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Encl. 3
MINUTES OF THE BOARD OF DIRECTORS PUBLIC MEETING MEETING
HELD ON WEDNESDAY, 29 JULY 2015 AT 1.30 PM
IN CONFERENCE ROOM - EDWARD STREET HOSPITAL
Present
Pauline Werhun (Chair)
Andrew Fry
Fayaz Malik
Kathy McAteer
Parmjit Sahota
Dr Duncan Walker
Karen Dowman
John Campbell
Tracey Cotterill
Karen Dowman
Stephen Edwards
Sheila Lloyd
In Attendance:
Sue Wakeman
Lesley Writtle
Andy Green
Joyce Fletcher
Gill Murphy
Tabetha Darmon
Carlton Brooks

Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Chief Executive
Chief Operating Officer
Director of Finance
Chief Executive
Medical Director
Director of Nursing, Governance and AHPs

Director of Workforce and OD, HR
Director of Operations
Company Secretary
Deputy Director of Nursing
Associate Director Quality & Governance
Associate Director – Safeguarding (item
BCP/0104/097/15ii only)
Head of Safety (item BCP/0104/097/15i only)

The public session of the Board of Directors meeting commenced at 1.30 pm
PATIENT/CARER STORY
Mr Sheridan attended to tell the Board the story of his late father’s
experience throughout his stay at Edward Street Hospital and Penn
Hospital.
He described his father’s increasingly difficult behaviour and the
decision to have him sectioned due to him becoming increasingly
aggressive and violent. He explained the rapid decline in his father’s
health; however felt that the care he received at both hospitals was
exceptional. He praised the hard work of staff who were often faced
with difficult and challenging patients and the genuine care and
concern they displayed towards his father.
Ms Dowman asked whether there were any improvements he felt
could be made in the overall care of patients and whether he saw any
other patients who had not received the same high standard of care
as his father.
Mr Sheridan explained that the only minor negative he experienced
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was a delay in accessing some patient tools such as life story, and
remembering likes and dislikes of patients, which may seem minor
but can have a huge impact on patients’ behaviour.
Mr Campbell explained that there were challenges for the NHS to
deliver consistent services and asked Mr Sheridan whether he had
any key messages for the Trust.
Mr Sheridan felt that achieving consistency was very difficult
particularly with the financial implications on the NHS however felt
that staff training in dementia particularly communicating and
interacting with patients was key.
Dr Walker asked Mr Sheridan whether he felt the experience was
positive for all patients on the wards. Ms Sheridan explained that care
was consistent and the majority of patients were pleasant and happy
which in his experience was unusual on such a ward.
Ms Werhun explained that the Board would write a letter to the wards
passing on the positive comments and thanked Mr Sheridan for
attending and sharing his story.
BCP/0104/094/15

OPENING MATTERS
(i) Declaration of Interests
a. amendments to the Register of Interests
Mr Malik declared that he was no longer a Director/Board
member at HALOW
Mr Fry declared that he has been appointed as a Non
Executive Director of the Community Housing Trust,
Worcestershire
b. in any item on the agenda
None were declared
(ii) Apologies for Absence
Apologies were received from Jo Newton, Chair; Paul Riley NonExecutive Director, and Dr Jas Lidher, Medical Director
(iii) Minutes of the previous meeting
The minutes of the meeting held on 27th May 2015 were agreed as a
true and accurate record subject to the following amendments:
BCP/0104/070/15 – para 10, final sentence to read ‘Dr Walker felt
that within the organisation coping strategies should be developed in
order to support patients and colleagues in such situations.
BCP/0104/073/15 – para 2 ‘complementary’ to be changed to
‘complimentary’
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BCP/0104/083/15 – bullet 1 remove ‘for sickness’
(iv) Matters Arising not on the agenda
BCP/0104/074/15 – IT Strategy
Mr Campbell confirmed that the business case for EHR and Eprescribing will be presented to the Investment Committee in
September 2015.
(v) Declaration of any other urgent business to be transacted
No other business was declared
BCP/0104/095/15

REPORT OF THE CHIEF EXECUTIVE
(i) Report of the Chief Executive Officer
Ms Dowman presented the report which highlighted key issues.
She advised that a key operational issue related to concerns over the
continuing pressure on beds and delayed transfers of care,
particularly in Learning Disability services.
Ms Dowman highlighted the achievement of CIP’s as continuing to be
an area of concern.
In response to a question from Dr Walker, Ms Dowman confirmed that
it was planned to move to Quayside at the end of August and the
building work at Hallam Street was expected to be completed by
October 2015.
IT WAS RESOLVED:
(i) to note the report

BCP/0104/096/15

STRATEGY AND BUSINESS TRANSACTIONS
(i) Membership Strategy
Ms Wakeman presented the Membership Strategy which had been
through a robust process of consultation led by the Membership
Strategy Steering Group.
Ms Writtle explained that children and young people had shown an
interest in being involved and asked whether there was a strategy to
support this.
Ms McAteer commented that a great deal of work was carried out last
year by the Membership Team visiting schools and academies and
asked for assurance that this work hadn’t been lost.
Ms Wakeman advised that some of this work may have to be
reviewed against the plan for implementation of the strategy.
Mr Campbell questioned the target for emailing members and
suggested this should be higher. Ms Wakeman confirmed that she
would take this back to the Membership Strategy Steering Group.
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Dr Walker felt that the timescales seemed optimistic and asked what
the process of accountability was. Ms Wakeman advised that
resources fell within her function and were delivered within the
communications team, held to account through the Membership
Strategy Steering Group.
It was recognised that there had been a resourcing issue however
confirmed that this was now being addressed, and in response to a
question from Mrs Werhun, confirmed that resources for
implementation would be managed within the existing budget.

IT WAS RESOLVED:
(i) to discuss target for emailing members with
Membership Strategy Steering Group
(ii) to approve the Strategy
(ii) Organisational Development Strategy
Ms Wakeman presented the review of the Organisation Development
programme which highlighted key findings of the 2014 staff survey.
Mr Sahota commented that positive progress was being made and
recognised that engagement/empowerment were key tools but
stressed the requirement to remain transparent.
Ms Fletcher the discussed the good practice that was being identified
and used the Health Visiting Team as an example.
Ms Cotterill felt that a huge amount of work had been done however
felt that the communications needed to be reviewed to provide a
positive message to staff.
In response to a question from Ms Werhun, Ms Wakeman confirmed
that the key elements where the Trust had come out in the bottom
20% of all Trusts were the focus and identified actions going forward.
Dr Walker felt concerns that the point about staff recommending as a
place to work/place to receive treatment were combined and
suggested they be looked at separately. Ms Wakeman confirmed that
the questions are asked separately in the questionnaire, but the
results are aggregated. She further advised that the Trust would
shortly commence more frequent “pulse surveys” of staff satisfaction,
the results of which would be reported to future meetings of the
Board.
IT WAS RESOLVED:
(i)
to receive the update
(ii)
for results of pulse surveys to be reported to
future Board meetings
(iii) Overview of NHS Core Standards for Emergency Preparedness,
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Response and Resilience
Ms Writtle presented the report which provided an update on the
current position in meeting NHS England’s Core Standards for
Emergency Preparedness, Resilience and Response and in
maintaining on-going compliance.
Ms Writtle drew the board’s attention to the six core standards which
must be demonstrated and confirmed that the Trust are compliant in
all areas other than a newly added area around HASMAT. She
provided assurance that this was being addressed and that local
partnerships, particularly acute partners were being worked with.
Mr Malik asked how productivity could be improved to ensure less
staff are being used. Ms Writtle confirmed that the approach was very
lean compared with other organisations, actively partnering with other
organisations.
IT WAS RESOLVED:
(i) to receive the report
BCP/0104/097/15

QUALITY AND PATIENT EXPERIENCE
(i) Annual Health and Safety Report 2014/15
Mr Brooks provided an overview of the Health and Safety Annual
Report for 2014/15.
Mr Fry expressed his concern that many areas of seemingly high risk
had not been addressed and asked for assurance that this was not
the current position.
Mr Books advised that the report outlined the position at April 2015
and ongoing works against recommendations had resulted in
improvements in RAG ratings.
Mr Brooks also confirmed that all fire assessments were now
completed. He advised that nominations for fire wardens were coming
through and there were currently 30 trained fire wardens. The next
piece of work was to identify all areas where wardens are required.
Mr Fry asked whether fire evacuations tests were now up to date. Mr
Brooks advised that it was difficult in hospital locations, however
discussions were taking place with managers and periodical alarm
tests were taking place and being recorded. He explained that a
toolkit was being developed and being maintained through the Trust’s
Micad system.
Mr Fry commented that the lack of first aiders was a major issue and
should be actioned quickly. Mr Brooks confirmed that this was being
addressed.
Following further discussion, it was agreed that an updated risk
assessment be reported at the September Board Meeting.
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Ms Cotterill suggested using Internal Audit to assist with risk
assessments and provide some assurances which was agreed.
Ms Dowman reminded the Board that there had been a vacant post
for 9 months prior to appointment of Mr Brooks, and that the highest
risks had been his priority, with significant success in addressing
issues already achieved.
Dr Walker asked whether there were any other areas where there
may be similar issues due to the 15% vacancy rate. Ms Dowman
confirmed that all areas where there were vacancies were risk
assessed.

IT WAS RESOLVED:
(i) an updated risk assessment be presented at
September Board Meeting
(ii) to use Internal Audit to assist with risk assessments
and to provide assurance
(iii) to receive the Health and Safety Annual Report,
noting that improvements had been made over those
contained within the report
(ii) Safeguarding Children and Adults Annual Report 2014/15
Ms Darmon presented the key highlights of the Safeguarding Adults
and Children Annual Report 2014/15.
Ms McAteer commented that the Report appeared to be in draft form
with several gaps and inaccuracies which doesn’t provide assurance
on Safeguarding measure in place. She added there was no
reference to adult serious case reviews and learning from this.
Ms Lloyd took on board the comments and noted issues within the
Team.
It was agreed that the report would be reviewed and re-submitted at
the September 2015 meeting.
IT WAS RESOLVED:
(i) for the report to be re-submitted to the September
2015 meeting.

The Chair moved the Board into Private session at 4.30pm
The Chair moved the meeting back into public session at 7.40pm
(iii) CQC Preparation and Update
Ms Murphy provided an update on preparations for the CQC visit
which would be a feature on agendas of all meetings across the
Trust.
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IT WAS RESOLVED:
(i) to receive the update
(iv) CQC Intelligence Monitoring Report
Ms Murphy presented the report which outlined the new CQC model
for monitoring a range of key indicators for Mental Health Trusts
which relate to the five key questions asked of all services. She drew
attention to the areas of concern and actions being taken to address.
IT WAS RESOLVED:
(i) to note the report
(v)Quality Dashboard Exception Report for period to 30th June 2015
Ms Lloyd presented the report which outlined exceptions for
escalation to the Board, from the clinical dashboard.
IT WAS RESOLVED:
(i)
to note the exception report
(vi) Hard Truths Commitments Regarding the Publicity of Staffing
Data - May and June 2015
Ms Lloyd presented the report which provided the most recent upload
to the National Unify System for planned v actual staffing of registered
nursing and health care support workers for the months of May and
June 2015 and a detailed comparison of actual v planned staffing
including bank and agency usage.
In response to a question from Dr Walker, Ms Murphy confirmed that
assaults on staff were still below national average. She advised that
all staff are MAPA trained but there was an issue with staff not
receiving training at induction; however training was usually received
within 2-3 weeks of commencement. Plans were in place to put this
training into the induction process.
Dr Walker asked whether medication target, which was a local
indicator within the Quality Account, were being achieved. Ms Murphy
confirmed that they were, however commented that figures look
higher due to data input errors which although have caused no harm
to patients, had increased the number of errors recorded.
IT WAS RESOLVED:
(i) to receive the report
BCP/0104/098/15

OPERATIONAL AND CONTRACTUAL PERFORMANCE
(i) Integrated Performance Report as at 30th June 2015
Finance
It was reported that the Trust was in a deficit position of £738k
compared to an expected deficit of £125k year to date. The full year
forecast was a deficit of £1944k compared with a planned surplus of
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£302k. The cash balance reported as at the end of June 2015 was
£5,237k.
Ms Cotterill confirmed that she had identified a number of areas to
improve the position, which were being discussed with External Audit,
but these would be offset by anticipated delays in CIP projects
meaning the £1.9m forecast deficit was expected to remain constant.
Dr Walker asked how the position could change so drastically when a
£300k surplus was being reported only a few months ago. Ms Cotterill
explained that the Investment Committee had received a review of the
Business Planning process and the quality of planning had been
discussed. Further, the annual plan had been flagged as very
stretching, with a schedule prepared identifying a number of risk
areas which were discussed with Monitor.
Dr Walker stated that previous assurance had been provided that
93% of CIP’s would be achieved and asked how things could be
turned around. Ms Cotterill confirmed that there was a turnaround
plan being developed which would be monitored through Investment
Committee. Ms Writtle added that fundamental redesign was required
with 2 year plans being put in place.
Ms Cotterill added that action had been agreed to ensure delivery of
Corporate CIP’s this year.
Performance
It was reported that CPA 7 Day Follow Up, Quarter 1 performance is
93.1% against a target of 95% reflecting a high number of fails during
April. It was confirmed that a log was being maintained for each fail
and a review of team operational policies is being undertaken.
CPA 12 month formal review for quarter 1 was reported as 95.3%
against a target of 95%.
Delayed Transfers of Care for quarter 1 reported performance at
6.4% against a target of less <= 7.5% and it was noted that the
number of delayed transfers of care across inpatient areas for the
month of July was anticipated to increase.
Workforce
Ms Wakeman reported that vacancy rates continue to increase,
reaching 15% in June.
She confirmed that agency spend had increased during June by £94k
to £495k which equates to 7.47% of the pay bill. The highest agency
spend in June was spent on medical staff.
Ms Wakeman confirmed that sickness decreased during May by
0.08%, however short term sickness had increased by 0.44%.
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Ms Wakeman confirmed that the Trust’s appraisal period ended on
31st May 2015 and the target of 95% was exceeded.
She advised that attendance at annual mandatory training had
increased in May and June however was still below the target.
Ms Wakeman explained that ‘self service’ will be implemented
through ESR which will provide real time data for future reports.
IT WAS RESOLVED:
(i) to note the report
Ms McAteer left the meeting at 8.30pm
BCP/0104/099/15

RISK AND ASSURANCE
(i) Report from The Chair of Quality and Safety Committee 11th June
2015
Ms Werhun presented the report which provided an update on key
discussions at the Quality and Safety Committee Meeting which took
place on 11th June 2015.
IT WAS RESOLVED:
(i) to receive the report
(ii) Report from Chair of Audit Committee 8th July 2015
Dr Walker presented the report which provided key discussions from
the Audit Committee Meeting held on 8th July 2015.
He raised concerns of the committee regarding the progress of the
implementation of some internal audit recommendations.
IT WAS RESOLVED:
(i) to receive the report
(iii) Report from the Chair of the Charitable Funds Committee
Mr Malik provided a verbal update following the Charitable Funds
Committee held on 11th June 2015.
He highlighted the key discussions from the meeting;





Funds had been put on deposit to attract interest
Communication and engagement was key
A consultant would be working with the Trust for a couple of
days to complete some of the tasks identified in the workplan
Budgets would be delegated to budget managers for them to
access funds
IT WAS RESOLVED:
(i) to note the report
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(iv) High Level Risk Register
Ms Murphy presented the report which provided a summary of high
level risks. She confirmed that work was underway to enable more
accurate recording of risks with the service divisions.
Ms Cotterill advised that further financial risks were agreed at the
Investment Committee which would be included on the register, and
some of these are high level risks.
IT WAS RESOLVED:
(i) to note the report
(v) Medical Revalidation Annual Report
Dr Edwards presented the report which provided assurance that
revalidation is working effectively within the Trust to ensure that every
licenced doctor’s fitness to practice is monitored and assured on a
regular basis.
Dr Walker asked for clarification regarding locum staff. Dr Edwards
confirmed that revalidation of agency staff is the responsibility of the
employing agency.
IT WAS RESOLVED:
(i) to receive the report
(ii) to approve the Annual Statement of Compliance
(vi) False or Misleading Information
Ms Cotterill presented the report which outlined the new offence
which has been put in place by The Care Act 2014, namely False or
Misleading Information Offence (FOMI). Board members were asked
to be aware of the legal requirements and the consequences of failing
to comply.
IT WAS RESOLVED:
(i) to note the report
BCP/0104/100/15

CORPORATE GOVERNANCE
(i) Remuneration Committee Terms of Reference
Mr Green presented the report which outlined proposed amendments
to the terms of reference of the Remuneration Committee.
IT WAS RESOLVED:
(i) to approve proposed amendments
(ii) Standing Financial Instructions
Ms Cotterill presented the report which outlined the Standing
Financial Instructions (SFI’s) and delegated authorities.
She confirmed that the document had been thoroughly reviewed and
she had no concerns. In response to queries raised by Dr Walker it
was agreed that the following amendments be made:
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S2.1.1 (d) amend to ratify losses
S24 Table of Delegated Matters, Item 2 amend to Monitoring of Audit
Recommendations
The Boards attention was then drawn to the Scheme of Delegation
which had been treated as a separate document. It was noted that
these were provisional and agreed that a final scheme would be
presented to the Board in September 2015.
IT WAS RESOLVED:
(i) to approve Standing Financial Instructions subject
to the agreed amendments
(ii) to defer the approval of Scheme of Delegation to
the next Board meeting
BCP/0104/101/15

MINUTES OF SUB-COMMITTEES OF THE BOARD
(i) Minutes of the Quality and Safety Committee 9th April 2015
(ii) Minutes of the Audit Committee Meeting 20th May 2015
(iii) Minutes of the Charitable Funds Committee held on 10th
December 2014
(iv) Minutes of Charitable Funds Committee AGM 28th January 2015
IT WAS RESOLVED:
(i) to note the Minutes for information

BCP/0104/102/15

ANY OTHER BUSINESS (AS DECLARED IN OPENING MATTERS)
None

BCP/0104/103/15

SUMMARY OF ACTIONS AGREED

BCP/0104/104/15

QUESTIONS FROM THE PUBLIC

BCP/0104/105/15

REVIEW OF MEETING

The Chair thanked all for attending the Committee and closed the meeting at 8.45pm
The next meeting will take place on Wednesday 30th September 2015.
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MINUTES OF THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON WEDNESDAY, 30 SEPTEMBER 2015 AT 2.30 PM
IN BOARD ROOM - QUAYSIDE HOUSE
Present: Joanna Newton
John Campbell
Tracey Cotterill
Karen Dowman
Stephen Edwards
Andrew Fry
Jas Lidher
Sheila Lloyd
Fayaz Malik
Kathy McAteer
Paul Riley
Parmjit Sahota
Sue Wakeman
Duncan Walker
Pauline Werhun

Chair
Deputy Chief Executive
Director of Finance
Chief Executive
Medical Director
Non-Executive Director
Medical Director
Executive Director of Nursing, AHPs & Governance
Non-Executive Director
Non-Executive Director
Non-Executive Director
Non-Executive Director
Director of Workforce and OD, HR
Non-Executive Director
Non-Executive Director

In Attendance:
Natalie Grainger

Governance Support Manager

Apologies
Andy Green
Lesley Writtle

Company Secretary
Director of Operations

The public session of the Board of Directors Public Meeting commenced at 2.30 pm
BCP/0104/114/15
PATIENT STORY
Mr Wayne Jasmin, Urgent Care Service Manager, Penn Hospital,
presented the story.
Mr Jasmin explained that the subject of the story was a violent
physical assault by a patient on staff members on a ward during the
night. He went on to say that the male patient had attacked two
female members of staff who were held in a headlock as ward staff
struggled to restrain the patient.
Mr Jasmin advised that following the incident an action plan had been
put in place and wider organisational actions had been identified.
Mr Campbell commented that it was an increasing occurrence which
seems to be escalating due to the acuity of patients being admitted.
Ms Cotterill asked whether there had been an opportunity for the
patient had to be assessed prior to admission which may have meant
the patient was put onto high level observations.
Mr Jasmin explained that the patient was known to the Trust and had
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previously been in PICU, however he was risk assessed on
admission. Dr Lidher explained that it was often difficult to make such
clinical judgments however the impact of harm can be minimised and
learning must be taken from such incidents.
Mr Malik advised that he had recently visited Meadow Ward at Penn
Hospital and received some positive feedback from patients and
carers on the ward. He highlighted the importance of staff adhering to
procedures and processes.
Ms Werhun asked whether the staff involved had been supported
following the incident. Mr Jasmin explained that both staff had
received support from Staff Support and taken time off work to
recuperate.
Ms Werhun asked whether patient on patient assaults were common.
Mr Jasmin explained that low level? assaults do occur and particularly
on female wards.
Ms Dowman felt concerned that other staff hadn’t come to help. Mr
Jasmin explained that the role of the Nurse in Charge was being
strengthened in order to make their duty in such events more explicit.
Ms Lloyd commented that such incidents highlighted the importance
of observations and the need to manage acuities going forward.
Thanks were given to Mr Jasmin and the staff on the Meadow Ward.
BCP/0104/115/15

OPENING MATTERS
Ms Newton welcomed Mr Stenson, newly appointed Associate NonExecutive Director who would be observing the meeting.
She thanked, on behalf of the Board, Mr Riley for his commitment
during his two terms of office as Senior Independent Director and
Non-Executive Director.
Ms Newton confirmed that the announcement had recently been
communicated of Ms Dowman’s intention to retire during the summer
of 2016. She thanked Ms Dowman for the flexibility she had given in
order to allow for succession planning of this key leadership role.
Ms Newton was pleased to announce the recent success in being
awarded the MERIT Vanguard in collaboration with 3 other trusts and
thanked all staff involved.
(i) Declarations of Interest
a. Amendments to register of interests
None
b. in any item on the agenda
None
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(ii) Apologies for Absence
As listed above
(iii) Minutes of the previous meeting
The minutes of the previous meeting were agreed as a true and
accurate record subject to the following amendment.
Page 1, Mr Campbell’s job title to be amended to ‘Director of
Strategy, Deputy Chief Executive’
(iv) Matters arising not on the agenda
None
(v) Declaration of any other urgent business to be transacted
(i) Corporate Benchmarks 2014
BCP/0104/116/15

RISK AND ASSURANCE
(i) Board Assurance Framework and High Level Risk Register
Ms Lloyd presented the report and asked the Board to agree and sign
off the Board Assurance Framework (BAF). She advised that it had
been agreed to integrate the BAF, HLRR and Clinical Quality
Dashboard and that the revised version would be presented at the
October Board Meeting for discussion. She confirmed that thereafter
the report would be received twice a year, or by exception.
Ms Werhun queried some of the dates which Ms Lloyd agreed to
discuss with Mr Green.
Mr Walker raised concerns that the Board would not be aware of the
high level risks of the Trust and asked that a dashboard be provided
for information. Ms Lloyd reported that a balanced scorecard was in
development which should provide such assurance was agreed .
IT WAS RESOLVED:
(i) Ms Lloyd and Mr Green to discuss dates
(ii) to receive a dashboard for information at future
Board Meetings
(iii) to accept and sign off the BAF April – October 2015
(iv) to support the proposal of the revised version
(ii) Exception Report from Chair of the Quality and Safety Committee
Meeting held on 13th August 2015
Ms Werhun presented the report and highlighted key discussions
from the Quality and Safety Committee Meeting held on 13th August
2015.
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She advised that the key areas of discussion were:
•
•
•
•

HR Processes and systems
Clinical Observation Review
Patient experience and Involvement Report
Mental Health Divisional Report

IT WAS RESOLVED:
(i) to note the report
(iii) Exception Report from the Chair of the Audit Committee Meeting
held on 9th September 2015
Dr Walker presented the report which highlighted key discussions
from the Audit Committee Meeting held on 9th September 2015.
He raised the importance of continuing to remain focused on risk and
manage appropriately.
Mr Duncan discussed the Internal Audit Recommendation Report and
raised that there were a number of actions that remained outstanding
that should be addressed.
Ms Lloyd advised that following the recent Quality and Safety
Steering Group Meeting, it had been agreed that Internal Audit would
scrutinise and review outstanding actions as there appeared to be a
number included that had been completed.
Ms Cotterill commented that processes were now in place to control
the backlog of actions through the Programme Management Office.
Ms Lidher raised that there were a number of recommendations that
haven’t been through the correct process and these needed to be
reviewed.
Ms Cotterill felt that the Trust had a high level of audit days compared
with other organisations. Further, these extra days are used to
investigate areas of known risk leading to unfavourable audits which
can impact on the Head of Audit Opinion Rating.
Ms Dowman raised the importance of the Audit Plan. Ms Cotterill
advised of a proposal sent out by Mr Green and requested this was
reviewed outside the meeting.
IT WAS RESOLVED:
(i) Mr Green, Ms Cotterill, Dr Walker, Ms Newton to
review proposal
(ii) to note the report
3.4

(iv) Exception Report from the Chair of the Charitable Funds
Committee held on 10th September 2015
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Mr Malik presented the report which provided highlights from
discussions held at the meeting on 10th September 2015.
He confirmed that assurance had been provided on systems,
processes and structure and that a development plan had been
presented which was a comprehensive working document.
IT WAS RESOLVED:
(i) to note the report
(v) Exception Report of the Chair of the Mental Health Legislation
Scrutiny Committee held on 29th September 2015
Mr Sahota provided assurance following the inaugural meeting of the
Mental Health Legislation Committee which took place on 29th
September 2015.
He confirmed that the committee agreed an appraisal process as part
of work to review the role of the hospital manager going forward,
including contracts and job roles.
IT WAS RESOLVED:
(i) to note the report
BCP/0104/117/15

STRATEGY AND BUSINESS TRANSACTIONS
(i) 'Our Voice' Pulse Survey Results
Ms Wakeman presented the report which provided an analysis of the
first pulse survey carried out as part of monitoring the action plan
relating to the Staff survey. She explained that initial feedback
remained disappointing, whilst acknowledging that improvements
would take timeto fully engage with staff and change culture.
Ms Wakeman advised that given the survey was undertaken in
August, the number of respondents was small. Nevertheless.a
communication cascade had been put in place to respond to the
results.
Ms Dowman asked whether there were any hotspot areas identified.
Ms Wakeman confirmed that areas had been targeted at group level
and Group Directors were being engaged to develop action plans
which staff will own.
Mr Campbell highlighted his disappointment at the results, particularly
following the high level of staff engagement that had taken place
across the organisation. He explained that communications were key
and felt that there was a need to further invest in the communications
process.
Mr Campbell suggested the questions be reduced for future surveys
to around 6 questions to encourage participation.
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Mr Sahota asked what the view of Staffside was. Ms Wakeman
confirmed that discussion with Staffside was being arranged to
encourage further collaboration on how to deliver changes neede.
Dr Walker raised concerns at the response to ‘raising concerns at
work’ and noted that this had deteriorated since the staff survey.
It was agreed that regular results would be taken to Quality & safety
sub committee to monitor.
IT WAS RESOLVED:
(i) QSS sub-committees to monitor results
(ii) to note the report
BCP/0104/118/15

QUALITY AND PATIENT EXPERIENCE
(i) Annual Health and Safety Report 2014/15: Update
Ms Lloyd presented the report which provided assurance on progress
against the health and safety gap analysis review.
IT WAS RESOLVED:
(i) to note the report and assurance provided.
(ii) Safeguarding Children and Adults Annual Report 2014/15
Ms Lloyd presented the report which provided the final versions of the
Safeguarding Adults and Children Annual Reports 2014/15 for the
Boards approval.
IT WAS RESOLVED:
(i) to approve the Safeguarding Adults and Children
Annual Report 2014/15.
(iii) Patient Experience and Involvement Strategy Annual Report on
Activity
Ms Lloyd presented the report which provided assurance and
progress of implementation with the Patient Experience and
Involvement Strategy 2014-17.
Ms Newton noted that it would be useful to see hotspot areas for
complaints and compliments in future reports.
Ms Dowman raised the importance of noting the number of
complaints upheld.
IT WAS RESOLVED:
(i) to note the report
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BCP/0104/119/15

OPERATIONAL AND CONTRACTUAL PERFORMANCE
Check with Tracey
(i) Integrated Performance Report for period to 31st August 2015
Financial Performance
Ms Cotterill confirmed the deficit position of £1,373k year to date with
a forecast deficit for the year to 31st March is £1,939k compared with
the planned surplus of £312k.
She advised that following discussions with Sandwell CCG, they have
offered a variation of contract to support specific areas for
development and would expect to see a positive impact of £1m to the
position.
It was confirmed that discussions had also taken place with
Wolverhampton CCG to resolve outstanding matters from 2014/15
and an agreement has been reached which is expected to have a
positive impact overall.
Ms Cotterill advised that although the position was expected to be
more positive this was not a solution to the full deficit. She confirmed
that Monitor had been kept updated and this had been positively
received by them.
Dr Walker asked whether consideration had been given to deferring
the capital spend on IT until a decision had been made on partnership
arrangements. Mr Campbell confirmed that this had been considered
however it was important to separate systems from infrastructure and
the requirement to carry on with a maintainence programme despite
any potential partnership arrangements.
He confirmed that the Trust were stilling running a high level of risk
with IT operational support’
Performance
Ms Cotterill confirmed that performance for all key indicators were on
target.
Workforce
Ms Wakeman confirmed that the vacancy rate had decreased to
14.6% and the time to hire period had decreased from 20 weeks to 8
weeks.
She confirmed that agency spend had decreased by almost £47k
during August.
Ms Wakeman explained that currently sickness levels remained static
with potential negative impact on finances.
It was reported that attendance at Annual Mandatory Training Days
had decreased slightly and there were concerns over specialist
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mandatory training which had resulted in additional training sessions
being set up.
Mr Malik asked for assurance on the mandatory training. Ms
Wakeman confirmed that a schedule had been developed for
safeguarding training and clear plans were in place.
Mr Sahota raised the high sickness absence levels and vacancy rates
and felt that no improvements had been seen for some time. Ms
Wakeman confirmed that vacancies had been focused on and were
now starting to see some improvements however there was a national
issue with recruiting nurses. She advised that the sickness levels
would take time to bring back in line however a great deal of work
was being carried out and the policy was being revised.
IT WAS RESOLVED:
(i) to note the report
Mr Riley left the meeting at 4.35pm

BCP/0104/120/15

REGULATORY AND COMPLIANCE
(i) Monitor/TDA Set of Rules for Nursing Agency Spend
Ms Cotterill presented the report which outlined the Nursing Agency
rules which had been issued by Monitor and The TDA on 1st
September.
Ms Lloyd confirmed that a clear definition had been provided and
highlighted that this applied to registered nurses and health care
support workers only.
It was confirmed that this would be monitored through the Quality and
Safety Steering Group and Business and Performance Committee
with any issues escalated to Quality and Safety Committee and
Investment Committee.
IT WAS RESOLVED:
(i) to note the report
(ii) Scheme of Delegation
Ms Cotterill presented the report which provided a proposed scheme
of delegation which had been subject to review.
In response to a question from Ms Newton, Ms Cotterill confirmed that
levels were previously high and felt the proposals were more
moderate, without being restrictive, given the high percentage of
orders which would be unaffected by the change.
Mr Campbell raised concern regarding scope for the future and
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raised that staff often got frustrated when additional processes were
put in place.
IT WAS RESOLVED:
(i) to approve the proposed Scheme of Delegation
(iii) CQC Visit Update
Ms Lloyd provided an update on the forthcoming CQC visit.
IT WAS RESOLVED:
(i) to note the update
BCP/0104/121/15

CORPORATE GOVERNANCE
(i) Quality and Safety Committee Terms of Reference
The revised terms of reference for the Quality and Safety Committee
were provided for approval.
IT WAS RESOLVED:
(i) to approve the revised terms of reference for Quality
and Safety Committee
(ii) Terms of Reference: Charitable Funds Committee
The proposed revised terms of reference for the Charitable Funds
Committee were provided for approval.
IT WAS RESOLVED:
(i) to approve the revised terms of reference for the
Charitable Funds Committee
(iii) Terms of Reference: Appointment and Remuneration Committee
The proposed terms of reference for the Appointments and
Remuneration Committee were provided for approval.
IT WAS RESOLVED:
(i) to approve the revised terms of reference for the
Appointments and Remuneration Committee

BCP/0104/122/15

MINUTES OF SUB-COMMITTEES OF THE BOARD
(i) Minutes of the Quality and Safety Committee Meeting 11th June
2015
IT WAS RESOLVED:
(i) to note the minutes for information
(ii) Minutes of the Audit Committee Meeting held on 8th July 2015
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IT WAS RESOLVED:
(i) to note the minutes for information
(iii) Minutes of the Charitable Funds Committee held on 11th June
2015
IT WAS RESOLVED:
(i) to note the minutes for information
BCP/0104/123/15

ANY OTHER BUSINESS (AS DECLARED IN OPENING MATTERS)
(i) Corporate Benchmarks 2014
Ms Cotterill presented the report which outlined data collected for
national benchmarking which has been broken down by service area.
It was proposed that the summary information was shared with
prospective partners on 13th October 2015 at the information day, but
detail would only be circulated to those organisations who were willing
to identify themselves within the benchmarking return.
Ms Cotterill explained that the data could be used as a planning tool
and will be used to provide challenge during the 2015/16 budget
setting process.
IT WAS RESOLVED:
(i) to share information with potential partners at
Information Day on 13th October 2015
(ii) to note the findings of the report

BCP/0104/124/15

SUMMARY OF ACTIONS AGREED

BCP/0104/124/15

QUESTIONS FROM THE PUBLIC

BCP/0104/126/15

REVIEW OF MEETING

The Chair thanked all for attending the Committee and closed the meeting at 5.30PM
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Action Ref

Action

Public Board Meeting Action Log
Lead
Required
Completion
Date

290415/BCP/0104/054/ Cultural Change in the NHS
15
(i) Freedom to speak up
Identify a case study for a Board Development
Session
- S Lloyd to produce a briefing paper and circulate to
members
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270515/BCP/0104/075/
Report of the Chief Executive
15
to monitor old age bed occupancy for 6 months in
order to make decision and put a process in place

Date
Completed

RAG

Status

S Lloyd

TBC

Open

K Dowman

Nov-15
update

Open

270515/BCP/0104/077( Quarter 4 Governance Assurance Report
MAPA Team to present at a future Board
iii)/15
Development Day

S Lloyd

Future Board
Development
Day

300915/BCP/0104/116/ Board Assurance Framework
(i) Ms Lloyd and Mr Green to discuss dates
15(i)

S Lloyd/
A Green

Oct-15
Update

(ii) to receive a dashboard for information at future
meetings
300915/BCP/0104/116/ Report from the Chair of Audit Committee Meeting
15(iii)
held on 9th September 2015
Mr Green, Ms Cotterill, Dr Walker, Ms Newton to
review proposal

S Lloyd

Ongoing

Open

A Green/T
Cotterill/D
Walker/J
Newton

Oct-15
Update

Open

Items scheduled as per cycle of business that have been deferred
Item
By Whom
Due

Open
Open

Deferred to
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Encl. 4.1

Meeting of:

Board of Directors

Date:

28th October 2015

Subject:

Board Assurance Framework, High Level Risk Register and
Clinical Quality Dashboard

Presented by:

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

Authors:

Gill Murphy, Associate Director for Quality and Governance

Purpose:

For information and assurance

Relationship to strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

x

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.

x

We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.

x

Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.

x

Resources will be used effectively, innovatively and in a sustainable
manner.

x

Relationship to High Level Risks:
As cited in report
Recommendation(s):
To agree and sign off the BAF 01/11/15 – 31/03/16.
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Equality & Diversity implications:
None to consider but the BAF has gone through EIA
Regulatory and Compliance matters:
X
x
x

Monitor:
Care Quality Commission:
Other:
None:
Previous consideration
Board

C.R.E.W.S
HSE

Audit

Business &
Performance
Other

Quality & Safety

None
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Quality and Safety
Steering group
15.10.15

Executive Summary
The board are asked to agree and sign off the Board Assurance Framework (BAF)
01/11/15 – 31/03/16 (appendix 1)
The BAF has been updated to reflect the revised objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
High Level Risk Register.
There are currently 12 risks on the risk register graded as high risk, which are linked
to the relevant strategic objective on the BAF.
The risk training, which was delivered to board in June, has been rolled out to key
staff across the trust and all the rated 15 and below are now being reviewed, and
linked to the relevant strategic objective.
For the purpose of assurance to Board, only the high risks will be presented.
Clinical Quality Dashboard
The Clinical Quality Dashboard has also been refreshed to reflect the revised
strategic objectives and provide assurance against the BAF. The key performance
indicators monitored are part of our internal assurance.
Non compliance (red KPI’s) is monitored monthly through QSSG, workforce,
business and performance with remedial action plans in place.
The BOD are requested to:
 Accept and sign off the BAF
 Support the proposed presentation of assurance in the form of the BAF,
HLRR and KPI’s as our internal assurance process.
 Receive reporting by exception form the relevant lead executive as identified
on the BAF.
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Board Assurance Framework- 1.11.15- 31.03.16
Objective 1: We will nurture a culture which provides: safe, effective, caring, responsive and well led services
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Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Gaps in Controls

Objective Lead

Responsible
Committee

Caring- patients are treated with
compassion, respect and dignity and that
care is tailored to their needs.
Responsive – patients get the treatment
or care at the right time, without excessive
delay, and are involved and listened too.
Effective- patient’s needs are met and
care is in line with national guidelines and
NICE quality standards and promotes the
best chance of getting better
Well led- there is effective leadership,
governance and clinical involvement at all
levels and a fair, open culture exists which
learns and improves listening and
experience
Safe- patients are safeguarded from
physical, psychological and emotional
harm or abuse

Physical healthcare
Falls
CPA 7 day follow up %) (Adults only)
CPA formal review
Safety thermometer
C. Dificile
MRSA Bacteraemia
Number of incidents
Incidents of Violence & Aggression,
restraint, seclusion, self-harm, record
keeping, medication errors, absconds
Never events
STEIS
RIDDOR
Pressure sores
Duty of Candour
Crisis gatekeeping
Readmissions
Unexpected deaths
Admissions of Minors
Waiting times
Early intervention for new psychosis
Delayed transfer of care (%)
Nutritional needs
MH Clustering
Use of HoNos
PLACE
POMH-UK

Monthly Clinical Reports
Weekly incident report
Quarterly GAU report
Lessons Learnt Bulletin
RCA reports
72 hour reports
NRLS report

Monitored by:
CQC
(MHA- CQC)
CCG
Monitor
HSE
NHS England
(through NRLS)
WMQRS
Local Authority
Healthwatch
Safeguarding
Boards
NICE

Audit of compliance
to key policies

To be confirmed

Quality & Safety
Committee

Risk Management
Strategy
Patient Experience &
Involvement Strategy
Freedom to Speak Up
Safeguarding Strategy
Board Assurance
Escalation Framework
Clinical Audit Policy
Caring Counts Strategy
Quality Strategy
(Clinical Strategy)
Physical Health Strategy
Reducing Restrictive
Interventions Strategy

Objective
current
RAG
rating

Amber

Associated risks:
RISK ID

Opened Date

Description

191

30/01/2014

359

12/02/2015

210

01/04/2014

If Deprivation of Liberty Safeguards (DoLS) assessments are not completed by the Local Authority, then the Trust
could be inadvertently criticised for not meeting statutory requirements
If the Trust does not invest in an appropriate alarm system at Health Lane then staff and patient safety may be
compromised
Records If the Trust does not have robust systems for effective records management arrangements then we may
not be able to demonstrate compliance against CQC core standards
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Last
Risk
Review
(Inherent)
Date
26/09/2015 4 x 4 = 16

Risk
(Current)

Risk
(Target)

Exec Lead

4 x 4 = 16

3x3=9

DCOE

26/09/2015 4 x 4 = 16

4 x 4 = 16

1x4=4

26/09/2015 4x4 = 16

4x4 = 16

4x2=8

Director of
Operations
Director of
Operations

Board Assurance Framework- 1.11.15- 31.03.16
Objective 2: We will involve and listen to patients, carers and family’s experience to continually improve services we provide.
Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Gaps in Controls

Objective Lead

Responsible
Committee

The trust will deliver and support a culture that
places the quality of the patient, carers and
families experience at the heart of all that we do,
following the principle of ‘no decision made about
me, without me’
We are committed to ensuring that patients,
families and carers are involved in developing,
planning and monitoring services.

Friends & Family Test
Compliments
PALS
Complaints
Involving service users

Monthly Divisional
Reports
Weekly incident report
Quarterly GAU report
Lessons Learnt Bulletin
Complaint responses
National MH Community
Patient Experience
Report

Monitored by:
NSCIC (KO41
Returns)
CQC
Monitor
CCG
Ombudsman
Local Authority
Healthwatch

No Gaps identified

To be confirmed

Quality & Safety
Committee

Focus Groups
AGM
Assembly of Governors
Patient Forums
Volunteers
Patients by Experience
15 Steps challenge
PLACE

Objective
current
RAG
rating

Green

Patient Experience &
Involvement Strategy
Membership Strategy
Equality & Diversity
Strategy

Associated risks:
RISK ID

Opened Date

No risks currently identified
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Description

Last Review
Date

Risk
(Inherent)

Risk
(Current)

Risk
(Target)

Exec Lead

Board Assurance Framework- 1.11.15- 31.03.16
Objective 3: We will be a leading provider of specialist mental health, learning disability and children’s services, proactively seeking opportunities to develop
our services building partnerships with others, to strengthen and expand the services we provide.
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Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Gaps in Controls

Objective Lead

Responsible
Committee

We will actively increase our research activity and
continually look for opportunities to partnership
with similar healthcare providers. In particular the
MERIT (Crisis, 7 day working, rehab and recovery
for adult MH) DUDLEY (children’s) vanguards

Research & innovation
activity

Monthly Divisional
Reports
Quarterly GAU Report
Quality Report

Monitored by:
MONITOR
CQC
CCG
WMCRN
RCPsych
NHS England
Local Authority
Healthwatch
NICE

Appropriate contract
for Older Adult
services

To be confirmed

Business &
Performance
Committee

CQUIN’s
NICE
POMH-UK
SDIP’s
Crisis concordat
‘time to shine’

Operational Plans
Research & Innovation
Strategy
(Clinical Strategy)
Development /
transitional plan

Objective
current
RAG
rating

Green

Associated risks:
RISK ID

Opened Date

Description

203

01/04/2014

If commissioners do not commission older adult services then the Trust may be unable to meet
demand for these services
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Last Review
Date
26/09/2015

Risk
(Inherent)
4x4 = 16

Risk
(Current)
4x4 = 16

Risk
(Target)
4x2=8

Exec Lead
CEO

Board Assurance Framework- 1.11.15- 31.03.16
Objective 4: Attract and retain a well-trained, diverse, flexible, empowered and valued workforce.
Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Gaps in Controls

Objective Lead

Responsible
Committee

Develop a leadership style that embeds the
Trust Values, staff engagement and the
delivery of effective services
Ensure the profile of the organisation in terms
of diversity and skill mix meet organisational
requirements, addresses hard-to-fill roles and
delivers requirements for new pathways of
care
Ensure that there are appropriate
strategies/activities in place to improve staff
health, wellbeing and experience
Provide staff with learning and development
opportunities that support quality of care and
career aspirations
Ensure the development of a workforce plan
and supporting programmes that ensure a
systematic approach to workforce
management

Induction
Sickness & Absence
Vacancy Rate
Turnover rates
Substantive staff in post
Ethnicity profile
Bank/agency use for nursing staff
Medical revalidation
Staff satisfaction
Safeguarding training
Mandatory training
Specialist mandatory training
Staffing levels
Clinical supervision
Mentorship
Preceptorship
Appraisals

Monthly Divisional
Reports
Weekly incident report
Quarterly GAU report
Lessons Learnt Bulletin
Workforce Race Equality
Standard Report

Monitored by:
CQC
Monitor
HSE
NHS England
Unison
RCN
RC Psych
BMA
DBS
Safeguarding
Boards
CCG
Local Authority
Healthwatch
University / training
establishments

LEAN processes to
support recruitment
function

To be confirmed

Business &
Performance
Committee

Workforce Strategy
Health & Wellbeing
Strategy
Apprenticeship Strategy
Organisational
Development Strategy
Equality & Diversity
Strategy

Objective
current
RAG
rating

Appropriate and
accessible to leads,
staff training record
database
Communication
strategy

Red

Occupational Health

Associated risks:
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RISK ID

Opened Date

Description

328

10/10/2014

327

10/10/2014

If we fail to develop the capacity and capability of leadership across the Trust, then we may not be in a
position to deliver clinical and quality strategies
If we fail to recruit to the number of vacancies, then this will impact on safe, effective and quality care.

22

01/10/2013

332

10/10/2014

Page 4 of 5
V1- 22.10.15

Last
Review
Date
26/09/2015

Risk
Risk
(Inherent) (Current)

Risk
(Target)

Exec Lead

4x4 = 16

4x4 = 16

2x4=8

CEO

26/09/2015

4 x 5 = 20

4 x 5 = 20

2x4=8

If we do not train our bank staff to an appropriate standard, then we will be providing a reduced quality of
service and breach regulatory standards

26/09/2015

4x4 = 16

4x4 = 16

4x1=4

If we fail to reduce sickness absence levels this will impact on service delivery and increase costs for
agency use

26/09/2015

4x4 = 16

4 x 4 = 16

4X3=2

Director of
Workforce /
COO
Director of
Workforce /
COO
Director of
Workforce

Board Assurance Framework- 1.11.15- 31.03.16
Objective 5: Resources will be used effectively, innovatively and in a sustainable manner.
Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Gaps in Controls

Objective Lead

Responsible
Committee

The trust aims to be in the top quartile for all
performance indicators. We will ensure integrated
information sharing is in place and have plans to
provide an up to date, accurate, accessible Health
Record. We will operate within our resources and
have programmes of work to ensure services are
sustainable.

Monthly Accounts
Group Performance
Reports
Financial Standing Orders
PAMs (Premises Assurance
Model)
RTT
18 Weeks Pathway
STAR Chamber
Contracts

Monthly Divisional
Reports
Monthly financial position

Monitoring by:
CQC
CCG
Monitor
NHS England
Local Authority
Healthwatch
FSA
HSE

Electronic clinical
information systems

To be confirmed

Investment
Committee

IT Strategy
Estates Strategy
(Clinical Strategy)

Objective
current
RAG
rating

IT infrastructure
Red

Regulatory
documentation from
external landlords
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Associated risks:
RISK ID

Opened Date

Description

204

01/04/2014

If the Trust does not invest in its estate, then our clinical areas may not be fit for purpose

206

01/04/2014

144

03/03/2014

205

01/04/2014

If there is insufficient capacity and capability within the Trust to deliver developments and
infrastructure, then the Trust may not be sustainable
If the Trust does not have and adequate IT infrastructure , then delivery of effective clinical
services will be compromised
If the Trust is not in a position to complete with new and existing business, then the Trust will lose
business
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Last Review
Date
26/09/2015

Risk
(Inherent)
4x4 = 16

Risk
(Current)
4x4 = 16

Risk
(Target)
4x2=8

Exec Lead

26/09/2015

4x4 = 16

4x4 = 16

4x2=8

CEO

26/09/2015

4x4 = 16

4x4 = 16

3x3=9

DCEO

26/09/2015

4x4 = 16

4x4 = 16

4x2=8

Director of
Finance

DCOE

This page is intentionally left blank

We will nurture a culture which provides: Caring, Responsive, Effective, Well Led and Safe services

Target Description

15/16 Target

2014/15 OutTurn

Sep-15

Q2

No. of physical health examinations
completed on admission (as
appropriate) in MH services

80%

94.6%

94.9%

94.2%

No. of physical health examinations
completed on admission (as
appropriate) in LD services

80%

100.0%

100.0%

100.0%

100.0%

No target

330

19

69

145

Lessons Learnt

14

2

4

5

Detail

YTD

Performance
Compared To
Previous
Month/RAG

Additional Notes &
Comments

MH Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

LD Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

Commentary



Minimum audit of 50% of
admissions at a point in time
within the month.

Audit samples: April: 80 (96%), May 78 (97%).June 72
(97.6%)Physical examinations carried out by medics remains
generally consistent.July 67 (94.7%),August 71 (93.0%),Sept
76(94.9%)



Minimum audit of 50% of
admissions at a point in time
within the month.

September data- Sandwell N/A , Walsall-2/2, Dudley-N/A,
Wolverhampton-1/1

Physical healthcare

No. of recorded falls

15 falls were reported with the MH division and 4 within Learning
Disabilities. Of the falls recorded, 8 resulted in no harm, 9
resulted in low harm (including increased observations) and 2
resulted in Moderate harm.

Falls
No. of recorded falls resulting in
moderate harm or above

% of patients on CPA followed-up
within 7 days post discharge

95%

97.3%

98.2%

Number of MH patients on CPA who
have an up to date care plan

95%

76.2%

73.5%

73.5%

% of CPA Patients with a formal
review within 12 months

95%

99.9%

99.9%

Number of reported incidents
relating to record keeping

Both incidents resulted in a patient sustaining a fracture. 1
incdent occurred in LD and 1 in MH. Both incidents were reported
to STEIS

95.1%



Investigation work has taken place within the group on the
fails that have occurred. There have been data inputting
issues and also a number of cases that clinical staff had
attempted to undertake follow ups on numerous occasions.
A review of team operational policies is being undertaken to
ensure robust systems and processes are in place to monitor

73.5%



August figures :624/866



95% is a quarterly target and the Trust expects to meet the
target by the end of the quarter.Sept figures: 776/777



10 incidents were reported for MH, 3 for LD, 7 for CYPF and
1 for Corporate services. 10 incidents were recorded as no
harm and 11 were recorded as not applicable (no person
directly involded) or the harm status was left blank.



August figures are 172/174

CPA 7-day Follow-up (%)
(Adults only)

CPA Formal Review

No target due to low numbers.
However, RCA will be
undertaken for each fall
resulting in harm.

No target

325

21

59

127

Lessons Learnt

N/A

0

0

0

Maintain standard at 95%

98.34%

98.71%

98.71%

98.71%

Record Keeping
Number of reported incidents
relating to record keeping resulting
in Moderate harm or above

Safety Thermometer

% increase in harm free care across
the five harms

No Target

386

26

111

272



No. of recorded medication errors
resulting in moderate harm or above

Lessons Learnt

1

1

1

1



C. Difficile

Notification of all clostridium difficile
cases to the CCG by next working
day. In all cases a PIR will be
undertaken within 7 working days

No cases

No cases

0

0



MRSA Bacteraemia

Notification of all MRSA, MSSA and
e-coli bacteraemia cases to the
CCG by next working day. In all
cases a PIR will be undertaken in 7
working days

No cases

1
E-coli

0

0



No. of recorded medication errors

Benchmarking
Network:
Per 100,000 MH bed
days
BCPFT: 400
Mean: 146
Median: 102
Upper Q: 173
Lower Q: 62

Medication Errors

Number of incidents

All reported incidents in Month by
staff on Datix

No target

6148

424

1475

3177

Never Events

Number of never events reported

0%

0

0

0

0

Lessons Learnt

49

7

17

29



RIDDOR

Number of reported RIDDOR events

Lessons Learnt

38

1

1

2



Restraint

Number of incidents where restraint
was required

Lessons Learnt

Lessons Learnt

786

721

67

82

245

261

497

491

Seclusion

Number of incidents where
seclusion was required

Lessons Learnt

197

16

54

116

Self Harm

Number of self harm incidents which
resulted in moderate harm or above

Lessons Learnt

18

0

4

14

Absconsions rate

Number of absconsions

Lessons Learnt

133

5

13

58

Pressure sores

Number of acquired Grade 2 and
above pressure sores

0

7

0

1

1
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Benchmarking
Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT: 1.09
Mean: 4.47
Median: 1.27



Number of serious incidents
reported on STEIS

Number of incidents on staff
experiencing physical assault from
patients, relatives or the public in the
last 12 months

No target due to low numbers.
However, RCA will be
undertaken for each medication
error resulting in harm.

Benchmarking
Network:
Per 100,000 MH bed
days
BCPFT: 69
Mean: 79
Median: 67
Upper Q: 113
Lower Q: 37

STEIS

Violence and Aggression

Benchmarking
Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT: 1.09
Mean: 4.47
Median: 1.27



266 incidents were reported for MH, 128 for LD, 19 for CYPF
and 11 for Corporate Services.

1- Fall resulting in fracture (incident date in August reported to
STEIS in september)
2 - Self harm- inpatient puched a wall and fractured their wrist
3 - Unexpected death of community patient (MH)
4 - Inappropriate use of seclusion
5 - Patient fall resulting in fractured ankle (LD)
6 - Patient fall resulting in fractured hip
7 - Patient sustained fractured wrist following an assault on staff
This incident related to an assault to staff by an inpatient. Staff
took time off work as a result of the assault.

Count of number of incidents
rather than number of staff.

Benchmarking
Network:
Per 100,000 MH bed
days
BCPFT: 376
Mean: 597
Median: 496
Upper Q: 702
Lower Q: 305
Benchmarking
Network:
Per 100,000 MH bed
days
BCPFT: 1,716
Mean: 834
Median: 677
Upper Q: 983
Lower Q: 382



Facedown Restraint
Per 1000,000 MH bed
days
BCPFT: 493
Mean: 237
Median: 163
Upper Q: 274
Lower Q: 80
Benchmarking
Network:
Per 100,000 MH bed
days
BCPFT: 146
Mean: 198
Median: 158
Upper Q: 287
Lower Q: 60





24 incidents were reported for MH, 1 for CYPF and 1 for
Corporate services. 16 incidents were recorded as no harm
and 9 incidents were reported as not applicable (no person
directly involed) or the harm status was left blank. 1 incident
was reported as moderate harmThis incident was in relation
to a patient on leave from a MH inpatient facility whereby
medication had been being given but the details were
unclear on the MARS sheet. Patient was readmitted back to
inpatient facility.

Benchmarking
Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT: 16.82
Mean: 69.04
Median: 43.18

Benchmarking
Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT: 16.28
Mean: 30.36
Median: 24.41

39 incidents were reported for MH, 27 for LD and 1 for Corporate
services (against a housekeeper on an inpatient MH facility.) 35
incidents were recorded as no harm, 31 were recorded as low
harm and 1 recorded as moderate harm.

48 incidents were recorded for MH and 35 for LD. 27
incidents were recorded as low harm, 47 as no harm and 9
incidents did not have a harm status identified.

All incidents of seclusion occurred within MH. 10 incidents
were recorded as low harm and 6 as no harm. A Low harm
incident was reported to STEIS as an inappropriate use of
seclusion.

No target due to low numbers.
However, RCA will be
undertaken for each incident
resulting in harm.

1- Patient left ward area and self harmed with a small blade
causing laceration to wrist. Patient was taken to A&E for
treatment and underwent surgery as a result of the injury.
2- Community patient stabbed themselves in the abdomen.
Patient was taken to A&E for hospital treatment

Formally detained patients left
without permission.

4 incidents were reported for MH and 1 for LD. All incidents
were recorded as no harm and all patients returned to the
units.

Hospital acquired Grade 2+

Grade 4 pressure ulcer idfentified on inpatients finger as a
result of tight rings.

We will nurture a culture which provides: Caring, Responsive, Effective, Well Led and Safe services

15/16 Target

2014/15 OutTurn

Sep-15

Q2

YTD

Duty of Candour reported via Datix

100%

N/A

100%

100%

100%

Assessment by Crisis Team prior to
hospital admission

95%

100%

100%

100%

100%

Target Description

Detail

Duty of Candour

Crisis Gatekeeping

Readmissions

% of readmissions within 90 days of
discharge

Unexpected deaths

Number of unexpected deaths

Admission of Minors

Number of admissions of children to
adult wards

Waiting Times

% Non admitted patients treated
within 18 weeks for consultant led
services
% Patients waiting <18 weeks for
consultant led services

Early Intervention for New
Psychosis

Delayed Transfers of Care (%)

Number of patients referred for
Early Intervention

20%

12%

Lessons Learnt

82/17

7

18

43

0

0

0

0

0

95%

98.9%

99.2%

92%

100.0%

99.3%

97

114

9

23

60

Performance
Compared To
Previous
Month/RAG

MH Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

Additional Notes &
Comments

LD Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

Commentary

5 out of the 7 STEIS reportable incidents met the crtieria for
duty of candour and this was completed.



Adult mental health only.



New indicator as of July 2015

September figures: 79/79
Exclusions apply: Where patient is discharged to:NHS
hosp,'Penal establishment, long term medium secure,Scot.
High Security Psychiatric hosp,high security psychiatric
accommodation,those with a diagnosis of personality
disorder, those discharged to Home Treatment .August 59
Wolves Patients (0 readmissions). Sandwell- 132
Admissions, 18 readmissions (13.64%).September 39
1 unexpected child death was reported and related to a child
who died outside the UK. All other deaths related to adult
community patients. 5 deaths were reported for MH service
users and 1 for an LD service user. 1 MH incident was
reported to STEIS for September and the unexpected death



117/117 Patients in June.129/129 Patients in July.107/108
Patients in August.116/117 Patients in September




193/193 Patients in June.176/177 Patients in July.144/144
Patients in August.150/151 Patients in September

Benchmarking
Network:
Adult MH DTOC:
BCPFT: 4.8%
Mean: 4.1%
Median: 4.1%
Upper Q: 5.7%
Lower Q: 2.1%

Benchmarking
Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT:33%
Mean: 1.25% Median:
Older Adult MH DTOC: 7.5%
BCPFT: 4.1%
Mean: 6.9%
Median: 5.9%
Upper Q: 10.2%

Number of MUST assessments
completed using MUST tool assessments undertaken within the
last 7 days-MH

Less than 7.5%

6.5%

6.7%

Number of MUST assessments
completed using MUST tool assessments undertaken within the
last 7 days-MH

95% of those eligible for
assessment have appropriate
assessments completed

85%

93%

Number of MUST assessments
completed using MUST tool assessments undertaken within the
last 7 days- LD

95% of those eligible for
assessment have appropriate
assessments completed

85%

Quarterly

% of relevant patients with a care
cluster

95%

93%

94.7%



Target changed from 97% to 95% in line with LQR1 Evidence of using HONOS: Proportion of patients with a
HONOS score. September figures- 8527/9000

% of reviews completed within
recommended time period

75%

65%

66.8%



128 out of 205 (62.4%) were reviewed before maximum
period allowed in September in Sandwell. 2694/3783 (71.2%)
passed within Wolverhampton .

To reduce

2910

3004



As at end September 1915 cluster reviews were overdue in
Sandwell, and 1089 in Wolverhampton

95%

93%

95.3%



Target changed from 97% to 95% in line with LQR1 Evidence of using HONOS: Proportion of patients with a
HONOS score. September figures are 5371 out of a total of
5634 Patients

No target

325

21

59

127



10 incidents were reported for MH, 3 for LD, 7 for CYPF and
1 for Corporate services. 10 incidents were recorded as no
harm and 11 were recorded as not applicable (no person
directly involded) or the harm status was left blank.

Lessons Learnt

N/A

0

0

0





94%

Minimum audit of 50% of
admissions at a point in time
within the month. Mental Health
only.

September figures are 359 Patients out of a total of 5377

Audit samples:April: 57/80 (71.3%), Ward census 155. May:
75/78(96%) Ward census 151.June 68/72(94%) Ward
Census 122.July 63/67(94%) Ward Census 126. August
66/71(93%) Ward Census 137.

Nutritional Needs

MH Clustering

Backlog of cluster reviews overdue

Use of HoNoS

% of patients with a HoNoS score
(Adult MH only)

Number of reported incidents
relating to record keeping

New indicator 15/16.

Record Keeping
Number of reported incidents
relating to record keeping resulting
in Moderate harm or above
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We will involved and listen to patients, carers and family's experience to continually improve services we provide

Target Description

Friends and Family Test

Performance
Compared To
Previous
Month/RAG

MH Benchmarking Comments
(taken from Annual
Benchmarking Projects)

LD Benchmarking
Comments (taken from
Annual Benchmarking
Projects)

15/16 Target

2014/15
Out-Turn

Sep-15

Q2

Mental Health, including CAMHS &
EIS

To Improve

96%

0%

58%



September figures: 0/1

Learning Disabilities

To Improve

87%

100%

100%



September figures: 10/10

Community (CYPFonly)

To Improve

95%

99%

99%



September figures: 133/135

No target

297

51

91

143



To see an increase

175

32

57

85



Detail

Compliments

No. of compliments

PALS

Number of PALS contacts

No of complaints

To see a decrease

133

13

No. of upheld/partially upheld
complaints in month

To see a decrease

78

10

To Improve

78%

48

YTD

83

Additional Notes & Comments

38 Compliments for August 2015 - Increase in
compliments due to the introduction of the Compliment
Form on intranet which allows staff to self report all
compliments live into Datix.

Importance of submitting data to
PEI team to be communicated to
all areas

There were 21 Informal Concerns and Comments
recorded for August 2015.There were 9 new formal
complaints registered for August 2015
Benchmarking Network:
Per 100,000 MH bed days
BCPFT: 356
Mean: 177
Median: 170
Upper Q: 231
Lower Q: 120



Complaints

People who use mental health
services report that:
- Their views were taken into
account when deciding what was in
their care plan



14/15 out-turn is an up to date
total supplied at year end.
Upheld complaints= 27, Partially
upheld= 51

60%



2015 National Community
Mental Health Service User
Survey Results.

74%
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Benchmarking Network:
Per 10,000 bed days- Adults
(Children Not available)
BCPFT: 7.6
Mean: 28.84
Median: 7.49

Out of the 11 closed complaints 6 were Not upheld, 3
were partially upheld and 2 were upheld

2015 National Community
Mental Health Service User
Survey Results.
The National average is 74%.

Involving Service Users
Medication Management:
-Patient who have had 12 months
review

Commentary

2015 National Community
Mental Health Service User
Survey Results.
The National average is 78%.

We will be a leading provider of spedicalist mental health, learning disability and childrens services, proactively seeking opportunities to develop our services building partnerships with others, to strengthen the services we provide

Goal

Target
Description

Research and
innovation
Activity

Detail

Number of
recruits

15/16 Target

120

Reporting

Monthly

2014/15
Out-Turn

128

Sep-15

74

Q2

74

YTD

74

Performance
Compared To
Previous
Month/RAG

Additional Notes &
Comments



This figure puts BCPFT on
course for achieving 123%
of our annual target. The
YTD figure has been
amended to reflect figures
within the monthly NIHR
report

West Midlands Clinical
Research Network



Page 38

Commentary

The BCPFT Research Team are proud to
announce the launch day of the brand new
clinical trials research room at Penn hospital on
25th September. This unit is essential for the
trust to participate in commercial ventures and is
significant advancement that shows the trust as
a serious contender in the commercial arena.
Awaiting a monthly breakdown for Q2.

Attract and retain a well-trained, diverse, flexible, empowered and valued workforce
Target
Description

YTD

Performance
Compared To
Previous
Month/RAG

96.8%

96.8%



58.9%

85.7%

85.7%



95% by December
2015

73.2%

68.0%

68.0%

- adult level 1

95%

85.3%

97.8%

97.8%

- adult level 2

95% by December
2015

25.4%

47.5%

47.5%

- adult level 3

95% by December
2016

25.3%

37.8%

37.8%

95% of eligible
staff

85.3%

% of staff who have completed
yearly specialist mandatory training

95%

79.3%

% of staff who have completed 3
yearly specialist mandatory training

80%

15/16 Target

2014/15
Out-Turn

Sep-15

- children level 1

95%

85.3%

- children level 2

95% by December
2015

- children level 3

Detail

Q2

Safeguarding

Mandatory
Training

%of staff who have completed
mandatory training






Additional Notes &
Comments

MH Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

LD Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

Safeguarding
awareness is covered
on Annual Mandatory
Training day

The requirement to reach 95% compliance in
Dudley was achieved. The team are now
working towards 95% compliance across the
whole trust by December 2015 and a revised
TNA and training plan is in place to achieve
this. This will continue to be monitorede locally
through the divisional monthly reports.
September figures 1790/1850 for Childrens
Level1, 1212/1414 for Level2, 625/919 for level
3. Adults- 1790/1850, Level2 667/1403, Level
3 345/913

The change in % in
August relates to the
clarification of the target
audience. An action plan
is in place to achieve the
required percentage
(Levels 2&3 training
commenced July 2014)

The requirement for level 2 and 3 training in
safeguarding adults only commenced in
January 2014. Therefore the target for
achievement of 95% compliance is by end of
December 2015, and dates and bookings are in
place accordingly to achieve this.


Quarterly

Aug Figures 1700/1820



79.1%

Reaching the target has been a challenge. The
quality and safety committee have on behalf of
the BOD been reviewing compliance to gain
assurance that systems and processes are in
place to reach and maintain the agreed targets.
Local assurance and delivery plans are
provided through the monthly divisional reports.
Mandatory training Specialist Q2 figures
1267/1002

Specialist
Mandatory
Training

- registered



82.1%

Actual staffing as % of
establishment (planned
staffing). Based on sum
of all wards, day & night
shifts added together
submitted to NHS
England as part of Hard
Truths.

106%

- unregistered

Increase number of apprenticeships

% clinical staff undertaking clinical
supervision
Clinical
Supervision
% clinical staff undertaking
safeguarding supervision

Mentorship

Develop formalised programme and
set improvement target for
mentorship

Preceptorship

Preceptorship

Appraisal

Quarterly

Sustain staffing
levels

Staffing Levels

Apprenticeship
Strategy

73.2%

134%

50

92

Implement policy
and collect
baseline in
2014/15. Working
towards 100 in
2015/16

N/A

N/A

100% new qualified
nurses to have a
preceptor

N/A

Actual number of staff over planned number of
staff. Registered 2783/2666 for August 2015.
Unregistered 5168/3782 for August 2015.

Quarterly

Investigations are being
made into data
availability within the
Clinical supervision
database
Investigations are being

The work planned to implement supervision
across the trust is complete. Going forward in
15/16 electronic capture of the data is planned
with the outcomes being shared through the
clinical dashboard. This is being managed
through the workforce group.

made into data
availability within the
Clinical supervision
database

N/A

100% students to
have a mentor

The work to embed this process had
commenced within the practice development
team during 15/16 compliance to all new staff
having a mentor and all newly qulaified staff
being provided a preceptorship will be captured
through the clinical quality dashboard. this work
is being managed through the workforce group.

% of staff who have received an
appraisal in the last 12 months

95%

98.7%

97.3%

% of staff completing corporate
induction

95%

92.3%

Quarterly


96.1%

The Trust Appraisal
period is Feb to May,
hence the YTD figure
reflects May's position.
The compliance rate is
re set at 0 at the
beginning of Feb with
the target being 95% by
the end of May.

The current annual appraisal period is due to
end 31st May 2015. New starters and staff
returning from maternity leave are excluded
from the calculation for up to 3 months from
their start date. During this time managers are
expected to undertake appraisals and set
objectives. Performance has declined in recent
months as managers aren't carrying
out/reporting these appraisals.Aug figures
Although this has improved since 13/14 the
target of 95% has not be reached. This is being
managed by the workforce group.September
figures 197/205

96.1%

Reporting of induction checklist completions
continues to be a challenge across services.
Following feedback from Divisions, a
streamlined approach to recording local
induction checklist completions is to be
launched shortly, replicating the Trust appraisal
recording system. Q2 figures: 195/218

Induction
% of staff completing local induction

Commentary

95%

67.8%

Quarterly

Less than 4.5%

5.9%

5.5%

Less than 8%

11.8%

18.0%

89.5%

89.5%



Sickness and
Absence

Sickness and Absence

Vacancy rate

Vacancy rate

Turnover rates

Turnover rates

Between 10% and
15%

14.3%

15.0%



September figures- 306/2047

Substantive Staff
in post

Substantive Staff in post

Between 92% and
100%

88.2%

85.0%



September figures 1761/2073

Ethnicity profile

Ethnicity profile

Reflective of local
population

28.1%

Quarterly

Bank usage in month
Bank/agency
usage in month
for nursing staff

Agency usage in month

Unfilled in month




29.0%

September figures- 3006/55198

September figures- 311/2073

Non-white BME
background

29.0%

Serptember figures 1770/6097



Less than 13%
(with the use of
agency
reduced/eliminated
)

July data: toatl 12092 shifts. 1642 Agency ,
8464 bank


July Total 3024 requests (113 unfilled)



In line with the 5 year set by the GMC

3.8%

3.8%

Medical Revalidation

100%

100%

100%

Staff who report they were
appraised with a PDP in the last 12
months

95%

95%

Annually

2014 Staff survey results. The National Average
is 88%

Staff who have had a well structured
appraisal within the last 12 months

58%

46%

Annually

2014 Staff survey results. The National Average
is 41%

Staff recommendation of the Trust to
friends and family as a place to work

54%

45%

Quarterly

2014 Staff survey results. The National Average
is 54%

If a friend or relative needed
treatment, staff would be happy with
the standard of care provided by this
Staff Satisfaction organisation

60%

48%

Quarterly

2014 Staff survey results. The National Average
is 60%

To Improve

3.59/5

Medical
Revalidation

3.8%



0%

Appriasal

Overall Staffing Engagement

How satisfied are you with the extent
to which the organisation values
your Work?

71%
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Annually

Quarterly

31.2%

2014 Staff survey results. The National Average
is 3.72 out of 5

2014 Staff survey results. The National Average Pulse Survey Q23 Q4 (Q1 goingh forward)- 55
is 71%
Q3

Resources will be used effectively, innovatively and in a sustainable manner

5- Use of resources - Financial report

Additional Notes & Com
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Resources will be used effectively, innovatively and in a sustainable manner

Additional Notes & Comments
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Encl. 4.2

Meeting of:

Board of Directors Public Meeting

Date:

28 October 2015

Subject:

Clinical Observations Policy Report

Presented by:

Lesley Writtle, Director of Operations

Author:

Steve Phillips, Group Director (Mental Health)

Purpose:

Information

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

√

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.

√

We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.

√

Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.

√

Resources will be used effectively, innovatively and in a sustainable
manner.

√

Relationship to High Level Risks:
Need for an agreed standard approach and standard organisational policy that
supports appropriate use of observation to an agreed level and that supports
ongoing negotiations with commissioners around appropriate financial support to
deliver agreed standards of observations.
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Recommendation(s):

The Trust Board are requested to read the report for information and to provide
assurance of current actions taken and progress on the delivery of the outstanding
actions.

Equality & Diversity implications:
An Equality Impact Assessment has been completed.
The following implications are considered:


There are no implications to consider

Regulatory and Compliance matters:
Monitor:
√

Care Quality
Commission:

Well Led

Other:
None:

Previous consideration
√

Board
Audit

√

Quality & Safety
Other

√

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

This report provides an overview of the work undertaken by the Clinical Observation
Review Project Team in developing and agreeing a Trust wide Clinical Observation
policy (see Appendix 1) and the benefits that this brings to the organisation.

1.

Background
In July 2015 the Trust Board received a report outlining the background and
intended work, as well as progress to taking forward work around Clinical
Observation by the Operations directorate.
As a summary to the background for members the Trust historically had a
variety of approaches to both the practical way in which the organisation
undertook and monitored observations but also the relationship and funding
arrangements that were in place with commissioners.
Therefore it was agreed that a project be established to deliver on the following
actions:
1. Development of a clinical policy to support observation
2. Review of staffing, process and capability to support a safe and effective
approach.

2. Process
A sub task and finish group was established with a clear mandate to review
what was current various practices and develop a single organisational Trust
wide policy.
A clear process was agreed and followed to ensure maximum consultation and
engagement to ensure that a robust policy was drawn together based on best
practice as well as being able to support clinicians in decision making around
this area.
The process of consultation included a number of approaches of engagement
e.g. wide circulation to :







Clinical Directors
General Managers
Service Managers
Professional Leads
Clinical Team / Ward Managers
Staff side
Human Resources
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As well as more formal consultation and ratification through the following: Initial consultation (July / Aug 2015)
 Follow Up Consultation (Sept 2015)
 Group Quality and Safety (Sept 2015)
 Clinical Quality Review Meeting with Wolverhampton CCG & Sandwell
& West Birmingham CCG (1st Oct 2015)
 Professional Advisory Group (5th October 2015)
In addition an Equality Impact assessment has been undertaken which identified
no negative impact.

3. Impact
The main changes in practice that will be seen from the new/revised policy will
be: Increased emphasis about the importance of therapeutic engagement
 4 levels of observation instead of 3; continuous observations now in
line with national practice
 Achievable time frames for review of observation levels
 Provision and stipulation that if observation levels are not reviewed
within the agreed time-frame that this should be reported through the
Trust incident reporting system (Datix) – reporting will enhance
compliance and understanding of the need for timeliness of review
 Explicit guidance given around the appropriate use of observation
levels as part of the management of the risk of falls
 Greater clarity around participation of different staff professions in
undertaking clinical observations
 Ensuring that review is part of the MDM review process
 Advance planning for changes to observations levels following
appropriate MDM review (e.g. for weekends and out of hours)
 Standardisation of forms used to document observations as completed
as well as changes in observations levels following appropriate review
 Revised competency checklist
 Assessment of competency for bank staff to be delivered by Bank and
Rostering
 Greater clarity around use of staffing provision to facilitate Continuous
Observations.
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4. Implementation and Evaluation
Following formal ratification of the Policy, the task and finish group has been
developed an implementation plan which will see the launch of the policy into
clinical teams from Monday 19th October 2015.
To ensure ongoing compliance it has already been identified that for next year
this will be one of the key audits to be undertaken to ensure appropriate review
and use of Clinical Observations. This will be undertaken during quarter 1 of
2016/17.

5. Update on remaining actions
As mentioned earlier in the report there was a secondary action which was to
review staffing, process and capability to support a safe and effective approach.
Work is still ongoing to take forward the agreed action plan, however in support
of wider actions a full refresh of the plan and progress to date is currently being
undertaken with a view to report back to Trust Board in December 2015.
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Clinical Observation and Engagement Policy

Clinical Observation and
Engagement Policy

Target Audience (All Inpatient Services)
Who Should Read This Policy
All Inpatient Nurses
Consultant Medical Staff
All Health and Social Care
Professionals within Inpatient
areas

Clinical Observation and Engagement Policy
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Explanation of terms used in this policy
Observation - This is defined as “Regarding the patient attentively while minimising the extent to
which they feel that they are under surveillance. Encouraging communication, listening and conveying
to the patient that they are valued and cared for are important components of skilled nursing
observations” Standing Nursing and Midwifery Advisory Committee 1999
Care Programme Approach (CPA) – This term has been used since 1990 to describe the
framework that supports and co-ordinates effective mental health care for people with severe mental
health problems in secondary mental health services
Continuous Observations - Refers to Level 3 or 4 observations where the patient is under
continuous observation
Contemporaneous Documentation - A term that is used to state that records should be written at
the time of, or as close to, the event described in the record
High Level Intermittent Observations - used to refer to a level of observations above ‘General’
but not ‘Continuous’ (in other words level 2)
Multi-disciplinary Team (MDT) - A team of health and social care professionals working together
to provide direct care for the same group of patients/ service users which may include nursing staff,
medical staff, psychologists, social workers, pharmacy and occupational therapy staff as well as other
healthcare professionals
Nurse in Charge - The Nurse in charge or shift coordinator is a registered nurse. Their main
responsibility is to coordinate a shift on a ward and perform both clinical and some managerial roles.
They are ultimately responsible for ensuring that this policy is adhered to during the shift and until
such time as they have handed over to the oncoming Nurse in Charge or shift coordinator. They
supervise junior staff, support bank and agency staff and facilitate learning for student nurses. The
Nurse in Charge or shift coordinator ensures that this policy is adhered to for the health and safety of
staff, visitors and patients on the ward
Patient/Service User - These terms are used generically and cover patients, clients or any person
who uses services managed by Black Country Partnership NHS Foundation Trust
Positive Engagement - Involves a two-way relationship established between a patient and clinical
practitioner which is meaningful, grounded in trust and therapeutic for the patient. The relationship
aims to empower the patient to actively participate in their care and ensure the patient receives
positive attention
Working Days - While our inpatient services operate 24 hours per day, 7 days per week, for the
purposes of this policy and in particular review of observations, a working day is defined being
Monday to Friday, excluding bank holidays
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1.0 Introduction
Black Country Partnership NHS Foundation Trust (BCPFT) recognises in this policy
the importance to reduce the risk of harm to people using inpatient services and/or
others by promoting the well-being and safety of vulnerable people. The Trust also
recognises the importance for all mental health professionals, especially staff working
in inpatient units being trained in the skills and competencies required to practice
observation and that they are supervised in their clinical practice of therapeutic
activity as they would with any other form of treatment.
Safe and supportive observation as an intervention is expected to be grounded in a
therapeutic approach based on care and recovery from crisis. The primary aim of
observation should be to engage positively with the service user in order to mitigate
relevant assessed risks that the patient presents to themselves or others. This
intervention is expected to be non-punitive and should be a supportive intervention
during difficult and challenging experiences for the patient. It is acknowledged that
the practice of observations may conflict with the patient’s wishes. Staff members
should be aware that patients sometimes find observation distressing and intrusive,
and that it can lead to feelings of isolation and even de-humanisation.
Clinical observation can be defined as “regarding the patient attentively” whilst
minimising the extent to which patients feel they are under surveillance. Observation
provides enhanced safety for people during temporary periods of distress
when they are at risk of harm to themselves or others, and
should be undertaken as a component of therapeutic engagement.
The Code of Practice for the “Mental Health Act 1983” states that, “Any restrictions
imposed upon the patient by his/her treatment should be kept to a minimum and
should be part of a therapeutic plan of treatment that should be reviewed regularly.”
Observation and Engagement is integral to promoting wellbeing and recovery by
providing therapeutic interactions that seek to understand the person’s experiences
and strengths, assess their mental state, and address a patient’s physical health and/
or psychological needs.
In addition to supporting patients through undertaking clinical observations, it is
important that staff within inpatient environments utilise their observational skills at
other times, to recognise and therapeutically manage potential risks.
2.0 Purpose
The purpose of this policy is to make clear the standards expected of clinical staff for
the observation and engagement of patients, and to provide them with direction and
guidance for making decisions about observation levels including reviews, carrying
out observations, correct completion of documentation and their training
requirements.
3.0 Objectives

To set out the standards that are to be
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4.0 Process
4.1 Clinical Observation Levels
There are four levels of observation used within the Trust, outlined in further detail in
Table 1:
Level 1: General
Level 2: Intermittent
Level 3: Continuous within eyesight
Level 4: Continuous within arms-length
Any inpatient who is subject to level 2 observations and above must have a risk
management care plan, identifying clinical risks, and relevant interventions including
the use of clinical observations.
Some services may have an operationally agreed minimum observation level for their
patients, such as Level 2 for all patients who are not subject to continuous
observations.
NICE NG10 guidelines have been considered in relation to levels of observation
while taking an approach reflective of local and national standards of observation
levels demonstrated within policies.
4.1.1 Principles of Observation
The following principles apply to all levels of observation:
Clinical observations provide opportunity to build therapeutic relationships
Engaging with a person whilst carrying out observations can have a positive
effect on levels of distress
Assessment, engagement and intervention should be used to recognise,
prevent and therapeutically manage: disturbed or violent behaviour; risk to
self; risk of neglect; and abscondment
The current level of observation must be clearly recorded in the patient’s
clinical notes
Observations cover the 24 hour period, which means going into patient’s
bedrooms when the person is sleeping/resting to check on their physical and
mental well-being and to ensure there is no loss of vital signs
Patients subject to clinical observations of Level 2 and above should primarily
remain ward based and only leave the ward if escorted whilst having due
regard for the patients legal rights
At times, it may be necessary to search the patient and their belongings whilst
having due regard for the patients legal rights and in accordance with the
Trust’s Searching of Inpatients Policy
In some circumstances it may be necessary to temporarily remove belongings
that could be used to inflict harm to self and other
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All observations will be recorded on the appropriate Observation Recording
Form (Appendix 2)
4.1.2 Level 1 - General Observation
General observation is the minimum acceptable level of observation for all in-patients
and must be undertaken a minimum of once every hour. The location of all patients
should be known to staff, but not all need to be kept within continuous sight. This
level of observation is appropriate for patients not considered to present any serious
risk of harm to self or others.
At least once a shift a nurse should set aside dedicated time to assess the mental
state of the patient and engage positively with them. The aim of this should be to
develop a positive, caring and therapeutic relationship. This assessment should
always include an evaluation of the individual’s mood and behaviours associated with
risks of disturbed/violent behaviour, and should be recorded in the notes
This level of observation may need to be adapted for night time situations to minimise
sleep disturbances. This should be informed by the relevant risk assessment and
clearly recorded as part of an individual care plan.
At the beginning and end of each shift the whereabouts of every patient should form
part of the handover process.
4.1.3 Level 2 - Intermittent Observation
Intermittent observation means that the patient’s location should be checked every
15 to 30 minutes at a care-planned frequency in a pattern that should not be
predictable. The frequency of checking and/or exact times must be identified, care
planned and recorded on the Observation Recording Form. Checks need to be
carried out sensitively in order to cause as little intrusion as possible. However, this
check should also be used to promote positive engagement.
This level is appropriate when individuals are potentially, but not immediately, at risk
of disturbed/violent behaviour. Patients who have previously been at risk of harming
themselves or others, but who are in a process of recovery, may require intermittent
observation
Consideration can be given to the discontinuation of observation during the night if
clearly and appropriately care-planned following completion of the relevant risk
assessment within MDT review.
Patients subject to intermittent observation should not leave the ward environment
without an appropriate escort, unless this is part of an agreed and documented MDT
care plan.
4.1.4 Level 3 - Continuous - Within Eyesight
Within eyesight means the patient must be kept within eyesight and accessible to
observing staff at all times, day and by night. Consideration should be given to the
removal of items that the person may use to harm themselves and/or others. Where
possible, this should be in the context of a shared MDT formulation of risk of harm,
and an intervention plan that reflects perceived risks at any given time
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This observation level may be implemented when the patient could, at any time,
make an attempt to harm themselves or others. Positive engagement with the service
user is an essential aspect of this level of observation
This level is appropriate for patients assessed to be at significant risk of harming
themselves (includes accidental and deliberate) or others and needs to be cared for
and monitored in close proximity. At this level the patient must remain within eyesight
at all times.
Issues of privacy, dignity and the consideration of gender in allocating staff, and the
environmental risks need to be discussed and incorporated into the care plan.
Positive engagement with the service user is an essential aspect of this level of
observation.
Patients subject to Continuous observation should only leave the ward following a
plan agreed by the MDT.
4.1.5 Level 4 - Continuous - Within Arm’s Length
Within arm’s length means the patient is always within arm’s length as per care plan,
and is needed for patients at the highest levels of risk of harming themselves or
others, who should be supervised in close proximity. Consideration should be given
to the removal of items that the person may use to harm themselves and/or others.
Where possible, this should be in the context of a shared MDT formulation of risk of
harm, and an intervention plan that reflects perceived risks at any given time
The privacy, dignity and consideration of gender, culture and age, in allocating staff
and the environmental dangers will be discussed and incorporated into the care plan.
Positive engagement with the service user is an essential aspect of this level of
observation.
There may be some occasions where more than one nurse may be necessary and
this will be informed by the risk assessment and patient presentation. Any variation of
the distance between the patient and the member of staff observing must be clearly
recorded in the care plan and on the observation record. There must be clear detail
of any change in proximity for day and night time.
Patients subject to Continuous observation should only leave the ward following a
plan agreed by the MDT.
4.1.6 Bathroom Access and Privacy – Continuous Observations
Patients at the highest levels of risk of harming themselves or others may need to
have a reduced level of privacy, which must be clearly defined (e.g. bathing, toilet).
Note that safety must be balanced against privacy and dignity and a patient on
continuous Level 3 or 4 observation proximity within eyesight or arm’s length must be
remain so at all times, unless there is a clear rationale agreed by the MDT and this is
made explicit within the care plan. It is essential the clinical team explains this to the
patient.
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4.1.7 Multi Professional Continuous Observation
Multi professional continuous observation (where more than one member of staff
observes the patient) is usually used when a service user is at the highest risk of
harming themselves or others and needs to be kept within eyesight of more than one
staff member or at arm’s length of more than one staff member. Any change to
keeping at least 1 staff member within arm’s length must be appropriately careplanned.
4.2 Risk Assessment and Observation on Admission
Thorough and careful risk assessment underpins the application of clinical
observation. One of the main reasons for a person to be admitted to an inpatient
setting is because people are unable to manage their own safety (or that of others) in
a less restrictive setting whether with or without direct staff support. It is therefore
important that the referring team provides an accurate, up to date assessment of risk
at the point of admission. The thorough risk assessment should detail the level and
type of risk, in order that the receiving ward or unit can best assess the immediate
level of observation necessary and ensure that the patient is admitted to the most
suitable setting for their needs, their safety, the safety of other patients and staff.
Patients’ will continue to be risk assessed throughout their episode of admission in
accordance with the Clinical Risk Management Policy.
On admission, the appropriate level of observation will be introduced to reflect the
degree of risk or potential risk as identified following a thorough risk assessment by
the multi-disciplinary team, which should be in collaboration with the patient as far as
possible. As part of this initial assessment clinical staff will need to consider the
following:
CPA information and up to date risk assessment
information available from professionals involved in the person’s care (for
example care co-ordinator, case manager, or other team member)
Expressed intentions
Implied intentions
Information shared by relatives and carers
Past history including previous suicide attempts, self-harm or aggressive
behaviour
Hallucinations suggesting harm to self or others
Paranoid ideas that pose a threat to self or others
Recent loss or bereavement
Past or current problems with drugs or alcohol
Poor adherence to prescribed medication
Marked changes in behaviour or medication
Where the assessment covers more than mental health, e.g. learning disability, other
risks may need to be assessed. Examples of other risks may include physical health
needs, or environmental and social risks.
In relation to ongoing care needs and assessment of risk, clinical staff will be
required to observe and record service users functioning at ward level including, but
not limited to, their:
Interaction with others
Emotional state
Attitudes
External triggers
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Adherence to boundaries
Level of insight
Potential risk of absconding
4.3 Observation Following the Admission Assessment
Once the risk assessment has been completed and a decision has been reached
about the appropriate type of observation this will be communicated to the Nurse in
Charge of shift if not already involved in the decision-making. The agreed
observation will be implemented and recorded on the relevant Observation
Recording Forms and in the patient’s clinical notes.
The patient must be provided with information about the aims and level of
observation, why they are under observation and how long it is likely to be
maintained. Where appropriate, information should be provided in a written form (e.g.
care plan) and translated, if necessary, into the patient’s own language.
The aims and level of observation should be communicated, with the patient’s
approval, to the nearest relative, friend or carer. Where capacity to understand is
limited other methods of communication need to be explored, i.e. pictorial, sign
language.
Information for patients, their advocates, families and carers and the public is
included in ward information leaflets.
4.4 Allocation of Observation Duties and Staffing
Observation is a core part of the therapeutic role of the ward team and must be
conducted safely and consistently. The Nurse in Charge is responsible for allocating
appropriate people to carry out observations throughout the shift and ensuring that
they are aware of their allocated duties. The Nurse in Charge needs to be assured
that allocated staff are competent to carry out their duty and competent to record the
activity correctly (see Knowledge, Skills and Responsibilities of staff).
Where one or more patients is under Continuous Observations (Level 3 or 4), the
staff requirement for the first of these should be met from within the existing staffing
numbers where there is a full complement of nursing staff available (registered and
unregistered staff members). For additional Continuous Observations, staffing will
need to be adjusted accordingly. However, where additional capacity is available
locally, this should be utilised effectively to manage the requirement for additional
staff (i.e. redeployment).
Level 3 and 4 Observations: Staff members should only be allocated to observe a
single patient at any given time.
Staff should be aware of and take into account that for some individuals (e.g. those
with a history of past trauma or previous experiences in their life; or a presentation of
disinhibition), and for people of particular faiths or religions, there needs to be
sensitivity regarding the gender of the allocated member of staff when observation
duties are allocated; this is particularly important when allocating observation duties
for continuous levels of observation.
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The nurse in charge of each shift will provide clear and unambiguous instruction,
management and leadership to others in the allocation of observation duties,
ensuring that those duties are carried out.
Carers and relatives should not be involved in the activity of observation, even
though they may be keen to undertake this responsibility. This also applies to an
undertaking escort of patients subject to clinical observations of Level 2 and above,
but this does not preclude leave where this has been agreed by the MDT.
Observation duties should only be allocated to appropriately experienced staff, and
should not be delegated to staff not assessed as competent to carry out such duties.
The nurse in charge is accountable for decisions to delegate observation to other
members of staff including Health Care Support Workers, Student Nurses, and other
clinicians, and for ensuring they are sufficiently knowledgeable and competent to
undertake the role. See below for specific guidance regarding Student Nurses and
Clinical Apprentices.
4.5 Knowledge, Skills and Responsibilities of Staff
4.5.1 Knowledge
While there is no reason any Trust mental health professionals involved in a patient’s
treatment cannot carry out observation of patients at risk, this duty will normally come
under the remit of the nursing team. However, while a patient under observation is
engaging in a group activity or therapy the therapist may take on this responsibility
provided they have sufficient knowledge of identified risks, the level of observation
required, and of what to do in the event of an emergency.
Any person carrying out observations will be:
Familiar with the patient, including their history, background and specific risk
factors, and understand the rationale behind the decision taken for enhanced
levels of observation
Aware of triggers to an increase in the patient’s risk
Aware of what helps to reduce risks with which the person presents
Aware of ways in which risk can be reduced and/or avoided (e.g. patient’s
strengths, resources, and values)
Aware of the needs, assessment and overall plan of care drawn up by the MDT
Familiar with significant events, particularly in relation to risk, since admission
Familiar with this policy and be deemed competent to conduct clinical
observations
Familiar with the ward, the ward procedure for responding to emergencies and
the potential risks in the environment
4.5.2 Skills
Observation is an opportunity for one to one interaction and therapeutic engagement.
Staff must show the patient unconditional positive regard. This can include initiating
and engaging in appropriate conversation and conveying willingness to listen, and/or
engaging in meaningful activity. Observing staff must also consider the therapeutic
use of silence. Staff undertaking observations will consider the patient’s preferences
when identifying meaningful activity.
Staff will need to be aware of their own thoughts, feelings and attitudes about clinical
observation to ensure that they can convey the supportive and therapeutic role of
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intervention to the patient. The multi-disciplinary team must provide an open and
supportive environment to enable members of staff to discuss their feelings about
participating in observation.
4.5.3 Responsibilities/ Competency
The staff primarily responsible for carrying out observations will be Registered
Nurses and Health Care Support Workers. Student Nurses and Clinical Apprentices
can also be involved subject to competency (see below for relevant restrictions).
Other clinical staff may also carry out clinical observations.
The Clinical Observation Competency Tool (Appendix 3) should be completed for all
relevant ward staff undertaking observations including relevant new starters, in line
with the requirements of the Trust’s training plans. Bank and Rostering will be
responsible for ensuring bank staff are only booked for wards once they have
completed the Clinical Observation Competency Checklist.
On completion of the Clinical Observation Competency Checklist a copy is to be
forwarded to Learning and Development for inclusion within the Training Database
and also a copy kept in the individual staff member’s personal file (or portfolio for
student nurses).
All inpatient clinical staff will be issued with a copy of the Clinical Observation Level
Card (Appendix 4).
4.5.3.1 Student Nurses
Year 1 student nurses should not conduct Level 1 or 2 observations unsupervised.
Year 2 students onwards can carry out Level 1 or 2 observations unsupervised, but
first need to be assessed to be competent by their mentor or supervisor to do so.
Level 3 or 4 observations can be carried out by year 2 and 3 student nurses as a
learning experience, but initially they should be supervised to do so, and supervision
should continue until their mentor signs off their competency for this task. This is to
ensure accountability about the decision of when they can independently undertake
continuous clinical observations.
When duties are allocated to student nurses, this must only done in context of
maximising their learning opportunities, and not as an extension of ward staffing
numbers.
4.5.3.2 Clinical Apprentices
Clinical apprentices should not conduct Level 1 or 2 observations unsupervised until
they have been assessed as being competent to do so. They may only conduct Level
3 or 4 observations once they have completed MAPA training, are assessed to be
familiar with this policy and have completed their competency framework.
4.6 Ensuring Continuity of Care
Clinical observation and engagement will involve a number of nurses or other staff
members, with care being handed over at regular intervals. Excellent communication
among staff must be maintained and staff involved in observations must be involved
in a team handover at the beginning of each shift including:
Introducing staff members to patients
A review of patients status
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Potential risks identified
Prior to taking over the patient’s care the staff member will:
Familiarise themselves with the patient’s care plan, background and recent
clinical notes
Triggers to an increase in risk
What helps to reduce risks with which the person presents
Ways in which risk can be reduced and/or avoided (e.g. patient’s strengths,
resources, and values)
Observing staff will involve and engage the patient, (where possible), as this can
promote their sense of autonomy and encourage the development of trust and
increase empowerment and engagement with regard to their care, treatment and
safety goals.
There must be no gaps in clinical observation and engagement at Level 3 or 4
observations.
4.7 Length of Time Observing
When the clinical area is optimally staffed the time limits for members of staff carrying
out observations differ between the levels of observation:
Level 2: Intermittent observations; the staff member should carry out Level 2
observations for no longer than two hours at a time
Level 3 or 4: Continuous observations; the staff member should not observe for
more than one hour at a time, unless observing or escorting a patient off-site
In exceptional circumstances only, these recommendations may be exceeded and
staff may need to be allocated to Level 3 or 4 observations for up to two consecutive
hours; this should be with different patients for each hour and should be followed by
a break.
At the end of each observation period staff should have a break from observation of
one hour.
If staff have to carry out continuous observations for more than two consecutive
hours while on Trust ward/inpatient setting without an appropriate break, this should
be reported using the Trust incident reporting system. This does not apply when
completing continuous observations beyond two consecutive hours when carried out
under escort or while at a hospital outside of the Trust.
Observation above the general level is a protected task; in other words the person
carrying out observations should not have any additional duties allocated to them
other than observing and engaging with patients.
4.8 Key Principles of Observations
The following key principles should be borne in mind by clinical staff when
undertaking or reviewing clinical observations:
Service users have a right to expect that the Trust will take every reasonable
step to ensure their safety
Service users receive care in environments that promote independence and
choice
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Service users have their rights to privacy and dignity protected and any
observations are conducted as unobtrusively as possible, using the least
restrictive framework, balanced with the individual risks presented by the
service user. Care plans should reflect this
Staff members must be aware of and sensitive to the fact that patients
sometimes find observation provocative, and that it can lead to feelings of
isolation and even dehumanisation, and may increase levels of agitation and
aggression
Observation should be used as a therapeutic intervention to engage the patient
through conversation and/or meaningful activity and to facilitate the building of a
therapeutic relationship
Where possible individual patients will be involved in decision making, and will
be offered a clear rationale for the level of observation recommended including
any restrictions; the discussion and outcome should be recorded in the clinical
notes
The enhancement of safety is a core expectation of observation. It is recognised
that risk can never be eliminated entirely
Clinical observation is a mental health intervention and should not be employed
routinely as a means of managing physical health issues, including falls
The decision to use observation to enhance safety represents one aspect of a
care plan, which contributes to the delivery of the agreed outcomes of the
individuals care pathway
The use of observation with individual patients is a multidisciplinary concern
The effective management of risk should also consider a reduction in frequency
and/or change in the type, severity, and number of different harmful behaviours
used for some individuals. Decisions regarding levels of observation must be
based on a current risk assessment which is fully documented in the clinical
notes detailing the rationale for the alteration in observation
With the appropriate consent, carers and relatives can be provided with an
explanation of the observational arrangements that may be applied
Therapeutic observations cover the 24 hour period. At night, staff must
continue the agreed levels of observation, unless otherwise care planned. This
will require entering bedrooms to ensure that patients are safe and not in
emotional distress - and checking that they are not experiencing, or have not
experienced, any physical distress, loss of vital signs or collapse
4.9 Determining the Appropriate Level of Observation
Decisions about the appropriate level of observation should be made in discussion
with the MDT, and as far as is possible involve the patient. The use of observation
levels must be carried out in conjunction with a comprehensive assessment of risk.
Increased levels of engagement and observation may be unavoidably restrictive
(Level 2 and above); these levels must never become a form of ‘in effect’ detention
for service users who are admitted informally. Therefore, staff must always seek the
informed consent and understanding of the service user being observed where
possible. Where the service user does not have the capacity to understand and
consent to the use of safe and supportive observation, the principle of the least
restrictive approach should be used. For further guidance, refer to the Mental
Capacity Act policy and procedures.
Risk assessment is an integrated part of the delivery of care by the MDT. A
documented risk assessment must accompany the decision on the level of
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observation. The reason for the level of observation, including general observation,
must be clearly stated on the relevant care plan. Where risks are identified that
necessitate clinical observations, the level of observations and any specific
requirements and instructions should be clearly care-planned and recorded.
There are risk assessment tools that have been approved for use by the Trust. These
assessment tools may be supported through use of other specialised assessments.
The level of observation should be the least intrusive possible balanced against
identified risks. No absolute guidance can be given, but in general the level of
observation should increase with the level of risk presented. Particular attention
should be paid to the likelihood of an identified risk event occurring, the severity of
the risk if it should occur, and how imminent the risk might be.
The Trust believes patients should be involved as far as is possible in the planning
and delivery of all aspects of their care, including the possible level of observation
needed. Efforts must be made to obtain the patient’s consent and understanding
about the appropriate level of observation, this should be done routinely when
observations are instigated and when observations are reviewed. Where this is not
possible, as a minimum the patient must be informed of the level of observation that
has been deemed necessary, what this means; i.e. how often they will be observed,
what they can expect from the person carrying out the observation, the rationale
behind the decision and how it will be reviewed. These discussions and explanations
must be documented within the clinical notes; similarly staff must document where
efforts have been made to engage the patient in such discussions but they have
declined to be involved.
Clinical staff must always act in the best interest of the patient. When a continuous
level of observation is implemented this must always be explained to the patient
including any constraints that may be put in place, i.e. observation during use of the
toilet/bathroom. If there is any doubt that an informal patient lacks capacity to
consent to continuous observation then deprivation of liberty safeguards (DOLS)
must be considered (please refer to Mental Capacity Act and Deprivation of Liberty
Safeguards Policy, and related Deprivation of Liberty Safeguards procedure).
When making decisions regarding the level of observation staff must also be aware
of, and consider, cultural differences that could impact on decisions.
Where patients have English as a second language it is important to ensure
professional interpreting services are accessed so that information regarding their
observation level can be communicated effectively. In addition, where patients have
sensory disabilities or other communication needs, appropriate steps must be taken
to they can read/understand information given to them about observation.
4.9.1. Risk of Falls
Enhanced support through clinical observations is a mental health intervention and
should not be employed routinely as a means of managing risk of falls, or as the only
means to minimise the likelihood of trips, slips and falls. The implementation of
Fallsafe protocols should always be used when risk of falls is identified. For some
patient’s, their behaviour may increase their risk of falling, particularly those with
forms of dementia. Clinical observations may be used to help manage such risks;
however use of clinical observations of Level 2 or above to manage such risks should
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still be regularly reviewed as outlined within this policy. Furthermore, before
continuous levels of observations are implemented to manage such increased risks
due to patient behaviour, the MDT must demonstrate that they have explored all
other available options and that Fallsafe has been appropriately implemented.
4.10 Reviewing Observation Levels
The level of observation should be reviewed on an ongoing basis depending on the
prescribed level of observations. Patients subject to Level 2 observations must be
reviewed by the MDT at minimum once every three working days. Patients subject to
Level 3 or 4 observations must have their observation level reviewed by the MDT
each working day. To ensure the principle of least restriction is applied, observation
levels should be reviewed and re-assessed more frequently where possible.
All inpatient records should include a log of changes to observation levels; the Nurse
in Charge is responsible for ensuring that any reviews of observations levels during
their shift are recorded to the relevant Review of Observation Level Record (see
Appendix 1), which should be filed within the health record.
All decisions regarding changes to observation level should be recorded by the
doctor or nurse in the patient’s care notes. All decisions about the specific type of
observation must take into account and include:
The patient’s own view
The current assessment of risk
Therapeutic effect of level of observations (e.g. opportunity for motivational
prompts, encouraging the use of coping strategies for distress)
The patient’s other clinical needs
The patient’s current mental state including thoughts, feelings and behaviour
Any prescribed medications and their effects
Because of the restrictive nature of observations, informed consent must be gained
for informal patients. In addition, it is expected that consent will also be sought when
patients are detained under the Mental Health Act and requiring the support offered
through clinical observations of Level 2 and above).
Every inpatient on Level 2, 3 or 4 observations must have a clearly written and
accessible care plan that reflects the identified risks underlying the need for that level
of observation. The plan will be routinely consulted by staff undertaking observation
activity to enable them to carry out their task effectively.
Care plans related to observation levels must include:
Current assessment of risk(s)
Specific level of observation to be implemented
Clear directions regarding therapeutic approach
The directions for therapeutic approach should include:
Specific triggers - e.g. auditory hallucinations
Known responses - e.g. agitation, aggression
Identified early warning signs - e.g. hitting the wall
Action to be taken - e.g. prevention, de-escalation
Contingency planning - e.g. report/call staff
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The level of observation will be reviewed regularly with the service user to give them
the opportunity to discuss the process and their feelings about it with a staff member.
4.10.1 Level 2 Observations Review
Patients subject to Level 2 observations must be reviewed at minimum once every
three working days. Review should be recorded to
4.10.2 Level 3 and Level 4 Observations Review
Patients subject to Level 3 or 4 observations must be reviewed each working day.
This must include review on the last working day before a weekend (usually Friday),
and if Level 3 or 4 observations are maintained, then this must be clearly
documented including a clear rationale outlining why continuous observations have
been maintained. If continuous observations remain over a weekend, then further
review must take place on the next working day.
Where reviews are not completed within the indicated time frames (within 3 days
when Level 2 is maintained; each working day for Level 3 or 4), this should be
reported via the Trust incident reporting system (Datix).
4.10.3 Increasing Observation Levels
Re-assessment of a patient’s observation level during their inpatient admission must
be undertaken where any relevant change in the individual’s presentation or
circumstances is noted. These changes may include:
Sudden alteration in usual behaviour
Re-grading of legal status under the Mental Health Act
Specific evidence of intentions to harm themselves or others
Changes in life circumstances (separation, loss, employment)
Re-assessment must be undertaken where the responsible professional considers it
appropriate with a clear rationale recorded in the patient’s case notes.
Decisions to increase a patient’s observation level (i.e. from Level 1 to Level 2, etc.)
should be made as far as possible via MDT discussion, based on ongoing
assessment of the service user’s needs. This decision should include the service
user wherever possible. However, registered nurses with delegated responsibility for
a ward area have the authority to implement an increase in the level of observation in
the first instance. Any such decision should be reviewed by medical staff treating the
patient at the earliest opportunity.
Decisions made to change the level of observation must be recorded by the
nurse/doctor in the patients care notes and the multidisciplinary team notified as soon
as it is appropriate to do so.
The Nurse in Charge will (where appropriate) inform the Duty Nurse and Manager to
facilitate appropriate numbers of staff to be deployed for future shifts.
Any member of staff who becomes aware that a patient is experiencing suicidal
thoughts, intentions, plans and/or behaviours, or difficulty with impulse control, MUST
immediately report this to the Nurse in Charge of the ward or Duty Senior Nurse.
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4.10.4 Reducing Observation Levels
Observation levels can be reduced following MDT review. If observations levels are
not immediately reduced on review, an MDT plan can be agreed in advance whereby
observation levels will be reduced if agreed criteria are met.
4.10.4.1 In working hours – Full MDT Review
This clinical discussion will wherever possible include:
Ward Manager
Nurse in Charge
Other members of the multi-disciplinary team, one of which must be a doctor.
Views of patient
Views of the carer (where appropriate)
If the observations are reduced following this discussion this will be documented in
the patient’s notes with clear rationale for the decision, and the team and patient
informed. If observations levels are not reduced, the MDT will agree and document
any changes in risk and mental health presentation needing to be demonstrated
before levels of observation can be reduced.
4.10.4.2 Advance Planning to Reduce Observation Level
Within MDT review, criteria may be agreed in advance where an observation level
may be decreased during a subsequent time period (such as weekend or bank
holiday). If the Nurse-in-Charge believes the criteria to reduce the observation level
have been met as previously agreed and planned by the MDT review, then prior to
any reduction in clinical observations an additional review will occur involving:
Nurse-in-Charge
The other nurses on shift
Senior qualified nurse on duty within the unit (e.g. Duty Senior Nurse or
equivalent)
If it is felt necessary by the Nurse in Charge, the decision will be further discussed
with the Duty Doctor. If the observations are to be reduced following discussion, this
will be documented in the patient’s notes with clear rationale for the decision in
relation to the previous MDT review, and the team and patient informed.
4.10.4.3 Decreasing Level 2 Observations
Patients subject to Level 2 observations should have their observation level reviewed
regularly, and at a minimum, at least every 3 working days. A formal MDT review of
their care must be held to review the care plan, and this must be documented in the
patient’s notes. The only exception is where Level 2 observations are the minimum
standard for patients admitted to the ward.
4.10.4.4 Decreasing Level 3 or Level 4 Observations
Patients who are placed on Level 3 or Level 4 observations are deemed to be at the
highest risk. Therefore, reduction in observation levels must ensure that a team
decision is made which is based on a current mental health and risk assessment
whilst taking into account the views of the patient and carers. The objective of the
decision reached is always to provide safe care whilst treating the patient in the least
restrictive environment.
If the patient is to remain on Level 3 or 4 observations this must be reviewed by the
MDT each working day as a minimum; reviews can be more frequent than this.
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If a patient is placed on Level 3 or 4 observations during an out of hours period their
observation level should not be decreased until a Full MDT Review can occur on the
next working day - for example, a patient is assessed as at risk and requiring arm’s
length/within eyesight observation on a Saturday afternoon. The patient will remain
on these increased levels of observation until a Full MDT Review can occur on the
first subsequent working day.
Any patient on Level 3 or 4 observations for over one week must be escalated to the
Matron to assist in further review and appropriate escalation if necessary.
4.10.4.5 Who should be informed of the Change in Observation Level?
When a decision to either increase or reduce observation levels is made the following
should be involved and kept informed:
The patient must be informed about the change of observation and the reason
explained. They must also be given a copy of their new care plan, which
reflects the amended observation if significant changes are made
All staff on duty and other staff at subsequent handovers
The patient’s consultant psychiatrist should also be informed as soon as
possible, if they were not part of the decision making process
The doctor on-call should be informed, if the risks are such that this is
warranted
The Ward Manager (when on duty)
Duty Senior Nurse (or equivalent) if on duty (increase in observation levels only)
4.11 Periods of Increased Risk
The ‘Safety First - five year report of the Confidential Enquiry into Homicide and
Suicide by people with Mental Illness’ (Department of Health, 2001), found that one
fifth of in-patients who committed suicide where under non-routine observations
(intermittent or continuous) at the time they committed suicide. The Report identifies
these periods of increased risk as being:
Evenings and night
Reduced levels of observation
Gaps in continuous observation
Apparent improvement in mood
Any known triggers for the patient
4.11.1 Actions to be taken during Periods of Increased Risk
1. Patients on subject to clinical observations of Levels 2 or above (intermittent or
continuous) should not be allowed time off the ward alone or allowed periods of
leave.
2. Non-routine Observations must not automatically be reduced in the evening or at
night. This must only take place following a risk assessment of the patient.
3. Care plans must refer to observation level during increased periods of risk.
4. The rationale for reducing observations must be clearly documented.
4.12 Record Keeping - Record of Clinical Observations
To help ensure that clinical observations are carried out as planned, clear, timely and
accurate recording of observations is imperative.
For all levels of observation it is expected that an allocated nurse makes an entry in
the clinical notes at least once every shift that is related to the patient’s behaviour
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and mental state (this should be based on social engagement with the patient as well
as observation).
Staff allocated to carry out an observation will keep an accurate, detailed and
contemporaneous record using the appropriate Observation Recording Form (see
Appendix 2). The following standards will apply to the recording of all observation
levels:
Carrying out clinical observation provides an opportunity for therapeutic
engagement with patients. Accurate record-keeping is part of that engagement
and should not be conducted in a mechanistic way
The language used when describing any period of observation must be clear,
unambiguous and describe accurately and concisely the current mental state,
behaviours and movements of the patient being observed. Jargon,
abbreviations or unsubstantiated information should not be used when
completing records
The patient’s name must be entered in full
Entries must be legible, signed and name printed, with dates and times
recorded as required, with entries completed in black ink. Entries will provide a
detailed record of the patient’s behaviour, mental state and attitude to
observation incorporating the coding key where provided
All staff are accountable for their entries and these are vital in contributing to
safe and effective standards of patient care. It is the responsibility of the
member of staff allocated to carry out the observation to keep the record up to
date and this should be completed before handing to the next allocated staff
member. The observation record must be maintained without any omissions
Alterations or amendments must only be made as outlined in the Care Record
Keeping – Standards and Practice policy
Staff responsible for the observation of a patient(s) must ensure that a detailed
handover is given to the nurse who takes over the observation from them
If a nurse has any concerns about the observation of patients then they must
bring those concerns to the nurse in charge, without delay
4.12.1 Never Record Observations Retrospectively
At the end of the shift it is the responsibility of the Nurse in Charge to check forms
have been completed correctly and that they are then filed in the correct place.
For further information on the storage, retention etc. of records, please refer to the
Care Record Keeping – Standards and Practice policy.
4.13 Leave
Where a patient is being observed at Level 2 or above, or has recently been subject
to high level observations, particular care should be taken before considering leave,
transfer to and from other facilities, and at other times when they may leave the
premises where the risk of absconding may be greater. In order that patients can be
supported to manage their distress and any subsequent risky behaviours, plans for
leave from the ward need to be carefully thought through with the patient (and carers
where appropriate), in order that patients are given adequate and appropriate
responsibility for their own safety.
Where a patient is subject to a change in their observation level when spending time
in the hospital grounds, or when escorted, even if they are normally subject to Level 1
observations, then this should be reflected in their care plan.
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When granting leave the ward team should be satisfied the patient is ready and able
to comply with any relevant conditions. Where an informal patient wishes to leave the
ward, no formal "granting of leave" process takes place, but clinical staff should
assess whether the patient is sufficiently safe to leave the ward and clearly document
the rationale behind their decision making for “granting leave”. If not attempts should
be made to dissuade the patient until their mental state and risk assessment supports
this clinical judgement. Where the clinical staff consider the patient should not leave
(and they are informal) clinical staff should consider assessment under the Mental
Health Act and/or the use of doctors’ or nurses’ holding powers under the Mental
Health Act 1983 (Sections 5(2) or 5(4) holding powers).
Where a patient is at risk of absconding then consideration should be given, in
advance and within the care plan as to how the patient’s relatives, carers and those
with close relationships should be informed and involved should this occur. In making
this decision matters such as confidentiality, consent and risk should be considered.
4.14 Transfer to External Services
Where a patient on continuous observations is transferred outside of the Trusts’
inpatient services (such as to a general hospital), the Trust will not ordinarily provide
staff to maintain such observations.
There may be exceptional circumstances where support will be offered to provide
continuous observations when patients are admitted to an acute hospital for
example; however there must be a clear rationale and agreement to for this. There
should be constructive liaison with the receiving hospital to ensure clear
understanding of the patients’ risks and needs, and of what support will be made
available.
4.15 Seclusion
Observations carried out when seclusion is used should be done so in accordance
with the Seclusion policy. The Seclusion Policy and associated procedures take
precedence over this policy while seclusion is used for a patient.
5.0 Procedures Connected to this Policy
There are no procedure connected to this policy
6.0 Links to Relevant Legislation
Data Protection Act 1998
Data Protection Act came into force in March 2001, replacing the 1984 Act, to control
the way information is handled and to give legal rights to people who have
information stored about them. It sets out strict rules for people who use or store data
about living people and gives rights to those people whose data has been collected.
The law applies to data held on computers or any sort of storage system, including
paper records. On 6 April 2010, the Information Commissioner’s Office was given
new powers to issue monetary penalties requiring organisations to pay up to
£500,000 for serious breaches of the Data Protection Act.
Freedom of Information Act 2000
This Act provides public access to information held by public authorities. It does this
in two ways, public authorities are obliged to publish certain information about their
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activities and members of the public are entitled to request information from public
authorities.
The main principle behind freedom of information legislation is that people have a
right to know about the activities of public authorities, unless there is a good reason
for them not to. This is sometimes described as a presumption or assumption in
favour of disclosure.
The Act does not give people access to their own personal data (information about
themselves) such as their health records. If a member of the public wants to see
information that a public authority holds about them, they should make a subject
access request under the Data Protection Act 1998.
Mental Health Act 1983 (as amended by the Mental Health Act 2007)
Mental Capacity Act 2005
Mental Capacity Act 2005, covering England and Wales, provides a statutory
framework for people who lack capacity to make decisions for themselves, or who
have capacity and want to make preparations for a time when they may lack capacity
in the future. The Act sets out who can take decisions, in which situations, and how
they should go about this.
In addition - in some cases, people lack the capacity to consent to particular
treatment or care that is recognised by others as being in their best interests, or
which will protect them from harm. Where this care might involve depriving adults at
risk of their liberty in either a hospital or a care home, extra safeguards have been
introduced in law – Deprivation of Liberty Safeguards, to protect their rights and
ensure that the care or treatment they receive is in their best interests.
Health and Social Care Act 2008
The Care Act represents the most significant reform of social care in more than 60
years, putting service users and stakeholders in control of their care and support.
The primary focus of the Health and Social Care Act 2008 was to create a new
regulator whose purpose was to provide registration and inspection of health and
adult social care services together for the first time, with the aim of ensuring safety
and quality of care for service users. Thus the Care Quality Commission (CQC) was
established, with enhanced powers to regulate primary care services, including
hospitals, GP practices, Dental practices and Care Homes.
6.1 Links to Relevant National Standards
NICE Guidelines [NG10] Violence and Aggression: Short-Term Management in
Mental Health, Health and Community Settings
This guidance gives the recommendations and good practice points that the Trust
must adopt that are specifically directed towards the use of observation as an
intervention for the short-term management of disturbed/ violent behaviour and for
preventing self-harm. The terminology in the guidance covers both uses of
observation.
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6.2 Links to other Key Policy/s
Care Record Keeping – Standards and Practice Policy
The maintenance of high standards with record keeping is essential for safe and effective
service delivery. In particular, health care records that have been well maintained can:
Assist all those associated in the delivery of care to the patient/service user, now and
in the future
Reduce the chance of errors and mistakes
Enable efficient administration processes, for example, in filing retrieval and storage,
and those associated with the individual legal right of accessing care records
Therefore the purpose of this policy is to outline standards of record keeping that the
Trust expects of all those involved in the delivery of care to patients/clients.
Clinical Risk Management Policy
This policy is intended to guide practitioners who work with service users to manage the risk
of harm. It sets out the principles and standards required that should underpin best practice
across all health settings, and describes the tools that are used to structure the often
complex clinical risk management process.
Discharge and Transfer of Care Policy
The purpose of this policy is to ensure that discharge or transfer from services managed by
the Black Country Partnership NHS Foundation Trust is effective, consistent and organised
around the needs of individual service users and carers.
Incident Reporting Policy
The purpose of this policy is to make clear the system used for reporting incidents involving
patients, staff and others undertaking activities on behalf of the Trust.
Also relates to:
Management of Inpatients Missing or Absent Without Official Leave (AWOL) Policy
Mental Capacity Act and Deprivation of Liberty Safeguards Policy
Patient Information Policy
Respect and Dignity Policy
Risk Management Strategy Policy and Process
Searching of Inpatients Policy
Seclusion Policy
Clinical Falls Policy
Safeguarding Adults at Risk Policy
6.3 References
Practice Guidance - Safe and Supportive Observation of Patients at Risk
Nursing and Midwifery Advisory Committee (1999)
http://webarchive.nationalarchives.gov.uk/20080906050909/dh.gov.uk/en/publicationsa
ndstatistics/publications/publicationspolicyandguidance/dh_4007583

National Confidential Inquiries into Suicide and Homicide by People with Mental
Illness University of Manchester www.medicine.manchester.ac.uk
http://www.bbmh.manchester.ac.uk/cmhr/research/centreforsuicideprevention/nci/repor
ts/

Code of Practice: Mental Health Act 1983
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/3
96918/Code_of_Practice.pdf
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Essence of Care 2010 benchmark for communication.
NICE guidelines [NG10] Violence and aggression: short-term management in
mental health, health and community settings.
http://www.nice.org.uk/guidance/ng10
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7.0 Roles and Responsibilities for this Policy
Title

Role

Responsibilities

Executive Director of
Nursing AHPs and
Quality
Deputy Director of
Nursing and
Professional Practice

Executive Lead

-

Quality and Safety
Steering Group

Scrutiny and
Performance

Group Quality and
Safety Groups

Monitor

Trust Lead

-

-
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-

Clinical Directors/
Group Directors

Operational Leads

Group Managers

Implementation

Ward Managers/ Team
Leaders/ Senior Nurses

Operational

Version 2.0 October 2015

-

Lead responsibility for the implementation of this policy
Allocation of resources to support the implementation of this policy
Any serious concerns regarding the implementation of this policy are brought to the attention of the Board of Directors
Lead for identifying and implementing strategies for any risks in relation to the standards for clinical observations and
engagement of patients
Lead on strategies and innovations to improve current practice
Ensuring a systematic and consistent approach to clinical observations within service areas
Scrutinise the implementation of a systematic and consistent approach to this policy in all inpatient areas and provides
exception and progress reports to the Quality and Safety Committee
Monitor and review the practice of clinical observations and engagement of patients including risks identified within
their Group
Monitor all incidents reported via datix, complaints and claims relating to this area of practice and policy within their
Group
Ensure membership is multi-disciplinary in nature and representative of the Group as a whole
Receive the results and recommendations of all related completed audits and be responsible for monitoring action
plans to implement changes to current practice until completion
Lead discussions around this topic area and policy at Group Quality and Safety Group meetings
Oversee the completion of audits in respect of this topic area and policy
Monitor the implementation of subsequent action plans to improve the quality of clinical observations and engagement
of patients
Provide updates on this area of practice and policy within their Group to the Quality and Safety Steering Group
Provide support and guidance regarding resources to enable this policy to be implemented
Ensure systems are put in place to enable this policy to be implemented within their service areas
Ensure all managers are aware of the policy and promote good practice
Responsible for the practical day-to-day operation of the policy
Ensure all staff are aware of their role under the policy
Ensure staff have received sufficient training and/or are competent to implement the policy
Ensure records are kept as specified
ensure that all incidents/issues relating to this policy and area of practice are reported
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Title

Role

Responsibilities

All Clinical Staff

Adherence

-

Familiarise themselves with this policy and adhere to its principles in order to be able to respond to the immediate
needs of patients and service users
Attend training applicable to their role
Promote the well-being and dignity of the patient at all times
Comply with all Trust policies is a condition of employment and a breach of this policy may result in disciplinary action
Ensure any errors or incidents relating to this policy and area of practice are reported on DATIX, the Trust’s electronic
incident reporting system
Raise any concerns about the way this policy is being implemented or about this area of practice in general with your
line manager or lead clinician/service manager. If you feel unable to raise the matter with them, you may write to an
Executive Director. If you feel unable to raise the matter with an Executive Director, you may write to the Chairman or a
Non-Executive Director. If you are unsure about raising a concern or require independent advice or support, you may
contact: your Trade Union representative; the relevant professional body or the NHS Whistleblowing Helpline - 08000
724 725

8.0 Training
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What aspect(s) of
this policy will
require staff
training?

Observation of
Patients

Which staff groups
require this training?

Inpatient Nurses and
Health Care Support
Workers, including
Bank Staff

Is this training covered in the
Trust’s Mandatory and Risk
Management Training Needs
Analysis document?

Yes, please refer to it for details
on training requirements, and
update frequencies

If no, how will
the training be
delivered?

n/a

Who will deliver
the training?

Learning and
Development
Team

How often
will staff
require
training

Three Yearly

Who will ensure and
monitor that staff
have this training?

Workforce
Development Group

9.0 Equality Impact Assessment
Black Country Partnership NHS Foundation Trust is committed to ensuring that the way we provide services and the way we recruit and
treat staff reflects individual needs, promotes equality and does not discriminate unfairly against any particular individual or group. The
Equality Impact Assessment for this policy has been completed and is readily available on the Intranet. If you require this in a different
format e.g. larger print, Braille, different languages or audio tape, please contact the Equality & Diversity Team on Ext. 8067 or email
EqualityImpact.assessment@bcpft.nhs.uk

10.0 Data Protection and Freedom of Information
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11.0 Monitoring this policy is working in practice
What key elements will
be monitored?
(measurable policy
objectives)

Where
described in
policy?

How will they be
monitored?

(method + sample size)

Who will
undertake this
monitoring?

How
Frequently?

Group/Committee
that will receive
and review results

Group/Committee
to ensure actions
are completed

Evidence this
has happened

Compliance with
frequency of review

4.10 Reviewing
Observation
Levels

Audit for each ward
including all current
inpatients, using audit
tool in Appendix 6

MDT’s based on
wards

Annually

Clinical Group
Quality and Safety
Groups

Clinical Group
Quality and Safety
Groups

Minutes of
Quality and
Safety Groups
meetings

Knowledge, Skills and
Responsibilities of Staff

4.5 Knowledge,
Skills and
Responsibilities
of Staff

Audit of competency
checklists

Ward staff,
Bank and
Rostering for
bank staff

Annually

Clinical Group
Quality and Safety
Groups

Clinical Group
Quality and Safety
Groups

Minutes of
Quality and
Safety Groups
meetings
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Appendix 1
Review of Observation Level Record
Patients Name __________________________________ Registration Number __________________
Consultant Psychiatrist ___________________________ Ward/unit ___________________________

The Nurse in Charge is responsible for ensuring reviews observation levels during their
shift are recorded.
New
Date/Time Observation Reason for change/no change
Level

Nurse in Charge –
Print name and sign
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Appendix 2
Observation Recording Form: LEVEL 1 – GENERAL OBSERVATIONS
DATE: _____________________________

WARD: _____________________________

Patient Name

Room

Staff Initial:
07.
30

08.
30

09.
30

10.
30

11.
30

12.
30

13.
30

14.
30

15.
30

16.
30

17.
30

18.
30

19.
30

20.
30

21.
30

22.
30

23.
30

00.
30

01.
30

02.
30

03.
30

04.
30

05.
30

06.
30

Page 77
Inform the nurse in Charge immediately if you have any
concerns while completing General Observations
Version 2.0 October 2015

Please inform the Nurse in Charge immediately if any
omissions are found from previous entries
29

Clinical Observation and Engagement Policy

Observation Recording Form: LEVEL 2 – INTERMITTENT OBSERVATIONS
Patients Name ______________________________________________ NHS Number ______________________
Date______________ Ward/unit _________________________
Bedroom number ____________________
Level 2 Frequency/minutes: ________ Observation Instructions: (state) ___________________________________
Reason for observation:…………………………………………………………………………………………………………………………………..…… …….
Codes
01 Angry/disruptive
02 Verbally/physically abusive

Time

Staff (full name)

03 Withdrawn/isolative
04 Calm
05 Asleep

06 Obs. level reviewed
07 Disorientated
08 Agitated/restless

Signature

Location

Code

09 Self harm
10 Other (ensure comment)

Comments

(e.g. 07:32)
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Clinical Observation Record LEVEL 2 – INTERMITTENT OBSERVATIONS
Patients Name ______________________________________________ NHS Number ______________________
Date______________ Ward/unit _________________________
Bedroom number _____________________
Level 2 Frequency/minutes: ________ Observation Instructions: (state) ___________________________________
Reason for observation:…………………………………………………………………………………………………………………………………..…… …….
Codes
01 Angry/disruptive
02 Verbally/physically abusive

Time

Staff (full name)

03 Withdrawn/isolative
04 Calm
05 Asleep

Signature

06 Obs. level reviewed
07 Disorientated
08 Agitated/restless

Location

Code

09 Self harm
10 Other (ensure comment)

Comments

(e.g. 07:32)
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Observation Recording Form: LEVEL 3 or 4 – CONTINUOUS OBSERVATIONS
Patients Name _______________________ NHS Number __________________ Date _____________ Ward/unit ______________ Bedroom no. _______
Observation Instructions: (circle) WITHIN EYESIGHT (Level 3) / ARM’S LENGTH (Level 4)
Other Instructions: (e.g. if bathroom or toilet privacy) ___________________________________________________________________________________
Reason for observation: ………………………………………………………………………………………………………………………………..………………………………………………………………………..….
Codes
01 Angry/disruptive
02 Verbally/physically abusive

Time

Staff (full name)

03 Withdrawn/isolative
04 Calm
05 Asleep

Signature (at end)

06 Obs level reviewed
07 Disorientated
08 Agitated/restless

Location

Code

09 Self harm
10 Other (ensure comment)

Comments
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Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
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Clinical Observation Record LEVEL 3 or 4 – CONTINUOUS OBSERVATIONS
Patients Name _______________________ NHS Number __________________ Date _____________ Ward/unit ______________ Bedroom no. _______
Observation Instructions: (circle) WITHIN EYESIGHT (Level 3) / ARM’S LENGTH (Level 4)
Other Instructions: (e.g. if bathroom or toilet privacy) ___________________________________________________________________________________
Reason for observation: ………………………………………………………………………………………………………………………………..………………………………………………………………………..….
Codes
01 Angry/disruptive
02 Verbally/physically abusive

Time

Staff (full name)

03 Withdrawn/isolative
04 Calm
05 Asleep

Signature

06 Obs. level reviewed
07 Disorientated
08 Agitated/restless

Location

Code

09 Self harm
10 Other (ensure comment)

Comments
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Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:
Start:
End:

Version 2.0 October 2015

33

Clinical Observation and Engagement Policy

Appendix 3
Clinical Observation Competency Form
Staff must demonstrate competency to undertake observation activity and
responsibilities. The individual and their assessor must read, sign and date this form
as evidence understanding and knowledge of the Trust Clinical Observations and
Engagement Policy before undertaking those duties.
Assessor – please indicate whether the member of staff has been assessed to
satisfactorily answer the following questions (‘yes’ or ‘no)’:
1. Have you read and understood the Clinical Observations and Engagement Policy
and appendices?: YES / NO
2. What are your responsibilities in relation to verbal and written communication
when a patient is receiving positive engagement and observation? (e.g. recording
changes in behaviour and presentation, and recording and/or reporting those
changes to other staff and the Nurse in Charge): YES / NO
3. What is meant by positive engagement with the patient? (e.g. actively trying to
therapeutically engage with the patient): YES / NO
4. What are the 4 levels of observation? (e.g. briefly describe each level and what
the principles are): YES / NO
5. What is the rationale for observations - Levels 2 to 4? (e.g. risks of self-harm,
violence or aggression, suicidal ideation, absconding etc.): YES / NO
6. How will you understand how observations will be carried out for a particular
patient? (e.g. identifying the current level of observations and any agreed
changes such as bathroom privacy; awareness of patients’ care plans and/or risk
management plans; reflect the importance of handover): YES / NO
7. Who can make the decision to increase or decrease observation levels? (e.g.
MDT decision; registered nurses may increase levels; MDT review to reduce
observation levels which must include a doctor; observations levels may change
in line with advance planning by the MDT): YES / NO
8. How would you summon assistance when required (e.g. use personal alarm) :
YES / NO
9. What is the recommended maximum time a member of staff can undertake
continuous observations before handing over to another member of staff?(e.g.
Level 2 observations for no longer than two hours at a time; level 3 or 4 one hour;
beyond these limits only in exceptional circumstances or when escorting off-site):
YES / NO
10. Who is accountable for your practice when carrying out clinical observations and
engagement, the accuracy of your record-keeping, and your compliance with the
policy? (e.g. the member of staff is accountable): YES / NO
Staff Member Signature: _________________ Print name: ____________________
Assessor Signature: ____________________ Print name: ____________________
Designation of assessor: ________________ Date signed: ___________________
Original copy to be retained on personnel file, one copy to staff member
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Appendix 4
Clinical Observations Card

OBSERVATION CARD
The Aims of Clinical Observation
Clinical observations are used to
reduce the risk of harm to people
using inpatient services and/or
others by promoting the well-being
and safety of vulnerable people.
Clinical observations provide
opportunity to build therapeutic
relationships.
Assessment, engagement and
intervention should be used to
recognise, prevent and
therapeutically manage: disturbed
or violent behaviour; risk to self; risk
of neglect; and abscondment.
This card is for quick reference only –
please refer to the Clinical
Observations and Engagement
Policy for more detail

Level 1: General Observation
The minimum level of observation for all
in-patients; must be undertaken a
minimum of once every hour.
Level 2: Intermittent Observation
The patient’s location should be
checked every 15 to 30 minutes in a
pattern that should not be predictable.
Level 3: Continuous - within eyesight
The patient must be kept within
eyesight and accessible to observing
staff at all times, day and by night.
Level 4: Continuous - within arm’s
length
Used for patients at the highest risk of
harming themselves or others, who
should be supervised in close proximity.
Observation is a core part of the role
of the ward team and must be
conducted safely and consistently.
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Clinical Observation and Engagement Policy

Appendix 5
Reducing Observation Levels flowchart

Frequency of Review
Level 2: no less than every 3 working days; this must include a member of medical
staff
Level 3 or 4: each working day; this must include a member of medical staff

Review of current level of observations
Level 2: MDT review of observations no less than every 3 working days
which must include a member of medical staff
Level 3 or 4: MDT review of observations each working day which must
include a member of medical staff

Yes

Reviewed within time
frame above? Yes/No

No

Complete Datix if
review does not
take place within
specified time
frame

Record outcome of
review to ‘Review
of Observation
Level Record’ form

Continue to review
Level 2: MDT review of observations no less than every 3 working days
which must include a member of medical staff
Level 3 or 4: MDT review of observations each working day which must
include a member of medical staff
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Appendix 6
Clinical Observations Review Audit Tool
Information should be collected from the health record for each patient whose
observation levels are audited
Patient identifier
Consultant
Auditors

Rationale for current observation level (also when were risk assessments last updated)

Last MDM review

Date:

Current observation level

If Level 2 or 3 obs. - reviews over the past 7 days

Date

Review
Comments regarding reviews in the past 7 days
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Policy Details
Title of Policy

Clinical Observation and Engagement Policy

Unique Identifier for this policy
State if policy is New or Revised

Revised

Previous Policy Title where applicable

n/a

Policy Category
Clinical, HR, H&S, Infection Control etc.
Executive Director
whose portfolio this policy comes under
Policy Lead/Author
Job titles only
Committee/Group responsible for the
approval of this policy

Clinical
Executive Director of Nursing, AHPs and
Governance
Head of Nursing Mental Health
Professional Advisory Group

Month/year consultation process
completed *

September 2015

Month/year policy approved

October 2015

Month/year policy ratified and issued

October 2015

Next review date

October 2018

Implementation Plan completed *

Yes

Equality Impact Assessment completed *

Yes

Previous version(s) archived *
Disclosure status

‘B’ can be disclosed to patients and the public

Key Words for this policy

Clinical Observations, Review of Observation
Level Record, Observation Recording Forms,
Clinical Observation Card, Clinical Observations
Competency Tool, Reducing Observation Levels
flowchart, Clinical Observations Review Audit
Tool, General observation, Intermittent, Continual,
Bathroom access and privacy, Risk assessment

* For more information on the consultation process, implementation plan, equality impact
assessment, or archiving arrangements, please contact Corporate Governance

Review and Amendment History
Version Date

Details of Change

V2.0

Oct 2015

Full policy review and new policy format

V1.1

Nov 2012

Minor amendments for NHSLA Level 1

V1.0

Nov 2012

New Policy for BCPFT
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Encl. 4.3

Meeting of:

Board of Directors

Date:

28th October 2015

Subject:

Report from Quality & Safety Committee 8th October 2015

Presented by:

Pauline Werhun, NED - Chair Quality & Safety Committee

Author:

Pauline Werhun, NED - Chair Quality & Safety Committee

Purpose:

Information

Relationship to strategic objectives:

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

Relationship to High Level Risks:
Summary of high level risks to note and the responsible monitoring
groups/committees
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Recommendation(s):
To note the summary of proceedings from the meeting of the Committee in October
2015 and receive for information

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

Yes

Quality &
Safety
Other
investment
Committee

Yes
Yes

Bi monthly
Board Report
for Internal
Audit report
Bi monthly from
QSSG
for Clinical
Observation
Income
(referred to
QSC)
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Business &
Performance
M H Legislation
Scrutiny
Charitable Funds

N/A

None

N/A

N/A
N/A

Executive Summary
Executive Summary
At its meeting on 8th October 2015 the Quality & Safety Committee:
1. Received assurance in the following areas:


Recruitment, Mandatory Training, Sickness and Agency Usage – Committee received
a update report from the Director of Workforce and Organisational Development (OD)
which provided a review of the current position and progress against the work undertaken
to strengthen processes in place. The outcomes will form part of the integrated workforce
plan reported to Board on a monthly basis.
In addition, a joint report on progress of agency usage and clinical observation reviews will
be presented to Board in November 2015. Committee discussed the possibility of
further analysis of the largest staff group nursing looking at the whole nursing
Workforce picture and it was agreed that this may be discussed at Board as part of
gaining further assurance.


Generational Study – The Deputy Chief Executive presented the key findings of the
Birmingham and Solihull Local Education and Training Council (LETC) report initiated
by employers growing concerns around retention and recruitment of nurses and
midwives, in particular band 5 staff. This was a very useful report which Committee
agreed should be fed into the Trust’s Workforce Development plan, looking at local
issues and developing an action plan to be shared at the January 2016 Trust Board.



Board Assurance Escalation Framework – The Associate Director of Quality and
Governance presented the Board Assurance Escalation Framework update. Committee
were assured that appropriate systems of internal and external assurance and the
reporting from Board to Ward processes are in place.



.Internal Audit Report - This report was presented at both Audit Committee and
Quality & Safety Steering Group in September 2015 and presented to this Committee
for information. Committee received and noted assurance reports as follows:

-

May/June 2015 - Raising Concerns /Whistleblowing – Insufficient assurance gained
as there were omissions in the current policy and it did not follow national guidance.
This has since been addressed and Committee were assured following the presentation
of the ‘Freedom to Speak Up’ Report.
June/July 2015 -Temporary Bank and Agency staffing – Requires Improvement.
Committee received a report from the Director of Workforce and Organisational
Development highlighting key actions assuring robust management of the processes.

-



Quality & Safety Steering Group (QSSG) - Committee received a report from the
Medical Director on issues presented to the QSSG. Dr Edwards expressed concern
regarding overdue mental health cluster reviews however an action plan is in place,
Committee were informed that the Chief Executive has written to the Local Authority for
clarification on the Social Workers role.
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CQC Preparation and Update – A verbal update informed the Committee that effective
communication and monitoring processes for the 5 fundamental standards (Caring,
Responsive, Effective, Well led, Safe - CREWS) is in place. Visits are undertaken by
Executive, NEDs and Governors and useful information feedback.



Infection Prevention and Control Annual Report (April 2014 – March 2015) –
Committee received the Infection Prevention and Control Annual report which provided
assurance that effective monitoring takes place and training and processes are in place
to deal with any outbreaks or concerns.



Research and Innovation Annual Report 2014-15 - Dr Tarik Qassem; Research and
Development lead presented the Annual Research and Innovation Report. Committee
received assurance that plans are in place to enhance research activity across all
clinical areas in the Trust.



Freedom to Speak Up - Committee received assurance that the recommendations
following the national ‘Freedom to Speak Up’ consultation were being progressed.
Kathy McAteer has been identified as the NED ‘Freedom to Speak Up’ sponsor.



Quality and Safety Divisional Report – Learning Disabilities. Committee received
an in depth report from the Division on how quality and safety issues are addressed
locally, actions taken and the effective reporting mechanism to the QSSG. The report
and presentation from the Learning Disabilities Division’s Head of Nursing provided
Committee with assurance that robust monitoring takes place on an ongoing basis.
Meeting on a monthly basis, the Division’s Quality & Safety Group is a critical group
which comprises multi professionals who then cascade to clinical teams at local level.
All actions are logged, monitored and tracked through weekly meetings. Issues
discussed include risk, safeguarding, clinical dashboard compliance and weekly
incident telephone calls to monitor progress on root cause analysis.
Committee felt the overall report was very powerful and gave assurance of the Board to
Ward reporting line and activity. In addition, Committee requested a 12 month overview
of Trust litigation cases at its December meeting





Cycle of Business – The Cycle of Business was received.



Governors attendance – Two Public Governor Observers attended the meeting and
following this a question and answer session takes place with the QSC Chair and
Associate Director of Quality and Governance to provide clarity.

2, Further assurance required:



Observation Income and Agency Usage – to be discussed at Board.
A 12 month review of litigation cases to be presented at the December Committee
meeting
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Encl. 4.5

Meeting of:

Board of Directors

Date:

28th October 2015

Subject:

Premises Assurance Model (PAM)

Presented by:

Joe Kimberley, Head Estates and Facilities

Author:

Joe Kimberley, Head Estates and Facilities

Purpose:

For assurance

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.

x

Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
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x

Relationship to High Level Risks:
N/A

Recommendation(s):
This Report is presented to the Quality and Safety Steering Group for Assurance
and for approval to publish the outcomes on the Department of Health national
database so that we can effectively benchmark the Trusts performance against
similar organisations.

Equality & Diversity implications:

None

Regulatory and Compliance matters:
Monitor:
x

Care Quality
Commission:

Provides assurance against Key Lines of Inquiry

Other:
None:
Previous consideration
Board

X

Audit

Business &
Performance
Other

Quality & Safety

None
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Executive Summary
The Board of Directors need to be assured that the Trust is operating from safe and
compliant premises. The Premises Assurance Model Self-Assessment Questions (SAQ)
have been aligned and influenced by the Board of Directors approved Estates Strategy
2015-17.
The document has been completed acknowledging there are ongoing identified risks
assessed as high and significant. These risks are currently being managed by staff to
ensure patient safety whilst awaiting the environmental solution. For example a less than
suitable environment may require enhanced observation in high risk areas to offer
assurance. Over time, care needs to be taken that mitigation plans do not distract from
delivering a suitably functional environment. Estates accept this is an appropriate control
measure and environment monitor.
Whilst not mandatory, The Department of Health (DOH) encourages Trusts to adopt the
Premises Assurance Model (PAM) to present that assurance and which is recognised by the
Care Quality Commission as a means of demonstrating the Trusts compliance with two key
lines of inquiry (KLOI) namely, ‘Effective and Safe’
This report represents a self-assessment of how the Trust, (being in its entirety to include
owned, leased and PFI facilities), delivers its estates and facilities function. The PAM tool
also allows the Trust to examine its own processes, in the management of its Estate and
Facilities and identifies - strengths, weaknesses and areas for improvement - against a
nationally produced set of questions.
The completion of the PAM model has been led by Estates and Facilities in conjunction and
communication with various departments within the Trust including; Finance, Information
Governance, Infection Control, and the Governance Assurance Unit. The Information has
been gathered from these departments in order to score the prompt questions in both
2014/15 and 2015/16 years, which have then in turn culminated in the production of this
report. The following table presents the scores for 2014/15 and 2015/16 which has shown
an improved performance by 32%:
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The Report includes a summary of the PAM model, summary of the PAM metrics and an
overview of the Trust overall performance against the set criteria for 2014/15 and 2015/16.
The report also includes a 2014/15 and 2015/16 summary of the Trust performance against
all of the set domains, which has led to the development of an Action Plan (indicating
necessary interventions) against which the Board of Directors can assess continuous
improvements.
The 2015/16 ‘Good’ outcome compared to 2014/15 (‘requires minimal improvement’) is
believed to be in line with other contemporary ‘like’ Trusts and displays the improvement
travel from the previous 2014/15 year assessment and validated by the Estates & Facilities
Due Diligence Audit presented to the Health & Safety Committee in October 2015.
It is proposed the PAM assessment and transparency will be a dynamic process culminating
in an annual report being presented to the Board of Directors to offer continued assurance
that its estates and facilities are being effectively managed and that, subject to agreement,
will be shared nationally to enable the Trust to draw down information from the national
database to enable benchmarking against similar organisations.
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Encl. 5.1

Meeting of:

Board of Directors Strategy Day

Date:

28th October 2015

Subject:

Report on Sustainability Programme

Presented by:

Karen Dowman, Chief Executive

Author:

Jo Cadman, Deputy Director of Finance

Purpose:

Inform

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

x

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.

x

We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.

x

Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.

x

Resources will be used effectively, innovatively and in a sustainable
manner.

x

Relationship to High Level Risks:

Deliver sustainable services through partnership working
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Recommendation(s):

For information; and
individual confirmation of preferred method of receiving proposal

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

Regulatory and Compliance matters:
x

Monitor:

Sustainability; and financial investigation

Care Quality
Commission:
Other:
None:

Previous consideration
x

Board

30/09/2015

Audit

x

Quality & Safety
Other – Strategy
Task & Finish

08/10/2015

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

The Strategy Task & Finish Group has been managing the sustainability work
programme. The attached information provides an update on progress to date and
future plans.
There are some key dates for Board members to note:
 9th November to 16th November - Scoring of submissions. This is likely to
require the commitment of at least one day for reading, assessing and
modifying scores between submissions, dependent on the number of
submissions.
 25th November - Board meeting which will include review of the consolidated
scores from the written submissions
 27th November – Partnership Assessment Day. All Board members will be
invited to the presentation part of the assessment. Strategy task & finish
group members will also be part of the interview groups. (Board members are
asked to hold the afternoon of 26th November to accommodate the possibility
of 4 or 5 proposals)
Board members are asked to confirm if they want to receive printed copies of
submissions on 9th November by contacting Jo Cadman by email at
jo.cadman@bcpft.nhs.uk by COP 2nd November.
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1. Introduction
The Trust is making good progress against the sustainability work programme. The Strategy
Task & Finish group has been managing the programme and attached is an update against
progress:
2. Plan (Appendix 1)
This shows the high level dates for the programme. The key dates for Board members to
note at this stage are as follows:
2.1 Scoring of written submissions – 9th November to 16th November
Proposals for partnership will be received by noon on 9th November. This is a
challenging deadline, but was chosen to ensure that scoring was complete prior to
the CQC visit. Board members should expect to commit at least one day to reading,
scoring and moderating their own scores depending on the number of submissions.
A copy of each submission can be printed for each Board member to be collected
from 4pm on 9th November. If this is required please contact Jo Cadman on
jo.cadman@bcpft.nhs.uk by COP 2nd November 2015.
Drop-in support will be available to Board members on Wednesday 11th November
from 8am to 1.30pm in Meeting Room 9 and on Thursday 12th November from 8am
to 5pm in Meeting Room F (first floor) both at Delta House.
2.2 Partner Assessment Day – 27th November 2015
It is expected that all prospective partners submitting a proposal will be invited to this,
which will consist of 3 sections:






Presentation to a wide range of stakeholders including staff, patients, service
users, governors, and commissioners (1/3 of the marks for the day). It is
anticipated that this would be in the morning and all Board members would be
invited.
Clinical reference group – the membership of this group is being agreed with the
Director of Operations and Medical Directors. It is planned to be made up of a
multi-disciplinary cross-section of staff who will have the opportunity to further
interrogate the clinical aspects of the proposal (1/3 of the marks for the day).
Strategy Task and Finish Panel interview – to include members of the strategy
task & finish group (members of the Board of Directors) to further interrogate the
strategy, culture and implementation of their proposal (1/3 of the marks for the
day).

A scoring framework is currently being developed and will be shared prior to the day.
An extraordinary Board meeting is being arranged for 10th December to approve the
preferred partner.
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3. Progress Against the Plan since the last update
3.1 Non-Disclosure Agreements
All prospective partners signed a non-disclosure agreement prior to attending the
Information Sharing Event.
3.2 Information Sharing Event – 13th October 2015
All invited prospective partners attended the event which described the journey of the
Trust, strengths, challenges and the aims of partnership.
Breakout sessions were split allowing half the time for a presentation by responsible
Directors and the remaining time for questions and answers to allow potential
partners to clarify the key issues affecting their ability to submit a proposal. The
breakout sessions were split ito the following areas:
(a) Clinical Quality and Workforce
(b) Infrastructure and Finance
3.3 Legal Advice
Mills & Reeve and Monitor both advised the Trust not to share information that could
be classed as commercially sensitive. Although the competitions advice is not set up
with NHS organisations in mind Mills & Reeve suggested that our best course of
action was not to provide information which could give partners a competitive
advantage, i.e. information that we would not want to be available to partners if we
were competing for the same business. Monitor advised that forward looking
information should be shared with caution and not at any detailed level.
Once a preferred partner has been identified both partners will be expected to sign
an information barrier agreement to manage the sharing of commercially sensitive
information. Mills & Reeve are currently reviewing all the information and the
Memorandum of Understanding for MERIT to ensure that this is taken into account in
any legal advice.
4. Communication plan
A stakeholder engagement plan has been developed which ensures that all
stakeholders are informed throughout the following stages of the process:







Announcement of Intention
Assessment to decision
Announcement of decision
Due Diligence to full business case
Approval of transaction
Integration
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Appendix 1
2015
Milestone

Availability requirements

Send out Prospectus to potential
partners
BCPFT Information sharing Event

Execs; All NEDs invited

Partners submit proposal for
Partnership

Timeline
w/c

28

30-Sep-15

C

13-Oct-15

October

Sep
5

12 19 26

November
2

9

G

All Board members (Scoring
required between 9th Nov
and 16th Nov)

16-Nov-15

G

Partner assessment day

Stakeholders; Clinical
Reference Group; Board

27-Nov-15

Communicate preferred provider

Executive Directors

04-Jan-16
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Due Diligence Phase 1

December

Jan Feb Mar Apr May Jun

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr

16 23 30 7 14 21 28

C

09-Nov-15

All Board members score
submissions

2017

2016

G

G
G

Feb-16 to
Apr-16
G

G

G

G

G

G

G

G

G

Outline Business Case (OBC)

Jun-16

Monitor consideration

Aug-16

Referral to CMA Phase 1

Sep-16

Outcome of CMA

Oct-16

G

Oct-16 to
Dec-16

G

G

G

Dec-16

G

G

G

Due Diligence Phase 2
Full Business Case (FBC)
submitted to Monitor
Review and approval of FBC by
Monitor
Mobilisation & Integration

Mar-17
Apr-17

G

G
G

G

G

G

G
G

C = Complete
G = Green (On track)

C:\BlackCountry\Data\AgendaItemDocs\2\9\0\AI00001092\$nbdtsitx.xlsx
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Encl. 5.2

Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

CQC Registration - Removal of Suttons Drive

Presented by:

Sheila Lloyd, Director of Nursing, AHPs and Governance

Author:

Governance Assurance Unit

Purpose:

To approve the removal of Suttons Drive as a registered
location with the Care Quality Commission

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.



We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.



We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.



Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.



Resources will be used effectively, innovatively and in a sustainable
manner.



Relationship to High Level Risks:

None
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Recommendation(s):

To approve the removal of Suttons Drive, Walsall, as a registered location with the
Care Quality Commission, following the transfer of beds, facilities and staff to a
new unit on the Hallam Street Hospital site in West Bromwich.

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.

There are no implications to consider

Regulatory and Compliance matters:
Monitor:


Care Quality
Commission:

Amendments to Registration with the Care Quality
Commission under The Health and Social Care Act
2008.

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other



Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

All organisations that provide, or intend to provide, health care or adult social care in
England must register with the Care Quality Commission under The Health and
Social Care Act 2008. Once registered, it is an ongoing requirement to inform the
Commission of any changes that will affect the organisation’s registration.
All changes to the Trust’s registration must be approved by the Board of Directors.
Suttons Drive in Walsall provides a service for people over 18 years with complex
learning disabilities and mental health needs, who require a 'step down' facility as
part of their rehabilitation programme. The Trust operates a similar 'step down'
facility at another of its locations, Newton House on its Hallam Street Hospital site in
West Bromwich. The Newton House facility has been developed to accommodate
the beds and facilities at Suttons Drive and patients and staff will transfer to the new
facility in November 2015.
The environment at Suttons Drive is currently non-compliant in a number or areas
such as the treatment room, while the new unit will be fully compliant with The
Disability Discrimination Act 1995. Suttons Drive is isolated from any hospital site
whereas the new unit will be part of the Hallam Street site and have access to a
wider range of support. All the bedrooms on the new unit are en-suite in contrast to
Suttons Drive, which does not have en-suite bedrooms; this will markedly improve
the privacy and dignity of residents. The new unit will provide additional operational
safety benefits, including a ligature free environment and more internal space,
allowing for people to be treated in the least restrictive way.
To reflect this change, Suttons Drive will need to be removed from the Trust’s
Certificate of Registration (see attached) with the Care Quality Commission.
In October 2012, the Board approved the separate registration of Newton House
from the main Hallam Street Hospital. Newton House is a ‘step-down’ unit managed
by the Learning Disabilities Group located on the Hallam Street Hospital site, while
Hallam Street Hospital is a registered location for mental health services managed
by the Mental Health Group. To avoid the potential for confusion and delays in
processing CQC related matters, it was agreed that ‘Newton House LD’ be
registered as a separate location. The current certificate of registration reflects this
change so no further alteration is required.
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Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

CQC Registration - Removal of Suttons Drive

Presented by:

Sheila Lloyd, Director of Nursing, AHPs and Governance

Author:

Governance Assurance Unit

Purpose:

To approve the removal of Suttons Drive as a registered
location with the Care Quality Commission

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.



We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.



We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.



Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.



Resources will be used effectively, innovatively and in a sustainable
manner.



Relationship to High Level Risks:

None
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Recommendation(s):

To approve the removal of Suttons Drive, Walsall, as a registered location with the
Care Quality Commission, following the transfer of beds, facilities and staff to a
new unit on the Hallam Street Hospital site in West Bromwich.

Equality & Diversity implications:
An Equality Impact Assessment has not been completed.

There are no implications to consider

Regulatory and Compliance matters:
Monitor:


Care Quality
Commission:

Amendments to Registration with the Care Quality
Commission under The Health and Social Care Act
2008.

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other



Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

All organisations that provide, or intend to provide, health care or adult social care in
England must register with the Care Quality Commission under The Health and
Social Care Act 2008. Once registered, it is an ongoing requirement to inform the
Commission of any changes that will affect the organisation’s registration.
All changes to the Trust’s registration must be approved by the Board of Directors.
Suttons Drive in Walsall provides a service for people over 18 years with complex
learning disabilities and mental health needs, who require a 'step down' facility as
part of their rehabilitation programme. The Trust operates a similar 'step down'
facility at another of its locations, Newton House on its Hallam Street Hospital site in
West Bromwich. The Newton House facility has been developed to accommodate
the beds and facilities at Suttons Drive and patients and staff will transfer to the new
facility in November 2015.
The environment at Suttons Drive is currently non-compliant in a number or areas
such as the treatment room, while the new unit will be fully compliant with The
Disability Discrimination Act 1995. Suttons Drive is isolated from any hospital site
whereas the new unit will be part of the Hallam Street site and have access to a
wider range of support. All the bedrooms on the new unit are en-suite in contrast to
Suttons Drive, which does not have en-suite bedrooms; this will markedly improve
the privacy and dignity of residents. The new unit will provide additional operational
safety benefits, including a ligature free environment and more internal space,
allowing for people to be treated in the least restrictive way.
To reflect this change, Suttons Drive will need to be removed from the Trust’s
Certificate of Registration (see attached) with the Care Quality Commission.
In October 2012, the Board approved the separate registration of Newton House
from the main Hallam Street Hospital. Newton House is a ‘step-down’ unit managed
by the Learning Disabilities Group located on the Hallam Street Hospital site, while
Hallam Street Hospital is a registered location for mental health services managed
by the Mental Health Group. To avoid the potential for confusion and delays in
processing CQC related matters, it was agreed that ‘Newton House LD’ be
registered as a separate location. The current certificate of registration reflects this
change so no further alteration is required.
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Encl. 6.1

Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

Freedom to Speak Up

Presented by:

Sheila Lloyd, Executive Director of Nursing, AHPs and
Governance

Author:

Joyce Fletcher, Deputy Director of Nursing

Purpose:

For information and Assurance

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

X

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.

X

We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.

X

Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.

X

Resources will be used effectively, innovatively and in a sustainable
manner.

X

Relationship to High Level Risks:

None
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Recommendation(s):

For the Board of Directors to note the contents of this report.

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

Regulatory and Compliance matters:
X

Monitor:

X

Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit
X

Quality & Safety
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

Freedom to Speak Up Update:
1. National
Following the independent review commissioned by the Secretary of State, Sir
Robert Francis recommended 20 principles and actions which all organisations who
provide NHS healthcare should implement1.
The Board of Directors have received an initial report on Freedom to Speak Up (April
2015).
The government response to the Freedom to Speak Up consultation, the Public
Administration Select Committee report ‘Investigating Clinical Incidents in the NHS’
and the Morecambe Bay Investigation was published late July /early August 2015.
This sets out overwhelming support to implement the recommendations. The report
sets out the appointment of the Independent National Officer role hosted by the Care
Quality Commission (CQC). It is anticipated that further guidance on the Freedom to
Speak Up Guardian role will be shared in December 2015
2. Local
2.1 Internal Audit Raising Concerns/Whistleblowing
An internal review of Raising Concerns/Whistleblowing practice, policy and
procedures was undertaken May 2015 – June 2015 and final report in July 2015.
This was led through a HR process but involved other key staff members.
The primary concerns raised by internal audit were linked to the Whistleblowing
policy. The, management actions have been agreed and being monitored by the
Audit Committee.
2.2 Work undertaken to date:


BCPFT is now part of a West Midlands and East Group supported by the
Royal College of Nursing to ensure a consistent approach to the Freedom to
Speak Up programme. A summary of the key points raised to date include:
o There is a general confusion between ‘raising concern’ and
‘whistleblowing’.
o NHS Confederation will be developing a generic policy from which
trusts can develop and refine local policies.
o Emphasis on the legal framework the Public Disclosure Act 1998 to
protect individuals who make certain disclosures of information in the
public interest
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Kathy McKeteer has been identified as the Non Executive Freedom to Speak
Up sponsor.
A BCPFT task and finish group taking forward the work programme includes
membership from staff side, HR and clinical members of staff from across the
organisation.
Roadshows have taken place across in patient settings to promote the
Freedom to Speak Up report and inform staff how to raise a concern. This is
being supplemented by regular information being sent to staff via team brief,
grapevine, e-bulletin and discussions in staff teams across the organisation.
The Non Executive Sponsor supported a presentation at the Leadership for
Quality Summit in September 2015 attended by a cross section of clinical
staff from across the trust.
A cultural workshop was held in August and another is planned for September
2015 with the aim of recruiting ‘cultural champions/ambassadors’ some of
which will link into the Dignity Champion programme.
The Freedom to Speak Up work stream is interwoven within the wider
‘Shaping our Future’ engagement and ‘Every Voice Being Head’
organisational development work stream which was discussed at the Board of
Directors in July 2015.
The Freedom to Speak Up Guardian job description has been drafted and out
for comments which will be guided by the awaited national guidance. Options
for a partnership approach for the delivery of this role is currently being
explored.
A project management approach is being taken to the delivery of this work
stream which is currently on task.

(Freedom to Speak Up – An independent review into creating an open and honest reporting culture
in the NHS by Sir Robert Francis QC) - F:\F2SU_web.pdf
1
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Encl. 6.2

Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

Hard Truths Commitments Regarding the Publicity of
Staffing Data – July, August and September 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:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.



We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.



Resources will be used effectively, innovatively and in a sustainable
manner.



Relationship to High Level Risks:

None
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Recommendation(s):

To consider and approve the contents of the report

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

Regulatory and Compliance matters:



Monitor:



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

Previous consideration
Board

Quality & Safety

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds

Other

None

Audit
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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 July (Appendix 1), August (Appendix 2)
and September 2015 (Appendix 3).
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 each month 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.
Lower than planned staffing levels under 90% for any ward/unit are highlighted in
red, while higher than planned staffing levels in excess of 150% are highlighted
using yellow font on green cells. The reason for these levels are reported on an
exceptions basis on the related Appendices.
The majority of higher than planned staffing levels are to cover increased
clinical/patient safety management needs but the exception reports on each
appendix provide further detail.
Meadow Ward’s staffing establishment is being increased to reflect the acuity of
patient need and co-morbidities of that unit.
For September 2015 the patient safety indicators have been triangulated and
reviewed. There is no direct correlation to staffing levels. Medication errors
resulted in no harm and primarily around recording/prescription cards.
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Safe Staffing Summary - July 2015
Appendix 1

WTE
Day
Incidents

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

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

217

80%
76%
75%
47%
98%
92%
64%
67%
79%
75%
100%
82%
88%
88%
69%
60%

78%

Absconds

Falls

Medication

1
2
5
0
1
1
0
0
1
0
0
0
0
0
0
0

0
0
0
0
1
0
5
1
2
0
0
4
3
0
0
0

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

11

16

17

Registered
Assaults on Assaults on
Planned
Staff
Patients
0
4
12
13
3
3
18
0
3
0
1
8
12
0
2
0

79

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

17

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

1891

10% Tolerance
Fill Rate

Night
Unregistered

Registered

Unregistered

Day

Night

Actual

Planned

Actual

Planned

Actual

Planned

Actual

Registered

Unregistered

Registered

Unregistered

Key

139
116
170
161
183
187
140
123
178
74
222
72
71
32
100
62

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

223
322
236
340
155
136
370
248
176
84
396
159
125
69
293
134

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

63
62
88
63
69
62
62
63
72
31
64
31
31
31
31
31

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

99
134
98
156
62
72
151
94
87
31
130
118
111
43
146
99

112%
94%
137%
87%
98%
101%
113%
99%
144%
119%
119%
116%
115%
103%
81%
100%

180%
260%
190%
137%
125%
110%
149%
133%
114%
135%
128%
128%
101%
111%
95%
108%

102%
100%
142%
102%
111%
100%
100%
102%
232%
100%
103%
100%
100%
100%
100%
100%

160%
216%
158%
126%
100%
116%
244%
152%
94%
100%
105%
127%
119%
139%
118%
160%

<90%
90-99%
>100%

2030

2573

3466

775

854

1209

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.

Exception Reports
Macarthur (PICU): 87% Registered Day Staff - Bed occupancy reduced to 47% during the month of July and a combination of bank and agency staff
and increase in HSCW were employed to mitigate this. There was no correlation between staffing levels and the number of incidents reported.
Ridge Hill: 81% Registered Day Staff - this was due to fluctuations in short stay and overall occupancy levels of 69% for the month of July
Abbey: 180% Unregistered Day Staff + 160% Unregistered Night Staff - Friar House had a patient on level 3 3:1 observations which Abbey House
helped out with for 56 shifts
Charlemont: 260% Unregistered Day Staff + 216% Unregistered Night Staff - this was because of high level observations on the ward and
supporting a Friar patient in the Extra Care Area at Penn Hospital
Friar: 190% Unregistered Day Staff + 158% Unregistered Night Staff - there was one patient on Level 3 3:1 observations, another patient on 2:1
observations and other patients on 1:1 observations during the month of July
Chance: 244% Unregistered Night Staff - there were 5 patients on 1:1 observations for most of the month of July
Salter : 152% Unregistered Night Staff - 3 patients on Level 3 1:1 observations, Escorts for ECT, Escorts to outpatient appointments, Escorts/home
visits as care planned
Meadow: 232% Registered Night Staff - because training needs and ward leadership are still being established. There was also high observations
and escorts required during the day
Suttons Drive: 160% Unregistered Night Staff - there was a new admission that required level 3 3:1 observations

1631

107%

135%

110%

136%

Total
124%
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Safe Staffing Summary For Board Reports - August 2015
Apppendix 2

WTE
Day
Incidents

Specialty

Page 121

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

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

217

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

Falls

Medication

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!

Registered
Assaults on Assaults on
Planned
Staff
Patients
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

10% Tolerance
Fill Rate

Night
Unregistered

Registered

Unregistered

Actual

Planned

Actual

Planned

Actual

Planned

Actual

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!

#REF!

#REF!

#REF!

#REF!

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): 84% Registered Day Staff - there are currently six Band 5 vacancies and a combination of bank and agency staff to increase
HSCW were employed and bed occupancy level at 63% helped to mitigate this. There was no correlation between staffing levels and the number
of incidents reported.
Meadow: 219% Registered Night Staff : 80% Unregistered Night Staff - the establishment for staff on nights has been changed following a
review but is not yet reflected in planned levels
Ridge Hill: 77% Registered Day Staff - this was due to fluctuations in short stay and overall occupancy levels of 65% for the month of August
Abbey: 173% Unregistered Day Staff and 155% Unregistered Night Staff - there was two shifts per week where a patient had ECT, there
were 2 days where 1 patient was on 2:1 observations and 15 days where a patient was on 1:1 observations. There are currently 3 Band 5
vacancies.
Charlemont: 214% Unregistered Day Staff and 171% Unregistered Night Staff - because of high level observations 1 patient for 11 days and
another patient for 2 days. There are also 3.5 Band 5 vacancies, 1.4 Band 6 vacancies and 0.5 Band 2.
Friar: 173% Unregistered Day Staff - because of the number of high level observations throughout August
Chance: 166% Unregistered Day Staff and 244% Unregistered Night Staff - because of 1 Long term sick HCSW Band 3 and due to three level
three
observations; awaiting long term placement for two level 3 observations
Salter: 171% Unregistered Night Staff - because of 4 patients on Level 3 1:1 observations
Newton: 169% Unregistered Day Staff - escorting is required for each patient on a daily basis for in house activities and to access the
community at large for services and further activies
Penrose: 152% Unregistered Day Staff and 163% Unregistered Night Staff - an admission on 5th August of a male patient who required 2 to 1
male staff support 24hrs per day

#REF!

Day

Night

Registered Unregistered Registered Unregistered
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

Key

#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!
#REF!

#REF!

<90%
90-99%
>100%

Total
#REF!

Safe Staffing Summary For Board Reports - August 2015
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Safe Staffing Summary For Board Reports - September 2015
Appendix 3

WTE
Day
Incidents

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

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

217

81%
88%
82%
96%
94%
91%
75%
74%
77%
70%
97%
71%
89%
95%
67%
59%

83%

0
1
2
0
0
0
0
0
0
0
0
0
0
0
1
0

4

Falls

Medication

0
1
1
1
1
0
2
5
4
0
0
1
1
0
0
0

1
2
5
0
3
4
0
1
8
0
0
0
0
0
0
0

17

24

Registered
Assaults on Assaults on
Planned
Staff
Patients
0
3
11
9
2
5
5
0
5
2
2
14
3
0
5
0

66

0
3
3
6
2
4
2
0
6
0
4
1
0
0
1
0

32

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

1830

10% Tolerance
Fill Rate

Night
Unregistered

Registered

HCSW

Day

Actual

Planned

Actual

Planned

Actual

Planned

Actual

131
127
135
174
181
181
113
138
166
67
199
59
64
32
110
65

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

187
227
215
484
165
123
290
188
202
85
394
193
139
90
249
110

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

62
60
64
69
60
60
61
60
62
31
61
30
30
30
30
30

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

71
87
81
240
71
60
130
66
86
30
122
151
114
64
121
60

1942

2490

3341

750

800

1170

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
Abbey 156% Unregistered Day Staff - because of 1:1 observations for 22 days and 2:1 for 1 day. Electronic Health Records training for half a
day required bank to cover this, all staff trained within 3 weeks of September
Charlemont 189% Unregistered Day Staff - due to the need for high level observations to be put in place
Friar 179% Unregistered Day Staff - due to high levels of staff sickness as well as patient observations
Macarthur 202% Unregistered Day Staff : 200% Unregistered Night Staff - because of the high level of observations Level 3 1:1 staff for
three patients for a total of 216 hours Level 3 2:1 staff for six patients requiring twelve staff to complete for a total of 926 hours
Chance 217% Unregistered Night Staff - because the night shift commences at 7.30pm and requires higher staffing to support behaviours that
challenge. Two patients require three/four staff to support continence care and personal activities of daily living. The same patients are awaiting
continuing health care (CHC) funded long term beds.
Meadow 207% Registered Night Staff - because patients with co-morbidities and high level of risk and need requiring 2 RMN’s per night shift
to ensure safety on the ward
Penrose 161% Unregistered Day Staff : 168% Unregistered Night Staff - because of high observation levels in place for one patient who
required 2:1 male staff throughout the day and night. During this period we also had a further 2 patients on 1 to 1 observations during the night
Pond Lane 150% Unregistered Day Staff : 213% Unregistered Night Staff - 1 patient is on continuous 1:1 observations due to the level of risk
to others

1554

Night

Registered Unregistered Registered Unregistered
109%
106%
113%
97%
101%
101%
94%
115%
138%
112%
111%
98%
107%
107%
92%
108%

106%

156%
189%
179%
202%
138%
103%
121%
104%
135%
142%
131%
161%
116%
150%
83%
92%

134%

103%
100%
107%
115%
100%
100%
102%
100%
207%
103%
102%
100%
100%
100%
100%
100%

106%

Key

118%
145%
135%
200%
118%
100%
217%
110%
96%
100%
102%
168%
127%
213%
101%
100%

133%

<90%
90-99%
>100%

Total
122%
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Encl. 6.3

Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

Review of Staffing Establishment

Presented by:

Sheila Lloyd, Executive Director of Nursing, AHPs and
Governance

Author:

Joyce Fletcher, Deputy Director of Nursing, Scott
Humphries, General Manager (LD) and Heidi Cater, Head
of Nursing (MH)

Purpose:

For information and Assurance

Relationship to strategic objectives:
Strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.

X

We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.

X

Resources will be used effectively, innovatively and in a sustainable
manner.

X

Relationship to High Level Risks:
Yes - Risks: 327 (Vacancies) and 22 (Training Bank Staff) on High Level Risk
Register.

Page 125

Recommendation(s):
To receive and note the report.

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

Regulatory and Compliance matters:
X

Monitor:

X

Care Quality
Commission:
Other:
None:

Previous consideration
X

Board
Audit
Quality & Safety
Other

Quality and
Safety
Steering
Group

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

1.0 Introduction

In the government commitment to ‘Hard Truths’ How to ensure we have the right
people at the right place at the right time (2014), the secretary of state outlined the
requirement for NHS organisations to demonstrate they are delivering safe and
effective care.
Since April 2014 a range of actions have been put in place which includes the
publishing of actual versus planned staffing numbers of registered nurses and nonregistered (HCSWs) staff within inpatient services on a monthly basis on My NHS –
NHS choices and monthly exceptions reports to the Board of Directors.
A further requirement of the Hard Truths commitment is that the Board of Directors
ensures that the staffing establishment is reviewed at six monthly intervals.
A separate paper was received by the BoD in September 2015 based on Guidance
on nursing agency spend rules (Monitor September 2015). This guidance sets out
clear limits for agency spends with supportive actions to enable this to happen.
However there are clear expectations that quality should not be compromised in
doing so.
This report sets out a update of the review of staffing establishment for Learning
Disability and Mental Health Services October 2015
2.0 Learning Disability Review of Inpatient Nursing Establishment, Capacity and
Capability Review

The attached report (Appendix 1) presents an update position in relation to the
above.
This report builds on the two previous reviews of Nursing Staffing Capacity,
Capability and Establishment – Learning Disability in (2014) and March 2015. This
was following a significant review of the workforce in Learning Disability Services
The Learning Disabilities Division faces a number of current challenges in respect of
the delivery of assessment and treatment and forensic inpatient beds across the four
boroughs of the Black Country, including:


Financial challenges in 2015/16 and beyond.



Occupancy variances and income for bed day costs with the prospect of spot
purchasing in the future means that the staffing ratio and numbers per shift
and per patient needs to be safe, viable and consistent in the future. This will
ensure sustainability.
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Culture and practice of units need to be challenged to ensure financial
sustainability and management accountability against establishments and
reduction in bank and agency use.



The review of safe staffing on each unit is scrutinised on a daily basis and
reported monthly through Divisional and wider Trust governance processes.

3. Mental Health Review of Inpatient Nursing Establishment, Capacity and Capability
Review

The attached report (Appendix 2) presents an update position in relation to the
above.
A full review of Nursing Establishment, Capacity and, Capability–was undertaken
May 2015 which has been refreshed September 2015 to reflect progress and
provide an updated Group position.
This review outlines the baseline staffing levels currently required to support full bed
occupancy within each inpatient mental health ward. The review also recognises
changes in patient acuity and clinical presentation and this will require factoring in to
future establishment and skill mix reviews.
The paper also outlines the current revision of shift patterns introduced in autumn
2014 and the need for further review in some of the clinical areas.
3.0 Safe Staffing Evidenced based tools.
The Mental health and Learning Disability Groups participated in a West Midlands
Safe Staffing pilot to support the development of a evidence based Safer Staffing
tools. This programme of work was previously reported to the Board of Directors in
March 2015. The tool sponsored by Health Education West Midlands are now
launched and the trust is piloting the tools within and inpatient unit (Dale Ward) Penn
Hospital.
The trust is working closely with two other Mental Health Trusts in the roll out of the
tools. Dates are set for Trust visits both to BCPFT and external visits.
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Appendix 2

Review of Inpatient Nursing Establishment,
Capacity and Capability Review
Mental Health Group
September 2015
Review March 2016
Author: Heidi Cater, Head of Nursing, Mental Health
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Introduction
There is an organisational requirement to review nurse staffing levels across the
Mental Health Inpatient services every six months. A full review was undertaken May
2015 and this paper has been refreshed to reflect progress and provide an updated
Group position.
The paper will outline the current staffing levels required to reflect the bed occupancy
within inpatient services and changes in patient acuity and clinical presentation.
The paper will also reflect on the revision in shift patterns introduced in autumn 2014
and the need for further review in some of the clinical areas.
The Mental Health Group has nine inpatient wards across four hospital sites:
-

Edward Street Hospital; Sandwell Borough - Older adults

-

Hallam Street Hospital; Sandwell Borough - Adults of working age

-

Penn Hospital; Wolverhampton, Adults and Older Adults

-

Macarthur Centre; Sandwell Borough, Male Psychiatric Intensive Care Unit
(PICU)

The inpatient service is described in more detail in table 1
Table 1 – Mental Health Inpatient Services
Ward

Speciality

Edward Street Hospital
Salter Ward

Older adults with functional disorders assessment
and treatment ward

Chance Ward

Older adults with organic disorders (complex needs),
assessment and treatment ward.

Hallam Street Hospital
Charlemont Ward

Adult acute inpatient

Friar Ward

Adult acute inpatient

Abbey Ward

Adult acute inpatient

Penn Hospital
Meadow Ward

Older adults inpatient assessment and treatment
ward (Functional and Organic disorders )

Dale Ward

Adult acute inpatient (female)

Brook Ward

Adult acute inpatient (male)

Macarthur Centre

Male Psychiatric Intensive Care Unit
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Shift Patterns Review
Prior to May 2014, each hospital site had shift patterns that reflected the legacy of
the pre-Black Country Partnership arrangements; these therefore varied from site to
site and were a mixture of long and short day shifts.
The Sandwell hospital sites (Edward Street, Hallam Street and Macarthur Centre)
worked a long day shift pattern for day time shifts with a reduced handover time (see
Table 2).

Table 2 Hallam, Edward Street, and Macarthur Shift Pattern prior to proposed
changes, (May 2014)
Shift

Start/End
times

Hours worked

Break

Handover
time (end
of shift)

Early

07:00 – 14:00

6 hrs 30 mins

30 mins

1 hr

Late

13:00 – 20:00

6 hrs 30 mins

30 mins

30 mins

Long Day

07:00 – 20:00

12 hrs 15 mins

45 mins

30 mins

Night

19:30 – 07:30

10 hrs 43 mins

1 hr 17 mins

30 mins

Within this shift pattern staff were required to work two long days and two short days
within a week. However, staff often worked 3 long days; this practice meant that
staff worked 36 ¾ hours per week leaving a shortfall of 45 minutes each week. Ward
managers were therefore required to monitor this ‘time owed’ or shortfall and book
staff in for an extra shift every four months.
Penn hospital staff worked a short day shift pattern (see table 3):
Table 3 – Penn Hospital Shift Pattern prior to the proposed changes (May 2014)
Shift

Start/End
times

Hours worked

Break

Handover
time (end
of shift)

Early

07:10 – 14:50

7 hrs 10 mins

30 mins

1 hr

Late

13:50 – 21:30

7 hrs 10 mins

30 mins

30 mins

Night

21:00 – 07:25

9 hrs 25 mins

43 62.5 mins

15 mins
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Due to the shortfall of day shifts in supporting a 37.5 hour working week, staff were
required to work one lengthened shift per week to make up the 1 hour 40 minutes
(either 7:10 until 16:30, or 12:30 until 21:30), this shift was worked on week days, not
weekends. This offered no additional benefit as it did not equate to a whole shift and
whilst offering some level of staffing overlap this did not occur every day
Issues with the Historic Shift Patterns
In a Nursing Times1 survey of 2,837 nurses and healthcare assistants, whilst it was
found that respondents felt similarly in preference to either 12 or 8 hour shifts, 22%
of respondents noticed they had made more errors during 12 hour shifts compared
to 2% who felt the same about a shorter shift. Overall 60% of respondents said they
felt more physically exhausted after a 12 hour shift.
The complexity of the historical shift patterns were also likely to make keeping track
of hours worked and time owing difficult for ward managers. This offered the
potential for payroll inaccuracies and informal hours worked to make up for a
shortfall in hours worked when completing three long days.
The then-long day shift patterns worked in Edward Street and Hallam Street
hospitals made the covering of short term absence difficult as cover was not readily
possible by permanent staff. This would have to fall on a rest day and would require
the cover of a 12 hour shift. A short day shift pattern, particularly in relation to a late
shift can be covered by a member of staff currently on shift ‘staying on’ to cover short
falls. The bank team found covering short notice absence difficult (shortage identified
within 12 hours of the start of the shift); this accounted for a quarter of all requests
for cover and was considered likely to improve with a short day shift pattern.

Changes to Shift Pattern in May 2014
The organisation aimed to implement a new shift pattern that offered short day shifts
to minimise risk of care errors and reduce staff fatigue. However, since
implementation some clinical areas have requested a further review.
Penn Hospital
The shift pattern changes proposed in May 2014 were rejected at Penn Hospital
during the consultation process. Staff Side supported nursing staff to then formalise
derogating against the working time directive regulation 10 , this relates to the
consecutive rest period between a late and early shift.

1

“Nurses split over shift patterns”, Sarah Calkin, Nursing Times, 17th July 2012.
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Table 4 Penn Hospital Wolverhampton Shift pattern agreed and implemented
post consultation
Shift

Start/End
times

Hours worked

Break

Handover
time (end
of shift)

Early

07:00 – 15:00

7 hrs 30 mins

30 mins

1.30 hr

Late

13:30 – 21:30

7 hrs 30 mins

30 mins

30 mins

Night

21:00 – 07:25

9 hrs 25 mins

62.5 mins

25 mins

Table 5 –Shift Pattern Implemented Hallam Street, Edward Street and
Macarthur at Sandwell
Shift

Start time

Finish
time

Hours worked

Break

Early

07:00

15:00

7 hrs, 30 mins

30 mins

Handover
time (end
of shift
3 hrs

Late

12:00

20:00

7 hrs, 30 mins

30 mins

30 mins

Night

19:30

07:30

10 hrs, 43 mins

1 hr, 17 mins

30 mins

Table 5 shift pattern offers five 7.5 hour day shifts equating to 37.5 hours ( 1 Whole
Time Equivalent). A total of seven night shifts are required to be worked over two
weeks per WTE.
The morning and night time handover period remains at 30 minutes to enable a
concise risk-based handover to occur. The mid-day handover would be considered
the main daily handover where staff are able to discuss clinical care in more detail
and collectively guide or develop management plans for individual intervention
needs.
The extension of this handover period provides a range of additional benefits by
enabling a range of support or development processes to take place within the
additional 1 hour 30 minutes available (described as Enhanced Patient
Engagement and Clinical Activity time):
- The availability of additional staff to support periods of short escorted patient
leave
- The ability to facilitate regular patient ‘community meetings’
- To enable planned Named Nurse sessions and one to one patient
engagement.
- To facilitate staff meetings
- Support clinical staff supervision sessions
- To enable staff training or clinical skills update sessions
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Initially staff within the Sandwell services reported a positive impact on delivery of
safe and effective care .
However, MacArthur requested a further review which led to a revised shift pattern
proposal being presented by the clinical team in June 2015 (see table 6) The
rationale for change outlined benefits for both staff and patients including:
-Continuity of patient care delivery achieved with the long days.
-Reduction in shift pattern overlap as patient feedback has indicated a large
number of staff in the clinical area for significant periods of time can be unsettling
and intimidating .
-Staff benefit by rest days being together each week.
-Elimination of long stretches ie 6 days plus.
-Improved work life balance/general well being and increased down time.
-Potential cost savings currently being analysed by finance.
-Potential reduction in sickness absence (to be monitored during the trial period by
workforce).

Table 6 Macarthur trial shift pattern effective 24th August 2015 to 31st
December 2015
Weeks 1 and 3
Shift

Finish
time
20.00
15.00
20.00

Hours worked

Day
shift
pattern

Start
time
07.00
07.00
12.30

Night

19:30

07:30

10 hrs, 43 mins

Finish
time
20:00
15.00
20.00
07:30

Hours worked

12.25 hours
07.50 hours
07.50 hours

Staff work a combination of one
long shift and three short shifts
bi weekly (weeks 1 and 3)

Weeks 2 and 4
Shift
Day
shift
pattern
Night

Start
time
07:00
07.00
12.30
19:30

12.25 hours
07.50 hours
07.50 hours
10 hrs, 43 mins

Staff work a combination of two
long shifts and two short shifts
(weeks 2 and 4)

Over a two week period full time staff will work 75 hours .

Page 137

7|Page

Current Funded Nursing Establishment
Table 7 Substantive Registered Nurses

Inpatient Ward
Abbey House
Charlemont House
Friar House
PICU
Brook Ward
Dale Ward
Meadow Ward
Salter Ward - Ed St
Chance Ward - Ed St

Budget
Actual
Variance
WTE
WTE
WTE
15.68
11.83
3.85
15.68
8.79
6.89
15.68
12.23
3.45
20.64
15.80
4.84
17.64
10.35
7.29
17.64
13.80
3.84
15.91
11.00
4.91
14.78
11.80
2.98
14.97
11.98
2.99
148.62
107.58
41.04

Table 7.1 Substantive Healthcare Support Workers

Inpatient Ward
Abbey House
Charlemont House
Friar House
Brook Ward
Dale Ward
Meadow Ward
Salter Ward - Ed St
Chance Ward - Ed St

Budget
Actual
Variance
WTE
WTE
WTE
10.92
11.88
(0.96)
10.92
10.80
0.12
10.92
11.03
(0.11)
10.92
11.17
(0.25)
10.92
11.00
(0.08)
9.43
7.55
1.88
10.92
10.80
0.12
16.38
16.66
(0.28)
91.33
90.89
0.44
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Tables 7 and 7.1 outline the current funded establishments for both nursing and
healthcare support workers .There is currently a significant variance between
funded and actual whole time equivalent registered nurses in post. Recruitment of
registered mental health nurses particularly at Band 5 remains an ongoing challenge
for the Group. It is important to note this is not unique to BCPFT and mirrors the
national picture. It is therefore unclear at this point , in the absence of appointment to
all substantive posts how appropriate and effective the agreed staffing
establishments are.
Factors which have an impact on this and need further review include:





Recruitment and retention of registered nurses
Understanding and evidencing the changes in acuity and clinical presentation
(particularly Brook ward at Penn ,Hallam and Macarthur )
The increased use of beds in some areas exceeds 85% occupancy on a
frequent basis.
Developments in clinical care delivery which may influence future staffing
requirements.

Review of staffing levels
The RCN Institute2 in its ‘Setting Safe Nurse Staffing Levels’ paper (Scott, 2003)
recommends that mental health inpatient wards have a minimum of three registered
nurses on each day shift and two at night to maintain safety. The RCN also
recommends a 1:3 staff to patient ratio for high dependency patient groups in mental
health settings. On this basis the Group has recommended a minimum ratio of 1:4
for adult acute inpatient wards. Staff to patient ratios of 1:3.3 to 3.6 are
recommended for Older Peoples wards3 by the RCN. Therefore as an overall target
across all inpatient wards it is recommended that staff to patient ratios should be a
minimum of 1:4 during the day and 1:5 at night. On this basis Table 8 offers the new/
proposed staff and the associated ratios per shift:
Staffing levels are designed to support 85% and above occupancy levels; occupancy
below this should enable wards to reduce their staffing levels accordingly. The
current activity however often exceeds the 85% occupancy threshold for many of
the wards
Safe Staff levels are also influenced by patient acuity, levels of dependency and
complex clinical need not just occupancy figures. The current staffing plans reflect
RCN recommendations however, there are three potential outliers Brook, Salter and
2

Scott (2003), Setting Safe Nurse Staffing Levels, RCN Institute

3

Hayes & Ball (2012), Safe Staffing for Older Peoples Wards, RCN
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Meadow Ward. A review of bed numbers on Salter is currently in progress with a
potential to reduce occupancy. Meadow ward is under review in line with the current
Improvement Plan. Brook Ward is to undergo review in response to the increase in
acuity and serious incidents that have been reported over recent months. It is worthy
to note all of the three identified clinical areas have relatively newly appointed Ward
Managers. It is critical that they are familiarised with the service and team they lead
to enable them to fully articulate future service needs and nursing establishment.

Table 8 Minimum Safe Staffing Levels and Ratio of Staff to Patients
Ward
Beds
Staff per Ratio
Ratio
Ratio
shift
(early
(late
(night
(early,
shift)
shift)
shift)
late,
night)
Edward Street
Hospital
Salter Ward

22

5, 5, 4

1:4.4

1:4.4

1:5.5

Chance Ward

18

6, 6, 5

1:3

1:3

1:3.6

Charlemont Ward

18

5, 5, 4

1:3.6

1:3.6

1:4.5

Friar Ward

18

5, 5, 4

1:3.6

1:3.6

1:4.5

Abbey Ward

18

5, 5, 4

1:3.6

1:3.6

1:4.5

Meadow Ward

16

5, 5, 4

1:4

1:3.2

1:4

Dale Ward

16

5, 5, 4

1:3.2

1:3.2

1:4

Brook Ward

20

5, 5, 4

1:4

1:4

1:5

12

7,7,6

1:1.7

1:1.7

1:2

Hallam Street
Hospital

Penn Hospital

Macarthur
Macarthur

Skill Mix
The RCN paper recommends a staffing skill mix of a minimum of 50:50 registered
nurses to health care assistants for ‘safe care’ with ideal ratios of 65:35. Table 9
shows the modelled staff and skill mix ratios for each of the inpatient wards. On
successful appointment to all funded posts the wards will be in a position to function
in line with the RCN recommendations.
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Table 9 – Staff Skill Mix
Ward
Staff per
shift
(early, late,
night)

Registered
Nurse per
shift (E, L,
N)

Ratio (registered vs. HCSW)

Edward Street
Hospital
Salter Ward

5, 5, 4

3, 3, 2

60:40, 60:40, 50:50

Chance Ward

6, 6, 5

3, 3, 2

50:50, 50:50, 40:60

Charlemont Ward

5, 5, 4

3,3,2

60:40, 60:40 50:50

Friar Ward

5, 5, 4

3,3,2

60:40, 60:40 50:50

Abbey Ward

5, 5, 4

3,3,2

60:40, 60:4050:50

Meadow Ward

5, 5, 4

3, 3, 2

60:40, 60:40, 50:50

Dale Ward

5, 5, 4

3, 3, 2

60:40, 60:40, 50:50

Brook Ward

5, 5, 4

3, 3, 2

60:40, 60:40, 50:50

Hallam Street
Hospital

Penn Hospital

Sickness Absence
Sickness levels are currently significantly higher than the Trust target of 4.5%. This is
due to a combination of both long and short term sickness. Sickness/ Absence
continues to be actively managed in line with policy and monitored on a monthly
basis through both Quality and Safety and Group Management Board.
A 25% time out figure would ensure establishments are furnished to support the
mandatory training and annual leave requirements in addition to meeting the trust
target sickness level 4.5%. (However, the staffing establishments are currently set at
20%) creating a potential deficit. Therefore sickness levels that sit above the Trust
target will have a substantial impact on the ability of wards to staff themselves
adequately without resorting to temporary staffing through the use of bank and
agency.
Temporary staff are generally used:
 To cover staffing shortfalls relating to sickness and time out (eg. training) to
maintain minimum staff levels
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To support wards where additional staff above the minimum level are
required. Including ,increased acuity, identified risk, clinical observations, off
site escorts .

Clinical Observations currently have a significant impact on increased use of
bank and agency. This has been explored in detail by the development of a
Clinical Observation Task and Finish Group. Actions from the group have
included a full review of the Clinical Observation Policy and identification of key
work streams to be progressed which anticipate a positive impact from both a
clinical and financial perspective .

Table 10 - Inpatient wards sickness levels April – July 2015
Sickness
Levels YTD

Hospital

Ward

Apr-15

May-15

Jun-15

Jul-15

Edward
Street
Hospital

Salter Ward

10.28%

7.48%

8.51%

12.49%

9.67%

Chance
Ward

10.83%

12.73%

18.32%

13.48%

13.81%

Charlemont
Ward

4.58%

3.18%

4.74%

9.04%

5.41%

Friar Ward

4.68%

0.63%

2.42%

7.18%

3.71%

Abbey
Ward

4.79%

11.03%

2.33%

0.66%

4.72%

10.75%

15.83%

2.58%

0.08%

7.49%

Dale Ward

5.16%

5.08%

5.64%

7.04%

5.77%

Brook Ward

5.37%

10.42%

2.55%

2.88%

5.38%

Hallam
Street
Hospital

Penn
Hospital

Meadow
Ward

Page 142

12 | P a g e

Bank and Agency Use
The annual expenditure on bank and agency staff almost reached £3.5 million in
2014-15 across the nine inpatient wards, this compares to £1.8 year 2013-14. Table
11 indicates the current expenditure on temporary staffing April to August 2015
which is in excess of £1.6. There are a number of factors that impact on usage.



Vacancy factor across all sites.
Acuity of the service users –Macarthur have developed an acuity tool at
local level which will be piloted from November 2015. In addition, to support
National Tool development the Trust participated in the West Midlands Safe
Staffing pilot February 2015. This required an extensive data collection
exercise by identified clinical teams.

Clinical Observation and Engagement – The implementation of clinical
observations within Chance Ward Edward Street has remained consistently
high in relation to the multi factoral complexities of mental health and old age.
Other areas are also reporting increasing use attributed to a variety of risk
factors including acuity, self-harm, falls, delayed discharges and
environmental / estate related issues.
Table 11 - Bank and Agency Expenditure April – August 2015
Hospital

Ward

Bank £

Agency
£

Edward St

Salter

64,634

44,654

109,288

165,289

99,307

264,596

229,923

143,961

373,884

116,684

77,944

194,628

Abbey

80,925

49,341

130,266

Friar

60,183

68,444

128,627

257,792

195,729

453,521

Brook

56,222

110,848

167,070

Dale

43,387

88,181

131,568

Meadow

93,699

134,870

228,569

193,308

333,899

527,207

119,943

194,494

314,437

800,966

868,083

1,669,049

Chance

Hallam
Street

Penn
Hospital

Heath
Lane

Charlemont

Macarthur

Total £
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Recommendations
Following review of the Inpatient Nursing Establishment the Mental Health Group
recommends the following:
1. For the Group to actively engage in the activities / sub groups aligned to
Workforce Development to support recruitment to vacant substantive posts
and retention of existing staff
2. To engage at local level with clinical teams to be creative in recruitment
processes and identify target audiences. ie learner nurses pending
registration, apprentices, regular temporary staff, registered general nurses.
3. Effectively manage all workforce changes ie retirement, succession
planning.
4. All sites to re-review their current shift patterns to ensure that they support
both staff wellbeing and delivery of safe and effective care
5. Ward establishments and budgets, to be reviewed to prepare for the
pending introduction of the Duty Senior Nurse role (date yet to be
confirmed)
6. Staffing and skill mix review to be progressed in the three identified outliers
Brook, Meadow and Salter by December 2015
7. Explore recruiting with a small over establishment being available to reduce
the use of temporary staffing
8. To review the staffing levels to ensure that they are sufficient to cover
headroom for training and service need including acuity.
9. The Mental Health Group will minimise the risk of overspend by:
a. The continued management of sickness levels toward the Trust target
of 4.5%
b. Continue to closely monitor the performance against this programme
within the Divisional Management Board on a monthly basis.
10. To implement the revised Clinical Observation and Engagement Policy
November 2015 and monitor its effectiveness via 6 monthly audit.
11. To progress the agreed work streams relating to Clinical Observation
directed by the Task and Finish Group September 15 onwards.
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Following Implementation of the above recommendations a further review will be
undertaken March 2016
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Appendix 1

Review of Inpatient Nursing Establishment,
Capacity and Capability Review
Learning Disability Group
September 2015
Review March 2016
Author: Scott Humphries, General Manager, Learning Disabilities
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Review of Nursing Staffing Capacity, Capability and
Establishment Update – Learning Disability
1. Introduction
The purpose of this paper is to update and refresh the staffing paper put forward in
2015 in relation to the staffing review undertaken within Learning disabilities inpatient
units. The paper also provides and update on the new forensic step-down male and
female units on the Hallam Street Hospital Site (Langley House & Newton House).
2. Background
The Learning Disabilities Division faces a number of current challenges in respect of
the delivery of assessment and treatment and forensic inpatient beds across the four
boroughs of the Black Country, including:
•

Financial challenges in 2015/16 and beyond.

•

Occupancy variances and income for bed day costs with the prospect of spot
purchasing in the future means that the staffing ratio and numbers per shift
and per patient needs to be safe, viable and consistent in the future. This will
ensure sustainability.

•

Culture and practice of units need to be challenged to ensure financial
sustainability and management accountability against establishments and
reduction in bank and agency use.

•

There is a need for the Division to state its safe staffing levels on all inpatient
units, which needs to be based on occupancy not overall establishment. The
group now need to work on a stepped model of care
to ensure
establishments and safe staffing numbers reflect occupancy levels and
efficient use of staff resources.

•

There has been a significant difference in the Health Care Support Worker
(HCSW) skill mix across inpatient units with no agreed ratio of Band 2 to Band
3 HCSW staff.

3. Inpatient Workforce Redesign
In order to ensure that staffing levels meet the clinical requirements of each unit and
are consistent across units, consultation has taken place with all unit managers in
order to develop a staffing model and skill mix that meets the needs of the service.
This consultation has looked at the following aspects of staffing:




What is clinically required for each unit (based on Unit Managers review of
clinical need on each unit)
Benchmarking all units to ascertain patient to staff ratios
What are the safe staffing levels for each unit
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Current establishments were then reviewed against the safe staffing levels to
ascertain how the current budgeted establishments compared to the revised
modelling and staffing levels.
In addition, in order to address the current disparity in the HCSW workforce across
the Division, it has been agreed that a 60:40 split of Band 2 HCSW to Band 3 HCSW
will be applied across all units to ensure an appropriate and equitable skill mix.
The agreed safe staffing levels for each unit were therefore agreed as follows:
Unit

Early

Late

Night

Gerry Simon Clinic

8

8

6

Newton House

2

2

2

Penrose*

6

4

Daisy Bank*

5

3

Pond Lane*

3

2

Ridge Hill

7

7

Suttons Drive*

6

5
3

*Penrose, Daisy Bank, Pond Lane and Suttons Drive currently operate a long day
shift pattern

The safe staffing levels will be broken down by qualified nursing staff and HCSW as
follows:
Unit
Gerry Simon Clinic
Newton House
Penrose
Daisy Bank
Pond Lane
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Early

Late

3 Qualified Nurse
3 Qualified Nurse
5 HCSW
5 HCSW
1 Qualified Nurse
1 Qualified Nurse
1 HCSW
1 HCSW
2 Qualified Nurse
4 HCSW
2 Qualified Nurse
3 HCSW
1 Qualified Nurse
2 HCSW
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Night
2 Qualified Nurse
4 HCSW
1 Qualified Nurse
1 HCSW
1 Qualified Nurse
3 HCSW
1 Qualified Nurse
2 HCSW
1 Qualified Nurse
1 HCSW

Ridge Hill

2 Qualified Nurse
2 Qualified Nurse
1 Qualified Nurse
5 HCSW
5 HCSW
4 HCSW
Suttons Drive ( to
2 Qualified Nurse
1 Qualified Nurse
close October 2015)
4 HCSW
2 HCSW
Langley
3 Qualified Nurse
2 Qualified Nurse
3 HCSW
2 HCSW
*Each unit also has a full-time Band 7 Ward Manager in addition (supernumerary)
The agreed staffing levels have been used to develop a new workforce
establishment for each service in 15/16 and this has been reflected in budget setting.
Due to the significant increase in the number of Band 2 staff across the Division this
has left a high number of vacancies to fill. An external recruitment process has taken
place an appointed 12 wte band 2 staff. A further recruitment process is underway
to fill the remaining 12 posts following the skill mix review. At the time of writing we
have completed the organisational management of change to address over and
under- establishments within the band 3 workforce. During this process we have
experienced a high level of retirement’s which has resulted in a further 4 band 3
vacancies which are currently out to advert.
At the time of writing we currently have a band 6 vacancy which is being filled
internally as the post holder is currently acting up in another area. All qualified
nursing posts for the new Langley and Newton development have been filled.
4 Shift Patterns
Existing shift patterns are scheduled for review which is also linked to the CIP plans
however this will not change at this time until completion of the current mental health
review so lessons can be learnt from the process.
5 Sickness levels
The LD Division has made significant progress against the trusts sickness absence
target although it is noted to need further work.
The latest reported data for July 2015 provides a sickness absence rate across the
division of 6.32%. The group continues to show improvements in this area and
generally the trend is positive from a figure .8.2% in June 2015. Sickness Absence
meetings are held with Human Resources where all long term sickness cases are
reviewed to ensure actions and decisions are appropriate and timely.
6 Conclusion
The review of safe staffing on each unit is scrutinised on a daily basis and reported
monthly through Divisional and wider Trust governance processes.
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continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.

Relationship to High Level Risks:
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Recommendation(s):

To note the contents of the report

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

Previous consideration
Board
Audit
Quality & Safety
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None

Page 154

x

Executive Summary

Further to a request from the Trust Board to understand the nursing and healthcare support
worker workforce within the Trust, this report provides an insight into the key issues and
drivers of the current Trust situation in respect of the numbers of staff within these staffing
groups, and to outline the interventions in place to address and respond to this situation.
There has been a national focus on the registered nursing workforce due to a range of
drivers, notably the implementation of the safer staffing programme. In addition, there is a
recognised national shortage of registered nurses impacting on the ability of all trusts to
recruit suitably qualified staff into these posts. This has led to a widespread reliance on
agency nurses with the resulting impact of this on NHS finances. This has culminated in the
recent introduction of the new agency regulations.
We currently employ 597 Nurses (HC), which equates to 561.46 (WTE) staff in post. Our
current establishment is 668.1 WTE which indicates 106.64 WTE nurse vacancies. This
level of vacancies is significantly higher than the historic situation e.g. in Sept 13 the nurse
vacancies were 79.92 WTE. Given that at a Trust level the overall establishments and staff
in post (SIP) have not changed significantly over the past 2 years, we have analysed the
data to understand what has led to this increase in vacancies (see slide page 2) .
The data is indicating that the current business as usual approach to recruitment is
adequate to meet our turnover as can be shown by our maintenance of the numbers of staff
in post (WTEs) (see slide page 2 ). The Trust experiences a healthy turnover of nurses at
9.62% and this is consistent with the West Midlands benchmarking data. This therefore
indicates that the increasing vacancy numbers are not due to turnover but an increase in
requirements for nurse posts.
It has become apparent that our trust level reporting approach to establishments has
masked a change in requirement within the trust. There was an increase in establishment in
2014 within the Mental Health group due to rota pattern changes (in inpatients) and other
increases e.g. in healthy minds. In addition, the trust TUPE of the school nursing service in
April 2015, should have led to a decrease in the registered nurse establishment for the trust
however this was not the case, and in fact the establishment for nurses increased at this
time. This therefore indicates that the TUPE coincided with a further increase in
establishments for registered nursing. These changes were again most notable in Mental
Health (See slide page 3).
A number of initiatives are in place to increase available nurses in the workforce, i.e.
attraction of student nurses, sponsorship of HCSW to undertake nurse training, attraction
onto return to practice programmes etc. In addition, as this situation is not unique to BCPFT,
but is a national one, we are looking at the opportunities afforded by collaborative working
through the MERIT vanguard, which may enable innovative solutions.
As well as securing a reliable pipeline of nurses we are looking to better secure our existing
workforce. Whilst we acknowledge that we have a healthy turnover, we are looking to further
improve so that we can reduce our vacancy gap. The organisational development plan sets
out the strategies in place to improve colleague experience and responds to issues
identified within staff surveys. Further work is now being initiated to further explore reasons
for leaving to ensure that we retain valued employees.
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The interventions outlined above are detailed within the recruitment strategy and action plan
to help address this shortfall, see slides 9,10,12 and 13 which outline the trust recruitment,
retention and pipeline plans for nurses.
Whilst the recruitment action plan will contribute to some improvement in vacancy levels of
registered nurses, it is unlikely to have a significant impact in the next 12 months.
Therefore, the organisation may need to look more radically at skill profiles and how it may
use alternatives to registered nurses. Again, this is work that can be done in collaboration
with the MERIT vanguard.
A review of the situation in respect to Healthcare support workers staffing levels over the
past 2 years has shown no significant change with budgeted establishment and staff in post
(see slide page 4). This indicates that the current business as usual approach to
recruitment is adequate to meet demand. The majority of the current vacancies in the
system have not been actively managed in terms of recruitment, having been intentionally
put on hold for reasons related to management of change and service reconfiguration. They
are now being actively recruited to.
Turnover for Healthcare support workers is however, at 16.48% which is above the Trust
Target, so although there are no significant difficulties in sourcing suitable applicants, this
level of turnover is sub-optimal. An analysis of the data has identified that a large proportion
of HCSWs leave the Trust in the first two years of employment, and as this is an entry level
position it is a reasonable assumption that this attrition is related to the nature and
understanding of the role. The employment of clinical apprentices as a pipeline for HCSWs
will greatly reduce attrition rates in the first two years. In addition, a number of interventions
to secure this workforce and reduce turnover are being developed/implemented, see slide
page 14 ).
In terms of monitoring progress against plan the following mechanisms are in place:




Trust performance in terms of vacancies at a staff group level are reported through
Quality and Safety Committee, in addition, progress against the actions within the
trust recruitment and retention action plan are reported through the Workforce
Development Group.
The Trust Board will also receive updates on progress of key performance indicators
via the Workforce Performance report. In addition, updates on the progress against
the Organisational Development plan is reported to Trust Board.
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Registered Nurses In Post
Nursing Establishment Breakdown

Nursing Establishment and Vacancies

Month

Est

SIP

Vac

800

Sep-13

655.32

575.4

79.92

750

Dec-13

651.72

578.37

73.35

Mar-14

658.52

580.27

78.25

Jun-14

672.48

576.19

96.29

Sep-14

671.51

574.16

97.35

Dec-14

671.12

581.7

89.42

Mar-15

664.54

593.35

71.19

Jun-15

670.33

565.14

105.19

Sep-15

668.1

561.46

106.64

700
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650
600
550
Sep-13

Dec-13

Mar-14

Jun-14

Sep-14
SIP

Dec-14

Vacancy

Mar-15

Jun-15

Sep-15

• Budgeted establishments over preceding 2 years (Sept 13 to Sept 15) have increased by 12.78 WTE. However, in
March 2015 the TUPE of School nurses (22.05 WTE) means that in real terms the establishment has increased by 34.83
over the 2 year period.
• Staff in post over the preceding 2 years have decreased by 13.94 WTE (Sept 13 to Sept 15) which again is partly
explained by the TUPE of School Nurses (16.2 WTE). This therefore means in real terms, registered nurses in post
have increased by 2.26 WTE at a trust level.
• Assuming that all vacancies are being actively progressed then this indicates that recruitment activity is generally
keeping pace with demand, be that turnover or newly established posts driving this demand.
• There still exists an underlying level of vacancies that we have not been able to significantly reduce to date.

2

Nursing Establishment by Group
Nursing Establishment and In Post
400
350
300
250
200
150
100
50
0

Est

In Post

Est

Page 159

Sep-13

In Post

Est

Sep-14

In Post
Sep-15

Mental Health

346.9

310.4

363.6

308.7

380.6

308.6

Corp

25.6

20

29.8

23.8

30.3

23.0

CYP

146.9

122.72

150.5

128.5

132.2

119.0

LD

135.9

122.28

126.7

113.2

125.1

110.9

• The significant changes have been seen in MH with establishments for registered nurses increasing by 33.8 over the
preceding 2 years.
• Most significant increases were due to changes in the rota shift establishment and service developments such as
Healthy Minds.
• Given that the overall trust registered nurse establishments have only increased by c13 WTE this indicates that there
have been corresponding decreases in registered nurse positions within other groups.
• Trust level reporting approaches for staff group establishments have masked the changes in establishment.
• SIP have broadly been maintained over the preceding 2 years

3

HCSW Establishment
HCSW Vacancies

Actual HCSW WTE and Vacancy WTE Breakdown
400
300

41.17 42.89 40.19 35.58 36.31 39.31 39.1

36.1 45.22 36.98 42.86 33.73
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200
100

252.51 250.79 252.49 255.1 253.37 250.37 257.4 260.4 262.28 268.28 262.4 262.33

0

In post

Vac

Month

Est

SIP

Vac

Oct-13

281.72

254.95

26.77

Dec-13

272.96

257.66

15.3

Apr-14

273.27

256.29

16.98

Jun-14

283.25

248.82

34.43

Sep-14

296.25

252.75

43.5

Dec-14

292.68

252.49

40.19

Mar-15

289.68

250.37

39.31

Apr-15

296.5

257.4

39.1

Jun-15

307.5

262.28

45.22

Sep-15

296.06

262.33

33.73

• The establishment has remained broadly stable over the last 12 months.
• SIP have increased by approx. 10 WTE over the last year.
• There are currently 33.73 WTE vacancies, 28 of which are within LD.
Recruitment is underway . Posts were held due to management of
change/service reconfiguration reasons and so this is not an indication of
difficulties in recruitment/sourcing suitable applicants.

4

Nursing Turnover
Turnover of Nurses(Oct 14 to Sept 2015)

•

Nursing Turnover Sept 2014 to Oct 2015

Page 161

0.3
0.25
0.2
0.15
0.1
0.05
0

24.0%
10.7%

•
7.4%

6.8%

CYP

LD

9.6%

•
Mental
Health

Corp

Total

Overall the turnover for nurses stands at
9.62% (excluding School nurse TUPE).
This is below the trust target of 10-15%.
The Trust has a healthy turnover of
nursing which is consistent with both
the Black Country and WM Mental
health benchmarking data.
Corporate nursing turnover relates to 5
leavers out of 21

Nursing Starters and Leavers Oct 14 to Sept 2015
•
•
•

There were 52 nurse starters with the
Trust in the 12 month period.
There were 62 nurses leaving the Trust in
the same period
A Recruitment Strategy and action plan
was developed in July and
implementation is underway .

Nursing Starters and Leavers
10
8
6
4
2
0

8
6 6
3

5
3

6

5
3

8

7

6 6

6

4 4

6
3

4

5

5
3

2

0

Nurse Starters

NurseLeavers
5

HCSW Turnover
Turnover of HCSW (Oct 14 to Sept 2015)
HCSW Turnover Sept 2014 to Oct 2015
50.00%

•

41.10%

Overall the Trust HCSW
turnover stands at 16.48%
The CYPF turnover relates to 5
leavers out of 12.

40.00%
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•

30.00%
20.00%

16.49%

13.73%

16.48%

10.00%
0.00%
Mental Health

CYP

LD

• There were 59 HCSW started with the Trust in
the 12 month period.
• 45 HCSW left the Trust is the same 12 month
period.

Total

HCSW starters and leavers Oct 14 to Sept 2015
HCSW Starters and Leavers
14

15
9

10
5

4 5

8

6

5
0 1

2 2 3

8
4
3 2 4
1
1

5

5
2

4

6

0

HCSW Starters

HCSW Leavers

6

Length of Service of staff leaving
Length of Service of Nurses leaving the trust
(Oct 14 to Sept 2015)
5.8%
2.9%

8.7%

18.8%

11.6%
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52.2%

• 40% of HCSW leave within a year of joining
the Trust.
• A further 40% leave between 1 and 3 years.
• Action is required to understand the reasons
for HCSW leaving at this time.
• This is an entry level post so maybe a lack of
understanding of role and the pipeline, via the
apprenticeship programme, should therefore
reduce this turnover.

• 52% of nurses leave the Trust after 23 years service.
• 18.8% of nurses leave the Trust with
less than 6 months service.
• Priority for action would be to
understand why nurses leave after 2-3
years. Potentially this could be due to
lack of career development
opportunities

Less than a year
2 to 3 Years
3 to 4 Years
5 to 6 Years
6 to 10 years
10 Years +

Length of Service of HCSW leaving the trust (Oct 14 to Sept
2015)
Length of Service of HCSWs Leaving The Trust Oct 2014
to Sept 2015
5.0%
10.0%

5.0%
40.0%

20.0%
20.0%

Less than a year
1 to 2 Years
2 to 3 Years
3 to 4 Years
5 to 6 Years
10 Years +

7

Reasons for Leaving
Leaving Reasons (Oct 14 to Sept 2015)
•
20

Voluntary Resignation

65
1
2

Voluntary Early Retirement

Majority of leavers are
unmanaged/unplanned –
i.e. voluntary resignation

11
13

Retirement Age
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2
2

Retirement - Ill Health

9

End of Fixed Term Contract

1
3
2

Dismissal
0

20
HCSW

40

60

80

Nurse

Voluntary Resignation Leaving Reasons (Oct 14 to Sept 2015)
• The most frequent reason
quoted for leaving amongst
registered nurses is
‘relocation’

3

Work Life Balance

5
2

0

Relocation

1

31
5

Other/Not Known

8

2

12

1
1
1
1

Incompatible Working Relationships
0

2
1 2
0 1
1 2

Child Dependants
Adult Dependants
0

10
HCSW

20

30
Nurse

40

8

Pipeline Planning
Nursing Pipeline
•

Student Nurses
• 2 cohorts of 12 students per year for MH
• 1 cohort of 24 students for LD
Sponsorship of existing staff to undertake nurse degree programme
• 5 secondees currently undertaking the programme (1 due to qualify in Jan 16, 4 others due to
qualify in 2018.
• 6 further secondments planned to start in Jan 2016.
Return to practice
• 2 placements currently being supported in MH
• 1 in LD commencing shortly
• Further placements being planned (awaiting clarity regarding national funding)
Assistant Practitioners
• The introduction of Assistant Practitioner role as a higher skilled HCSW with foundation degree.

•
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•

•

HCSW Pipeline
•

Clinical apprentices – 2 cohorts per year (circa 50 posts in total)

9

Annual Recruitment Plan - Nurses
Activity

Sep-15

Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16

Feasibility study into overseas recruitment
opportunities
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On-going open advert for Nursing opportunities
at BCPFT
Quarterly open day to showcase BCPFT clinical
opportunities
Student Nurse induction

Attraction campaign for (Clearing Hse approach
for external student nurses to apply for BCHFT
posts (supplement our own student pipeline)
Student Nurse assessment for recruitment into
substantive nurse posts subject to successful
completion of training
Student Nurse graduates appointed into
substantive posts (subject to successful
completion)
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Empowerment

Compassion &
Kindness

Dignity &
Respect

10

Annual Recruitment Plan - HCSW
Activity

Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16
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On-going open advert for HCSW
opportunities at BCPFT
Quarterly open day to showcase BCPFT
clinical opportunities
Attraction campaign for apprenticeship
programme
Clinical Apprentice Induction
Clinical apprentice assessment for
recruitment into substantive HCSW posts
Clinical Apprentice "graduates" start in
substantive HCSW posts

Honesty and
Transparency

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect
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Recruitment
We will attract and recruit the best possible talent, whose values, attitudes and beliefs are aligned
to those of the Trust via a 4 part plan:
Marketing of the Trust as a destination employer
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We publicise the trust as a great place to work, show-casing the
benefits of working for BCPFT, in order to attract candidates to
our vacancies.
•
Develop recruitment & information pages on Trust website.
•
Further development of a range of marketing material. e.g.
use of positive news stories in media/social media
•
Organise and plan quarterly on-site open day sessions.
•
Scope social media for recruitment advertising, i.e.
Facebook, twitter.

How we recruit
We ensure that recruitment decisions are robust and built upon a
comprehensive and fair assessment of candidates suitability for the
post.
•
Develop a portfolio of assessment tools, including values based
recruitment approaches.
•
Update recruitment training to include more emphasis on values
based recruitment.
•
Review recruitment /selection training to include NHS Jobs.

Recruitment process review
We have efficient stream-lined processes that ensure we
minimise delays between decision to recruit to start date, leading
to a reduction in time to hire.
•
Implementation of process review/stream-lining
opportunities:
•
•

•
•
•

On-line DBS process.
Alignment with WM stream-lining project

Guaranteed employment for our student nurses (subject to
meeting standards).
Recruitment process for apprentices into HCSW roles.
Increase visibility/publish time to hire data

Honesty and
Transparency

Annual recruitment plan
We have a proactive flexible approach to recruitment to meet the
trust’s expected turnover and the demands identified via workforce
plans.

•
•

Annual recruitment plan developed.
Supply pipeline identified and secured
•
•

•

Integrity

Apprentices
Student nurses

Alternative roles identified via skill mix reviews to address
hard to fill vacancies:
•

Assistant Practitioners, Higher Apprentices, Advanced
Practitioners etc.

Empowerment

Compassion &
Kindness

Dignity &
Respect
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Retention of Registered Nurses
We will retain a capable, flexible and motivated workforce , whose values, attitudes and beliefs
are aligned to those of the Trust. An action plan is being implemented:

Understanding our turnover
•
•
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•

Embedding exit interview process and analysis of
results
Chase up other/unknown reason codes – ESR
reported circa 2% of T/O coded as this.
Staff group and team level analysis of turnover
and then targeted approaches for localised issues
and trust level responses for wider themes

Career development and succession planning
•
•
•
•
•
•

1.46% T/O (12 months Oct14 – Sept 15) due to
promotion/lack of opportunities.
Clearly defined and publicised career pathways for all
roles.
Development programmes to support career pathways
Internal change agent pool
Internal secondments, rotational opportunities, role
enrichment
LBR – access to development

Honesty and
Transparency

Staff Experience
• Targeted approaches informed by turnover/exit
interview/staff survey data.
•

Health & Well-being interventions
•
Engagement interventions
•
Flexi policy (circa 1.3% T/O dependents/work life balance –
could they have been helped to stay?)
•
Retire & return etc. – 2% recorded (12 months Oct14 – Sept
15)– could they have been encouraged to stay?

Other Targeted Interventions
• Preceptorship/Supervision/revalidation/appraisal –
ensure support development/positive experience
etc.
• New extended roles – Advanced practitioners etc.
• Interview skills – coaching for internal applicants for
promotional posts etc.

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect

13

Retention of HCSW
We will retain a capable, flexible and motivated workforce , whose values, attitudes and beliefs
are aligned to those of the Trust. An action plan is being implemented:
Understanding our turnover
Staff Experience
•
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•
•

Embedding exit interview process and analysis of
results
Chase up other/unknown reason codes – ESR
reported circa 3% of T/O coded as this (12 months
Oct14 – Sept 15).
Staff group and team level analysis of turnover and
then targeted approaches for localised issues and
trust level responses for wider themes

•

Targeted approaches informed by turnover/exit
interview/staff survey data.
–
–
–
–

Health & Well-being interventions
Engagement interventions
Flexi policy (1.44% T/O dependents/work life balance – could
they have been helped to stay?)
Retire & return etc. – 2.86% recorded (12 months Oct14 – Sept
15)– could they have been encouraged to stay?

Career development and succession planning

Other Targeted Interventions

•

•

•
•
•

2.63% T/O (12 months Oct14 – Sept 15) due to
promotion/lack of opportunities/to do further education
Clearly defined and publicised career pathways for all
roles.
Development programmes to support career pathways
Internal secondments, rotational opportunities, role
enrichment

Honesty and
Transparency

Implement Talent for Care action plan (incorporates care
certificate, apprenticeships, etc. )
–
–
–
–
–

Integrity

Appraisal – ensure support development/positive experience
etc.
Access to care certificate
Sponsor for nurse training
New extended roles – Asst. Practitioners etc.
Interview skills – coaching for internal applicants for
promotional posts etc.

Empowerment

Compassion &
Kindness

Dignity &
Respect
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We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
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X

Relationship to High Level Risks:

Failure to meet financial and key performance indicators
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The Board are to note the contents of this report
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Executive Summary

Financial, Information Performance and Workforce performance for the period
ending 30th September 2015.
Finance
This paper summarises the financial position of the Trust for September 2015.
The key points to note are as follows:
(i)

The income and expenditure position for the Trust is a deficit of £742k
compared to an expected deficit of £169k year to date. The forecast
deficit for the full year to 31st March 2016 is £1,635k, compared with the
original planned surplus of £302k.

(ii)

MH is reporting a YTD contribution of £6,899k (£1,166kA), and is being
adversely impacted by pay costs.

(iii)

LD is reporting a YTD contribution of £1,983k (£276kA), and is being
adversely impacted by pay costs.

(iv)

CYP&F is reporting a YTD contribution of £2,679k (£99kA), and is
adversely impacted by loss of revenue streams.

(v)

Corporate Trust costs are £10,870k YTD (£283kA), and is attributable to a
number of over and under spends across the Corporate functions.

(vi)

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.

(vii)

Patient related income stands at £48,639k year to date, against a budget
of £48,807k. An adverse variance of £168k.

(viii)

The cash balance at 30th September 2015 was £2,414k (£4,008k at 31 st
August 2015).

(ix)

The balance sheet for 30th September 2015 shows net current liabilities of
£4,225k, a decrease of £631k from 31st August 2015 (£4,851k).

(x)

The debtor’s position now stands at £4,455k gross (£4,344k at 31st August
2015), with creditors at £7,992k including accruals but excluding PDC
creditor (£8,952k at 31st August 2015).

Capital Expenditure incurred year to date is £2,481k, and is overspent against plan
by £657k.
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Performance
- CPA 7 Day Follow up: Quarter 2 performance is 96.6% against a target of 95%.
- CPA 12 Month Formal Review: Quarter 2 performance is 99.9% 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 2 performance was 7.8% against a target of
<=7.5%. During Q2 the Trust experienced its usual peaks and troughs in delays
across it's varies hospital sites. However, a specific issue with the Local Authority
affected one particular unit in July, which led to the Trust missing the target. Internal
robust monitoring continues to take place and weekly updates are being reviewed by
the Senior Management team to ensure that progress is being made against all
reported delays. Weekly reports are sent to the contracting team to support any
escalation to CCG’s/Local Authority as appropriate.
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FINANCIAL REPORT SEPTEMBER 2015- BOARD ELEMENTS DASHBOARD

1.

Income and Expenditure Summary

The Trust is reporting a year to date deficit of £742k compared to a planned deficit of £169k (£573kA).
INCOME & EXPENDITURE ACCOUNT
FOR THE PERIOD ENDING 30th September 2015
Favourable Variance + \ Adverse Variance (-)

4

Month 6
Actual
£'000

5
Month 6
Budget
£'000

6
Month 6
Variance
£'000

YTD
Actual
£'000

7
YTD
Budget
£'000

5
YTD
Variance
£'000

F'cast
Actual
£'000

4
F'cast
Budget
£'000

6
F'cast
Variance
£'000

F'cast at
Mth 6

Chge to
Prev F'cast 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

6,168
834
442
454
204
19
71
0

6,177
839
495
331
214
13
20
10

(9)
(5)
(53)
123
(10)
6
51
(10)

36,852
5,031
2,670
2,402
1,144
105
400
35

37,083
5,035
2,969
2,022
1,277
76
286
59

(231)
(4)
(299)
380
(133)
29
114
(24)

73,865
10,091
5,939
4,581
2,202
207
622
35

74,277
10,372
6,812
4,006
2,560
151
406
119

(412)
(281)
(873)
575
(358)
56
216
(84)

73,865
10,091
5,939
4,581
2,202
207
622
35

73,937
10,128
5,938
4,445
2,163
206
589
35

(72)
(37)
1
136
39
1
33
0

Total Income

8,192

8,099

93

48,639

48,807

(168)

97,542

98,703

(1,161)

97,542

97,441

101

Expenditure
Pay
Pay (Agency)
Non-Pay

(6,037)
(416)
(1,056)

(6,272)
(15)
(1,335)

235
(401)
279

(36,561) (37,927)
(2,815)
(203)
(8,574)
(8,163)

1,366
(2,612)
(411)

(73,834)
(4,554)
(17,195)

(76,279)
(355)
(16,362)

2,445
(4,199)
(833)

(73,834) (73,700)
(4,554) (4,461)
(17,195) (17,241)

(134)
(93)
46

Total Op Expenditure

(7,509)

(7,622)

113

(47,950) (46,293)

(1,657)

(95,583)

(92,996)

(2,587)

(95,583) (95,402)

(181)

683

477

206

689

2,514

(1,825)

1,959

5,707

(3,748)

1,959

2,039

(80)

375
(155)
1
(85)
(135)

(86)
(187)
3
(43)
(136)

461
32
(2)
(42)
1

595
(916)
9
(256)
(811)

(513)
(1,115)
18
(256)
(817)

1,108
199
(9)
0
6

463
(1,922)
36
(512)
(1,554)

(1,032)
(2,263)
36
(512)
(1,634)

1,495
341
0
0
80

463
(1,922)
36
(512)
(1,554)

74
(1,922)
36
(512)
(1,554)

389
0
0
0
0

Surplus/(Deficit) before Sustainability

684

28

656

(690)

(169)

(521)

(1,530)

302

(1,832)

(1,530)

(1,839)

309

Sustainability

(52)

0

(52)

(52)

0

(52)

(105)

0

(105)

(105)

(97)

(8)

Total Surplus/(Deficit)

632

28

604

(742)

(169)

(573)

(1,635)

302

(1,937)

(1,635)

(1,936)

301

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

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

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

Forecast surplus / (deficit)

(1,638)

(1,638)

(1,638)

Total Income Adjustments

(2,085)

1,600

2,027

Items in reserves
Discretionary controls
Other Expenditure Items
Total Expenditure Adjustments

0
0
(1,483)
(1,483)

0
0
(900)
(900)

0
0
(265)
(265)

Adjusted EBITDA

(5,206)

(938)

124

TOTAL SURPLUS/(DEFICIT) 2014/15 RANGE

(5,206)

(938)

124
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The year to date deficit is made up of a contribution from the core business streams of £691k (£1,824kA),
depreciation costs of £916k (£199kF), PDC expense of £811k, Sustainability costs of £52k (£52kA) and
other non-operating income of £346k. Included in the non-operating items is £595k within Trust Reserves
(relating to release of provisions and accruals).

Service
Income
Corporate
Facilities Management
CYP&F
Learning Disabilities
Mental Health
Operational Management
Expenditure
Corporate
Facilities Management
CYP&F
Learning Disabilities
Mental Health
Operational Management

EBITDA
EBITDA %

Month 6
Actual £'000

Month
Month 6
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

241
230
1,725
1,546
4,452
(1)
8,193

212
176
1,725
1,555
4,431
0
8,099

29
54
0
(9)
21
(1)
94

1,277
1,228
10,299
9,306
26,531
0
48,641

1,341
1,131
10,414
9,328
26,594
0
48,808

(64)
97
(115)
(22)
(63)
0
(167)

2,466
2,262
20,677
18,998
53,140
2
97,545

2,613
2,186
21,197
19,529
53,178
1
98,704

(147)
76
(520)
(531)
(38)
1
(1,159)

(2)
18
11
143
(65)
(2)
103

(1,144)
(562)
(1,254)
(1,212)
(3,171)
(166)
(7,509)

(1,152)
(926)
(1,245)
(1,180)
(2,968)
(151)
(7,622)

8
364
(9)
(32)
(203)
(15)
113

(6,932)
(5,934)
(7,620)
(7,323)
(19,632)
(509)
(47,950)

(6,871)
(5,688)
(7,636)
(7,069)
(18,529)
(500)
(46,293)

(61)
(246)
16
(254)
(1,103)
(9)
(1,657)

(13,961)
(11,561)
(15,388)
(14,525)
(38,757)
(1,393)
(95,585)

(13,610)
(11,472)
(15,430)
(14,294)
(36,771)
(1,420)
(92,997)

(351)
(89)
42
(231)
(1,986)
27
(2,588)

204
79
(25)
16
(16)
(442)
(184)

684
8%

477
6%

207

691
1%

2,515
5%

(1,824)

1,960
2%

5,707
6%

(3,747)

(81)

Total income is £167k adverse year to date, and total operating expenditure is £1,657k adverse.
The adverse income variance is due to under-performance in the clinical and corporate divisions, whilst
Facilities division has a favourable variance.
The adverse operating expenditure variance arises from: adverse total pay costs of £1,246k. (Favourable
pay costs of £1,366k are offset by adverse agency pay costs of £2,612k); adverse non-pay costs of
£411k.
Agency pay costs are £2,815k year to date. The adverse variance is 91% greater than the favourable
movement on internal pay costs. The incremental cost of agency versus substantive staff varies between
20-40%. Thus the additional increase is due to staffing over establishment (e.g. Observations which are
not within the baseline establishment).
The adverse pay costs are primarily attributable to the Mental Health and Learning Disabilities divisions.
Adverse non-pay costs arise within the Facilities Management cost centre.
In terms of overall divisional performance, the year to date adverse position is driven by: Learning
Disabilities (£276kA), and Mental Health division (£1,166kA).

Service
Corporate
Facilities Management
CYP&F
Learning Disabilities
Mental Health
Operational Management
EBITDA
EBITDA %

Month 6
Actual £'000

Month
Month 6
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

(903)
(332)
471
334
1,281
(167)

(940)
(750)
480
375
1,463
(151)

37
418
(9)
(41)
(182)
(16)

(5,655)
(4,706)
2,679
1,983
6,899
(509)

(5,530)
(4,557)
2,778
2,259
8,065
(500)

(125)
(149)
(99)
(276)
(1,166)
(9)

(11,495)
(9,299)
5,289
4,473
14,383
(1,391)

(10,997)
(9,286)
5,767
5,235
16,407
(1,419)

(498)
(13)
(478)
(762)
(2,024)
28

202
97
(14)
159
(81)
(444)

684
8%

477
6%

207

691
1%

2,515
5%

(1,824)

1,960
2%

5,707
6%

(3,747)

(81)
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Forecast Out-turn
At the end of September the full year forecast out-turn is a deficit of £1,635k, an adverse variance of
£1,937k from the planned surplus of £302k, and an improvement of £301k from the prior month full year
forecast out-turn. A contract variation is anticipated which is expected to improve the forecast further.
Forecast divisional contribution has decreased by £81k from the previous reported.
 Income: £103kF - LD accounts for £143k, offset by a reduction of £65k in MH.
 Expenditure: £184kA - pay expenditure has increased, offset by a reduction in forecast non-pay,
although inter-divisional movements have occurred.
Agency pay costs are forecast at £4,554k compared to the original budget of £355k (annual plan £4.36m).
Sustainability costs associated with the ongoing Partnership Proposal are now being collated separately
and reported below Net Surplus/(Deficit), as it was agreed to exclude these costs from the annual plan.


2.

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

Financial Position

Fixed Assets
Receivables, Total
Cash and Cash Equivalents
Liabilities, Current, Total
Net Current Assets/(Liabilities)
Liabilities, Non-Current
Total Assets Employed

Prior month Current month
Actual
Actual
£k
£k

Variance
Actual
£k

Current month
Plan
£k

Variance
Plan
£k

63,222
5,443
4,008

63,183
5,714
2,414

(39)
271
(1,594)

62,328
4,665
7,109

854
1,049
(4,695)

(14,301)
(4,851)

(12,353)
(4,225)

1,949
627

(14,607)
(2,833)

2,255
(1,391)

(5,743)
52,628

(5,700)
53,258

43
631

(5,720)
53,775

20
(517)

2.1. Fixed Assets
The year to date overspend against plan is due to
overspend on Quayside £56k and Langley £930k. The
overspend of both Langley and Quayside are due to
phasing. Spend for the full year on these schemes is
expected to be in line with the full year plan. IM&T
expenditure is (£150k) underspent. Unplanned EHR
development costs of £242k and SLAM cost of £15k offset
current underspend on other IT schemes - this is still
planned to be spent over the coming months. Goods
receipted (GRN) accruals continue to be reviewed each
month against invoices paid to ensure there is no
duplication of costs being booked. The full year forecast
has been increased by £439k for EHR development costs
£424k and SLAM Financial System £15k. The capital
accrual at the end of September includes year end accruals
for Edward Street, Daisy Bank and MacArthur Schemes.
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2.2. Cash
The graphic shows
cash being lower than
the original plan. This
is attributable to the
£2.2m full year
forecast downturn in
financial performance
(including non-cash
items), reduction in
forecast liabilities and
increase in capital
plan.

2.3. Debtors and Creditors

£000's
Current Month Invoiced Receivables

389

31-60
days
866

61-90
days
332

9%

19%

7%

Current

1-30 days

1,262
28%

1,037

>365
days
568

23%

13%

>90 days

Total
4,454
100%

Movement

↑

↓

↑

↓

↓

↑

Prior Month Invoiced Receivables

671

1,002

378

657

1,159

478

4,344

15%

23%

9%

15%

27%

11%

100%

3.

Cost Improvement Programme (CIP)

Year to date CIPs of £1,700k have been identified against the original budget of £2,044k. Non-recurrent
savings total £1,192k.
The full year forecast CIPs total is £4,590k. This is an increase of £123k from the original budget of
£4,467k (LD - £198k increase, CYP&F - £105k decrease).
The total value of risk associated with these CIPs initiatives is £1,342k 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:

Financial Continuity of
efficiency Service

Sustainability and Financial Performance Risk Rating
Full Year Full Year
Plan
Forecast
Metric
Metric

YTD
Actual
Metric

YTD
Actual
CoSRR

1.02

1.07

1

3

1

(13.85)

(23.60)

(15.99)

1

2

1

I&E margin (%)

0.31

(1.68)

(1.53)

1

3

1

Variance in I&E margin as a % of income

0.00

(1.96)

(1.17)

2

4

2

1

3

1

Financial
criteria

Weighting

Metric

Balance
sheet
sustainability

25%

Capital Service Capacity (times)

1.97

Liquidity

25%

Liquidity (days)

25%
25%

Underlying
performance
Variance
from plan

Weighted Average

Full Year Full Year
Plan
Forecast
CoSRR
CoSRR

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.
From August Monitor has introduced new sustainability and financial performance risk ratings. In addition
to the existing two measures financial efficiency is now measured against underlying performance and
variance to plan. The four metrics have an equal weighting to provide an overall total risk rating. The
current forecast results in a rating category of 1 being achieved against all measures with the exception of
I&E Margin Variance which is a 2. The weighted average result for the Trust is an overall combined rating
of 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.

Page
Page 5 of 179
5

This page is intentionally left blank

Trust-wide Performance Report - September 2015
National Priorities and Targets

Notes:
- CPA 7 Day Follow up: Quarter 2 performance is 96.6% against a target of 95%.
- CPA 12 Month Formal Review: Quarter 2 performance is 99.9% 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 2 performance was 7.8% against a target of <=7.5%. During Q2 the Trust experienced its usual
peaks and troughs in delays across it's varies hospital sites. However, a specific issue with the Local Authority affected one particular unit
in July, which led to the Trust missing the target. Internal robust monitoring continues to take place and weekly updates are being reviewed
by the Senior Management team to ensure that progress is being made against all reported delays. Weekly reports are sent to the
contracting team to support any escalation to CCG’s/Local Authority as appropriate.
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Workforce Performance Report
Trust Board
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September 2015

Honesty and
Transparency

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect

Summary
Vacancy Rates
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Agency
Expenditure

Sickness
Absence

Appraisals

Annual
Mandatory
Training Day

• The Trust vacancy rate decreased by 1% (23 WTE) to 15%, equating to 311 WTE
• Registered nursing vacancies stand at 106.6 WTE
• To achieve the 8% vacancy rate for registered nurses, the vacancies need to reduce to 53 WTE
• The Trust has established a task and finish groupthat is focused on improving recruitment
processes and attracting more candidates

• Year to date agency spend is £2.8mn, representing 7.2%
• Agency spend in September increased by over £11k to £416k which equates to 6.5% of the
paybill
• Highest agency spend in September was on Medical staff, £133k representing 32% of the total
agency spend
• Registered nursing spend reduced to £107k and was 0.1% above the 5% ceiling set by Monitor
• The sickness % in August remained the same as in the previous month (5.5%)
• Short term sickness decreased by 0.2% in August however long term absence rose by 0.1%
•The rolling 12 month sickness rate has reduced by 0.1% to 5.6%
• The Health and WellbeGroup is now established and is lookin at building staff resilience and
proactively managing ateendance
• The highest Group rate is Learning Disabilities at 6.2%, however this is a decrease of 0.1% on
the previous month
• The Trusts annual Appraisal Period ended on the 31st May
• As at the end of September the Appraisal rate fell below the 95% target to 94.7%
• The Appraisal rates in Childrens, Learning Disabilities and Corporate Groups fell below the
target 95%
• Outstanding appraisals are being highlighted to Managers to ensure compliance

• Attendance on the AMTD decreased by 3.5% to 89.9% in September, however there were
only 3 AMTDs held in the month
• Outstanding appraisals are being highlighted to Managers to ensure compliance
A new electronic tool is being rolled out to service areas enabling managers to monitor
mandatory training attendance more effectively

1

Dashboard
Indicator

Mental
Trust Target Health

WTE in Post

CYP

LD

Corporate

773.4

300.0

305.4

340.5

10% 15%

13.4%

22.6%

10.9%

14.2%

Vacancy Rate

<8%

13.4%

18.2%

17.1%

13.3%

Vacancy Numbers

< 180

119.4

66.6

62.9

Sickness Rolling 12 Months %

< 4.5%

5.9%

4.9%

Sickness % Month August

< 4.5%

5.9%

LT Sickness August
ST Sickness August

Rolling Turnover %
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Cost of Sickness August

Trust
Previous
Month

Operational
management Trust
42.6

1761.8

1766.6

15.0%

14.5%

20.4%

15.0%

16.0%

52.0

10.9

311.9

330.1

6.2%

5.3%

3.8%

5.6%

5.7%

5.1%

5.3%

5.1%

3.6%

5.5%

5.5%

4.1%

4.2%

3.2%

3.8%

0.0%

3.9%

3.8%

1.8%

0.8%

2.1%

1.3%

3.6%

1.6%

1.8%

£122,963

£57,850

£36,239

£39,134

£1,468

£257,653

£254,334

Appraisal

95%

95.5%

93.7%

94.0%

94.2%

97.4%

94.7%

96.1%

Annual Mandatory Training Day %

95%

90.2%

88.3%

91.3%

89.1%

90.2%

89.9%

93.4%

Specialist Manatory Training Annual

95%

77.5%

70.0%

85.8%

NA

NA

79.1%

79.6%

Specialist Manatory Training 3 Yearly

84.5%

78.5%

87.7%

87.8%

60.0%

82.1%

76.9%

Trend

2

Workforce Profile Staff in Post
•

SIP by Staff Group
600.0
500.0
400.0
300.0
200.0
100.0
0.0

561.5 564.9
•
367.4 374.4

400.1 393.9

121.5 120.6

105.7 102.3

101.1 92.3

95.7 95.9
9.0 23.8

Page 186

Add Prof Add Clinical Admin &
Scientific & Services
Clerical
Technic

AHPs

Sept

Estates and Medical & Registered
Ancillary
Dental
Nursing

2014-15 Average

Turnover
The rolling 12 month turnover rate is 15%, (13.7%
excl. School Nursing) with the highest rate being on
the Additional Clinical Services Staff Group and the
lowest being in the Estates and Ancillary staff group.
Planned Actions
A new leavers questionnaire has been developed and
rolled out. Participation in this leavers interview
process is voluntary and all responses collected will be
treated confidentially. The information collected will be
made anonymous and reported to the Trust Board, biannually.

Students

The total actual establishment in the reporting
period was 1761.9 representing a headcount of
2,025
Workforce numbers have remained broadly the
same in the past 12 months.

New Starters
There were 35 new starters across the staff groups
during September 2015 equating to a WTE of 32.1,
with 4 of those being Admin Apprentices
Reasons for Leaving
41 people left the Trust during s 2015
Retirement Ill Health
1
Retirement
4
Voluntary Resignation
24
Dismissal
3
End of fixed term contact 9

Turnover by Staff Group
20.0%

16.9%

18.2%

17.8%

15.0%

12.2%

13.3%

15.0%

10.2%
10.0%

6.4%

5.0%
0.0%
Add Prof Add Clinical Admin &
Scientific & Services
Clerical
Technic

AHPs

Estates and Medical & Registered
Ancillary
Dental
Nursing

Trust

3

Workforce vacancies
Actual WTE and Vacancy WTE Breakdown

•

There were 311 vacancies in September
equating to a vacancy rate of 15% which is
a decrease of 1% on the previous month

•

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

•

All three operational group areas show a
decrease in vacancies totalling 12.9 WTE

•

As at the 30th September there were 282
vacancies in the recruitment process, with
66 appointees with a confirmed start date.

2100.0
277.9 276.5 273.0 254.7 235.7 239.4 295.3 296.0 321.3 313.9 330.1 311.9
1700.0
1300.0
900.0

1776.9

1772.5

1790.3

1784.4

1773.9

1794.0

1784.0
1785.4

1779.7
1770.5

1761.8
1766.7
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500.0
100.0
Oct

Nov

Dec

Jan
Feb
Mar
Apr
May
Actual WTE
Vacancies WTE

Planned Actions
There continues to be a focus on speeding
up the process of recruitment
Vacancy numbers are reviewed weekly at the
Senior Group Managers meeting

June

July

Aug

Sep
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4

Workforce Divisional
Vacancies/Workforce Profile
•

% Vacancies
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16.0%
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•
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•
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Nursing and
Midwifery
Registered

Students

FTE Vacancies
120
100
80
60
40
20
0

106.6
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23.0
1.0
Medical and
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Nursing and
Midwifery
Registered

Students

Vacancy levels reduced in Admin and Clerical,
Allied Health Professional, Medical and
Student staff groups. The largest reduction is
of 18.9 FTE is in the Admin and Clerical staff
group
Vacancy levels increased in Additional
Professional & Scientific, Addition Clinical
Services , Estates and Nursing (2.9 FTE)
To achieve the 8% vacancy target in nursing
vacancies need to reduce to 53

Planned Actions
The recruitment Task and Finish Group has
developed an action plan and is monitoring
actions to deliver in four focus areas: marketing,
recruitment processes, recruitment methodology,
and the development of an annual recruitment
plan to match expected turnover.
The recruitment process has been streamlined
and robust KPIs have been introduced including
an 8 weeks ‘time to hire’ standard.
A recruitment web page has been developed and
an assessment day for Student Nurses is taking
place for students qualifying in January 2016.
From January 2016 regular recruitment open
days on Trust sites are planned with the focus
being on nursing staff.
Vacancies are also being reviewed weekly at the
Senior Group Manager meetings.
To ensure that the establishment information in
ESR remains up to date the variation of
establishment and the vacancy authorisation
processes are to become electronic processes.
5

Agency Expenditure
Agency Pay Expenditure By Group September

Agency Pay Expenditure By Staff Group September 2015

Corporate,
£25,908

Mental
Health,
£194,725

CYP, £119,521
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LD, £75,931

•
•
•
•
•
•
•

Agency expenditure during September was £416,085 representing
6.46% of the pay bill
Agency spend on Health Care Assistants decreased by £34,009 to
8.49% of the Health Care Assistant pay bill
The largest spend was in Medical, £133,909 representing 14.8% of the
Medical pay bill and 32% of the total agency spend in September.
Expenditure in Nursing reduced by £27,030, to £106,823 representing
5.1% of the nursing pay bill
Agency spend reduced in all staff Groups with the exception of Medical
Agency is being used to cover vacant posts and observations
Pay Expenditure is showing an underspend of £604k in September

Medical,
£133,909
£135,000
£126,000
£117,000
£108,000
£99,000
£90,000
£81,000
£72,000
£63,000
£54,000
£45,000
£36,000
£27,000
£18,000
£9,000
£0
-£9,000

Nursing,
£106,823

HCA's ,
£97,631
A&C,
£58,039
Scientific,
£20,013

Estates,
-£330.00

Planned Actions
A temporary staffing action plan has being developed and submitted to the
Business and Performance Committee and the Quality and Safety
Committee. The plan incorporates actions identified using the National
Staffing Toolkit, launched by Monitor and the TDA in June.
Monitor and the TDA have also launched a set of rules for nursing agency
spending that take effect from 1 October 2015:
• A ceiling of 5% agency spend against pay bill for registered nursing and
health visitors for Q3/4 2015/16, reducing to 4% in 16/17 and 3% in 17/18
• Mandatory use of approved frameworks for procuring agency staff
Temporary staffing usage is reviewed weekly at the Senior Group Managers
meeting

6

Sickness Absence
•

Workforce Absenteeism
6.00%

•

4.00%

•

2.00%
0.00%
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•

Short Term

Long Term

Planned Actions
A review of sickness absence management practices in Groups,
starting with Learning Disabilities commenced from September.

Total

% Sickness Absence by Group

A Health and Wellbeing group has been established and has met
twice. It is chaired by the Head of Operational HR and membership
includes representatives from across the Trust, Staff Support,
Diversity and Spiritual Care and Staff Side leads.

6.00%
4.00%

4.1%
4.2%

3.8%

3.2%

3.9%

0.8%

1.3%

2.1%

1.6%

Childrens

Corporate

LD

Trust

2.00%
0.00%

1.8%
Mental
Health

Short Term

Long Term

Sickness absence levels remained the same in August as the
previous month (5.5%) with an estimated cost of £257,653.
There has been a increase in long term sickness absence from
3.8% to 3.9%
The highest rate of sickness absence (5.9%) is in the Mental
Health Group, this is an increase of 0.25% on the previous
month
The lowest rate of sickness absence (5%) is in Children's Group

The purpose of the Group is to look at holistic approaches to the
health and wellbeing of Trust staff and staff benefits.
Initially due to the increasing number of staff who are who are off sick
due to stress the group will focus on reviewing the Sickness Absence
Policy and developing plans for future actions.

7

Appraisal Compliance
% Appraisal Compliance
97.8%

97.3%

96.1%

% Group Appraisal Rate September 2015
94.60%
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LD
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80%

70%
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70%

60%

50%

50%

Jun-15
•
•
•
•

Jul-15

Aug-15

Sep-15

Mental Health

Operational Mgt

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 September the Trust rate was 94.6%, which is a monthly decrease of 1.5% from August
The Operational Management Group had the highest compliance rate at the end of September with 97.4% 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
Managers and their administration staff are able to access the Appraisal recording spreadsheet which identifies staff who require an appraisal outside
of the annual appraisal period. (Those staff returning to work and new starters) This process ensures that the 95% compliance rate is maintained
throughout the year.

8

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

•
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% of Staff Compliant - Annual Mandatory Training Day
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89.1%
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80%
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50%
Mental Health

Childrens

Corporate

LD

Sept

Compliance rates for the Annual Mandatory Training Day
decreased in September to 93.4%, however there were only 4
Training Days in September due to the number of staff on
annual leave
The lowest rate of attendance on the AMTD (90.5%) is in the
CYP Group
The highest rate of attendance on the AMTD (94.7%) is in MH
Group
Safeguarding level 1 achieved 97.3%

Planned Actions
Mandatory training figures are reviewed at the weekly Senior
Group Managers Meeting.
A task and finish group was set up and has developed and is
rolling out an electronic tool enabling managers to monitor
mandatory training attendance more effectively.
An Annual Mandatory Training Task and Finish Group has been
set up and work is underway to establish:
• How does the Training need to be delivered – face to face, elearning
• What processes/systems should be used to book, record and
report Mandatory Training
• Where should the Training be delivered
The Trust is also signed up to the regional Mandatory Training
streamlining project which has identified what topics should be
considered mandatory. The project has also established the
frequency of training and is to develop on line e-learning courses.
9

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

Annual Specialist Mandatory Training
At the end of September the compliance rate was 79.1%
The % attendance rates for the topics included in Annual Specialist
Mandatory Training are:
• Managing of Actual and Potential Aggression 85.2%
• Immediate Life Support 83.9%
• Moving and Handling 73.5%
• Paediatric Life Support 71.8%
The compliance target is 95%
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July

August

September
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% of Staff Compliant - Specialist Mandatory Training - 3 Yearly
100%
80%
60%
40%

3 Yearly Specialist Mandatory Training
At the end of September the compliance rate was 82%
The % attendance rates for the topics included in 3 Yearly
Specialist Mandatory Training are:
• Conflict Resolution 87.7%
• Promoting Safe and Therapeutic Services 90.7%
• Safeguarding Children level 2 85.7%
• Safeguarding Children level 3 68%
The compliance target is 95% by the end of December 2015

20%
0%
July

August
Target

September

Planned Actions
• The new target audiences for Safeguarding training have been
established.
• Groups are identifying the most effective way to receive and
deliver the training.
• Weekly DNA and non compliance lists are being sent to Group
Directors, General Managers and Service Managers.
10

Ethnicity Profile - Quarter 2
Trust Ethnic Profile 30th September 2015
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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% the same % as the quarter 1. 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 16%. This rate
remains fairly static

% of Band 7 and above Employees by Ethnicity
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11

Case Work and Organisational Change - Quarter 2
New Casework Numbers Per Quarter
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Quarter 3
2014 - 2015

White

Not
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BME

Quarter 4
2014 - 2015

Bullying and Harassment Cases

White

Not
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Quarter 1
2015 - 2016

Disciplinary Cases

BME

White

Not
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Quarter 2
2015 - 2016

Grievance Cases

Capability Cases

1st July 2015 to 30th September 2015
15
10
5
0
Mental Health

Childrens

Corporate

During the second quarter
2015 2016 there have been
13 new disciplinary cases. 7
of the staff are from a BME
background.

LD

Redundancies
Staff Placed At Risk
Total number of staff still at risk at the end of the quarter

Trust Totals

There have been no
redundancies in the reporting
period, however 11 staff
(including the Matrons and
Service Managers) were
placed at risk. Although
these staff were aligned to
Groups the Organisational
change was managed by the
lead for Corporate Services.
Of the 11 only 3 remain at
risk. 9 members of staff have
been redeployed.

12
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Encl. 8.1

Meeting of:

Board of Directors

Date:

28 October 2015

Subject:

CQC visit update

Presented by:

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

Authors:

Gill Murphy, Associate Director for Quality and Governance

Purpose:

For information and assurance

Relationship to strategic objectives:
We will nurture a culture which provides: safe, effective, caring, responsive
and well led services.
We will involve and listen to patients, carers and family’s experience to
continually improve services we provide.
We will be a leading provider of specialist mental health, learning disability
and children’s services, proactively seeking opportunities to develop our
services, building partnerships with others, to strengthen and expand the
services we provide.
Attract and retain well-trained, diverse, flexible, empowered and valued
workforce.
Resources will be used effectively, innovatively and in a sustainable
manner.
Relationship to High Level Risks:
Non-compliance to regulatory inspections.
Recommendation(s):
To receive as assurance that plans are in place for forthcoming CQC visit, taking a
proactive approach to assessing the current status of compliance.
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x

Equality & Diversity implications:
None to consider
Regulatory and Compliance matters:
X
x

Monitor:
Care Quality Commission:
Other:
None:
Previous consideration

C.R.E.W.S

Board

Business &
Performance
Other

Audit
Quality & Safety

x

None
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But will now be
cascaded through all
meetings throughout
November 2015

CQC Visit Update 28 October 15
Preparation to Date
All staff should now be in receipt of the CQC inspection guidelines booklet , if you
haven’t received a copy please speak to your line manager of contact Gill Murphy
gill.murphy@bcpft.nhs.uk At the back of the booklet there are key questions related
to each CREWS. You should be able to answer YES to these questions. If you can’t,
discuss them in your teams and if necessary escalate to your line manager who will
be able to help you.
Gill and several other senior staff are out and about meeting staff to go through the
booklet and discuss the forthcoming visit. Again they will be able to help you if you
need further information or clarification in preparation for the visit.
If you want Gill to visit your team please contact: sarah.meakin@bcpft.nhs.uk
Operationally all actions are being managed and monitored by senior group and
corporate managers through a weekly meeting held every Wednesday from 2-3pm.
All actions are being captured within the Clarizen system and an updated action plan
is available for all staff to view on the Intranet under CQC action plan. Please take a
look and if you have specific questions or concerns or feel you can help please
contact the action leads identified. Any member of staff is free to dial in if they have
any concerns or questions . Please contact Sarah Meakin for the dial in and
password.
Caring, Responsive, Effective, Well Led, Safe Update
Since the last update, all CREWS leads have been out and about, meeting staff and
identifying our strengths and weaknesses in CREWS compliance.
All good news stories have been captured during their walkabouts and any actions /
‘quick wins’ are being managed through the Wednesday meeting.
Family and Carers Focus Groups
5th November - carers and families of older adults, Edward St Hospital, 2-3.30pm
6th November – carers and families of LD, Ridge Hill Centre, 10-11.30am
6th November – carers and families of CYPF, Ridge Hill Centre, 1-2.30pm
The CQC posters for these events have been circulated to the relevant teams to
inform their families and carers.
As some of them may have difficulty travelling, they can contact our PEI team who
will arrange transport. We want as many of our families and carers to attend these
sessions.
The week prior to the visit the CQC will send feedback boxes and cards for patients,
families and carers to fill in. The boxes will be circulated nearer the time.
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CQC Visit Update 28 October 15
Staff focus groups and feedback
staff group
Consultants / Associate Doctors
Junior Doctors
Registered Nurses
Student Nurses and health care
support workers
Psychologists
AHP's
Admin and Clerical

location

Edward Street
Hospital,
Conference
room

date
18th November
18th November
17th November

Time
2pm
3pm
9am

CQC Lead
Mark Earthrowl
Mark Earthrowl
Maria Tyson & Paul Bingham

17th November
19th November
19th November
17th November

10.30am
9.30am
11am
1pm

Maria Tyson & Paul Bingham
Heather Evans
Heather Evans
Maria Tyson & Paul Bingham

Focus groups for Dudley Community CYPF teams only
staff group
location
Registered Nurses and students,
Health Visitors and students
Ridge Hill

date
Monday 16th
November

4pm,

Angela Martin & Paul Taylor

AHP's, AHP Students and AHP
assistants

Tuesday 17th
November

2pm

Angela Martin & Paul Taylor

Tuesday 17th
November

11am

Angela Martin & Paul Taylor

Senior managers and any clinical staff
band 7 or above

Centre, Brierley
Hill Rd, DY8 5ST
Board Room

Time

CQC Lead

Please remember the CQC want to hear from you. Please go to the CQC website to
leave your comments as all feedback helps the CQC rate our compliance against the
CREWS.
Understand your clinical team’s achievements / risks / clinical indicators.
Over the next few weeks take time to talk within your teams to understand your
achievements / risks / clinical indicators and what plans you have in place to improve
services.
The Governance Assurance Unit (GAU) are starting to collate evidence so that
during the visit clinical staff will not be asked to provide information, taking them
away from their patients. So please, any reports, audits, good news stories,
innovative practice and services you have that supports the 5 fundamental standards
CREWS please send to CQC.Evidence@bcpft.nhs.uk
FinallyDon’t forget to look on the intranet for CREWS updates, Calendar of Events, CQC
FAQ’s and CQC message board. If any staff have any comments of queries prior to
the visit please use the CQC message board or alternatively contact Gill Murphy
gill.murphy@bcpft.nhs.uk
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Time to Shine
Black History Month – Celebrating as One!
Emma Louis, Head of Diversity and Spirituality writes: Thank you to
everyone who contributed to and attended the Black History Month event
held yesterday at The Lighthouse, Edward Street Hospital. The event saw
a rich mix of singing, poetry and an improvised open mic session inspiring
speeches from staff and invited guests. We had an amazing spread of
food, and the reveal of our “Celebrating As One” posters celebrating the
cultures and contributions of our diverse workforce
Mental Health – Move to Quayside
The new Sandwell Community integrated service model reflects NHS best practice and is
assisting in making the model one which is deemed as better practice both regionally and
nationally – a model which is reflective and adaptable to change. The model has increased
clinical resource at referral, ensuring accurate clustering and referrals reducing added
bureaucracy and duplication but above all expedite the right care with greater efficiency. The
services are accommodated within a new community base called Quayside House located in
Oldbury, where services are located such as Older adult Crisis Home treatment team, Adult
Crisis Home treatment team, Mental Health Community Treatment Team, Single Point of
Referral, Criminal Justice Mental Health Team, Recovery College and Learning Disabilities
community service, bringing integrated, seamless services and pathways.


Enhances Crisis/Home Treatment input across the adult lifespan to reduce reliance
on older adult inpatient beds, and to provide care closer to home.



Development of a new vision and model of a ‘Single Point of Referral’ team across
the adult lifespan with no upper age limit, and a streamlined triage/assessment
approach for referrals across the adult lifespan (routine through to crisis) providing
greater clarity regarding access routes, and consistency in response.



A strengthened and integrated community services across the adult lifespan to
provide greater clarity around function, emphasise transition between secondary and
primary care, and to create capacity for complex and specialist secondary care
delivery.

Children Young People and Families
The Family Nurse Partnership team were highly praised at their annual review for the great
work they do supporting young mothers and babies.
FNP is a preventative programme for vulnerable young first time mothers in Dudley. It offers
intensive and structured home visiting, delivered by specifically trained nurses, from early
pregnancy and for the first two years of the child’s life. The service has been so well
received that Dudley Council identified funding during the year to expand the team to eight
nurses offering a capacity of 200 places.
Focusing particularly on the graduation of the first group of young parents and babies, there
were some fantastic comments made about the service and praise for the way the team
operates including Mary Griffiths, FNP National Unit writing in her review summary: ‘this
annual review has encapsulated good leadership, excellent collaboration, clearly agreed
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vision and aspiration for young families, commitment, enthusiasm and positivity (summary
comments by attendees).
There was also praise for the way in which evidence was provided to give a clear picture
about the different aspects of the programme delivery with examples and explanations that
enabled the Advisory Board to engage in detailed discussions about key issues of interest.
The Advisory Board were particularly engaged by the young mother who attended and told
her story, giving an insight into the issues and challenges that many young parents face, and
how the FNP can begin to bridge these into an optimistic, brighter future. In this case the
young mother discussed her chaotic early life with frequent changes of social worker, foster
placements, schools and all that ensues from such insecurity, and how she is now
confidently and competently being the mother she wants to be, has given up smoking,
attends college and plans a future that includes university to train as a social worker! She
said “I want to better myself for him (son) – he is my motivation!”
Learning Disabilities
Jacqui Ennis, Learning Disabilities Liaison Nurse recently won a quarterly achievement
award for her work supporting service users with LD to ensure that they receive a quality and
effective service from the acute trust. She works with a range of acute services staff
including nurses, physicians and surgeons who may have a limited understanding of
learning disabilities and the reasonable adjustments that may be necessary to ensure people
with LD receive an equitable service to that of other patients.
To work in a non LD and non BCPFT environment takes a special kind of approach and a
degree of resilience and assertiveness. Jacqui has developed fantastic relationships with
professionals at Sandwell General Hospital in often difficult circumstances.
Jacqui’s work also involves other BCPFT staff including community nurses, PAMHS and
medical staff to ensure those service users in contact with BCPFT receive the care they
need when in the general hospital. She facilitates familiarisation visits to the acute hospital
ahead of an appointment to explain to the service user the procedures equipment and meet
staff involved in using PicTTalk to create visual stories to improve the service users’
understanding.
Jacqui has also been involved in the development of a flagging system within Sandwell
General Hospital to ensure that people with learning disabilities’ needs are recognised
immediately on referral to the general hospital so that the necessary support can be
arranged and provided.
Due to the unusual environment that Jacqui works in, BCPFT IT interactivity can be a
problem, her work may go unnoticed in the wider BCPFT and it would be easy for her to
become isolated or even forgotten about; Jacqui makes her own efforts to stay in touch and
liaises with other learning disability liaison nurses across the Black Country.
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15 October 2015

THE STATE OF HEALTH CARE AND ADULT SOCIAL
CARE IN ENGLAND 2014/15
This briefing summarises today’s publication of the Care Quality Commission’s annual State of Health and Adult
Social Care in England 2014/15, which sets out the key findings from the inspection of almost 5,500 registered
organisations in primary, secondary and social care, across both NHS and independent/private providers. This
briefing focuses on the content which relates most directly to our members - NHS foundation trusts and trusts however we have included key themes from across the health and care sector. The findings in the report are derived
entirely from the use of CQC’s new inspection model for the first time.

Key messages









The Care Quality Commission’s annual ‘State of Care’ report provides a valuable update across the health
and care sector. The CQC’s acknowledgement of the increasingly difficult financial climate in which NHS
providers and their partners are operating is particularly welcome.
We note the need for a sustained focus on patient safety which is underpinned by robust governance
and a culture of learning and improvement. Even so, as CQC acknowledges, the funding challenges cannot
be ignored if the NHS is to provide sufficient staff to ensure consistently high quality and safe services every day
of the week.
We look forward to working with CQC and our members to ensure the insights in today’s report are
reflected in its forthcoming strategy for quality regulation and to support providers as they strive to improve.
In the current climate it is essential that regulation remains risk based and proportionate and there is a
need to balance institutional accountabilities with a view of the wider issues impacting the local health and care
economy.
The media coverage of the report has on the whole been unhelpful and does not reflect the fact that not all
providers have yet been inspected.

The second annual NHS Providers Regulation Survey has recently completed and we look forward to providing you
with the results in the near future.

PART 1: THE STATE OF CARE IN ENGLAND
CQC helpfully recognises the complex and challenging environment in which the majority of services are operating,
The report acknowledges the scale of that achievement as the majority of health and social care services have been
rated good or outstanding. Overall, across health and social care, CQC found:
 services have responded well to changing care needs and extreme financial constraint and there are many
examples of excellent care across the country, and particularly of the compassion and dignity with which
frontline staff treat those in their care.
 there is significant variation in the quality of care provided both within and between organisations, and for
different groups of patients and service users
 the factors impacting most on the safety of services include safe staffing numbers and skills mix, learning from
incidents and errors, creating a culture of transparency and improvement and staff feeling able to raise
concerns. The report also highlights the importance appropriate data sharing between services
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Strong leadership and collaboration are emerging as more crucial than ever to delivering good care. 94 per cent
of services rated as good or outstanding overall were also rated good or outstanding for leadership. In the
future, leadership, resilience and innovation will be key to ensuring that quality is maintained and improved as
providers move towards new ways of working to meet the changing health and care needs of their populations.

How health and adult social care is performing





Safety remains the biggest concern across the health and care sector as a whole, with one in ten providers
overall rated inadequate for safety. However, the report acknowledges it will be even more difficult to deliver
safe care in the current challenging environment of increasing demand and flat funding.
74 per cent of hospital services have been rated ‘requires improvement’ or ‘inadequate’ in this domain.
High quality leadership is identified as crucial to care quality – 94 per cent of services rated good or outstanding
also received those ratings for their leadership.

The views of people using services can be one of the best predictors of the rating for a provider:
 Positively, 61 per cent of people thought the NHS offered good services nationally, and 74 per cent said the
same of their local services. 84 per cent were satisfied with their own experience of hospital care.
 CQC’s findings reflect these views – it awarded the highest ratings in the caring domain, with 95 per cent of
services provided by FTs and trusts rated good or outstanding.
There is significant variation in the quality of services provided within and between organisations:
 People with long term conditions, particularly mental health conditions, and those from BME groups were less
likely to say they received sufficient information and support to access other services upon discharge.
 People with long term conditions, especially mental health conditions, were less likely to report a positive
experience of using acute hospital services.
 Children with specific needs such as physical disability, mental health conditions or learning disabilities, and
their parents, were more likely to have a negative experience of care.
 Quality of practice in information governance is linked to the quality of people’s experience.

Encouraging improvement
CQC’s considers that its new approach to inspections has been effective in driving local improvement in care quality.
 Half of services that were re-inspected after CQC identified concerns improved their ratings on re-inspection.
 CQC is confident that providers have shown they are capable of achieving improvements rapidly when needed.
 The first two trusts to be rated outstanding are now inviting visits from others seeking to understand how they
achieved this. CQC encourages providers sharing learning in this way.

Ensuring safe, high quality care in a period of change
CQC recognises that providers across health and social care will need to implement major changes to ensure quality
and sustainability in growing operational challenges and complexities.
 Some services achieve excellent care despite financial constraints which leads the report authors to suggest
thatothers should be able to do so too.
 Radical change to deliver on Five year forward view commitments will inevitably bring some uncertainty and
variation in the short term.
 For FTs and trusts, CQC’S analysis showed a “weak but significant” correlation between some financial indicators
and better quality ratings. Trusts rated good or outstanding had an average deficit of £2m, compared with £32m
average deficit for trusts rated inadequate.
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Building strong leadership, resilience and innovation
This section sets out CQC’S view of what is needed for services to improve and provide safe, high quality care which
is sustainable in increasingly challenging conditions. Providers can improve quality by focusing on three areas. In
each of these areas, well-led trusts are characterised by:
Leadership that builds a shared ownership for quality and safety:
 Engaging with staff and service users. CQC has found a correlation between patient satisfaction and how likely
staff are to recommend their trust, and its ratings.
 Open, transparent cultures where staff feel able to raise concerns and report incidents, see complaints as an
opportunity rather than a negative, and the focus is on learning rather than blame.
 Alignment of senior clinical and non-clinical staff, and visible and accessible leaders to staff.
 Governance processes that support leaders to act on concerns.
 Since November 2014, NHS providers have put systems in place to support adherence to the fit and proper
persons and duty of candour regulations. CQC has not identified any breaches of the duties to date and will
report in more depth about the implementation of these measures next year.
Staffing that goes beyond numbers to reflect skill mix, deployment, support and development:
 The right systems to ensure staffing levels meet patients’ needs at all times.
 Robust approaches to minimise risks when staffing is not as planned.
 Good management of rotas and reduced reliance on agency nurses, although trusts rated good and
outstanding still experienced shortages at times.
 Measures to meet patient demand, such as seven day consultant support, and out of hours consultant-led care.
 A culture of developing staff and strong systems for appraisal and supervision.
Working together to address cross-sector priorities:
 Collaboration to ensure sustainability
 Strong safeguarding process within and between organisations.
 High quality and effective sharing of data about services. Inspectors have found links between the experience of
people who use services and how well information is used to improve care.
 From next year CQC will take account of providers’ compliance against new data quality standards.

PART 2: SECTOR SUMMARIES
The report uses the term ‘hospitals’ to encompass providers across acute, specialist, mental health, community
based services and some ambulance services. We have therefore structured the information below differently for
our members, and we continue to raise with CQC the need to better define, and flex their model to accommodate
different types of provision and community based provision in particular. Inspections for ambulance trusts are not
included as a dedicated focus within this year’s report while CQC continues to roll out the approach to this sector.

Acute care
 By 31 May CQC had inspected 47% of acute trusts, using intelligent monitoring to prioritise those trusts

displaying higher levels of risk. They aim to complete all acute and specialist trust inspections by June 2016.
 Of the inspected acute providers (including independent hospitals), two are outstanding, 51 are good, 85 require
improvement 12 were rated inadequate.
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 However, variability of care quality and safety within services is masked by the aggregated performance ratings.
 Across the eight core services, critical care offers the most consistently high quality (68% good or outstanding),
and medical care needs most improvement (34% good or outstanding)
 The overall hospital rating is most closely correlated with service ratings for medical care and surgery, NHS
Inpatient Survey scores for patient confidence in their doctor and NHS Staff Survey scores for the trust as a place
to work. Of the five inspection domains:
 Caring remains the most consistently high – 95% of providers are good or outstanding.
 Safety: as last year, safety remains of biggest ongoing concern, with 26% trusts rated good and 74% requiring
improvement or rated inadequate. Serious incident reporting has grown by 10%, inconsistent quality remains
across the sector in reporting, investigation, escalation and shared learning from incidents.
 Effective: trusts are participating more in benchmarking exercises such as national clinical audits, but
improvement is not supported consistently enough through reporting the results at board level, performing
local clinical audits and risk assessments, monitoring risks and incorporating these in quality improvement plans
 Responsive: Most trusts are actively managing their response to system-level problems that are resulting in
delayed discharges and high bed occupancy rates, but inadequate planning means some trusts are resorting to
‘day-to-day crisis management’.
 Well-led: care quality is closely correlated with a clear vision and values system that drives a trust culture of
openness, transparency, patient-centred focus, visible leadership, investigation and learning from mistakes,
multidisciplinary teamwork, clear lines of accountability, regular staff appraisals and development support.
 Improvement in trusts removed from special measures is closely correlated with: strength of trust leadership;
acceptance of scale of challenges faced by the trust; and alignment and engagement between managers and
clinicians.

Mental health and community services
 Inspections encompassed wards, community-based care, crisis response services and acute settings.
 Of 52 mental health trusts, only 8 have received formal ratings (14%) across 11 core services; 65% of these
services were of good standard; CQC considers more inspections are needed to identify any patterns in care.
 Despite the challenges of ageing buildings, more trusts must improve their processes for identifying and
managing ligature risks and achieving appropriate gender segregation on wards to ensure safe care.
 Staffing shortages are threatening safety and quality of care on wards, though most of the available staff are
appropriately trained and given development opportunities to ensure they continue to provide effective care.
 Most staff are appropriately caring and responsive to service user needs, though emergency department staff
require training to show more understanding, compassion and kindness towards people in mental health crisis.
 Commissioners must work with providers to ensure sufficient availability of ward beds and children’s services.
 The geographic and service delivery challenges faced by larger providers means that to be well-led, board
assurance and governance processes must establish greater connection to the impact of decisions on the
frontline, better access to and use of data to understand service challenges and measure improvement, and
values based leadership.

Other sectors


Adult social care is adapting to multiple significant pressures, with growth in domiciliary care providers and
residential care providers of 50+ beds, and reductions in small-scale (20-50 bed) residential care. CQC found that
60% of inspected providers (17% of 33,000 registered services) rated good or outstanding; 33% require
improvement and 7% are inadequate.
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Primary medical services were most proportionately rated as good or outstanding (85% of inspected services);
4% of GP practices were inadequate. Care quality was strongly associated with higher GP Patient Survey scores
and higher number of GPs in the practice.
Equalities: different groups report experiencing differing levels dignity and respect, which impacts on their
overall experience of care. For acute providers, results suggest there are inconsistent staff communications to
patients on discharge arrangements for minority ethnic, mental health and learning disabilities people.

PRESS STATEMENT
NHS Providers welcomes ‘State of Care’ focus on both challenges and achievements
Miriam Deakin, head of policy at NHS Providers, said:
“The Care Quality Commission’s annual ‘State of Care’ report provides a valuable update across the health and care
sector. The fact that 95% of inspected trusts have been rated good or outstanding for ‘caring’ reflects the
commitment and hard work of staff at the frontline and we were pleased to see this reinforced by examples of
outstanding practice in the report.
“The CQC’s acknowledgement of the increasingly difficult financial climate in which NHS providers and their partners
are operating is particularly welcome. The regulator is right to recognise that local leaders need to work
collaboratively across their local health economies and to make clear that access to appropriate numbers of staff
with the right skills mix is fundamental to safeguard quality of care. This is a timely observation given the recent
focus on supporting NHS leadership and on safe and affordable staffing.
“NHS providers take seriously the areas for improvement set out within the report, and we note the need for a
sustained focus on patient safety which is underpinned by robust governance and a culture of learning and
improvement.
“We look forward to working with CQC and our members to ensure the insights in today’s report are reflected in its
forthcoming strategy for quality regulation and to support providers as they strive to improve. Our members agree
that there is a need to balance institutional accountabilities with a view of the wider issues impacting the local
health and care economy. However in the current climate it is essential that regulation remains risk based and
proportionate so that provider boards are not held back from demonstrating the leadership qualities put forward in
this report and can invest their energies in delivering high quality care for patients.”
For further information about this briefing please contact Cassandra Cameron, Policy Advisor.

NHS PROVIDERS
15 OCTOBER 2015
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Encl. 9.1

Meeting of:

Board of Directors

Date:

28th October 2015

Subject:

Register of Interests, Gifts and Hospitality for 6 months to
30th September 2015

Presented by:

Andy Green, Company Secretary

Author:

Natalie Grainger, Governance Support Manager

Purpose:

Approval

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

Relationship to High Level Risks:

N/A
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Recommendation(s):

To approve the Register of Interests, Gifts and Hospitality for the 6 month period to
30th September 2015

Equality & Diversity implications:
An Equality Impact Assessment has/has not been completed.

There are no implications to consider

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other

x

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary

In accordance with the Standing Orders of the Board of Directors, the Register of
Interests and Register of Gifts and Hospitality, as reported by Board Members for
the 6 month period to 30th September 2015 are attached for approval of the Board.
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Board of Directors
Register of Interests
At 30th September 2015
Name
Mrs. J.
Newton

Mr. A. Fry

Designation
Chair

Non Executive
Director

Interest Declared
1. Independent Chair

1. Future of
Worcestershire
Acute Hospital
Services
Programme
Board

2. Controlling Interest / Owner

2. Principles in
Partnership
Limited

3. Associate

3. Capsticks

1. Owner / Managing Director

1. Harris – Fry
Ltd

2. Chair

2. Sandwell
Leisure Trust
3.Black Country
Living Museum
4.The
Community
Housing Group
1. ABCS Ltd

3. Trustee

4. Independent Board Member (NED)
Mr. F. Malik

Mrs. K.
McAteer

Non Executive
Director

Non Executive
Director

Organisation

1. Director/Owner

2. Director/Owner
1. Non Executive Director

2. Majority/Controlling Share holding

3. Independent Chair

3. PLAN
Enterprise Ltd
1. Midland Heart
Housing
Association
2. Kathy
McAteer
Consultancy Ltd
3.Worcestershire
Safeguarding
Adult Board

Mr. P. Riley
(until
30/9/15)

Non Executive
Director

1. Board Director

1. Core Assets
Group Ltd

Mr. P.
Sahota

Non Executive
Director

1. Employee

1. Sandwell
MBC: Homes &
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Name

Designation

Interest Declared

Organisation
Communities
Directorate

Mr. D
Walker

Non Executive
Director

1. Employee

Mrs. P
Werhun

Non Executive
Director

None

Mr.
D.Stenson
(From
1/10/15)

Associate Non- 1. Patient Representative
Executive
Director
2. Volunteer

Ms P.
LloydKnight
(From
1/10/15)
Ms. K.E.
Dowman

Dr. S.
Edwards
Mr. J.
Campbell

Mrs. S.
Lloyd
Mr. A.
Green

1. University of
Wolverhampton

1. Dudley
Clinical
Commissioning
Group
2. Healthwatch
Dudley

Associate Non- None
Executive
Director

Chief
Executive

Medical
Director
Deputy Chief
Executive
(Director of
Strategy)
Director of
Nursing, AHP’s
and Quality
Company
Secretary

1. Trustee

1. Sandwell
Women’s Aid

2. Member

2. Mental Health
Institute LETC

None
None

None

1. Independent Member

2. Independent Member

Ms
Interim
S.Wakeman Director of
Workforce and
OD
2.

1. Employee

2. Member
3. Member
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1. Walsall
Council
Standards
Committee
2. Walsall
Council Audit
Committee
1. Walsall
Healthcare
NHS Trust
2. BHI LETC
3. Black

Name

Designation

Interest Declared

Country
LETC
4. West
Midlands
Widening
Participation
Forum

4. Member

Ms
T.Cotterill
Mrs
L.Writtle

Director of
Finance
Director of
Operations

Organisation

None
1. Trustee Director
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1. Age UK,
South
Staffordshire
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Board of Directors
Register of Gifts and Hospitality
At 30th September 2015
Name

Designation

Mrs. J.
Newton

Chair

Mr. A. Fry

Non Executive
Director

Mr. F. Malik

Gifts and Hospitality Declared

Cost

1. NHS provider Roundtable on board
Leadership/Regulation
2. Mills and Reeves Dinner at NHS
Confed
3. KPMG Drinks and Reception at NHS
Confed
4. Odgers Interim and Berwick Partners
Midlands Leadership reception
5. Deloitte Healthcare Dinner and
Discussion with Sir David Dalton
6. University of Birmingham
7. NHS Providers Annual Lecture with
David Nicholson
8. KPMG Health care debate dinner
None

1. £10
2. £35
3. £10
4.£35
5. £35
6. £35
7. £5
8. £35

Non Executive
Director

1. Lunch: Deloitte Healthcare Dinner
and Discussion with Sir David Dalton

1. £35.00

Mrs. K.
McAteer

Non Executive
Director

1. Dinner: Mills and Reeve NHS Confed

1.£35.00

Mr. P. Riley
(until
30/09/15)
Mr. P.
Sahota

Non Executive
Director

1.KPMG Drinks Reception at NHS
Confed

1. £10

Non Executive
Director

None

Mr. D
Walker
(from
1/7/14)
Mrs. P
Werhun
Mr
D.Stenson
(From
1/10/15)
Ms P. Lloyd
Knight

Non Executive
Director

None

Non Executive
Director
Associate
Non-Executive
Director

None

Associate
Non-Executive
Director
Chief

None

Ms. K.E.

None

1. Deloitte Healthcare Dinner
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1. £35.00

Name

Designation

Dowman

Executive

Dr. S.
Edwards
Mr. J.
Campbell

Medical
Director
Deputy Chief
Executive
(Director of
Strategy)
Director of
Nursing,
AHP’s and
Quality
Company
Secretary

Mrs. S.
Lloyd

Mr. A.
Green
Ms S.
Wakeman

Ms.
T.Cotterill

Interim
Director of
Workforce and
OD
Director of
Finance

Mrs L
Writtle

Director of
Operations

Gifts and Hospitality Declared

Cost

2. University of Birmingham –
Chancellor’s Dinner
3. KPMG Lunch
4. Black Country LMCs Open evening
5. KPMG Healthcare Debate Dinner
None

2. £35.00
3. £15.00
4. £10.00
5. £35.00

1. Mills & Reeve NHS Confed

1. £35.00

1. HSJ Provider Summit Gala Dinner

1. £40.00

None

None

1. Drinks: KPMG NHS Confederation
2. Lunch: Mills and Reeves
3. Lunch and Tour of Jaguar Factory
4. Dinner: Mills and Reeves
5.KPMG
None
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1. £10.00
2. £10.00
3. £10.00
4. £35.00
5. £35.00

Encl. 9.2

Meeting of:

Board of Directors

Date:

28th October 2015

Subject:

Use of Trust Seal for 6 months to 30th September 2015

Presented by:

Andy Green, Company Secretary

Author:

Natalie Grainger, Governance Support Manager

Purpose:

inform

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

Relationship to High Level Risks:

N/A
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Recommendation(s):

To note the use of the Trust Seal

Equality & Diversity implications:
An Equality Impact Assessment has/has not been completed.

There are no implications to consider

Regulatory and Compliance matters:
Monitor:
Care Quality
Commission:

x

Other:
None:

Previous consideration
Board
Audit
Quality & Safety
Other

x

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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Executive Summary
The Trust Seal has not been used for period 1st April 2015 – 31st October 2015.
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Encl. 10.1

Enclosure 1.3

MINUTES OF THE QUALITY AND SAFETY COMMITTEE
HELD AT 9.30AM ON THURSDAY 13TH AUGUST 2015
IN MEETING ROOM A, DELTA HOUSE
Present:
Ms Pauline Werhun
Mrs Joanna Newton
Mr Paul Riley

Non-Executive Director (Chair)
Non-Executive Director/Chair of the Trust
Non-Executive Director

In Attendance:
Mr John Campbell
Ms Diane Cartwright
Ms Karen Dowman
Ms Natalie Grainger
Mr Andy Green
Ms Sheila Lloyd
Ms Sue Wakeman
Ms Lesley Writtle
Ms Heidi Cater

Director of Strategy/Deputy CEO
Internal Audit
Chief Executive
Governance Support Manager
Company Secretary
Director of Nursing
Director of Workforce and OD
Director of Operations
Head of Nursing – Mental Health (Item 3.6 only)

Observers:
Ms Sonia Davies
Ms Mary Bolland

Public Governor
Public Governor

ITEM
NO

AGENDA ITEM
Welcome and Introductions
At the start of the meeting Ms Werhun welcomed everyone and noted that
Mary Bolland would be arriving late. She also noted a change to Item 3.6
which would now include a presentation from the Head of Nursing.

1.0

1.1 Declarations of Interests
Nothing to declare.
1.2 Apologies for absence
Dr Stephen Edwards - Medical Director
Dr Jas Lidher - Medical Director
Ms Kathy McAteer – Non Executive Director
Mrs Gill Murphy – Associate Director of Governance and Assurance
Mr Parmjit Sahota – Non Executive Director
1.3 Minutes of the previous meeting
The minutes of the meeting held on 11th June 2015 were agreed as a true
and accurate record, subject to the amendment of Lesley Writtle’s title on
page 1.
1.4 Matters Arising not on the Agenda
(ii) 3.4 Complaints:Review of lessons learnt by Divisions (Mtg 9/4/15)
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ACTION

ITEM
NO

AGENDA ITEM

ACTION

Ms Werhun confirmed that a meeting to discuss and agree the Workplan for
the Committee had taken place.
4.7 Equality Impact Assessments (EqIA)
Ms Werhun advised that the amendments to the Committee frontsheets to
include “has an EqIA been carried out” would be discussed and finalised at
the NED meeting later today.
4.4 Safeguarding Children
It was noted that the Annual Report was presented to the Board at the
meeting on 29th July 2015.
4.5 Vulnerable Adults Annual Report
Ms Werhun noted that this report was being amended following discussion
at Board on 29th July 2015 and would be recirculated to the Board in due
course and also re-presented to Board for ratification.
4.9 Health and Safety Annual Report
Ms Werhun outlined the discussion at Board and the assurance provided by
Carlton Brookes regarding fire training and marshalls. SL advised that the
presentation used at Board would be appended to the Board minutes as an
addendum/update to the Annual report.
1.5 Declaration of any other urgent business to be transacted
Nothing to declare.
2.

MATTERS ARISING
2.1 Review Agreed Actions Schedule
The action schedule was discussed and updated.
Mental Health Act Managers Meeting – Appraisal Process – This action
has moved to the Mental Health Act Legislation Scrutiny Committee Action
Log. The first meeting will be arranged for September.
Good Governance Tools – Discussion to take place to align processes to
guides to support robust governance.
2.2 Recruitment, Mandatory Training and Sickness
Ms Wakeman presented a report to inform the Committee on the current
position regarding recruitment, training and sickness.
Recruitment - Vacancies levels are high at 15.34%, mainly nursing related,
but staffing numbers are approximately the same as last year. A
Recruitment Action Plan has been developed focussing on process,
marketing, recruitment and supply and demand. Currently 35 candidates are
waiting to start. Andrew Fry is assisting with marketing and this will be a
priority for the Interim Head of Communications starting on 24th August. Due
to the national shortage of mental health nurses, work is ongoing to improve
the supply chain to ensure we don’t lose the student nurses and apprentices
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ITEM
NO

AGENDA ITEM

ACTION

we have trained. The aim is to match supply to demand.
Mr Riley asked what the nursing turnover rate is; what current intelligence is
available; and what measures are being put in place to reduce turnover.
Ms Wakeman said there are no specific turnover details for nursing but there
are plans to report the turnover figures excluding School Nursing which we
no longer provide. Current intelligence identifies ‘variety of career
opportunities’ and ‘flexible/agile working’ as reasons why people stay, but
more robust preceptorship and blended shift patterns are required. A piece
of work on why people stay is planned in order to share best practice.
Ms Dowman commented on the age profile and the number of retirements
which had been significantly affected by the pension and associated taxation
changes.
An offer package is currently being put together for nurses.
Vacancies are being regularly monitored, along with a proactive approach to
recruitment, including over recruiting where appropriate, in order to reduce
vacancies, particularly in nursing and therapy.
Mr Campbell referred to an interesting study looking on generational
differences around life/work; loyalty, IT expectations etc. which would be
useful to report back to Committee.
[Mary Bolland joined the meeting.]
IT WAS AGREED TO:
(i) Report back to Committee on the outcomes of the generational JC
study.
(ii) Include assurance in the reporting around what is being done
SW
to retain staff.
Sickness – Ms Wakeman reported figures of 5.63% against a target of 4.5%
with an upward yearly trend, which is disappointing. Proposals to implement
self-service Electronic Staff Record will provide real time sickness absence
data for improved monitoring. In addition the Sickness Absence Policy is
being reviewed as well as working with the Staff Support Service to develop
a more proactive approach and also target hot spot areas; and developing a
Health and Well-being Strategy in Work focusing on physical and mental
aspects to raise the profile of well-being rather than absence.
In response to a question from Ms Werhun, Ms Wakeman advised that the
level of anxiety/ stress/ depression being reported in the Trust is in line with
the national average of 20-21%.
Ms Writtle commented on the age profile of staff and the acuity of patients
and the need to support staff to work in these environments.
Mr Campbell also noted the increase in violence and aggression towards
staff and the correlation between environments.
IT WAS AGREED TO:
(i) Note the contents of the report.
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ITEM
NO

AGENDA ITEM
(ii)

Look at the correlation between sickness and environment.

ACTION
SW/LW

Mandatory Training – Ms Wakeman was pleased to report compliance is at
93.5% against a 95% target with a steadily improving trend as a result of
constant monitoring and more robust processes. A Task and Finish Group
has been set up to move forward the new programme for October using a
blended approach of e-learning and face to face. Mandatory training
requirements are being determined through a Regional Working Group.
Specialist Mandatory Training - Ms Wakeman reported that there is more
work to do, particularly around MAPPA and Moving and Handling training, to
meet the demand. The biggest challenge is Safeguarding, which has been
reviewed and a trajectory agreed with Commissioners to achieve Levels 2
and 3.
In response to a question from Mr Riley about sickness and training data,
Ms Wakeman confirmed that bank and agency are not included in sickness
data. With regard to training, bank staff are included but agency staff are
not as they are not Trust staff and assurance regarding their training is
provided within the agreed contractual framework with agencies.
Mrs Werhun thanked Ms Wakeman for the reports.
2.3 Observation Review Update
Ms Writtle gave a verbal update following the report to Board in July. The
staff consultation on the Clinical Observation Policy has now ended and an
implementation plan is being developed to roll out from September. The
Policy has also been shared with Commissioners. A further report will come
back to Committee in October prior to submission to Board.
Mr Riley asked if there would be an increase in staff to support the process.
Mr Writtle responded that the proposal was to create establishments within
each of the areas that reflects Ward Managers’ requirements, including a
Ward Clerk for administrative/transactional tasks and Wards and Teams
working together, with the backup of bank staff, to deal with variables in
occupancy/complexity. Mr Campbell said it was also proposed to manage
the cohort of patients requiring observations differently, ie MDT Reviews to
be attended by Ward Managers. A number of acuity tools are being piloted
to provide a strong evidence base for contract discussions this year.
IT WAS AGREED TO:
(i) Note the update.
(ii) Report back to Quality and Safety Committee in October prior LW
to reporting Board.
3.

INTERNAL GOVERNANCE AND ASSURANCE
3.1 Assurance Framework in Human Resources Practice
Ms Wakeman presented a report setting out the framework for human
resource practice and performance across the Trust.
The paper referred to the ongoing workforce objectives to meet the
challenges, an extract from the Annual Plan setting out the workforce goals,
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ITEM
NO

AGENDA ITEM
together with an extract from the Dashboard from the Board report which
has received positive feedback.
Ms Werhun and Ms Newton said it was more easily understood, but
requested greater clarity in terms of delivery, timescales and the reporting
process.
Ms Wakeman confirmed that the processes outlined are tracked for
compliance, with bi-monthly meetings to provide assurance on the targets
and to highlight the reasons for any delays.
In response to a question from Mr Riley, Ms Wakeman advised that the
process for measuring the experience of Mandatory Training is through an
evaluation form which is not shared at organisational level. The other
outcome measure comes from the staff survey, which are not red areas.
Mrs Werhun thanked Ms Wakeman for a very useful report.
IT WAS AGREED TO:
(i) Note the update.
3.2 Patient Experience and Involvement Report
Ms Lloyd presented a report outlining progress of implementation of the
Patient Experience and Involvement Strategy 2014-17, along with the
Annual Report on Activity for 2014-15. Page 11 of the report was
recirculated due to the omission of the table legend during printing.
Ms Lloyd highlighted the key areas from the report against the 8 objectives
in the strategy.
The Trust is 100% compliant against the NHS guidance for management of
complaints.
142 complaints were received in 2014-15, which is an 11% decrease
compared to the same period last year.
Attitude of staff and care and treatment remain the main themes of
complaints. This links specifically to leadership and role modelling. Ms
Dowman raised a note of caution and felt that more detailed analysis was
required around attitudinal complaints to identify the percentages that were
upheld and partially upheld in order to get a sense of whether attitudes are
deteriorating or if this is a combination of how unwell a patient is and their
perception.
It was noted that the Parliamentary Health Service Ombudsman (PHSO)
investigated one complaint out of nine received in 2014-15, which was
subsequently upheld and lessons learned/key findings identified. PHSO had
also concluded on a complaint linked to the CCG with a full action plan and
recommendations.
A new “Datix” module for patient complaints is due to roll out in
August/September to enable staff to keep complaints/ concerns, actions and
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ITEM
NO

AGENDA ITEM

ACTION

lessons learned in one place.
Ms Lloyd circulated the ‘Lessons Learned Bulletin’ which is the key element
in ensuring that the Trust is handling patients concerns and complaints
appropriately.
343 compliments were received in 2014-15, which is an 32% increase
compared to the same period last year, partly due to encouraging and
focusing on the positives and good practice.
Ms Dowman clarified the expectation that everybody who requests a face to
face should be offered one as a matter of course.
Following the withdrawal of Changing Our Lives, it was noted that Ms Writtle
is working with Ms Lloyd to identify alternative advocacy partners. Ms
Writtle advised that additional outcome measures for evaluation are being
considered in addition to the Friends and Family Test (FFT).
Mr Riley highlighted the need to put things in perspective in that there were
more compliments received in 2014-15 than complaints and concerns
combined and felt this needed to be shown more clearly in a graph.
Mr Campbell requested the inclusion of a RAG rating summary at the start of
the report to clearly show progress against the strategy. He also highlighted
the need for the ‘so what’ element as part of the evaluation process and
focusing limited capacity on addressing the gaps which might mean stopping
doing some things to achieve others, for example discharge questionnaire at
Hallam Street.
IT WAS AGREED:
(i) To note the contents of the report.
(ii) That an Annual Report to be submitted to Board with a
strengthened Executive Summary reflecting the comments
from the discussion as follows:
a. That more detailed analysis of attitudinal complaints is
required to measure deterioration against perception.
b. Face to face interviews to be offered to all complainants
upon request.
c. Alternative advocacy partners to be identified, alongside
further evaluation models with FFT.
d. Additional graph to be added to the report to highlight the
level of compliments against complaints and concerns.
e. RAG rating to be added at the start of the report to clearly
show progress against the Strategy.
f. ‘So what’ element to be added as part of the
evaluation/challenge process to enable Lessons Learned.
g. Need to review engagement with young people.
3.3 Summary of Quality and Safety Steering Group (QSSG) Meeting
Ms Lloyd presented a summary from QSSG.
Ms Writtle noted that CPA Reviews are 100%.
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NO

AGENDA ITEM

ACTION

Ms Lloyd noted that following an intense review HoNoS is now compliant at
95.2%.
Ms Werhun referred to the statement on page 3 “Patient Experience: The
level of complaints is good”, and asked what this meant. Ms Lloyd agreed to
clarify this with Dr Edwards.
Ms Writtle assumed that “clinical care delays” referred to on page 3 relates
to Delayed Transfers of Care and advised that work was ongoing and it was
expected to achieve compliance in the near future.
Ms Newton said that in order to provide assurance on progress, it is
important to include a comparator/ measure in the report to provide context.
IT WAS AGREED:
(i) To note the contents of the report.
(ii) Ms Lloyd to seek clarification from Dr Edwards regarding
statements in the report relating to ‘complaints’ and ‘clinical
care delays’.
(iii) Comparator/measure to be included in future reports to the
give context for assurance.
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3.4 Internal Audit Assurance Outcomes Summary Report
Ms Cartwright presented a report of the outcomes from 6 audit reviews.
She drew attention to two reviews that ‘require improvement’, those being
CIPs and Access and Arrangements and one review that was given
‘insufficient assurance’, namely Establishment & Vacancy Controls.
In response to a questions from Ms Werhun and Mr Green Ms Cartwright
clarified the following:
CIPs - Quality Impact Assessments (QIA) are not always completed for
schemes so the risks are not clear.
Access Arrangements – (i) the Aim and Headline Context for a review
comes from the original Terms of Reference (ii) the review did not address
license conditions around choice. Ms Cartwright agreed to check the policy
and update Mr Green.
In response to a request from Ms Lloyd it was agreed to include the date of
the audits in the Executive Summary of future reports for clarity.
IT WAS AGREED:
(i) To note the contents of the report for information.
(ii) Ms Cartwright to report back to Mr Green regarding Access
Arrangements.
(iii) To include Audit dates in the Executive Summary of future
reports.
3.5 CQC Preparation and Update

Page
- 7 - 229

DC
DC

ITEM
NO

AGENDA ITEM

ACTION

Ms Lloyd presented the Time to Shine update for the CQC visit week
commencing 16th November to raise awareness. This will be an agenda
item for all Committees until the visit.
Ms Dowman commented that whilst specific weeks had been allocated in
relation to CREWS (Caring, Responsive, Effective, Well Led, Safe) this
would be a continuous process.
Mr Riley also clarified that his term as Non-Executive Director ends at the
end of September.
IT WAS AGREED TO:
(i) Note the update.
(ii) Review the NED involvement for Responsive.
3.6 Quality and Safety Divisional Report for Mental Health
Ms Werhun welcomed Ms Cater and explained that it had previously been
agreed for Group representation at Committee to provide assurance that
Quality and Safety is being addressed.
In addition to the detailed Mental Health report already circulated, Ms Cater
gave a brief presentation (also circulated) to explain the purpose and
benefits of the report, how it was developed and the lines of reporting to
provide assurance.
Ms Cater noted that the Monthly Group Quality and Safety meeting is the
critical group as it brings multiple professionals together each month who
then cascade to clinical teams at local level.
Ms Werhun thanked Ms Cater for the presentation and asked members for
any comments or questions.
In response to queries from Ms Dowman and Mr Green, Ms Cater clarified
that the scoring in the report was taken from the National Patient Agency
template and Datix as appropriate, but acknowledged that it would be helpful
to have a ‘key’ in the tables in future reporting. The training on the new risk
assessment work is scheduled for September along with guidance for
reporting complaints and concerns under the new Datix system.
Ms Dowman was pleased to see detail on the use of restraint, which
highlighted a 5% reduction in prone restraint. Ms Cater also noted that
despite significant activity on McArthur Unit in June there was minimal prone
restraint showing that staff are de-escalating situations and ensuring best
practice to safeguard patients in very challenging situations.
Ms Cater advised Ms Wakeman that all actions are logged at a local level
and monitored and tracked through the weekly meetings.
In response to a query from Mr Green, it was explained that Hard Truths and
the Clinical Dashboard Compliance reports are attached separately due to
reporting timescales.
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Ms Lloyd said the report was a credit to Ms Cater and the team and was
pleased that it was providing internal assurance at Group level. Another
benefit is the weekly incident call where Staff Matrons, Heads of Nursing,
Team Leads, Governance Assurance Unit dial in to scrutinise the Datix from
the previous week; to monitor progress with RCAs, safeguarding etc. and
also share information and identify issues across Groups.
Ms Cater shared a positive story in relation to the safeguarding summary of
incidents.
Mr Riley felt the overall report was very powerful. He noted a 600%
increase in the levels of violence in less than 2 years and asked about the
story behind this. It was explained that this was due to the increased levels
of acuity being managed at less appropriate levels, the reduction in social
care support, increased physicality of older adults on wards, patients with
more complex physical issues which also impacts on workforce.
Mr Campbell advised that he was contacting Stephen Dalton at NHS
Confederation about a piece of work across Mental Health organisations due
to the impact on relationships with Commissioners and also in relation to
new money coming into Mental Health being used to address some of the
existing issues. Ms Newton said that NHS Providers had also agreed to do
a similar piece of work.
Mr Riley referred to the earlier discussion in relation to Patient Experience
which showed a higher proportion of complaints/concerns in Mental Health
regarding staff attitude and care and treatment and asked what was being
done to address this. Ms Cater responded that work is ongoing around
complaints and monitoring to educate clinical teams in relation to
behaviours and values, but also to try to resolve concerns at source. The
analysis provides an opportunity to identify trends and themes for the last
month.
Ms Werhun thanked Ms Cater for the report which had provided a lot of
assurance.
IT WAS AGREED TO:
(i) Note the contents of the report.
(ii) Include a ‘key’ in the tables in future reports to explain the
scoring mechanisms being used.
[Ms Cater left the meeting.]
4.0

COMMITTEE GOVERNANCE
4.1 Committee – Terms of Reference and Cycle of Business
Mr Green presented the revised Terms of Reference (ToR) for agreement
prior to submission to Board for approval, and the Cycle of Business.
Terms of Reference - Mr Green noted that the main changes are to update
the membership, remove the reference to the Mental Health Act which will
be picked up by the Mental Health Legislation Scrutiny Committee in future
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and to remove some duplication of areas.
In response to a question from Mrs Werhun, Mr Green clarified that the
Committee quorum is 2 NED members.
Mr Green also agreed to check that ‘Quality Governance Framework’
referred to in Section 8.3 is the correct title.
IT WAS AGREED TO:
(i) Approve the Terms of Reference subject to clarification of the
title of the framework referred to in Section 8.3.
(ii) Submit the revised Terms of Reference to Board for approval.
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Cycle of Business – Mr Green reported changes to the Cycle of Business
to correlate to QSSG reporting as agreed with Ms Murphy.
Ms Werhun noted that the first Group report had just been received and
sought clarification on the frequency of reporting. Following discussion it
was agreed to have annual reporting from each Group at every other
meeting.
In response to a query from Ms Writtle, it was agreed that Emergency
Preparedness Response and Resilience (EPRR) should continue to report
to Business & Performance Committee, with consideration to be given
outside the meeting to using Internal Audit for further assurance of the
processes that were undertaken.
In line with good practice, it was agreed to review the Cycle of Business at
the end of each meeting.
IT WAS AGREED TO:
(i) Approve the Cycle of Business to commence from October
2015 subject to any appropriate amendments.
(ii) Mr Green to add Group reporting to the Cycle of Business.
(iii) Consideration to be given to using Internal Audit to provide
further assurance for EPRR processes.
(iv) Cycle of Business to be added to the end of the Quality and
Safety Committee Agenda as a standing item.
5.0

ANY OTHER BUSINESS
None.
DATE AND TIME OF NEXT MEETING
Thursday 8th October 2015 9.30am in Delta House.
Meeting closed at 12.30pm
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