long term.
Ms Writtle left the meeting at 10.20am
IT WAS AGREED:
(i) to note the report
2.4 Remedial action on workforce issues
Ms Oates presented the report which provided a proposed
remedial action plan to address under compliance with
Annual Mandatory Training.
Ms Cartwright asked whether individuals who had not
attended training could be identified. Ms Murphy confirmed
that a drill down of the data had been carried out.
Ms Murphy raised that the plan was good however it will
only be achievable if the clinical areas are able to release
staff, which continues to be a challenge with the high
number of vacancies. She added that if the vacancy rate
was expected to run on a similar level there was a risk if it
was not recognised at an early stage.
Ms Oates explained that it would be helpful to drill down
into the areas where staff had not attended and target non
clinical staff.
It was agreed that a further update would be presented at
the August 2015 meeting.

IT WAS AGREED:
(i) further update at August
2015 meeting
CO
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(ii) to note the report
3.

INTERNAL GOVERNANCE AND ASSURANCE
3.1 Research and Innovation: arrangements and
summary activities
Ms Murphy presented the report which provided an
overview of the activities of the Trust’s Research and
Innovation Committee.
In response to a question from Ms Werhun, Ms Murphy
confirmed that due to lack of resource in previous years,
recruitment had been low however there was now a
permanent team in place and recruitment figures had
increased.
IT WAS AGREED:
(i) to note the report
3.2 Internal Audit Report: Outcomes Summary Report
Ms Cartwright presented the report which indicates the
main outcomes of internal audit reviews, highlighting
resultant Internal Audit Assurance Opinion Rating and
summarising agreed actions.





Staff Appraisal/Incremental Process – Substantial
assurance
Health Records Management Compliance –
Substantial assurance
Sickness Absence – Substantial assurance
Quality Indicators – Substantial assurance

Ms Werhun asked whether detailed action plans were
produced to ensure recommendations are implemented.
Ms Cartwright confirmed that there was a detailed action
plan which was reported to Audit Committee. She
confirmed that all actions were followed up and were
evidence based.
Ms Murphy added that the Trust don’t currently hold a list
of actions and confirmed that Clarizon would be used to
produce this information to ensure actions are Trust owned
and followed up.
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IT WAS AGREED:
(i) to note the report
3.3 Quality Impact Assessments
Ms Murphy presented the report which provided assurance
that all service development schemes during 2014/15 went
through Quality Impact Assessment (QIA) reviews. It was
noted that moving into 2015/16 in addition to QIA, Equality
Impact Assessments will be completed and reviewed for all
service development schemes.
Ms McAteer was pleased that the Equality Impact
Assessments were now being used as part of the process.
IT WAS AGREED:
(i) to note the report
3.4 Complaints: Review of lessons learnt by divisions
Deferred to June 2015 Meeting

JC

3.5 Summary of Quality and Safety Steering Group
held on 19th March 2015
Deferred to June 2015 Meeting
4.0

SE

MINUTES: FOR INFORMATION
4.1 (i) Quality and Safety Steering Group 15th January
2015
IT WAS AGREED:
(i) to note the minutes
for information

6.0

ANY OTHER BUSINESS

7.0

DATE AND TIME OF NEXT MEETING
Thursday 11th June 2015 at 9.30am, Meeting Room 7,
Delta House
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Encl. 9.2
Enclosure No: 1.3

MINUTES OF THE AUDIT COMMITTEE MEETING
HELD AT 2 PM ON WEDNESDAY 20th MAY 2015
AT THE WEST BROMWICH LEISURE CENTRE, MOOR STREET,
WEST BROMWICH, B70 7AZ
Present:
Dr. Duncan Walker
Mr. Andrew Fry
Mr. Fayaz Malik
Ms. Pauline Werhun
In Attendance:
Ms. Jennifer Bingham
Ms. Jo Cadman
Ms. Diane Cartwright
Ms. Tracey Cotterill
Ms. Karen Dowman
Dr. Stephen Edwards
Ms. Natalie Grainger
Mr. Andy Green
Mr. Angus Hughes
Mr. John Kelly
Mr. Colin Larby
Ms. Gill Murphy

Non-Executive Director (Chair)
Associate Non-Executive Director
Non-Executive Director
Non-Executive Director

Ms. Jo Newton
Ms. Jeanette Price
Mr. Mo Ramzan
Ms. Jessica Seymour

Deloitte LLP, Quality Accounts
Deputy Director of Finance
Operational Internal Audit Manager, WMIAC
Director of Finance
Chief Executive (left at 3.30pm)
Medical Director (left at 2.55pm)
Governance Support Manager
Company Secretary
Interim Deputy Director of Finance & Governance
Local Counter Fraud Specialist, WMIAC
Internal Audit, WMIAC
Associate Director of Governance (2.45pm –
3.55pm)
Trust Chair (left at 4.10pm)
Local Counter Fraud Specialist (left at 4.10pm)
Deloitte LLP, External Auditor
Deloitte LLP, Audit Manager

Governor Observers:
Mel Passmore

Public Governor, Wolverhampton

ITEM
NO
1.1

AGENDA ITEM
DECLARATION OF INTERESTS
Nothing to declare.

1.2

APOLOGIES
No apologies were received.

1.3

MINUTES OF THE PREVIOUS MEETING
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ACTION

2.1 Minutes of the meeting held on 15TH April
The minutes of the previous meeting were agreed as a true
and accurate record subject to the following amendments:
Page 3, item 2.2, para 2 should read ‘Dr Walker asked
whether the Fixed Asset Register would continue to be
updated quarterly. Ms Cotterill confirmed that once aligned
this would be updated automatically for capital expenditure.
Page 4, item 4.1, para 5, remove ‘responsibilities’ and
replace with ‘common instances of fraud in the NHS’
Page 4, para 7, first sentence to read ‘Ms Cotterill
suggested LCFS could work more closely with Internal
Audit to ensure that relevant audits are reviewed from a
fraud perspective.
Page 5, item 7.1, para 4 ‘there was a significant difference’
to be replaced with ‘it was necessary for internal audit’
Page 6, item 7.1, para 1, ‘reviewed’ to be replaced with
‘embedded so as not to be disrupted by the finance cycle’.
Page 7, item 3.1, para 4, remove ‘recently’
Page 7, item 6.1, para 1, ‘Hussain’ to be replaced with
‘Ramzan’.
Page 11, item 5.1, para 2 to read ‘Mr Green confirmed that
he would question whether audits should be carried out on
these areas during 2015/16 but advised that they should be
carried out on an ongoing basis to ensure adequate
arrangements are in place to provide assurance’.
Page 11, item 5.1, para 3 should read ‘Quality and Safety
Steering Group’.
Page 11, item 5.1, final paragraph, final sentence to read
‘Dr Walker requested rolling programme be reported to the
committee to agree and felt that the terms of reference
should be tightened up on to ensure assurance from audits
was focused on the key risk areas.’
1.4

MATTERS ARISING NOT ON THE AGENDA
There were no matters arising not on the agenda.

1.5

DECLARATION OF ANY OTHER URGENT BUSINESS
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TO BE TRANSACTED
No declaration of any other business.
2.0

MATTERS ARISING
2.1 Agreed Schedule of Actions
Recorded on the Schedule of Actions
2.2 Update on Public Dividend Capital (PDC) Dividend
Mr Hughes presented the report and confirmed that the
PDC dividend increased from £458k in the year ended 31st
March 2014 to £1,445k for the year ended 31st March 2015.
He advised that a payment holiday was provided in 2013/14
relating to NHS Trusts/NHS Foundation Trusts receiving
property assets from bodies which ceased to exist on 1st
April 2013 and confirmed that this had now lapsed.
IT WAS AGREED
(i) to note the report

5.0

At the Chair’s request the sequence of agenda was
changed.
EXTERNAL AUDIT
5.1 Final Report to the Audit Committee on 2014/15
Audit and Response from Management
Mr Ramzan presented the report which set out a summary
of key findings, opinions and conclusions. He confirmed that
their audit was substantially complete, subject to completion
of principle matters indicated.
He advised that no material audit adjustments or disclosure
efficiencies had been identified and envisaged that an
unmodified audit opinion would be issued and confirmed
that no inconsistencies had been identified between
financial statements and FTC’s.
Dr Walker raised concerns over the classification of capital
expenditure and asked what the impact of this would be.
Ms Cotterill confirmed that the element of the capital
programme which may be considered for reclassification is
not large and specific projects have been included. She
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stated that the key risk was around work which may be
deemed maintenance rather than capital.
Dr Walker raised concerns around what was included on
the fixed asset register and felt there were items on there
that shouldn’t be. Ms Cotterill advised that a thorough
review had taken place as reflected in the month 12
adjustment and that challenge was being embedded in the
process going forward.
Dr Walker raised the salary overpayment provision and
queried why it had been included incorrectly. Ms Cotterill
confirmed that anything over a year old would be
automatically provided for. A further update would be
received at the July meeting.
In response to a question from Dr Walker, Ms Cotterill
confirmed that the capitalisation of PFI would be captured
within the process reviews.
Dr Walker raised concerns that there were a number of
issues relating to fixed assets. Ms Cadman confirmed that
issues had been picked up last year and the Enabling
Board had a remit to facilitate addressing these types of
issues.
Ms Werhun provided some assurance around developing
the CIP schemes and confirmed that for each scheme a
quality impact assessment and equality impact assessment
were carried out.
The finance team were thanked for their hard work in
completing this work.
IT WAS AGREED:
(i) further update on salary
over payment provision at
July 2015 meeting
(ii) to note the report
5.2 External Audit Assurance Report on the 2014/15
Quality Report
Mr Ramzan presented the report and confirmed that overall
it was positive across the client data base. He advised that
the final report is still to be received however the scope of
their work is to support a ‘limited assurance’ opinion which
is based upon procedures specified by Monitor. He
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anticipated that an unmodified opinion would be provided
for inclusion in the 2014/15 Annual Report.
Ms Bingham provided an overview of each performance
indicator tested.
Ms Bingham confirmed that testing across all indicators had
not identified any significant issues and an overall
evaluation of work was green rated, which she noted was
an excellent position to be in and was exemplary for other
Trusts.
Care Programme Approach
Ms Bingham advised that no errors were identified within
the sample testing undertaken. She confirmed that it had
been identified that the records entered on the ‘Care Notes’
system were not always accompanied with appropriate
commentary with respect to the service users condition and
highlighted that in line with best practice the detail of service
user contacts should be enhanced. However, this had no
impact on Trust performance.
Delayed Transfers of Care
Ms Bingham advised that there were 6 errors identified
within the sample testing undertaken, in relation to delay
start dates, and 4 errors related to delay end date. She
confirmed that this was not material to the collection of the
indicator. She added that this was an opportunity to align
and encourage a consistent approach.
28 Day Emergency Re-admissions (local indicator)
Ms Bingham confirmed that no errors were identified within
the sample testing undertaken. It was identified that there
was no formal policy detailing the process for recording and
monitoring this indicator.
Dr Walker requested remedial action be undertaken on
actions with a long deadline.
Ms Murphy arrived at 2.45pm.
IT WAS AGREED
(i) to note the report

4.0

FINANCIAL REPORTING
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4.1 Going Concern
Ms Cotterill presented the report which provided an
assessment of the going concern capability of the Trust.
She confirmed that planned performance and cash flow for
the 12 month period from signing of the accounts had been
considered.
Ms Cotterill advised that as part of the Annual Audit process
there is a requirement for the Trust to provide a review of
assurance of the going concern capability of the Trust for
the subsequent 12 months from the date on which the
annual accounts are approved.
Dr Edwards left at 2.55pm
Ms Cotterill highlighted the primary risk as being bank and
agency spend and confirmed that there was a real focus on
this. She added that liquidity was also a risk but the cash
position was strong.
In response to a question from Mr Fry, Ms Cotterill
confirmed that not all agency spend was clinical and some
was due to vacancies that were being held for restructuring.
Dr Walker raised the impact of the increased sickness
levels on bank and agency.
Mr Fry commented on the vast IT issues and Ms Cotterill
confirmed that the proposed IT Strategy is still above the
affordability envelope. She felt confident that, if adopted, the
strategy would mitigate the risks but the Board would have
to decide the level of financial risk it would be willing to take.
Mr Malik asked whether all contracts had now been signed.
Ms Cadman confirmed that all the larger contracts had been
signed except Birmingham Cross City CCG due to
technicalities.
Mr Malik asked how long it was expected to take to get all
contracts signed off. Ms Cadman advised that contracts
were technically agreed and were awaiting final signoff.
Mr Green reminded the committee that the Business
Transfer Agreement for Walsall protected income.
Mr Fry asked whether observations included in contracts
had been costed at an agency rate. Ms Cadman confirmed
that an analysis around usage had been carried out for the
previous year and advised that it was critical to manage

Page- 378
6-

observations throughout the Trust to ensure substantive
staff are used.
Ms Werhun confirmed that both observations and bank &
agency usage were being discussed in detail at the June
Quality and Safety Committee.
IT WAS AGREED
(i) to note the report
4.2 Final Financial Statements and Associated Notes
and Disclosures
Mr Hughes presented the report and highlighted key points.
He confirmed that a financial deficit was being reported due
to the impairment.
Ms Cotterill drew the Committee’s attention to the statement
of financial position and asked members to note the
referencing on income and expenditure reserve as there
was an important distinction.
Dr Walker asked for External Audits opinion on this. Mr
Ramzan confirmed that this added transparency and helps
explain the balance to the reader.
Dr Walker raised the number of re-statements of the
previous year and asked for External Audit’s view on this.
Mr Ramzan confirmed that they were aware of these items
and they had raised some of them previously with
recommendations made. He advised that the amounts were
immaterial in the accounts and overall he was satisfied with
the restatements and the reclassification of the fixed asset
categories.
Dr Walker raised the employee expenses being £3m higher
than last year although income had reduced. Ms Seymour
advised that the expenses classifications were still being
reviewed. Mr Hughes added that he was comfortable with
the split for the current year as the analysis was being
automated through the ledger; he would look at condensing
lines going forward.
Dr Walker queried the reduction in the accruals balance and
asked for assurance that accruals were not understated.
Mr Hughes advised that many of the items included in
accruals last year were now recognised under different
categories in current liabilities.
He reassured the
Committee that the accruals had been carefully reviewed
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both internally and by the External Auditors.
Dr Walker asked why the provision for doubtful debts did
not include all debtors greater than 365 days. Ms Cotterill
confirmed that the provisions had been reviewed in detail
and that adequate provisions had been made. These had
also been reviewed by the External Auditors.
In response to a question from Dr Walker, Mr Hughes
confirmed that the decrease in insurance from £272k to
£91k was due to a release of the NHSLA provision.
Dr Walker raised the sickness days for staff being an
average of 16 and felt that this was very high.
Ms Cotterill confirmed that there was ongoing work around
sickness and being more proactive with managing staff
sickness under an updated policy.
Mr Fry asked whether we need more of a heavy focus on
sickness and whether we are pushing as hard as we can
within the terms and conditions. Ms Dowman advised that
long term sickness was the issue and there were
sensitivities that should be considered.

Ms Dowman left at 3.30pm
IT WAS AGREED
(i)

to recommend to
Board for approval

the

4.3 Final Annual Report
Mr Green presented the report and confirmed that it had
been compiled in accordance with Monitor conditions. He
confirmed that there were some exclusions which would be
included in the final edition; however there are no significant
gaps.
Ms Cotterill confirmed that the Remuneration Report was
being reviewed and the names included had been
significantly reduced.
Dr Walker asked why KF15 (percentage of staff agreeing
they would feel secure raising concerns about unsafe
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clinical practice) was below national average and queried if
this was a concern in terms of governance and risk.
Ms Murphy confirmed that it was a concern. However, it
was being addressed through the Regional Quality
Surveillance Team. She added that we have been
supported by commissioners as they have seen
improvements since the survey.
Mr Green advised that the full staff survey would be
presented at the July 2015 Board Meeting. He added that
the ‘Raising Concerns at Work and Whistleblowing Policy’
was also under review due to new guidance.
Mr Green asked for any comments to be sent to him
directly.
IT WAS AGREED
(i) to recommend to Board for
approval
4.4 Final Quality Report
Ms Murphy presented the report and highlighted the key
points. She explained there was a positive focus following
previous comments by the committee.
Ms Murphy drew the committees attention to page 40 where
the ‘what we will do next’ was highlighted and confirmed
that an additional section had been included around
safeguarding.
Mr Fry queried why the ‘improving physical healthcare for
patients with schizophrenia’ had not been achieved. Ms
Murphy confirmed that this was a national measure which
included criteria around physical health. She confirmed that
the CCG had set a target of 95% and the Trust achieved
26% which is not acceptable, although it is believed that the
target set was unachievable and should not have been
agreed.
IT WAS AGREED
(i) to recommend to the
Board for approval
3.0

LOCAL COUNTER FRAUD
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3.1 Draft Counter Fraud Annual Report 2014/15
Mr Kelly presented the report which set out the Draft
Counter Fraud Annual Report 2014-15 and confirmed that
overall an amber score was forecast.
Ms Murphy left the meeting at 3.55pm.
Ms Cotterill noted the following amendment to be made.
Section 1.9 Director of Finance appointment to be amended
to Mid-April
In response to a question from Dr Walker, Mr Kelly
confirmed that it was very difficult to get from amber to
green rating. Mr Larby confirmed that the 24 month action
plan to address issues recognised that it would take longer
than 12 months to undertake the work.
In response to a further question from Dr Walker it was
confirmed that the Medical Director had seen the final
doctors out of hour’s payments report.
Dr Walker was very concerned that unauthorised forms
were being paid. He asked that exceptional issues such as
this should be brought to the attention of the Committee.
Ms Cotterill raised concerns that overarching reports were
not being received by the Audit Committee.
Dr Walker asked that in future the LCFS prepare Executive
Summaries of key investigations for the Committee.
IT WAS AGREED
(i)

to note the report

J Price left at 4.10pm
Ms Newton left at 4.10pm
4.0

4.5 Reference Costs Process 2014/15
Ms Cotterill presented the report and outlined the
requirement for the Board or a sub Committee of the Board
to confirm that it is satisfied with the Trust’s costing
processes and systems and that the reference cost return
will be submitted in accordance with guidance.
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Ms Cotterill confirmed that the previous Audit had been
reviewed which was well within the confines of
expectations.
In response to a question from Mr Malik, Ms Cotterill
confirmed that service line reporting was fully engaged
across the organisation and felt comfortable that the
fundamentals were right. Ms Cadman added that the
Investment Committee regularly reviews the basis for
apportionment.
IT WAS AGREED
(i)

7.0

to confirm that the
committee is satisfied with
the
Trusts
costing
processes and systems

INTERNAL AUDIT
7.1 Revised 2015/16 Internal Audit Plan
Ms Cartwright presented the revised 2015/16 Internal Audit
Plan. She confirmed that she had discussed the plan with
Ms Cotterill and reduced the total days to 350 with 50 days
for contingency.
Mr Malik queried the number of days included for Charitable
Funds and felt that this seemed high. Ms Cartwright
confirmed that this was based on previous year’s audits,
however the plan was flexible.
Following a discussion, Dr Walker felt that the plan should
be closely monitored to ensure the number of days included
reflected the scope of the audit.
IT WAS AGREED
(i) to approve the plan
7.2 Internal Audit Draft Terms of Reference
Ms Cartwright presented the proposed terms of reference
for the 8 Audits included in the first quarter reviews as
detailed in the revised 2015/169 Internal Audit Plan.

IT WAS AGREED

Page
- 11 - 383

(i) to note the report
6.0

PROVIDER LICENCE OBLIGATIONS
6.1 Submissions made to Monitor
Mr Green presented the report which details the responses
to the Q4 2014/15 supplementary return to Monitor
IT WAS AGREED
(i) to note the report

8.0

ANY OTHER URGENT BUSINESS
Nothing to report.

9.0

DATE AND TIME OF NEXT MEETING
The next Audit Committee Meeting is scheduled to take
place on Wednesday July 8th 2015 at 2 p.m. Meeting
Room A, Delta House

Page- 12
384
-

Enclosure
Encl. 9.4

MINUTES OF THE ANNUAL GENERAL MEETING OF THE
BLACK COUNTRY PARTNERSHIP NHS
FOUNDATION TRUST CHARITY
HELD ON WEDNESDAY 28th JANUARY 2015 AT 1.00PM
AT THE PARK INN BY RADISSON, WEST BROMWICH.
Present
Mr Riley (Chair)
Ms Dowman
Dr Walker

Initial
P
K
D

Title
Non-Executive Director
Chief Executive Officer
Non-Executive Director

Organisation
BCPFT
BCPFT
BCPFT

In Attendance:
Mr Campbell
Ms Cadman
Dr Edwards
Mr Fry
Mrs Grainger

J
J
S
A
N

BCPFT
BCPFT
BCPFT
BCPFT
BCPFT

Mr Green
Mr Malik
Mrs McAteer
Mrs Newton
Mr Sahota
Mrs Werhun

A
F
K
J
P
P

Chief Operating Officer
Deputy Finance Director
Medical Director
Non-Executive Director
Governance Support
Manager
Company Secretary
Non-Executive Director
Non-Executive Director
Chair
Non-Executive Director
Non-Executive Director

ITEM
NO
1.0

BCPFT
BCPFT
BCPFT
BCPFT
BCPFT
BCPFT

AGENDA ITEM
OPENING MATTERS
1.1 Declarations of Interest
No declarations of interest were received.
1.2 Apologies for absence
No apologies for absence were received.

1.4

RECEIVE AND APPROVE REPORT AND ACCOUNTS FOR
2013/14
Mrs Newton presented the Charity Annual Report and Accounts
2013/14, to which some non-material changes had been made
following the approval of the Charitable Funds Committee.
Mr Riley confirmed that discussions had taken place at the
meeting of the Charitable Funds Committee regarding the return

Page
- 1 - 385

ACTION

on funds which had not been optimised to benefit the fund. He
added that the report does not convey responsibilities in terms of
the use of the funds although the committee were working
towards improving these issues.
Dr Walker highlighted errors within the report as follows:
Page 4, section 2, first paragraph, name of organisation incorrect,
to be amended as follows ‘The Trust Charitable Fund was
established in November 1996 with the Charity Commission
under registration number 1060039. There was a name change to
the Black Country Partnership NHS Foundation Trust Charitable
Fund in 2011, its purpose to hold the Fund to apply income, and
at their discretion, so far as may be permissible, the capital for
any charitable purpose or purposes relating to the National Health
Service wholly or mainly for the service provided by Black
Country Partnership NHS Foundation Trust.
Page 6, section 4, fourth paragraph, to read ‘The Black Country
Partnership NHS Foundation Trust holds the Black Country
Partnership NHS Foundation Trust Charitable Funds for the
purpose and aim to aid recovery of service users, and provide
benefit to them and staff’.
Mrs McAteer felt that donations should also be used to thank staff
i.e. funding retirement parties and the charity should be more
ambitious around spending the money by looking at evidence
based alternative therapies and the meaningful promotion of
wellbeing and therapy.
A discussion took place regarding the wording contained in the
accounts however it was agreed that the information was historic
and it was agreed that the purpose going forward would be
reviewed by the Charitable Funds Committee, and only referred
back if material changes were proposed.
IT WAS RESOLVED:
(i)

6.0

agreed subject to minor
amendments

DATE AND TIME OF NEXT MEETING
To be confirmed
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Encl. 13

Board of Directors Meeting 29/07/2015: Review
Please use the sheet to reflect your experience of this meeting; please remember to
indicate your role.
Non-Executive, including Associate
Question
Score
Meeting packs were
received in good time
The agenda provided a
focus for the meeting
Matters arising and actions
outstanding were
addressed in a timely
manner
Reports were clear as to
the requirement of the
board
Reports were complete,
concise and accurate
Reports made clear what
actions were needed for
improvement
The matters were relevant
to the following board
functions:
- Strategy
- Operational
performance
- Quality
management
- Risk and control
- Leadership and
Culture
- Compliance
Was the patient/carer/staff
story relevant and
informative?
Did the meeting provide
sufficient time to address
the agenda?
Members behaviour was in
line with the Trusts values?
On a scale of 1 to 10, with
1 being poor, how would
you rate the meeting?
Please indicate what could
be done to improve future
meetings
Score

4: Agree

3: Partly Agree

Executive and board level
Comments

2: Disagree
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1: Neither agree/disagree
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