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DATE AND TIME OF NEXT MEETING:
The next meeting will be held on Wednesday, 27 January 2016 at 3.45 pm, Venue TBC
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Encl. 3
THE BOARD OF DIRECTORS PUBLIC MEETING
HELD ON WEDNESDAY 28th OCTOBER 2015 2014 AT 3.45PM
IN THE CONFERENCE ROOM AT EDWARD STREET HOSPITAL
Present:
Mrs Joanna Newton
Ms Tracey Cotterill
Mr Andrew Fry
Mr Fayaz Malik
Dr Duncan Walker
Mrs Pauline Werhun
Ms Karen Dowman
Dr Stephen Edwards

-

Chair
Director of Finance
Non-Executive Director
Non-Executive Director
Non- Executive Director
Non-Executive Director
Chief Executive Officer
Medical Director

In Attendance:
Ms Julie Darby
Ms Joyce Fletcher
Ms Judy Griffiths
Mr Keith Humphrys
Mr Joe Kimberley
Ms Paula Lloyd Knight
Ms Gill Murphy
Mr Gary Sawuck
Mr David Stenson
Ms Lesley Writtle
Ms Tina Owen

-

Head of Workforce
Deputy Director of Nursing
Head of Operational HR
Patient [Patient Story Only]
Head of Estates and Facilities
Associate Non-Executive Director
Associate Director of Governance
Unit Manager [Patient Story Only]
Associate Non-Executive Director
Director of Operations
PA to Chief Executive & Chair

Members of the Public:
Ms Janet Foster
Mr Peter McGookin
Dr Tinsa
The private session of the Board Meeting commenced at 3.45pm
BCP/0104/139
WELCOME AND INTRODUCTIONS
/15
The Chair was pleased to welcome members of the public to the Public Board
meeting.
She also formally welcomed Ms Paula Lloyd Knight and Mr David Stenson to their
first formal Public Board meeting as Associate Non-Executive Directors.
BCP/0104/140
/15

PATIENT STORY
The Chair was pleased to welcome Mr Keith Humphrys and Mr Gary Sawuck from
Newton House to the meeting to share Keith’s journey as a patient of the Trust.
Copies of the patient story were circulated.
[Mr Humphreys and Mr Sawuck left the meeting].

BCP/0104/ 141
/15

OPENING MATTERS
The Chair formally reported to the Board that Mr Campbell had submitted his
resignation following a successful application and appointment with Turning Point.
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(i) Declarations of Interest
a. Amendments to the Register of Interests
As per the Private Board session.
b. In any item on the Agenda
None were declared.

(ii) Apologies for absence
Mr J. Campbell, Director of Strategy/Deputy Chief Executive, Mr A. Green,
Company Secretary, Dr J. Lidher, Medical Director, Ms S. Lloyd, Director of
Nursing, AHPs & Governance, Ms K. McAteer, Non-Executive Director, Mr P.
Sahota, Non-Executive Director, Ms S. Wakeman, Director of Workforce & OD,
The Chair noted that the higher than usual number of apologies was due to several
family bereavements/illnesses and also annual leave due to half term.
(iii) Minutes of the Meeting held on 30th September 2015
The minutes of the meeting held on 30th September 2015 were circulated and
approved as an accurate record of the meeting.

(iv) Schedule of Actions
It was noted that several actions required attention by Mr Green who was absent
due to recent bereavement.
Cultural change and NHS Freedom to Speak Up – ongoing. Action: Ms
Newton/Mr Green to arrange attendance by Rudi Page to next Board meeting
Monitor Old Age Bed Occupancy – Item deferred to November. Action: Ms
Dowman, MAPA Team – Item for future Board Development – Action: Ms
Newton/Mr Green.
BAF – Discussion pending. Action: Ms Lloyd. The Chair also reported that she
had agreed provision and plans to ensure appropriate board oversight with Ms
Lloyd.
Audit Committee – Meeting to be re-arranged. Action: Mr Green.

(v) Matters Arising not on the agenda
No matters were raised.

(vi) Declaration of any other urgent business to be transacted.
Ms Cotterill raised two items
Q2 Monitoring – For the Public Board to note that this has been approved in the
Private Board Session and that future reports will be presented to Public Board.
IT WAS RESOLVED:
i) To approve the report as presented to the Private
Board.
Monitor – Agency Cap (consultation document) – Circulated for discussion at the
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end of the meeting and forwarded to Ms Grainger for circulation.
BCP/0104/142
/15

RISK AND ASSURANCE
(i) Board Assurance Framework (BAF) (Amended version circulated)
Mr Murphy presented the look forward version of the BAF for the period 1st
November 2015 to 31st March 2016 which has been updated to reflect the revised
strategic objectives. The BAF provides a summary of the high level risks which are
linked to the relevant strategic objectives. This is a ‘live’ document to reflect the
constantly changing position.
Ms Murphy explained the revised format and how it links to the Clinical Dashboard
and KPIs, which is in line with the discussions as the Board Development session
in June.
In response to a question from Ms Lloyd Knight regarding the Equality Diversity
Standard 2 (EDS2), Ms Murphy agreed to review the BAF to ensure that it reflects
all the contractual requirements of EDS2.
For assurance, the Chair requested Ms Murphy to review the scoring for the key
Corporate organisational risks to ensure that all high level risks are identified the
BAF.
Ms Cotterill advised for assurance that the all the financial risks were now on the
risk register and had been scored at the Investment Committee as part of a robust
process which would be regularly reviewed to ensure it reflects the up to date
position.
Mr Walker proposed a review of the overall grading/scoring system as part of the
ongoing development to provide assurance that the Board is seeing all the high
level risks in the BAF.
It was also suggested that the column ‘Gaps in Control’ is amended to
‘Weaknesses in Control’ along with the addition of a ‘Work in Progress’ column to
capture where work is already ongoing but not yet completed.
IT WAS RESOLVED:
i)
To approve the BAF as it stands, with ongoing review
to reflect the comments and suggestions arising from
the discussion.
ii) Clinical Observation Policy
Ms Writtle presented a progress update on work undertaken by the Clinical
Observation Review Project Team in developing the Policy, which has now been
implemented, and the benefits that it brings to the organisation.
The second part of this work will be presented to Board in December in relation to
staffing, complexity and recording to support a safe and effective approach.
Ms Writtle also reported an improvement in the use of agency and bank for
observations in the last six weeks, which will continue to be monitored.
IT WAS RESOLVED:
i)
To note the report.
(iii) Report from the Chair of the Quality and Safety Committee
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Ms Werhun presented the report which provided an update on the key discussions
at the Quality and Safety Committee meeting which took place on 11th June 2015.
Ms Werhun noted three main elements as follows:
 Recruitment, Mandatory Training, Sickness and Agency Usage
 Whistleblowing and Freedom to Speak Up
 Learning Disabilities Divisional Report
IT WAS RESOLVED:
i)
To receive the report.

(iv) Report from the Chair of the Charitable Funds Committee
Mr Malik provided a verbal update and requested the Board to note that the
Charitable Funds Committee Annual General Meeting took place on 30th
September and approved the accounts for the last financial year.
IT WAS RESOLVED:
i)
To note the report.
(v) Premises Assurance Model (PAM).
Mr Kimberley presented the first report on the PAM to Board and gave a brief
overview. The PAM relates specifically to patient environment and focuses on
safety. It also links to the Board Assurance Framework Objective 5. Currently it is
not a mandatory document but it is understood it is being adopted by CQC and
Development Agency as part of its assurance framework. Consequently the Trust
is being proactive in developing this document. As part of the process a
retrospective view of the 2014/15 position was undertaken to provide comparison
with the 2015/16 position which demonstrated a 32% improvement taking the Trust
from a poor to a good position, with easy access to the Estates Strategy, PLACE
results, risk assessments etc to provide assurance.
Mr Kimberley recommended the Board support (i) the adoption of the PAM, (ii) its
upload to the national Department of Health framework to enable us to benchmark
against other organisations, including Coventry and Warwickshire and Birmingham
and Solihull, and (iii) receiving an update report annually (or by exception where
necessary).
Ms Cotterill asked if the upload would be confidential or anonymised.
Mr Kimberley responded that the data is identifiable data but is only accessible to
organisations that upload their data for benchmarking.
To endorse the summary, Mr Edwards commented that Mr J. Chandler presented
the full documents to the Quality and Safety Steering Group and there was a robust
discussion and, although not mandatory, it was agreed it should be adopted.
The Chair said that ordinarily this would have been reported to Quality and Safety
Committee but reporting timescales did not permit this and therefore it was being
presented direct to Board.
Mr Walker said it would also be helpful to receive a Board update on the Estate on
a Page on a six monthly basis to show what has been implemented and what is in
process and also the position on rationalisation to provide assurance on progress.
Mr Kimberley said subject to Chair’s approval a summary position statement of the

- 4 Page
-

4

Estate on a Page could be presented to the next Board. He also reported that two
business cases had been presented to Investment Committee in relation to the
Corporate Head Quarters and the Community Strategy which were moving forward.
IT WAS RESOLVED:
i)
To receive the report.
ii)
For Mr Kimberley develop a process in line with
the discussion which can be reported back to
Board or relevant Sub Committee to provide
appropriate line of sight.
BCP/0104/143
/15

STRATEGY AND BUSINESS TRANSACTIONS
(i) Sustainability Programme
Ms Dowman reported on progress with the sustainability programme of work and
highlighted that the Executive Summary identifies the key dates in the process.
Board, staff, stakeholders and other interested parties will be invited to the partner
presentations event on 27th November.
Ms Dowman drew attention to the assessment of timescale and in particular 4th
January 2016 when we will be communicating who the preferred partner is. This is
an estimated date which depends on a number of circumstances, including support
from Monitor, any challenge by the Competition Commission, etc, and therefore any
change will be communicated accordingly. The legal team are being kept informed
and are providing advice throughout the process. There will be an extensive
communication plan to keep the Board, staff and other interested parties up to date
with progress.
The Chair commented that the Trust is doing something quite unusual in initiating a
prospectus but that the Board feel it is a values and service based approach to try
to find a strategic partner within our particular locality to ensure the appropriate
service sustainability for all of the patients and communities being served.
There was a discussion about the process for distributing the scoring
documentation to Board members and it was confirmed that Ms Cadman is coordinating the process and any special requirements should be reported back to
her.
IT WAS RESOLVED TO:
i)
Receive the report for information.
ii)
Note the strategic timeline.
(ii) Care Quality Commission (CQC) Registration – Removal of Suttons Drive
Ms Murphy presented a report to approve the removal of Suttons Drive, Walsall as
a registered location with the CQC following the transfer of staff to the new unit at
Hallam Street Hospital site in West Bromwich from 1st November 2015.
Ms Murphy also confirmed that there were no attendant risks that Board needed to
be aware of.
In response to a question from Mr Walker about future use of Suttons Drive, Mr
Kimberley advised that it will revert back to NHS Property Services under the
Memorandum of Occupation in line with Transforming Community Services, as it
was already planned with the Commissioners to decommission Suttons Drive and
for services to be delivered from another facility.
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BCP/0104/144/
15

IT WAS RESOLVED:
i)
To approve the recommendation.
QUALITY AND PATIENT EXPERIENCE.
(i) Freedom to Speak Up
Ms Fletcher presented an update to the Board. She highlighted that the Trust is
both benchmarking and working closely with organisations, including RCN and
other providers, around the national policy and some of the synergies of Freedom
to Speak Up and have identified some of the key challenges.
Internal progress to embed the culture across the organisation includes a whole
communication plan, confirmation of Ms McAteer as Non-Executive lead, links into
workstreams that promote and encourage staff to speak up, and clarity around the
policy, which has been reviewed in response to an Internal Audit.
Ms Griffiths added that the policy had been agreed by staff side and will be
presented to Workforce Development Group for ratification. There are a few things
around the Freedom to Speak Up Champion to be resolved following which the
policy will be uploaded prior to CQC.
The Chair noted the significant work that the Trust is undertaking currently with
Rudi Page, who has already met with a number of staff and he will be attending
Board before the year end to provide an understanding and explore the
implications.
Ms Werhun asked if the report was correct that the management actions will be
monitored by the Audit Committee.
Ms Fletcher confirmed that the management actions will be monitored locally but
the Audit Committee will be receiving for assurance.
Mr Walker raised the Freedom to Speak Up Job Description and asked if that
means there will an extra person employed.
Ms Fletcher said it is a national directive that every Trust has a Freedom to Speak
Up Guardian role but national guidance is awaited from the CQC national officer,
who will be appointed at the end of Autumn in relation to what that post will look
like. In the meantime we have scoped other organisations’ approach to what that
role will look like in terms of, seniority, banding and possible potential to share the
role across organisations.
Mr Walker raised concern about the potential costs.
The Chair was interested to hear that they were looking at options about whether it
can be done in a slightly different way, which might ameliorate costs
IT WAS RESOLVED:
i)
To note the report for information
(ii) Hard Truths Monitoring
Ms Fletcher presented a report for information that was circulated separately to the
Board pack and further copies were available on request.
The report provides 3 months of data to the Board on the actual versus planned
staffing levels and also now includes where our planned is over and above 150% to
explain why the extra staff are needed. This links into some of the discussions
around observations but importantly links into last month’s patient story around
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incidents of violence and aggression where staff manage very acutely ill patients
and additional staff are required to maintain patient safety.
IT WAS RESOLVED:
i)
To receive the report for information.
(iii) Staffing Establishment
Ms Fletcher presented a report for information on the six monthly review of the
establishment which builds on the previous reports to provide assurance that we
are constantly reviewing the establishment in light of the monthly exception reports
and making changes around shift patterns and considering different approaches
where there are specific issues around acuity as highlighted in the report. No key
risks were highlighted
There was a discussion about the length of shifts and Ms Writtle advised that it is
clear from consultation with staff that they like to work a mixture of shifts. Evidence
shows that we lose staff because we don’t offer longer shifts but equally we know
that some of the longer shifts can be negative in a number of ways so what we are
ultimately moving to is a mixture of shifts which then gives the opportunity for staff
to be able to balance home and worklife whilst assuring ourselves that we are safe
in using our staff. Consequently we have piloted a hybrid model of shifts and have
now been requested to roll it out to the rest of the acute wards.
In response to a question from Mr Stenson about the outcomes from the pilot, Ms
Writtle said that we are getting a much richer source of information from working
with Ms Fletcher, Finance and Workforce, and believed we are in a better position
to pull those outcomes together.
Ms Cotterill also commented that when she did the Responsive KLOE visits to two
different wards she received different feedback from the staff in relation to longer
and shorter shifts which reinforces the importance of that flexibility.
It was noted that there was an omission from page 118, table 7.1 in relation to
PICU which Ms Fletcher agreed to rectify. This correction was particularly
important in relation to the work around turnover of Health Care Support Workers
due to the high numbers in the PICU.
IT WAS RESOLVED:
i)
To note the report for information and assurance.
ii)
For the report to be presented to the Quality and Safety
Committee on 10th December for a retrospective in
depth discussion to provide further assurance to the
Board.
(iv) Nursing and Health Care Support Worker Workforce
In response to a request at the previous Board for more detail in relation to the
nursing and healthcare support worker workforce, Ms Darby presented a report to
provide a deeper analysis of the workforce and the drives around the staffing
numbers.
Data shows that recruitment within nursing and health care is generally keeping
pace, but it started with a deficit initially. The Trust has a healthy turnover of nurses
consistent with the West Midlands benchmarking data. This indicates that the
increase in vacancies is as a result of an increase in the planned nursing posts, not
just as a result of turnover. The Trust has a Recruitment Strategy and Action Plan
and work is also taking place to look in depth at how we retain our nursing
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workforce, despite the healthy turnover, in order to support the reduction of
vacancies. This is outlined in the OD plan and further work is being initiated to
understand the more detailed reasons for leaving. Due to the number of nursing
vacancies there may need to be some more radical options around skill mixes and
skill profiles and alternatives to registered nursing and this could be looked at as
part of the MERIT Vanguard as well.
In respect of healthcare support workers, there has been no real change in the past
two years with staff in post and a budgeted establishment, therefore the normal
recruitment processes are keeping pace. However, the turnover for health care
support workers is quite high which cannot be ignored. We know a large proportion
of health care support workers leave within the first two years of employment and it
can be assumed that as this is an entry level post the level of attrition is related to
understanding of the role and therefore the employment of our clinical apprentices
to these role should greatly reduce the attrition rate, however there is also work
ongoing looking at role development.
The Chair said this was a fascinating insight in that when you get data presented in
one way it is actually masking something else. She asked Ms Werhun whether it
was something she wished to take back into the Quality and Safety Committee for
further scrutiny and to understand the implications.
IT WAS RESOLVED TO:
i) Take the report the Quality and Safety Committee in
December 2015 for a more in depth consideration of
the implications.
BCP/0104/145
/15

OPERATIONAL AND CONTRACTURAL PERFORMANCE
(i) Integrated Performance Report
Finance
Ms Cotterill reported that the forecast outturn shows a slight improvement in Month
5 following the settlement of 2014/15 outstanding balances and an anticipated
variation to contract will be reflected in Month 7.
The Executive Summary has been adjusted to include the Divisional high level
position. Mental health has been affected by observations in relation to staffing
costs. Learning Disability has been impacted by the slight delays at Newton and
Langley. Children’s is fairly close to budget. Corporate is adverse due to the
Quayside lease and the start of the incremental IT strategy. She also noted that
comparison of the forecast areas shows some big swings but that this relates to
budget movements following changes in the Operational Management Divisions
rather than any particular activity.
The cash balance is reduced at the end of September, with an anticipated run rate
for the rest of the year of £450k per month. Daily monitoring is in place. Ms
Cotterill drew attention to the Summary Risk Register which is discussed in detail at
Investment Committee. There has been slight deterioration in the aged debt. The
current position reflects that not all CIPs are likely to be achieved within the plan.
Performance is generally on target, but there is potential increase in Delayed
Transfers of Care which is being monitored.
The Chair thanked Ms Cotterill for the position statement and noted the
deteriorating position .
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Mr Walker referred to the cash position and asked when it would be appropriate to
request support and whether there would be any restrictions on what it is used for.
Ms Cotterill referred to the forthcoming meeting with Monitor, following which she
expected to commence formal discussions to put an agreement in place to
drawdown cash early next year. The process for drawdown is very restrictive, a
drawdown limit is set and you cannot drawdown until your balance is about to go
below zero. This has to be forecast two weeks before to allow sufficient time to
drawdown and then has to be tightly controlled. She did not anticipate any
problems with drawdown as it is in the plan and a deficit is forecast this year.
However we may be restricted on committing to future capital programme spend.
To provide assurance to the Board, Ms Cotterill explained that daily monitoring is
already in place with close monitoring of cash flow to prevent any overdrafts.
Ms Cotterill also circulated a regulatory letter from Monitor requesting us to confirm
that we are mitigating where possible as part of their new regulations. The draft
response was also circulated which confirms that the Board is mitigating where
possible whilst not compromising safety. The next key event will be the Board to
Board later in November. Monthly verbal updates will be presented to Investment
Committee together with any formal requests to Monitor as part of the process.
Ms Cotterill advised that budget setting planning for next year is already underway
which will inform the discussions with Commissioners to maximum our income.
The Chair expected that this will come to the Board as part of the look forward in
the Budget setting.
Workforce
Ms Darby presented the Workforce report. The key issues in the report as outlined
in the summary were as follows:






A slight improvement in the trust vacancy rate
A slight increase in agency spend, a further reduction in nursing agency spend
A reduction in the sickness absence rolling 12 month rate, although further
improvement is required
Appraisals rates have fallen to 94.7% which is below the Trust target of 95%.
All managers have been notified of outstanding staff appraisals to ensure
compliance.
Mandatory Training has dipped slightly. Managers are being informed and
Directors have been informed of the DNAs for Mandatory Training. An interim
information tool has been developed and is being rolled to enable managers to
manage their staff training requirements and bookings to ensure compliance,
which has already received positive feedback

The Chair highlighted a concern raised at a recent Health Visitor Forum about the
relevance of the Mandatory Training, if for MH staff, to all services and asked how
this issue was being addressed for the various staff groups.
Ms Darby responded that the statutory and mandatory training is currently under
review to look at both what is delivered and how it is delivered, which should be
implemented from April onwards.
Mr Walker asked if the 1% decrease in vacancies was a seasonal trend or likely to
continue or rise.
Ms Darby hoped that it would be a continuing trend as a result of the improvements
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to speed up the recruitment process, which has reduced the number of recruits
‘lost’ due to delays, together with the Recruitment Strategy which focuses on
attracting new staff. Weekly monitoring is also in place to record recruitment
activity in the different areas.
In response to Mr Walker’s question about the strategic direction, the Chair stated
that workforce and OD is continually reviewed and threads through everything we
are trying to achieve and said it was important for Executives to think about how the
Board understands and receives assurance on progress.
Mr Dowman was pleased to see the separation of vacancies to provide a clear
picture of figures and trends.
In response to a question from Mr Stenson about medical agency spend, Mr
Edwards reported that some of the agency costs are from vacancies in the training
scheme replacements but some are whilst we await the arrival of recently
appointed consultants and speciality doctors because of the time it takes to recruit.
Overall the agency spend on medical staff is reducing and is expected to reduce
further.
IT WAS RESOLVED TO
ii)
Receive the report for information
BCP/0104/146
/15

REGULATORY AND COMPLIANCE
(i) CQC Visit Update – Time to Shine
Ms Murphy presented a progress update in preparation for the CQC Inspection 16th
to 20th November.
Ms Murphy advised that the lead inspector the Inspection has a background in
mental health and that two distinct teams will be deployed with specialists in the
services we provide.
Under this item the Chair referred to the CQC report on the State of Health Care
and Adult Social 2014/15 which has been circulated separately for information
http://www.cqc.org.uk/content/state-care-201415
IT WAS RESOLVED:
i)
To receive the report and await the outcome of the
Inspection.
ii)
To note the CQC document on the State of Health
Care.

BCP/0104/147
/15

CORPORATE GOVERNANCE
(i) Registers of Interests and Hospitality for 6 months to 30th September 2015
IT WAS RESOLVED
i)
To approve the Register of Interests and Hospitality.
(ii) Use of the Trust Seal for 6 months to 30th September 2015
IT WAS RESOLVED:
i)
To note that the Trust seal has not been used in this
time period.

BCP/0104/148
/15

MINUTES OF SUB COMMITTEES OF THE BOARD
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BCP/0104/149
/15

(i) Minutes of Quality and Safety Committee – 13th August 2013
The minutes were received.
ANY OTHER BUSINESS (as declared in opening matters)
(i) Monitor – Agency Cap
Ms Cotterill presented an update to the Board regarding proposals to introduce a
cap on maximum rates payable to agency staff from 23rd November 2015 as a
result of which we may be adversely affected. She noted two areas from the
consultation in particular:
 You may not replace agency with bank inflated rates
 Self-employed staff or staff employed through limited companies will have to
be in line with Agenda for Change (AfC) as well across all staff groups (ie
November AfC rates plus 100%, February AfC plus 75%, April AfC plus 55%).
Ms Cotterill is liaising with NHS Providers in relation to the response to the
consultation and will be contacting the Regional Manager at Monitor directly.
In response to a question from Mr Walker about responding to urgent situations, Ms
Cotterill confirmed that it would be possible to exceed the cap in exceptional
circumstances and then report it. However, any Trusts found to be inappropriately
overriding the highest caps will be subject to regulatory action.
The Chair supported the proposed approach.
IT WAS RESOLVED:
i)
To endorse the approach and receive feedback with
more detail on the implications to provide
assurance.

BCP/0104/150
/15

SUMMARY OF ACTIONS AGREED
The Chair noted a common theme emerging from the Private and Public meetings
and the need for Executives and Chairs of Sub Committees to consider how to
capture and evaluate learning both informally and through formal Audits.
Board Assurance Framework – Ms Murphy to check scoring in relation to
Corporate and EDS2 requirements.
Estates Plan on a Page – Progress report to come back to Board.
Sustainability – Board members to confirm how they want to receive the scoring
information.
Quality and Patient Experience – Board report to be scrutinised at Quality and
Safety Committee to provide further assurance around the staff establishment.

BCP/0104/151
/15

REVIEW OF THE MEETING
The Chair requested Board Members to complete the self-evaluation forms to
facilitate the formal Board Self Evaluation before the year end.

BCP/0104/152
/15

QUESTIONS FROM THE PUBLIC
Ms J. Foster, Healthwatch Sandwell
Ms Foster thanked the Board for its hospitality, welcome and introductions, but
made a suggestion for the use of name badges where members of the public are
going to be present at meetings.
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The Chair acknowledged that name badges are helpful and apologised that they
had not been used on this occasion, but advised that they are part of the usual
protocol and would be used in future meetings.
Ms Foster offered to publicise the CQC focus group through Healthwatch social
media and network newsletter, which was welcomed.
She also welcomed the opportunity for Healthwatch Sandwell to participate in the
Stakeholders event in relation to the Sustainability Programme.
Dr Tinsa, Wolverhampton Healthwatch
Dr Tinsa asked if the CQC Inspection would include Wolverhampton services.
The Chair confirmed that the CQC Inspection is for the whole Trust and suggested
a discussion with Ms Murphy outside the meeting for further details.
Dr Tinsa asked if the Trust’s change in financial position was due to an accounting
error.
The Chair responded that the financial situation was not due to an accounting error
and it was agreed that Ms Cotterill would explain in more detail outside the meeting.
BCP/0104/153
/15

DATE & TIME OF NEXT MEETING
Wednesday 25th November 2015 – time to be confirmed

The Chair thanked everyone for attending the meeting.
The meeting closed the meeting at 5.50pm.
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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

A Green
J Newton

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

S Lloyd/
A Green

Nov-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

Nov-15
Update

Open

J Kimberley

TBC

Open

281015/BCP/0104/142( Premises assurance model
v)
Mr Kimberley to develop a process in line with the
dicussion which can be reported back tp the Board or
relevent sub-committee to provide appropriate line of
sight

Future Board
Development
Day

Open
Open

281015/BCP/0104/144( Staffing Establishment
iii)
report to be presented to the December Quality and
Safety Committee
281015/BCP/0104/144( Nursing and Health Care Support Worker
IV)
Workforce
Report to be taken to December Quality and Safety
Committee in December 2015 for indepth
consideration

J Fletcher

Dec
(QSC)

Open

S Wakeman

Dec
(QSC)

Open

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

Deferred to
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Encl. 4

Meeting of:

Board of Directors

Date:

25th November 2015

Subject:

Chief Executive’s Report

Presented by:

Karen Dowman, Chief Executive

Author:

Karen Dowman, Chief Executive

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:

Recommendation(s):

The Board of Directors notes the content of the report.
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x
x

x

x
x

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

x

Quality & Safety
Other

x

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

The report aims to bring to members’ attention issues that will assure or alert the
Board with regard to policy changes, business and strategic matters or qualitative
and operational details that have performance or risk implications.
These include details of the environmental scan
An update on current issues
The operational issues include details of
Old age bed usage and occupancy levels
Information regarding the junior doctors strike
Risks
An update on delayed transfers of care
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STRATEGY AND POLICY DEVELOPMENT
Update on Environmental Scan (Appendix 1)
National
The key issue for the NHS as a whole is the result of the comprehensive spending
review and the tariff negotiations which will be announced shortly.
Market Opportunities Update
The Wolverhampton Dementia Care Pathway is on target and is part of the
“Better Care Fund”.
The CAMHS Crisis Service is agreed and awaiting monies from the
Transformation Fund. This should be forthcoming in the next two weeks. The
Early Intervention business case in Sandwell has been approved in principal.
Forensic Step Down in Learning Disabilities saw the “Larches” open in October.
We did not proceed with the West Midlands Immunisation Programme.
The Street Triage (crisis car) we deliver with Walsall and Dudley partnership is
working well, ie we have already seen reductions in both Accident and
Emergency admissions and reduced use of our Section 136 suites.
The Sandwell Emotional Wellbeing business case is progressing.
The development of female PICU is not progressing at this stage due to a lack
of capital funding.
The additional beds in the Learning Disabilities low secure services have been
completed and are operational.
The Black Country Eating Disorder Service has been agreed and, as with
CAMHS Crisis Service, is awaiting transformation funding.
Local Services
Sandwell Community Review has been completed and the relocation to
Quayside took place in the middle of September.
The Allied Health Professionals (AHP) review is progressing and now has a
professional forum which will oversee implementation in 2016.
The Psychology Review is ongoing.
16 week care pathway in Learning Disabilities is awaiting agreement by
Sandwell CCG to lead the consolidation of a joint approach across the Black
Country.
CQC Inspection is underway and will be completed on 20th November. In
excess of 80 inspectors were present at the Village Hotel in Dudley when
myself, the Chair and Director of Nursing, AHPs and Governance presented the
organisations strengths and challenges.
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Children’s Services
The Health Visitors Call to Action programme is on target.
The Children’s Special Needs project is progressing well.
The SEND Reform programme for children with complex needs has been
implemented.
The MASH (Multi Agency Safeguarding Hub) is now in Dudley and
Wolverhampton, as well as Sandwell. There are different models in each of the
Boroughs and they are at different stages of maturation.
Board of Directors
The sustainability process is ongoing and will be discussed later in the meeting.
Monitor will be coming for a review on 24th November 2015 and further detail
will be given later on the agenda.
West Midlands Mental Health Commission – As the Board will remember, all
the Metropolitan Boroughs have agreed to work together in a number of areas
and have devolved budgets from the Government to do so. This mirrors the
approach in Manchester, though not tackling the same issues. The West
Midlands have included mental health as one of their key areas, particularly
around employment and integration. I enclose an update from Sarah Norman,
Chief Executive of Dudley Local Authority and the lead for the mental health
workstream, outlining their progress to date (See Appendix 2).

OPERATIONAL PERFORMANCE
Junior Doctors Strike
Junior doctors have been balloted and will be going on strike on three separate days
Wednesday 2nd December
Tuesday 8th December
Wednesday 16th December
Plans are being put in place to mitigate any risks.
Older Adults Bed Usage
I agreed in May to appraise the Board of occupancy levels with regard to older
people’s mental health. I was concerned that for the first time the Trust was unable
to admit a patient due to unavailability of beds.
Appendix 3 gives details of occupancy levels and I am pleased to say that although
under great pressure on occasions, we have not had to place any patients outside
the organisation.
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CQC
A verbal update will be given with regard to the high level feedback received on 20th
November. 82 Inspectors arrived to review the organisation and although copious
amounts of information have been sent since July, a total of 600 additional
documents have been requested from the Governance Team during the week and
this is likely to continue for a further two weeks.

RISKS AND INTERNAL CONTROL
Delayed Transfers of Care – Mental Health Group
Delayed discharges are again becoming a risk. They are currently running at 8.9%
with significant issues with regard to Wolverhampton. Daily monitoring takes place
and an overview of the situation in Mental Health is attached in Appendix 4 (i) & (ii).

OTHER MATTERS OF INTEREST
As the Board will know, Monitor, our Regulator, and the Trust Development Agency
(TDA) will merge in April. The new Chief Executive of the newly named NHS
Improvement Agency is Jim McKay who was previously Chief Executive of
Northumberland NHSFT.
Sandwell and West Birmingham CCG won CCG of the year Award at the HSJ
Ceremony.
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Appendix 1
November 2015 – ENVIRONMENTAL SCAN
BOARDBOARD OF DIRECTORS

NATIONAL

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

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

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

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

LOCAL SERVICES

ENVIRONMENTAL
E
X
T
E
R
N
A
L

BLACK COUNTRY
PARTNERSHIP
NHS FOUNDATION
TRUST
SCAN

WEST MIDLANDS

I
N
T
E
R
N
A
L

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

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

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

HEALTH PARTNERSHIPS

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

LEADERSHIP ACADEMY
30+ Staff on different courses
Project involvement within Trust
Cultural Competence Project

Nov 2015 – Karen Dowman

MERIT
Dudley Vanguard
CCGs Units of Planning
Sandwell and West Birmingham Urgent Care Pathway
3 Boroughs Children’s Safeguarding Boards
4 Boroughs Adult Safeguarding Boards
Children’s Resilience Board Wolverhampton
Right Care Right Here (RCRH) Board Sandwell and West
Birmingham
CAMHS Emotional Well Being Board
MASH (Multi Agency Safeguarding Hub)
Sandwell/Dudley/Wolverhampton
Towards 2030 Meeting
Vanguard Programme Dudley
Dudley Children’s Alliance PD
Dudley Partnership Board
Attendance at Health and Well Being Board Sandwell
Wolverhampton Urgent Care
Combined West Midlands Authority Mental Health Programme
Mental Health Acute Care Collaboration (West Midlands)
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Appendix 2
Update Re: West Midlands Mental Health Commission

The Commission has started its work. It had its first meeting on Monday this week, albeit an
informal meeting to allow the members of the Panel to get to know each other, fine tune the scope
of the Commission and discuss potential Key Lines of Enquiry. It has taken slightly longer to get the
Panel together than intended due to diary commitments but the Commission is still on course to
report by the end of the Summer.
The focus of the Commission is unchanged. It is a whole system review and is exactly as described in
the slides we used for the telephone conference. This includes employment but also housing, early
intervention and primary care as well as crisis care and service provision. That does not mean it is a
review of mental health services but it is a review of how all these things fit together.
The Panel is as follows
•
Norman Lamb MP, Chair of the Commission
•
Prof Kevin Fenton, Director of Health and Wellbeing, Public Health England
•
Prof Swaran Singh, Head of Mental Health & Wellbeing Division, Warwick Medical School
•
Steve Gilbert, Service User
•
Dr Geraldine Strathdee, National Clinical Director Mental Health, NHS England
•
Craig Dearden Phillips, Managing Director Stepping Out
•
Steve Shrubb, Chief Executive, West London Mental Health Trust
•
Dame Carol Black, Policy Advisor on work and health to the government
You will see this does not include “local agencies and officials”. There is also a private sector
member of the Panel who is about to be announced.
Steve Appleton (who I think you know) has now been appointed to support the work of the
Commission and I am sure he would be happy to provide further information. He is currently
arranging the first meeting of the local Steering Group which includes Simon Gilby as nominated by
yourselves. Simon is already in touch with Steve about this and has already met with Norman Lamb
to discuss the Commission’s work. That said we do recognise the need to do more to keep everyone
informed about what the Commission is doing and that is something that Steve is planning to
address urgently.
We certainly do want to make sure the Commission’s work is complementary to that of the
Vanguard. Geraldine is keen to ensure that happens and I am sure Simon will make that
contribution through the Steering Group.
I hope that reassures but if you want a conversation let me know
Kind regards
Sarah Norman
Chief Executive
Dudley Council
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Appendix 3

Edward St (Sandwell OAP)

Delay Days
OBD
% DTOC
% Occupancy

Apr
0
918
0.0%
76.5%

May
0
1002
0.0%
80.8%

Jun
0
791
0.0%
65.9%

Jul
76
816
9.3%
65.8%

Aug
62
909
6.8%
73.3%

Sep
21
891
2.4%
74.3%

Oct
24
1035
2.3%
83.5%

Jun
0
418
0.0%
87.1%

Jul
0
391
0.0%
78.8%

Aug
0
440
0.0%
88.7%

Sep
10
369
2.7%
76.9%

Oct
87
395
22.0%
79.6%

Meadow Ward (Wolverhampton OAP)
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Delay Days
OBD
% DTOC
% Occupancy

Apr
0
403
0.0%
84.0%

May
0
469
0.0%
94.6%

Appendix 3

Edward St (Sandwell OAP)
Apr
0.0%
76.5%

% DTOC
% Occupancy
Appendix 3

May
0.0%
80.8%

Jun
0.0%
65.9%

% Occupancy

Jul
9.3%
65.8%

Aug
6.8%
73.3%

Sep
2.4%
74.3%

% DTOC

90.0%

10.0%
9.0%
8.0%
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

80.0%
70.0%
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60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Apr

May

Jun

Jul

Aug

Sep

Oct

Oct
2.3%
83.5%

• Regular meetings held with Local Authority
to establish embedded system.
• Weekly updates two way from Local
Authority/Edward Street.
• Increase in patient/family choice
specifically around location of potential
nursing home lack of availability in Sandwell
• Support to nursing staff with patients who
are self funding.
• To review potential implementation of
sending 'fit for discharge letters' to be
agreed by all stakeholders

Appendix 3

Meadow Ward (Wolverhampton OAP)
Apr
0.0%
84.0%

% DTOC
% Occupancy

May
0.0%
94.6%

Jun
0.0%
87.1%

% Occupancy

Jul
0.0%
78.8%

Aug
0.0%
88.7%

Sep
2.7%
76.9%

% DTOC
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100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

25.0%
20.0%
15.0%
10.0%
5.0%
0.0%
Apr

May

Jun

Jul

Aug

Sep

Oct

Oct
22.0%
79.6%

• Difficulty in reporting delays
within the unit now Meadow
Ward staff are fully engaged in
Bed Management meeting.
However no attendance from
Older Adults Local Authority.
• Meeting held with Older Adults
Local Authority Team and system
implemented for ward manager
to provide weekly update and
monthly meeting with AHP team
lead,
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Appendix 4(i)

Delayed Transfer of Care – Mental Health Group
1.0

Introduction

The delayed transfer of care situation within the Mental Health Group is currently at
7.9% which is above the target of 7.5%.

2.0

Current Position

Unit
Mental Health

Beds Measure

Adult - Hallam St

54

Adult - Macarthur
Centre PICU

12

Adult - Penn

36

OAP - Edward St

40

OAP - Penn

16

Mental Health
Overall Position

158

No. of patients
No. delayed
% Delayed
% Occupancy
No. of patients
No. delayed
% Delayed
% Occupancy
No. of patients
No. delayed
% Delayed
% Occupancy
No. of patients
No. delayed
% Delayed
% Occupancy
No. of patients
No. delayed
% Delayed
% Occupancy
No. of patients
No. delayed
% Delayed

06-08

13-08

20-08

27-08

03-09

10-09

17-09

24-09

01-10

47
0
0.0%
87.0%
6
0
0.0%
50.0%
33
4
12.1%
91.7%
27
2
7.4%
67.5%
12
0
0.0%
75.0%
125
6
4.8%

43
0
0.0%
79.6%
7
0
0.0%
58.3%
30
3
10.0%
83.3%
31
3
9.7%
77.5%
12
0
0.0%
75.0%
123
6
4.9%

45
0
0.0%
83.3%
8
0
0.0%
66.7%
28
4
14.3%
77.8%
30
3
10.0%
75.0%
15
0
0.0%
93.8%
126
7
5.6%

42
0
0.0%
77.8%
9
0
0.0%
75.0%
31
4
12.9%
86.1%
31
3
9.7%
77.5%
14
0
0.0%
87.5%
127
7
5.5%

47
45
43
0
0
0
0.0% 0.0% 0.0%
87.0% 83.3% 79.6%
11
12
12
0
0
0
0.0% 0.0% 0.0%
91.7% 100.0% 100.0%
34
33
34
6
5
6
17.6% 15.2% 17.6%
94.4% 91.7% 94.4%
29
29
27
3
1
0
10.3% 3.4% 0.0%
72.5% 72.5% 67.5%
15
12
10
0
0
0
0.0% 0.0% 0.0%
93.8% 75.0% 62.5%
136
131
126
9
6
6
6.6% 4.6% 4.8%

48
1
2.1%
88.9%
12
0
0.0%
100.0%
34
N/A
N/A
94.4%
28
0
0.0%
70.0%
12
N/A
N/A
75.0%
134
1
0.7%

51
1
2.0%
94.4%
12
0
0.0%
100.0%
34
7
20.6%
94.4%
32
0
0.0%
80.0%
12
2
16.7%
75.0%
141
10
7.1%

08-10

15-10

22-10

29-10

45
41
48
38
48
1
0
0
0
0
2.2% 0.0% 0.0% 0.0%
0.0%
83.3% 75.9% 88.9% 70.4% 88.9%
11
12
11
12
10
0
0
0
0
0
0.0% 0.0% 0.0% 0.0%
0.0%
91.7% 100.0% 91.7% 100.0% 83.3%
30
34
35
29
33
7
6
6
6
6
23.3% 17.6% 17.1% 20.7% 18.2%
83.3% 94.4% 97.2% 80.6% 91.7%
33
33
34
35
34
1
1
0
0
1
3.0% 3.0% 0.0% 0.0%
2.9%
82.5% 82.5% 85.0% 87.5% 85.0%
14
10
13
14
15
3
3
2
3
4
21.4% 30.0% 15.4% 21.4% 26.7%
87.5% 62.5% 81.3% 87.5% 93.8%
133
130
141
128
140
12
10
8
9
11
9.0% 7.7% 5.7% 7.0%
7.9%

Of the 11 delays that are being reported within the group 10 of these are within
Wolverhampton services. (6 in Adult Services and 4 in Older Adult Services)
The reasons for the delay are highlighted below
1 x Walsall Patient awaiting discharge to Cambian. Experienced difficulties with bed
availability and also linking with Walsall Commissioners. NHS Delay –
Commissioner Decision
1 x Patient has no recourse to public funding which has proved difficult in finding
accommodation. Application for Asylum is being considered. Patients ex husband is
currently living in London with children. Patient has a boyfriend in her native
country but is unable to return due to risks. Immigration have been informed but are
not taking any further action. Letter to be sent to ex husband instructing of plans to
discharge to London. NHS Delay – Housing Issue
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1 x Patient has placement identified is in the process of signing paperwork. Local
Authority Delay – Awaiting available Placement
1 x Patient has previous history of absconding to Scotland. Case has been presented
at funding panel and a revised risk management plan was requested due to the
abscond history. Suitable placement has been identified but application to be
approved by Local Authority Lead. Request made for Group Manager to write to
both Local Authority and Commissioners. Local Authority Delay – Awaiting
funding
1 x Patient has requested to move back to family in Wales. Ward Staff have assisted
patient to find GP. Ward Staff to discuss with current Wolverhampton GP discharge
of care. To review potential of hospital to hospital transfer if no alternative placement
can be sought. NHS Delay – Patient/Family Choice
1 x Patient has an excessive gas/electric bill. Accommodation is not in a fit state for
patient to return. Complex Care staff have been trying to resolve power situation.
Has been formally evicted from this accommodation this week. Awaiting feedback
from SRF. At this weeks bed management meeting it was agreed to look at possible
transfer to P3. NHS Delay - Housing
1 x Awaiting panel outcome and authorisation from Local Authority and
Commissioners. Issue to be addressed in letter from Group Manager to both
organisations. Local Authority Delay – Awaiting Funding
1 x Placement has been identified and funding has been agreed. Patient to be
discharged ASAP NHS Delay
1 x Patient awaiting funding, placement has been identified – Local Authority Delay
– Awaiting Funding
1 x Awaiting placement. List of placements has been provided to next of kin. IMCA
have been appointed to provide support to next of kin who is finding it difficult in
finding a suitable placement. NHS Delay – Patient/Family Choice

3.0

Work Completed to Date

An internal review of the weekly bed management meeting at Wolverhampton has
been completed and recommendations have been presented to the Group Manager.
A conference call with Local Authority Adults and Older Adults
/Commissioners/Medical Team/Service Manager/Group Director was undertaken on
6th October and an action plan has been developed and will be presented at the bed
management meeting on 17th October. (Appendix 1)
Over the last 2 weeks Senior Management have been in attendance at the weekly bed
management meeting to assist in discussions.
A meeting has been held with Local Authority Older Adults as this organisation does
not participate in the weekly bed management meeting. Engagement has been poor
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and a plan has been developed for Ward Manager to work closely with Local
Authority Team leads and to forward a weekly snap shot of patients who require
support.

4.0

Further Work/Considerations

Group Manager is continuing to review the Wolverhampton Bed Management
meeting and is suggesting a Group Wide Bed Management meeting. A managing
delayed transfer of care in mental health protocol to be developed that incorporates a
clear escalation process and Standard of Operating Procedures.
Review of referrals to Local Authority to ensure that prompt engagement is available
in an attempt to reduce length of stay/potential delayed transfer of care.
Housing and P3 have been invited by Commissioners to the weekly bed management
meeting. Response received from housing who cannot participate at present –
alternative representation has been requested.
Commissioners have highlighted that there is no funding for female P3 and this will
need consideration in the long term.
Attendance is difficult for Older Adults Local Authority due to current availability.
To review newly established meeting with Ward Manager.
Discussion with out of area commissioners required on a weekly basis as there is a
risk of potential lengthy delays if not progressed.
Regular review of out of area patients to be undertaken in an attempt to get these
patients returned to Penn Hospital more quickly.
BCPFT Action Notes/Administrative Support to be enhanced to ensure that weekly
reporting is robust. Agreement to share reported delays with stakeholders in a timely
fashion to be established. Weekly Action notes to be include timescales and to ensure
accountability.
A review of template letters to be approved by the bed management team that
indicates a) General Admission Letter b) General Discharge Letter – highlighting that
once a suitable placement has been found that this should be accepted at least on a
temporary basis, even if the home identified is not your first choice as it will meet
your needs better than a hospital setting. Unfortunately we are unable to offer you the
option of remaining in hospital once a suitable placement has been found. c) Leaving
Hospital – highlighting that patient/carer has been unable to confirm arrangements
for transfer therefore a temporary alternative placement has been secured at …….
The temporary placement should be accepted as this will meet your needs better than
a hospital setting.
Conference Call facilities could be considered if stakeholders are unable to attend.
Further conference call to be organised to review progress.
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Appendix 4(ii)
Action
Ref

Issue

Nov-15

Attendance at Bed
Management Meeting

Delayed Transfer Of Care - Confernce Call - 6th November 2015
Action
Required
Completion
Lead
Date
Invitation to be sent to Richard O'Leary & Sam Bailey
SF

Nov-15

Attendance at Bed
Management Meeting

Discuss potential attendance of Meena Dulai

Nov-15

Attendance at Bed
Management Meeting

All Ward Areas to be Represented and to be in a
position to feedback regarding each patient

Nov-15

Attendance at Bed
Management Meeting
Patient EW (Dale
Ward)

Nov-15

Female NRPFS

Nov-15

SF

WJ

SF
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Jason Viola Davis and Sarah Fellows to attend
Further discussion with Walsall Commissioners
Required to assist in transfer of patient.
Female P3 Solution Required. Discussion needed
with Sam Bailey

Nov-15 B&B Accommodation Restrictions with funding to be flagged with housing
Nov-15 Delayed Transfer of
Procedure to be reviewed
Care Procedure
Clarification whether detained patients can be
Nov-15 Detained Patients
classified as DTOC
An agreed process to be establish and to form part of
Nov-15 Escalation Process
the delayed discharge procedure
Nov-15 DTOC Definition
Monitor Definition to be circulated to all
Nov-15 Loss of
Accommodation
This to be flagged with Housing and Kathy Roper
whilst in hospital
Nov-15 Review of all Delayed
Review all Patients classifed and sign off. Main Focus
Transfers of Care
on Dale Ward
Investigate whether this would help reduce number of
Nov-15 Half Way House
delays
Commissioning to proactively liase with other CCG's
Nov-15 GP - Registration
as required
Issues
Review whether this is an option to assist those
Nov-15 Conference Call
people who may not be able to attend

SF
SF
JVD/JS/SF

LA
JVD/SF

All
JVD/SF
JVD/SF
LA

Date Completed

RAG

Status

13/11/2015 Invite sent to
ROL. Unable to
committ. SF
asked for deputy
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Encl. 5.1

Meeting of:

Board of Directors

Date:

25th November 2015

Subject:

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

Presented by:

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

Author:

Gill Murphy, Associate Director for Quality and Governance

Purpose:

For 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:
There are currently 18 risks on the risk register rated 16 or above and are being
managed appropriately by the designated executive lead
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Recommendation(s):
The BOD are asked to receive this report as assurance that systems and
processes are in place to ensure the trust strategic objectives are being met any
issues are being managed appropriately.

Equality & Diversity implications:

None.

Regulatory and Compliance matters:
x

Monitor:

x

Care Quality
Commission:
Other:
None:

Previous consideration
Board
Audit

Quality & Safety

x

Business &
Performance
Other

None
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Quality and
safety
steering
group
19/11/15

Executive Summary
The BAF has been updated to reflect the revised BCPFT strategic objectives. All
risks are being linked to each strategic objective on Datix, but for the purpose of this
report only the High Level Risks are presented.
The Clinical Quality Dashboard indicators, which monitor compliance, have been
attributed to each strategic objective and for the purpose of reporting the indicators
which are non-compliant, these have been identified in month as RED on the BAF.
Any issues in controls have been identified and are being managed by the relevant
executive lead and monitored by the identified sub-committee of the BOD.
Exceptions
KPI

Target

October
15

% of patients on CPA
followed up within 7
days post discharge
Number of MH
patients on CPA who
have an up to date
care plan
Delayed transfer of
care

95%

92.1%

95%

72.8%

<7.5%

8.2%

MH clustering % of
reviews completed
within recommended
time period
Backlog of cluster
reviews
Safeguarding CL3*
Safeguarding AL2*
Mandatory Training*

75%

68.5

None

3042

85%
85%
95%

71.8%
56.7%
87.7%

Specialist Mandatory
Training*

95%

79.1%

Progress
The clinical teams are working to ensure
compliance with good progress seen to date.

This is monitored closely by the Groups with
close liaison with Social Care and third sector
providers.
The clinical teams are working to ensure
compliance with good progress seen to date.
A process is being developed to ensure the
appropriate clinician completes the clustering
at the appropriate time.
Progress is positive with support from all to
reach the required target by December 2015.
Additional training sessions are in place and
a remedial action plan is being managed by
HR. A full review of data capture has been
completed and the database is now available
“live” to all managers and leads to manage
staff attendance as required.
This is being monitored by the Groups to
ensure staff are able to attend and a review
on the delivery i.e. face to face versus elearning is taking place. A full review of data
capture has been completed and the
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% of staff completing
local induction

95%

89%

Sickness and
Absence*

<4.5%

5.4%

Vacancy Rate*

<8%

15.4%

92-100%

84.6%

Bank
agency usage*
Turnover

<13%

15.1% &
12.6%

10/15%

16.6%

Ethnicity profile

Reflect
local
population

29%

FFT recommend trust
as place for care
Staff satisfaction in
feeling valued

60%

43%

71%

31.2%

Substantive staff in
post*

database is now available “live” to all
managers and leads to manage staff
attendance as required.
Following feedback from Groups a
streamlined approach to recording local
induction checklist completions is being
developed. A full review of data capture has
been completed and the database is now
available “live” to all managers and leads to
manage staff attendance as required.
This is managed weekly by the Groups and a
Health and Wellbeing Group is in place to
improve staff health and attendance.
Time from advert to recruitment is being
managed to reduce to 8 weeks, 24 staff are
due to start this month.

This in time will reduce bank and agency
usage
This is being reviewed, but currently reflects
the transfer of school health nurses to
another provider in April 2015. It is, however,
identified that our largest turnover is
unregistered staff and work is ongoing to
understand why and take appropriate action
to decrease.
The EDS2 is currently being completed that
will we suspect have an associated action
plan
Following the recent Pulse Survey work is
ongoing across the Trust to improve
engagement and staff satisfaction.

All indicators are now managed on a weekly basis through the Group operational
meetings with appropriate actions being implemented to improve compliance. The *
indicates that this issue is already recorded as a high level risk to the organisation
and is being actively managed by the designated executive lead.
(The director of finance report will give an update on progress in relation to Objective
five).
The BOD are asked to accept this report as assurance that that systems and
processes are in place to ensure the trust strategic objectives are being met any
issues are being managed appropriately.
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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

Page 41

Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Issues 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 who have an up to date care
plan
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
Quality account
NHS Protect

Audit of compliance
to key policies

Medical Director(s)

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

Stephen Edwards
Jas Lidher

Amber

Associated risks:
RISK ID

Opened Date

Description

191

30/01/2014

454

03/11/2015

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 present bathroom configuration across the three wards is not addressed then the Group will not be
compliant with DDA legislation and access to services.
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V2- 13.11.15 (October Data)

Last
Risk
Review
(Inherent)
Date
26/09/2015 16

Risk
(Current)

Risk
(Target)

Exec Lead

16

9

DCEO

25/12/2015 16

16

8

DOO

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

Issues 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.

Patient stories
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 weakness
identified

Executive Director
of Nursing, AHP’s
and Governance

Quality & Safety
Committee

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

Objective
current
RAG
rating

Sheila Lloyd

Green

Patient Experience &
Involvement Strategy
Membership Strategy
Equality & Diversity
Strategy
EDS2

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.
Description

Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Issues 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

Director of Operations

Business &
Performance
Committee

CQUIN’s
NICE
POMH-UK
SDIP’s
Crisis concordat
‘time to shine’
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Operational Plans
Research & Innovation
Strategy
(Clinical Strategy)
Development /
transitional plan

Lesley Writtle

Objective
current RAG
rating

Green

Associated risks:
RISK ID

Opened Date

Description

203

01/04/2014

210

01/04/2014

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

Risk
(Inherent)
16

Risk
(Current)
16

Risk
(Target)
8

Exec Lead

10/10/2015

16

16

8

DOO

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

Issues 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
Appraisals

Monthly Divisional
Reports
Weekly incident report
Quarterly GAU report
Lessons Learnt Bulletin
Workforce Race Equality
Standard Report
EDS2
Occupational Health

Monitored by:
CQC
Monitor
HSE
NHS England
HCPC
NMC
RC Psych
GMC
DBS
Safeguarding
Boards
CCG
Local Authority
Healthwatch
University / training
establishments
Staff side
organisations

LEAN processes to
support recruitment
function

Director of
Workforce and
organisational
Development

Business &
Performance
Committee

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

Appropriate and
accessible to leads,
staff training record
database

Objective
current
RAG
rating

Susan Wakeman

Communication
strategy

Red

Review of EDS2

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

434

25/09/2015
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Last
Review
Date
26/09/2015

Risk
Risk
(Inherent) (Current)

Risk
(Target)

Exec Lead

16

16

8

CEO

26/09/2015

20

20

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

16

16

4

If we fail to reduce sickness absence levels this will impact on service delivery and increase costs for
agency use
If all staff (including housekeeping staff) working within inpatient areas do not receive conflict resolution
training before undertaking work within a secure mental health unit, then they are exposed to a risk of
violence and aggression without the skills to manage this.

26/09/2015

16

16

2

30/10/2015

16

16

12

Director of
Workforce /
COO
Director of
Workforce /
COO
Director of
Workforce
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.
Internal Controls (KPI’s)

Assurance Reports/
Strategies

External Controls

Issues 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.

Better payment practice
code
Creditor days
Debtor days
COSRR/RAF
Liquidity ratio
% variance to financial plan
PLACE
PAMs (Premises Assurance
Model)
RTT
18 Weeks Pathway
Delayed transfer
STAR Chamber (CIP)
Contracts

Monthly Divisional
Reports
Monthly financial position
Monthly Accounts
Cash forecast

Monitoring by:
CQC
CCG
Monitor
NHS England
Local Authority
Healthwatch
FSA
HSE
External audit report
NHS protect

Electronic clinical
information systems

Director of Finance

Investment
Committee
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Description

Group Performance
Reports
Financial Standing
Orders
Internal audits
Annual report

Objective
current
RAG
rating

Tracey Cotterill
Data quality for
billing
Non-spine compliant
‘Choose and book’
Red

IT infrastructure
Regulatory
documentation from
external landlords

IT Strategy
Estates Strategy
(Clinical Strategy)

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

385

30/04/2015

417

14/06/2015

421

14/06/2015

418

14/06/2015

419

14/06/2015

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
Risk of the Airwatch mobile device management system security configuration not meeting HSCIC
guidance;
Risk of inadequate authentication security levels on mobile devices to the data held in the shared
folders hosted in the Delta House server room;
Risk of inadequate authentication security levels on mobile devices to emails.
If we do not hold sufficient cash to pay creditors as they fall due them this could impact on their
willingness to trade and potentially incur interest charges
If capital spend is not appropriately capitalised then this may lead to impairments on revaluation
and therefore on the income and expenditure performance although this is not part of the CoSrr
Calculation
If the Trust reach a deficit within the current or future financial years then it may no longer be
sustainable and we may be in breach of licence
If the Trust does not improve the financial position then we may breach our licence and this may
lead to enforcement undertakings by monitor
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Last Review
Date
26/09/2015

Risk
(Inherent)
16

Risk
(Current)
16

Risk
(Target)
8

Exec Lead

26/09/2015

16

16

8

CEO

26/09/2015

16

16

9

DCEO

26/09/2015

16

16

8

18/12/2015

16

16

4

Director of
Finance
Director of
Finance

14/09/2015

16

16

4

14/09/2015

16

16

9

14/09/2015

20

20

12

14/09/2015

20

20

12

DCEO

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

Target Description

Detail

15/16 Target

2014/15 OutTurn

Oct-15

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

80%

94.6%

95.8%

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

80%

100.0%

100.0%

No target

330

33

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%), October 75(95.8%)



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

October data- Sandwell 1/1 , Walsall-N/A, Dudley-N/A, Wolverhampton-N/A

Physical healthcare

No. of recorded falls

28 falls were reported for MH, 4 for LD and 1 for CYPF. 19 falls were recorded as low harm, 8 as no harm and 6 had no
harm level recorded.

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

Lessons Learnt

14

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

0

No falls were recorded that resulted in moderate harm or above

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

95%

97.3%

92.1%



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 and report this indicator. Oct data : 58/63

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

95%

76.2%

72.8%



October figures :618/849

% of CPA Patients with a formal
review within 12 months

95%

99.9%



95% is a quarterly target and the Trust expects to meet the target by the end of the quarter.Oct figures:
807/808



11 incidents were recorded for CYPF, 8 corporate, 7 MH and 4 LD. 11 incidents were reported as no harm incidents, 11
were reported as not applicable as no person was directly involved and 8 incident did not have a severity recorded and
this has been taken up with the Divisions.



October figures are 171/175

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

CPA Formal Review

Number of reported incidents relating
to record keeping

No target

325

30

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

Lessons Learnt

N/A

0

% increase in harm free care across
the five harms

Maintain standard at 95%

98.34%

97.71%

Record Keeping

Safety Thermometer

No. of recorded medication errors

No Target

386

36

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



Medication Errors

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

Lessons Learnt

1

0



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



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



Number of incidents

All reported incidents in Month by
staff on Datix

No target

6148

566

Never Events

Number of never events reported

0%

0

0

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

No medication errors were recorded that resulted in moderate harm or above

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

Benchmarking Network:
Per 10,000 bed daysAdults (Children Not
available)
BCPFT: 1.09
365 incidents were reported by MH, 144 by LD, 31 by CYPF and 26 by corporate services.
Mean: 4.47
Median: 1.27



No never events were reported

STEIS

Number of serious incidents reported
on STEIS

Lessons Learnt

49

6



1- Unexpected death of community patient in LD. Later removed as CoD received as natural causes.
2- Inpatient fall resulting in fracture to patients ankle (sustained whilst on leave)
3- Unexpected death of community patient in MH- circumstances currently unknown.
4- Patient to patient assault resulting in patient sustaining fractured clavicle
5- Unexpected death of community patient in MH- patient found hanged.
6- Unexpected death of community patient in LD- Later removed as CoD received as natural causes

RIDDOR

Number of reported RIDDOR events

Lessons Learnt

38

1



This incident related to an assault to staff by an inpatient. Staff took time off work as a result of the assault.

Violence and Aggression

Restraint

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

Number of incidents where restraint
was required

Lessons Learnt

Lessons Learnt

786

721

68

67

Seclusion

Number of incidents where seclusion
was required

Self Harm

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

Lessons Learnt

18

2

Absconsions rate

Number of absconsions

Lessons Learnt

133

3

Pressure sores

Number of acquired Grade 2 and
above pressure sores

0

7

0

Duty of Candour

Duty of Candour reported via Datix

100%

N/A

100%

Crisis Gatekeeping

Assessment by Crisis Team prior to
hospital admission

95%

100%

100%

Readmissions

% of readmissions within 90 days of
discharge

Unexpected deaths

Number of unexpected deaths

Page 47

Lessons Learnt

197

20%

Lessons Learnt

13

8%

82/17

9



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 10,000 bed daysAdults (Children Not
available)
35 assaults were reported for LD, 32 for MH and 1 for CYPF. 38 incidents were reported as low harm, 25 as no harm
BCPFT: 16.82
and 4 incidents were reported with no severity identified.This has been taken up by the Division
Mean: 69.04
Median: 43.18



Benchmarking Network:
Per 100,000 MH bed
days
BCPFT: 1,716
Mean: 834
Benchmarking Network:
Median: 677
Per 10,000 bed daysUpper Q: 983
Adults (Children Not
Lower Q: 382
available)
47 episodes of restraint were used in MH and 20 in LD.12 restraints were as a result of incidents causing low
BCPFT: 16.28
harm, 50 no harm and 6 did not have a severity attached.
Facedown Restraint
Mean: 30.36
Per 1000,000 MH bed
Median: 24.41
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



12 incidents were reported form MH – All of which were reported for PICU as a result of abusive or disruptive
behaviours. 1 incident was reported for LD on Gerry Simon as a result of a patient to patient assault

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.

All incidents were reported for mental health and resulted in no harm. All patients were returned to the ward
areas.

Hospital acquired Grade 2+

No BCPFT acquired pressure sores were reported

5 of the 6 STEIS reportable incidents did not meet the criteria for DoC




Adult mental health only.

October figures: 85/85

New indicator as of July 2015

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 .October 44 Wolves Patients (2 readmissions)
4.5%. Sandwell- 73 Admissions, 9 readmissions (12.33%).

4 deaths were reported within MH, 2 within LD and 3 within corporate services. The deaths reported by
corporate services all related to notifications of stillbirths. All other deaths were adult deaths.

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

15/16 Target

2014/15 OutTurn

Oct-15

0

0

0

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

95%

98.9%

99.0%

% Patients waiting <18 weeks for
consultant led services

92%

100.0%

100.0%

97

114

11

Target Description

Detail

Admission of Minors

Number of admissions of children to
adult wards

Waiting Times

Early Intervention for New
Psychosis

Number of patients referred for Early
Intervention

Delayed Transfers of Care (%)

Occupying a bed despite medical
and clinically ready for discharge

Nutritional Needs

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

MH Clustering

6.5%

8.2%

Additional Notes & Comments

MH Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)





LD Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

Commentary

117/117 Patients in June.129/129 Patients in July.107/108 Patients in August.116/117 Patients in
September.103/104 Patients in October.
193/193 Patients in June.176/177 Patients in July.144/144 Patients in August.150/151 Patients in
September.159/159 Patients in October

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%
Oct figures are 456 Patients out of a total of 5566
Mean: 1.25% Median:
Older Adult MH DTOC:
7.5%
BCPFT: 4.1%
Mean: 6.9%
Median: 5.9%
Upper Q: 10.2%
Lower Q: 2.8%



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

95% of those eligible for
assessment have appropriate
assessments completed

85%

96%



% of relevant patients with a care
cluster

95%

93%

95.8%



Target changed from 97% to 95% in line with LQR1 - Evidence of using HONOS: Proportion of patients with a
HONOS score. October figures- 8527/8910

% of reviews completed within
recommended time period

75%

65%

68.5%



121 out of 187 (64.7%) were reviewed before maximum period allowed in October in Sandwell. 2814/3893
(72.3%) passed within Wolverhampton .

To reduce

2910

3042



As at end October 1963 cluster reviews were overdue in Sandwell, and 1079 in Wolverhampton

95%

93%

95.8%



Target changed from 97% to 95% in line with LQR1 - Evidence of using HONOS: Proportion of patients with a
HONOS score. October figures are 5363 out of a total of 5601 Patients

Backlog of cluster reviews overdue

Use of HoNoS

Less than 7.5%

Performance
Compared To
Previous
Month/RAG

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

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. September
62/76(81.6%) Ward Census 149 .October 72/75 (96%) Ward census 147
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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

Detail

15/16 Target

Performance
Compared To
Previous
Month/RAG

2014/15
Out-Turn

Oct-15



Additional Notes &
Comments

MH Benchmarking
Comments (taken from
Annual Benchmarking
Projects)

LD Benchmarking
Comments (taken from
Annual Benchmarking
Projects)

From July CYPS figures have
been incorporated into Mental
Health

Commentary

Mental Health

To Improve

96%

No
Responses

Learning Disabilities

To Improve

87%

100%



October figures: 4/4

Community(CYP)

To Improve

95%

99%



October figures: 97/98

Compliments

No. of compliments

PALS

Number of PALS contacts

No of complaints

No target

297

42



To see an increase

175

28



To see a decrease

133

9

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

Benchmarking Network:
Per 100,000 MH bed days
BCPFT: 356
Mean: 177
Median: 170
Upper Q: 231
Lower Q: 120



Complaints

No. of upheld/partially upheld
complaints in month
People who use mental health
services report that:
- Their views were taken into
account when deciding what was in
their care plan

To see a decrease

To Improve

78

60%

3

77%

No responses received in October



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



2015 National Community
Mental Health Service User
Survey Results.

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



2016 National Community
Mental Health Service User
Survey Results.

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

1 Complaint was Withdrawn
2 Complaints were Partially Upheld

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

Page 49

78%

74%

78%

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

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

Target Description

Research and innovation
Activity

Detail

15/16 Target

Number of recruits

120

2014/15
Out-Turn

128

Q2

74

Oct-15

115

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

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.

Corporate
BCPFT are now classified as a category A research partner organisation which means that the Trust now has responsibility to report to DoH on our
participation in clinical trials and is a sign that we are an active contributor to building research capacity within the West Midlands. This is excellent news
and demonstrates the commitment to research within our organisation, led by Dr. Tariq Qaseem and his team.
LD
Evaluation of Dudley Behavioural Support Team for adults with a learning disability and behaviours that challenge
The findings of this study suggested participants particularly valued a sense of joint working, a flexible, person-centred approach and being respected by
the BST for their knowledge and skills. A non-prescriptive and not instructional approach was valued by services. The personal qualities of the team, such
as being approachable, professional and respectful were also highlighted as important. An article about our services and the findings from this report has
been published in the British Journal of learning Disabilities. this is fantastic news for our staff, patients and trust.
CYPF
Our CAMHS team in Wolverhampton have recently introduced a focus group and have had 2 successful meetings with their users. This is well on the way
to ensuring we engage with our young people and look to develop further focus groups across the group and hopefully have a young person governor in
the future.
MH
Sue Burns, Violence and Agression specialist has had an article published this week! The article examines how touch can be used to facilitate
communication, it address ethical considerations, team dynamics and the use of touch whilst managing an individual who may be displaying aggressive
behaviours. this is fantastic news for Sue, our patients and the trust.
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Attract and retain a well-trained, diverse, flexible, empowered and valued workforce
Target Description

15/16 Target

2014/15
Out-Turn

Oct-15

- children level 1

95%

85.3%

96.6%

- children level 2

85%

58.9%

86.7%

- children level 3

85%

73.2%

71.8%

- adult level 1

95%

85.3%

96.6%

Detail

Safeguarding

Mandatory Training

- adult level 2

85%

25.4%

56.7%

- adult level 3

85% by December
2016

25.3%

71.8%

95% of eligible staff

85.3%

87.7%

95%

79.3%

79.1%

%of staff who have completed
mandatory training

% of staff who have completed
yearly specialist mandatory training

Performance
Compared To
Previous
Month/RAG



Additional Notes &
Comments
Safeguarding awareness is
covered on Annual Mandatory
Training day









MH Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

LD Benchmarking
Comments (taken
from Annual
Benchmarking
Projects)

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
1419 to be monitorede locally through the divisional monthly
reports.October figures 1792/1856 for Childrens Level1,
1230/1419 for Level2, 659/918 for level 3. Adults- 1792/1856,
918 Level2 793/1399, Level 3 659/918
1856

1856
The requirement for level 2 and 3 training in safeguarding
adults only commenced in January 2014. Therefore the target
1399 for achievement of 95% compliance is by end of December
2015, and dates and bookings are in place accordingly to
achieve this.
918
Oct Figures 1592/1816

Q2 figure
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

% of staff who have completed 3
yearly specialist mandatory training

80%

- registered

- unregistered

Appraisal

73.2%

82.1%

106%

108%



Increase number of apprenticeships

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

% of staff completing corporate
induction

50

95%

95%

134%

138%

92

18

98.7%

92%

95.3%

96%

Induction
% of staff completing local induction

Q2 figure

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.

Sustain staffing
levels

Staffing Levels

Apprenticeship Strategy

Commentary

Actual number of staff over planned number of staff. Figures
for October are provisional and are yet to be finalised.
Registered 2881/2666 . Unregistered 5217/3782 for October
2015.

6 Admin, 12 Clinical Apprentices




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.Oct figures 1585/1816

Q2 figure

Although this has improved since 13/14 the target of 95% has
not be reached. This is being managed by the workforce
group.Q2 figures 197/205

Q2 figure

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

95%

68%

89%



Less than 4.5%

5.9%

5.4%



October figures- 2875/53477

Less than 8%

11.8%

15.4%



October figures- 319/2073

Sickness and Absence

Sickness and Absence

Vacancy rate

Vacancy rate

Turnover rates

Turnover rates

Between 10% and
15%

14.3%

16.6%



October figures- 337/2029

Substantive Staff in post

Substantive Staff in post

Between 92% and
100%

88.2%

84.6%



October figures 1758/2077

Ethnicity profile

Ethnicity profile

Reflective of local
population

28.1%

29.0%

Q2 figures 1770/6097



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

15.1%

12.6%



0%

18.1%



Medical Revalidation

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%

56%



Q2 figure

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
organisation

60%

48%

43%



Q2 figure

2014 Staff survey results. The National Average
is 60%

To Improve

3.59/5

Annually

Bank usage in month

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

Unfilled in month

Medical Revalidation

Non-white BME background

October data: total 12722 shifts. 1596 Agency , 1919 bank.

In line with the 5 year set by the GMC

Appriasal

Staff Satisfaction

Overall Staffing Engagement

How satisfied are you with the extent
to which the organisation values
your Work?
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71%

31.2%

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



Q2 figure

2014 Staff survey results. The National Average
Pulse Survey Q23 Q4 (Q1 goingh forward)- 55 Q3
is 71%
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Encl. 7.1

Meeting of:

Board of Directors

Date:

25 November 2015

Subject:

Hard Truths Commitments Regarding the Publicity of
Staffing Data - October 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/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
Audit

 Quality & Safety
Other

Business &
Performance
M H Legislation
Scrutiny
Charitable Funds
None
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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 month of October 2015 (Appendix 1).
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 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.
Recruitment Update
As at 16 November 2015, there are currently a total of 104.8 registered nursing
vacancies within the Trust; of these, there are 76.55 nursing posts within the
recruitment process.






24.88 registered nurses have been appointed with a conditional offer
14 with an unconditional offer
37.67 are at advert/shortlisting/interviewing stage
27.45 post are not in the recruitment process
There are no nursing posts on hold
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Safe Staffing Summary For Board Reports - October 2015
Appendix 1

WTE
Day
Incidents

Specialty
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
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Total (All Wards)

Beds Occupancy Absconds

Falls

Medication

Registered
Assaults on Assaults on
Planned
Staff
Patients

10% Tolerance
Fill Rate

Night
Unregistered

Registered

HCSW

Day

Actual

Planned

Actual

Planned

Actual

Planned

Actual

Night

Registered Unregistered Registered Unregistered

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

82%
85%
80%
96%
94%
85%
87%
81%
80%
77%
93%
95%
91%
89%
56%
44%

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

2
1
0
0
0
0
4
3
17
0
1
2
0
0
0
0

0
3
2
0
3
7
1
1
7
0
1
0
0
0
3
0

8
9
2
13
1
0
12
0
6
2
2
26
5
0
1
0

1
7
2
10
2
4
11
0
6
0
5
3
1
0
1
0

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

143
128
127
177
191
193
156
158
182
70
187
67
66
35
94
84

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

176
215
243
431
142
142
317
166
336
92
381
247
149
62
273
76

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

63
62
63
68
64
62
61
62
74
34
61
31
32
34
31
31

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

69
92
93
215
68
77
172
74
172
31
126
219
120
59
121
62

115%
103%
102%
95%
103%
104%
126%
127%
147%
113%
101%
108%
106%
113%
76%
135%

142%
173%
196%
174%
115%
115%
128%
89%
217%
148%
123%
199%
120%
100%
88%
61%

102%
100%
102%
110%
103%
100%
98%
100%
239%
110%
98%
100%
103%
110%
100%
100%

111%
148%
150%
173%
110%
124%
277%
119%
185%
100%
102%
235%
129%
190%
98%
100%

217

83%

11

30

28

87

53

1891

2058

2573

3448

775

833

1209

1770

109%

134%

107%

147%

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
Charlemont 173% Unregistered Day Staff - due to the need for high level observations to be put in place
Friar 196% Unregistered Day Staff - due to high levels of patient observations
Macarthur 174% Unregistered Day Staff : 173% Unregistered Night Staff - because of the high level of observations Level 3 1:1 staff for two
patients and Level 3 2:1 for three patients
Chance 277% Unregistered Night Staff - because the night shift commences at 7.30pm and requires higher staffing to support patients with
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.
Salter 89% Unregistered Day Staff - currently the ward has more registered staff than HCSW’s but when you add both grades together it covers
our establishment of 5/5/4
Meadow 217% Registered Day Staff : 239% Unregistered Night Staff : 185% Unregistered Night Staff - because patients with comorbidities and high level of risk and need requiring extra staffing to ensure safety on the ward. In addition extra staff were required due to 10
patients being assessed as high risk of falls.
Penrose 199% Unregistered Day Staff : 235% Unregistered Night Staff - because there was a high level of care support needed for the
patient group. This consisted of 2 patients on level 3 observations on a 2 to 1 basis and 2 patients on level 3 observations on a 1 to 1 basis.
The observation levels indicated above were in place day and night.
Pond Lane 190% Unregistered Night Staff - there is 1 patient on level 3 observations due to continuous risk to others which increases the night
staff to 3 per night as opposed to the 2 that are the establishment
Ridge Hill 76% Registered Day Staff : 88% Unregistered Day Staff - due to fluctuations in short stay and overall occupancy levels of 56% and
patients with less complex needs
Suttons Drive 61% Unregistered Day Staff - because of low bed occupancy levels (44%) including one patient in transition on extended section

Key
<90%
90-99%
>100%

Total
125%
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High Quality

Easily
Accessible

Sustainable
Services

Introduction
Serving populations aligned with national policies to meet local needs, across a geographical area,
comprising of the local health economies of Dudley, Sandwell, Walsall and Wolverhampton.
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A values-led and relationships-based approach by motivated individuals, empowered clinicians working and
thinking together - making best use of the organisational memory, expertise, insight and networks to
provide high quality, easily accessible, sustainable services

Key Themes: Accountability, Equalities, Leadership, Management Skills, Trust, Wellbeing
Rudi Page, Facilitator, November 2015
V.5

Honesty and
Transparency

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect

Encl. 7.2

Joint Leadership Teams with the management capability and capacity to devise workable plans as the best
route to achieving the Trust's five strategic objectives and the corporate executive team priority for
improving staff retention.

Shaping Our Future Programme:
Engaged, Empowered and Well Supported Teams

Clarity

Performance

Service Improvement: Enhancing Patient Experience Access Involvement

Alignment & Governance:
Board Assurance
Framework at all levels:

Service Delivery Plans

•
•
•
•
•
•
•

Joint Leaderships Teams /Operational Management/Corporate Support Services
HR Functions/ Team Performance/Business Partners
Executive Directors
General managers
Service managers
Ward Leaders
Bands 6, 7, 8, 9

Clinical Quality
Framework: Service Line
Leadership, Management
& Reporting
Medical Workforce
Involvement

•
•
•
•
•
•

Joint Leadership Teams
Medical Directors
Clinical Directors
Associate Clinical Directors
Consultants
SAS Doctors

Staff-led Boards, Forums
& Task Groups: Ownership
& sustainability

•
•
•
•
•
•
•
•

AHP Forum
BME Network
LLEAD Embedding values Task Group
Nursing Board
Older Adults
Psychological Therapists Forum
Safeguarding Forum
WRES Task Group

Joint Leadership Teams
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Consistency

Process

Prioritise Prevention
Empower Individuals and
Communities
Value Impact
Equalities & Inclusion: As
ONE
Integrated and
collaborative workforce

• Equality and Delivery System (EDS2)
• Workforce Race Equality Standard (WRES)
• Public Sector Equality Duty (PSED)
Honesty and
Transparency

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect

Encl. 8.1

Meeting of:

Board of Directors

Date:

25th November 2015

Subject:

Integrated Performance Report

Presented by:

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

Author:

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

Purpose:

Information/Update

Relationship to strategic objectives:
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.
Resources will be used effectively, innovatively and in a sustainable
manner.
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X

Relationship to High Level Risks:

Failure to meet financial and key performance indicators

Recommendation(s):

The Board are to note the contents of this report

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:

Monitor Risk Assessment Framework – CoSRR

Care Quality
Commission:
Other:
None:

Previous consideration
X

Board

Audit
Quality & Safety
Other

Previous
Trust
Boards

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

Financial, Information Performance and Workforce performance for the period
ending 31st October 2015.
Finance
This paper summarises the financial position of the Trust for October 2015.
The key points to note are as follows:

(i)

The income and expenditure position for the Trust is a deficit of £1,088k
compared to an expected deficit of £95k year to date. The forecast deficit
for the full year to 31st March 2016 is £961k, compared with the original
planned surplus of £302k. The plan does not include any costs associated
with sustainability, currently forecast at £105k.

(ii)

MH is reporting a YTD contribution of £8,109k (£1,351kA), and is being
adversely impacted by pay costs.

(iii)

LD is reporting a YTD contribution of £2,318k (£438kA), and is being
adversely impacted by pay costs.

(iv)

CYP&F is reporting a YTD contribution of £3,177k (£103kA), and is
adversely impacted by loss of revenue streams.

(v)

Corporate Trust costs are £12,208k YTD (£401kA), 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 £56,739k year to date, against a budget
of £57,125k. An adverse variance of £386k.

(viii)

The cash balance at 31st October 2015 was £1,880k (£2,414k at 30th
September 2015).

(ix)

The balance sheet for 31st October 2015 shows net current liabilities of
£4,811k, a decrease of £586k from 30th September 2015 (£4,225k).

(x)

The debtor’s position now stands at £5,700k gross (£4,455k at 30 th
September 2015), with creditors at £7,772k including accruals but
excluding PDC creditor (£7,992k at 30th September 2015). DGOH debt is
being escalated to FD for review.
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(xi)

Capital Expenditure incurred year to date is £2,903k, and is overspent
against plan by £634k. Following approval of the Newton House business
case at Board, the forecast capital spend has increased. Monitor have
been in discussion with all Trusts to consider opportunities for deferring
Capital into the next financial year, which would deliver an I&E benefit.
BCPFT has not accepted this offer, as the Trust will be in need of
distressed finance in 2016/17, and any capital expenditure above
internally generated funds (depreciation) in the year will need approval
from DH.

(xii)

With the inclusion of the £1.5m contract variation, the Trust’s financial
performance risk rating has improved, with full year forecast showing all
scores at 2 with the exception of liquidity. Scoring 1 on any metric caps
the maximum weighted score at 2, but no longer causes a default to 1. If
the Trust can demonstrate that the level of risk is material but stable, and
not prone to deterioration, it may be possible to secure a 2* rating and
avoid greater scrutiny. However, this would be predicated on the
internally generated cash being sufficient to meet the organisation’s
needs, with no recourse to distressed funding, as it is not possible to apply
for distressed funding unless the Trust is under enforcement undertakings.

Performance
- CPA 7 Day Follow up: Month 7 performance is 92.1% against a target of 95%.
The reasons for 7 day follow up not being completed have been gathered, evidence
is available that numerous attempts have been made to undertake the 7 day follows
for 4 of the 5 fails with no success. Attempts made both face to face and as a
telephone follow up.
- CPA 12 Month Formal Review: Quarter 3 performance to date is 99.5% 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 3 performance was 8.2% against a target of
<=7.5%. The Trust is currently reporting 15 delays. Weekly commentary and
progress reports are provided by clinical areas. A review of the mental health bed
management meeting is being undertaken. Conference Call relating to
Wolverhampton Mental Health delays was completed with Local Authority,
Commissioner, Medical and Management involvement and an action developed to
review process and escalation plans.

Page 64

FINANCIAL REPORT OCTOBER 2015- BOARD ELEMENTS DASHBOARD

1.

Income and Expenditure Summary

The Trust is reporting a year to date deficit of £1,088k compared to a planned deficit of £95k (£993kA).
INCOME & EXPENDITURE ACCOUNT
FOR THE PERIOD ENDING 31st October 2015
Favourable Variance + \ Adverse Variance (-)

4

Month 7
Actual
£'000

5
Month 7
Budget
£'000

6
Month 7
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 7

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

6,157
834
396
444
79
16
173
0

6,199
890
641
331
214
13
20
10

(42)
(56)
(245)
113
(135)
3
153
(10)

43,008
5,865
3,066
2,845
1,223
122
573
35

43,282
5,925
3,610
2,353
1,491
88
306
69

(274)
(60)
(544)
492
(268)
34
267
(34)

75,410
10,091
5,746
4,644
2,074
207
761
35

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

1,133
(281)
(1,066)
638
(486)
56
355
(84)

75,410
10,091
5,746
4,644
2,074
207
761
35

73,865
10,091
5,939
4,582
2,202
207
623
35

1,545
0
(193)
62
(128)
0
138
0

Total Income

8,099

8,318

(219)

56,737

57,124

(387)

98,968

98,703

265

98,968

97,544

1,424

Expenditure
Pay
Pay (Agency)
Non-Pay

(6,092)
(432)
(1,520)

(6,381)
(25)
(1,384)

289
(407)
(136)

(42,652) (44,309)
(3,247)
(228)
(10,094)
(9,547)

1,657
(3,019)
(547)

(74,173)
(4,585)
(17,591)

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

2,106
(4,230)
(1,229)

(74,173) (73,834)
(4,585) (4,554)
(17,591) (17,193)

(339)
(31)
(398)

Total Op Expenditure

(8,044)

(7,790)

(254)

(55,993) (54,084)

(1,909)

(96,349)

(92,996)

(3,353)

(96,349) (95,581)

(768)

55

528

(473)

744

3,040

(2,296)

2,619

5,707

(3,088)

2,619

1,963

656

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

(8)
(207)
1
(43)
(135)

(85)
(191)
3
(43)
(136)

77
(16)
(2)
0
1

587
(1,123)
9
(299)
(946)

(598)
(1,306)
21
(299)
(953)

1,185
183
(12)
0
7

477
(1,922)
36
(512)
(1,554)

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

1,509
341
0
0
80

477
(1,922)
36
(512)
(1,554)

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

14
0
0
0
0

Surplus/(Deficit) before Sustainability

(337)

76

(413)

(1,028)

(95)

(933)

(856)

302

(1,158)

(856)

(1,526)

670

(8)

0

(8)

(60)

0

(60)

(105)

0

(105)

(105)

(105)

0

(345)

76

(421)

(1,088)

(95)

(993)

(961)

302

(1,263)

(961)

(1,631)

670

EBITDA

Sustainability
Total Surplus/(Deficit)

Financial Risk Register and Year End Forecast 2015/16
As at 31st October 2015
Worst Case
Scenario 1
£'000

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

Forecast surplus / (deficit)

(962)

Total Income Adjustments

(1,440)

0

277

0
0
(268)
(268)

0
0
0
0

0
0
17
17

Items in reserves
Discretionary controls
Other Expenditure Items
Total Expenditure Adjustments

(962)

(962)

Adjusted EBITDA

(2,670)

(962)

(668)

TOTAL SURPLUS/(DEFICIT) 2014/15 RANGE

(2,670)

(962)

(668)
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The year to date deficit is made up of a contribution from the core business streams of £747k (£2,294kA),
depreciation costs of £1,123k (£183kF), PDC expense of £946k, Sustainability costs of £60k (£60kA) and
other non-operating income of £294k. Included in the non-operating items is £587k within Trust Reserves
(relating to release of provisions/accruals, and realisation of prior year income).

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 7
Actual £'000

Month
Month 7
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

202
183
1,749
1,547
4,417
0
8,098

212
176
1,797
1,700
4,431
0
8,316

(10)
7
(48)
(153)
(14)
0
(218)

1,479
1,411
12,048
10,853
30,948
0
56,739

1,553
1,307
12,211
11,028
31,025
1
57,125

(74)
104
(163)
(175)
(77)
(1)
(386)

3,006
2,357
20,693
18,990
53,923
0
98,969

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

393
171
(504)
(539)
745
(1)
265

540
95
16
(8)
783
(2)
1,424

(1,162)
(1,070)
(1,251)
(1,212)
(3,208)
(141)
(8,044)

(1,132)
(975)
(1,296)
(1,204)
(3,035)
(150)
(7,792)

(30)
(95)
45
(8)
(173)
9
(252)

(8,094)
(7,004)
(8,871)
(8,535)
(22,839)
(649)
(55,992)

(8,003)
(6,664)
(8,931)
(8,272)
(21,565)
(649)
(54,084)

(91)
(340)
60
(263)
(1,274)
0
(1,908)

(14,291)
(11,763)
(15,434)
(14,590)
(38,847)
(1,421)
(96,346)

(13,624)
(11,472)
(15,430)
(14,294)
(36,771)
(1,405)
(92,996)

(667)
(291)
(4)
(296)
(2,076)
(16)
(3,350)

(330)
(205)
(46)
(65)
(90)
(28)
(764)

54
1%

524
6%

(470)

747
1%

3,041
5%

(2,294)

2,623
3%

5,708
6%

(3,085)

660

Total income is £386k adverse year to date, and total operating expenditure is £1,908k adverse.
The adverse income variance (0.6% of planned income) is due to under-performance in the clinical and
corporate divisions, whilst Facilities division has a favourable variance.
The adverse operating expenditure variance (3.5% of planned expenditure) arises from: adverse total pay
costs of £1,362k. (Favourable pay costs of £1,657k are offset by adverse agency pay costs of £3,019k);
adverse non-pay costs of £547k.
Agency pay costs are £3,247k year to date. The adverse variance is 82% 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).
The adverse pay costs are primarily attributable to the Mental Health and Learning Disabilities divisions.
Adverse non-pay costs arise within the Mental Health and Facilities Management cost centres.
In terms of overall divisional performance, the year to date adverse position is driven by: Learning
Disabilities (£438kA), and Mental Health division (£1,351kA).

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

Month 7
Actual £'000

Month
Month 7
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

(960)
(887)
498
335
1,209
(141)

(920)
(799)
501
496
1,396
(150)

(40)
(88)
(3)
(161)
(187)
9

(6,615)
(5,593)
3,177
2,318
8,109
(649)

(6,450)
(5,357)
3,280
2,756
9,460
(648)

(165)
(236)
(103)
(438)
(1,351)
(1)

(11,285)
(9,406)
5,259
4,400
15,076
(1,421)

(11,011)
(9,286)
5,767
5,235
16,407
(1,404)

(274)
(120)
(508)
(835)
(1,331)
(17)

210
(110)
(30)
(73)
693
(30)

54
1%

524
6%

(470)

747
1%

3,041
5%

(2,294)

2,623
3%

5,708
6%

(3,085)

660
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Forecast Out-turn
At the end of October the full year forecast out-turn is a deficit of £961k, an adverse variance of £1,263k
from the planned surplus of £302k, and is an improvement of £670k from the prior month full year forecast
out-turn. A summary of the key operational variances is included at Appendix 17.
Forecast divisional contribution has improved by £656k from that previously reported.
 Income: £1,424kF - Corporate accounts for £540k, and Mental Health accounts for £783k.
 Expenditure: £764kA – both pay and non-pay expenditure has increased across all divisions.
Agency pay costs are forecast at £4,585k 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

63,183
5,714
2,414

63,400
6,870
1,880

218
1,156
(534)

62,582
4,485
7,180

818
2,385
(5,299)

(12,353)
(4,225)

(13,561)
(4,811)

(1,209)
(586)

(14,693)
(3,029)

1,132
(1,782)

(5,700)
53,258

(5,677)
52,913

23
(346)

(5,700)
53,854

23
(941)

2.1. Fixed Assets
Year to date overspend against plan is due to
Langley and EHR. The overspend on Langley is
due to phasing and prior year underspend falling
into the current year. IM&T expenditure is £264k
underspent. Unplanned EHR development costs
of £232k 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 capital programme has been
increased by £381k for IM&T (EHR development
costs - £366k and SLAM Financial System £15k), and £265k for Estates (to cover overspend
on Langley House and unplanned spend on
Newton House).
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2.2. Cash
The graphic shows cash
being lower than the
original plan. This is
attributable to the £1.3m
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

Movement
Prior Month Invoiced Receivables

3.

371

31-60
days
192

61-90
days
347

7%

3%

6%

Current

1-30 days

3,022
53%

1,245

>365
days
523

22%

9%

>90 days

Total
5,700
100%

↑

↓

↓

↓

↓

↓

1,262

389

866

332

1,037

568

4,454

28%

9%

19%

7%

23%

13%

100%

Cost Improvement Programme (CIP)

Year to date CIPs of £1,909k have been identified against the original budget of £2,477k. Non-recurrent
savings total £1,324k.
The full year forecast CIPs total is £3,812k. This is a decrease of £655k from the original budget of
£4,467k (Corporate - £129k decrease, CYP&F - £149k decrease, Facilities - £66k decrease, LD - £196k
increase, MH - £539k decrease, Ops Mgt - £32k increase).
The total value of risk associated with these CIPs initiatives is £127k and is considered to be all recurrent.
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4.

Financial Performance Risk Rating

The Financial Performance Risk Ratings 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

1.31

0.92

1

3

2

(13.85)

(21.75)

(18.06)

1

2

1

I&E margin (%)

0.31

(0.97)

(1.92)

1

3

2

Variance in I&E margin as a % of income

0.00

(1.28)

(1.74)

2

4

2

1

3

2

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 2 being achieved against all measures with the exception of
Liquidity which is a 1. The weighted average result for the Trust is an overall combined rating of 2.

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
continues to discuss progress and performance with the Senior Regional Manager to provide
assurance.
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Trust-wide Performance Report - October 2015
National Priorities and Targets

Notes:
- CPA 7 Day Follow up: Month 7 performance is 92.1% against a target of 95%. The reasons for 7 day follow up not being completed have
been gathered, evidence is available that numerous attempts have been made to undertake the 7 day follows for 4 of the 5 fails with no
success. Attempts made both face to face and as a telephone follow up
- CPA 12 Month Formal Review: Quarter 3 performance to date is 99.5% 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 3 performance was 8.2% against a target of <=7.5%. The Trust is currently reporting 15 delays.
Weekly commentary and progress reports are provided by clinical areas. A review of the mental health bed management meeting is being
undertaken. Conference Call relating to Wolverhampton Mental Health delays was completed with Local Authority, Commissioner, Medical
and Management involvement and an action developed to review process and escalation plans.

Page 71

This page is intentionally left blank

Workforce Performance Report
October 2015
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Honesty and
Transparency

Integrity

Empowerment

Compassion &
Kindness

Dignity &
Respect

Summary
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Vacancy Rates

• Budgeted establishments have increased leading to a corresponding increase in vacancies of
7.7 WTE to 319 WTE and a vacancy rate of 15.4%
• Registered nursing vacancies stand at 104.8 FTE, a decrease of 1.8 FTE
• To achieve the 8% vacancy rate for registered nurses, the vacancies need to reduce to 53 WTE
• The highest % vacancy rate is in the Medical staff group with 24.5 WTE vacancies, however
there are 5 Medics appointed with start dates and the remaining vacancies are in the
recruitment process
• The Trust has established a task and finish group that is focused on improving the recruitment
process and attracting more candidates

Agency
Expenditure

• Year to date agency spend is £3.2mn, representing 7% of the pay bill
• Agency spend in October increased by over £15.8k to £432k which equates to 6.7% of the
paybill
• Highest agency spend in October was on Medical staff, £118k representing 27% of the total
agency spend
• Registered nursing spend reduced to £101k and was 0.2% below the 5% ceiling set by Monitor

Sickness
Absence

Appraisals

Annual
Mandatory
Training Day

• The sickness % in September decreased by 0.1% from the previous month to 5.4%
• Short term sickness increased by 0.3% in September
•The rolling 12 month sickness rate has remained the same as the previous month (5.6%)
• Sickness absence rates in the Mental Health (6.3%) and Learning Disabilities Groups
(5.3%)was above the 4.5% target
• The Health and WellbeGroup is now established and is lookin at building staff resilience and
proactively managing attendance
• The Trusts annual Appraisal Period ended on the 31st May
• As at the end of October the Appraisal rate was 95.3%
• The Appraisal rates in CYP Group and Corporate areas fell below the target 95%
• Outstanding appraisals are being highlighted to Managers to ensure compliance

• Attendance on the AMTD decreased by 2.1% to 87.8% in October
• Compliance for all Groups is below the 95% compliance target
• A new electronic tool has been 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

769.8

301.1

306.6

338.1

10% 15%

14.3%

22.5%

10.5%

15.0%

Vacancy Rate

<8%

14.0%

17.9%

17.2%

13.8%

Vacancy Numbers

< 180

125.1

65.5

63.8

Sickness Rolling 12 Months %

< 4.5%

5.9%

4.8%

Sickness % Month September

< 4.5%

6.3%

LT Sickness September
ST Sickness September

Rolling Turnover %
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Cost of Sickness September

Trust
Previous
Month

Operational
management Trust
42.6

1758.2

1761.8

15.4%

15.0%

20.4%

15.4%

15.0%

54.3

10.9

319.5

311.9

6.2%

5.2%

3.4%

5.6%

5.6%

4.1%

5.3%

4.6%

3.9%

5.4%

5.5%

4.1%

3.1%

2.9%

2.7%

2.3%

3.4%

3.9%

2.2%

1.0%

2.4%

1.9%

1.6%

2.0%

1.6%

£115,743

£40,146

£37,111

£30,609

£4,524

£228,133

£252,653

Appraisal

95%

96.3%

93.1%

95.9%

94.4%

97.4%

95.3%

94.7%

Annual Mandatory Training Day %

95%

87.4%

90.5%

86.6%

85.8%

92.9%

87.7%

89.9%

Specialist Manatory Training Annual

95%

75.8%

69.6%

85.6%

NA

NA

78.1%

79.1%

Specialist Manatory Training 3 Yearly

84.5%

80.6%

87.3%

88.6%

60.7%

83.3%

82.1%

Trend

2

Workforce Profile Staff in Post
•

SIP by Staff Group
563.3 564.9

600

•

500
400

362.5

374.4

399.3 393.9

New Starters
There were 32 new starters across the staff groups
during October 2015 equating to 26.5 WTE.

300
200

124.8 120.6

105.2 102.3

101.4 92.3

93.5 95.9

100
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8.0

23.8

0
Add Prof
Additional Clin
Scientific and
Services
Technic

The total actual establishment in the reporting
period was 1758 representing a headcount of
2,024
Workforce numbers have remained broadly the
same in the past 12 months.

Admin and
Clerical

AHPs

October

Estates and
Ancillary

Medical &
Dental

Registered
Nursing

2014-15 Average

Turnover
The rolling 12 month turnover rate is 15.4%, (14.2%
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

Reasons for Leaving
There were 30 leavers during October with the
reasons for leaving being:
Dismissal
1
Retirement
5
Voluntary Resignation
21
End of fixed term contact 3

Turnover by Staff Group
20%

19.6%

19.3%

17.6%
15.4%

15.3%

15%

11.4%

10.2%

10%

6.4%

5%
0%
Add Prof Add Clinical
Scientific & Services
Technic

Admin &
Clerical

AHPs

Estates and Medical & Registered
Ancillary
Dental
Nursing

Trust

3

Workforce vacancies
Actual WTE and Vacancy WTE Breakdown

•

There were 319 vacancies in October
equating to a vacancy rate of 15.4% which is
a increase of 0.4% 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

•

Nursing vacancies have decreased this
month by 1.8 WTE

•

As at the 31st October there were 280
vacancies in the recruitment process, with 74
appointees with a confirmed start date.

2100
276.5 273.0 254.7 235.7 239.4 295.3 296.0 321.3 313.9 330.1 311.9 319.5
1700
1300
900

1773.9

1776.9

1784.4 1794.0 1790.3
1784.0
1779.7
1761.8
1785.4
1770.5
1758.2
1766.7

500
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100
Nov

Dec

Jan

Feb

Mar

Apr

Actual 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

May

June

July

Aug

Sep

Oct

Vacancies WTE

1000
900
800
700
600
500
400
300
200
100
0

Group Establishment
125.1

769.8

Adult & Older
Adult

54.3

65.5

63.8

338.1

301.1

306.6

Corporate

Childrens

Learning Dis

Actual

Vacancy WTE

10.9
42.6
Operational
Management
4

Workforce Divisional
Vacancies/Workforce Profile
•

% Vacancies
25%

21.2%
17.5%

20%
14.8%
10%

15.7%

13.7%

15%

20.0%
•

9.8%

9.0%

5%

•
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0%
Additional Administrative Allied Health
Add Prof
Scientific and Clinical Services and Clerical Professionals
Technic

Estates and
Ancillary

Medical and
Dental

Target

Nursing and
Midwifery
Registered

Students

FTE Vacancies
120
100
80
60
40
20
0

104.8
84.5
63.0
12.4

16.7

Add Prof
Additional Administrative Allied Health
Scientific and Clinical Services and Clerical Professionals
Technic

25.2
11.0
Estates and
Ancillary

2.0
Medical and
Dental

Nursing and
Midwifery
Registered

Students

Vacancy levels reduced in Nursing, Additional
Professional & Scientific and Estates and
Ancillary Staff Groups. The largest reduction of
3.3 FTE is in the Additional Professional &
Scientific staff group
Vacancy levels increased in Additional Clinical
Services, Admin & Clerical, AHPs and Medical
and Dental
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.
An assessment day for Student Nurses is taking
place for students qualifying in January 2016. This
has also been opened to external Student Nurses.
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 Staff Group October 2015
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Agency expenditure during October was £432k representing 6.7% of the
pay bill
Agency spend on Health Care Assistants decreased by almost £20k to
£77.5k representing 7.4% of the Health Care Assistant pay bill
The largest spend was in Medical, £118k representing 13.2% of the
Medical pay bill and 27% of the total agency spend in October.
Expenditure in Nursing reduced by £5k, to £101k representing 4.8% of
the nursing pay bill
Agency spend reduced in all staff Groups with the exception of Additional
Professional & Scientific which rose by more than £70k to £91.3k
Agency is being used to cover vacant posts and observations
Pay Expenditure is showing an overspend of £1,187k in October

Planned Actions
A temporary staffing action plan has been 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
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Sickness Absence
•

Workforce Absenteeism
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Sickness absence levels decreased by 0.1% in September to
5.4% with an estimated cost of £228k.
There has been a increase in short term sickness absence from
1.6% to 1.9%
The highest rate of sickness absence (6.3%) is in the Mental
Health Group, this is an increase of 0.4% on the previous month
The lowest rate of sickness absence (4.1%) is in Children's
Group
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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.
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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.
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Appraisal Compliance
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This years annual appraisal period ended on 31st May 2015 with the compliance rate surpassing the target rate of 95% and reaching 97.9%
At the end of October the Trust rate was 95.3%, which is a monthly increase of 0.6% from September.
The Operational Management Group had the highest compliance rate at the end of October with 97.4% of staff having had an 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.
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Annual Mandatory Training Day
% of Staff Compliant - Annual Mandatory Training Day

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

90.5%
90%

Compliance rates for the Annual Mandatory Training Day
decreased in October to 87.7%.
The lowest rate of attendance on the AMTD (85.8%) is in the
Corporate Group
The highest rate of attendance on the AMTD (90.5%) is in
Children's Group
Safeguarding level 1 achieved 96.6%
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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.
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Specialist Mandatory Training
% of Staff Compliant - Specialist Mandatory Training - Annual
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Annual Specialist Mandatory Training
At the end of October the compliance rate was 78.1%
The % attendance rates for the topics included in Annual Specialist
Mandatory Training are:
• Managing of Actual and Potential Aggression 85.2%
• Immediate Life Support 79.2%
• Moving and Handling 73.7%
• Paediatric Life Support 71.3%
The compliance target is 95%
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3 Yearly Specialist Mandatory Training
At the end of October the compliance rate was 83.2%
The % attendance rates for the topics included in 3 Yearly
Specialist Mandatory Training are:
• Conflict Resolution 88.2%
• Promoting Safe and Therapeutic Services 89.4%
• Safeguarding Children level 2 86.7%
• Safeguarding Children level 3 71.8%
The compliance target is 95% by the end of December 2015
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.
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